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Introduction

DON R. CATHERALL

Every family deals with stress. For many families, the stress is just an in-
evitable accompaniment to modern life, a background source of white
noise that ebbs and flows with schedules, special events, and the nodal
points of the family life cycle. Even losses are part of that normal cycle
when they arrive as expected—at the end of life. But for many other cou-
ples and families, extraordinary stressors enter their lives. These stressors
are unanticipated events that disrupt family life and can potentially dam-
age individuals and their relationships.

Every couple and /or family therapist encounters clients struggling to
cope with unexpected stressors. Therapists who work with traumatized
couples and families have long observed how the impact of traumatic
stressors filters through the relationships in intimate systems. The event
may initially strike one individual or subsystem, but sooner or later the
entire system is affected. Yet despite the observation that all systems are
eventually affected, it is also true that each couple and family is different
and every stressor is unique. The best we can do as therapists is to know
as much as possible about (a) the common patterns of family structure
and functioning and (b) the common elements that contribute to the
unique impact of different types of stressor events.

This book identifies eight distinctly different stressors that are encoun-
tered by couples and families. All are extrafamilial stressors; intrafamilial
stressors such as child abuse, domestic violence, or suicide are not ad-
dressed in this volume. Instead, the focus is on events or conditions that
are experienced as originating from a source that is beyond the couple’s
or family’s control. Stressor events covered in this volume range from
high magnitude traumatic events, such as the death of a child or homicide
of a family member, to conditions that have only recently been recognized
as significant stressors. These latter conditions were either infrequent
(e.g., a couple’s infertility or the need for adults to provide care for aging
parents), hidden from public view (e.g., the childhood sexual abuse of a
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spouse), or literally not a part of life as we knew it (e.g., the threat of ter-
rorist attack).

All of the specific stressors in the volume were chosen because of the
likelihood that therapists will encounter them in working with modern
couples and families. All have the potential to disrupt family life and
damage individuals and relationships. The specific stressors covered in
this volume include death of a child, homicide of a family member,
traumatization of a parent, traumatization of a child, (preexisting) sexual
abuse of a partner, infertility of a couple, dysfunction of an aging parent,
and the threat of terrorism.

The goal of the authors in this book was to identify the common issues,
themes, and idiosyncratic aspects of each of the stressors presented here
and to provide the reader with tools for intervening with couples and
families coping with these stressors. Each case still has to be understood
in its own context, with its own unique combination of individual, sys-
temic, and stressor factors. But the more we know in general, the better we
are prepared to deal with the specifics. These chapters provide a general
knowledge about specific stressors and specific help in applying this
knowledge to treat couples and families.

The publication of this book follows the larger Handbook of Stress,
Trauma, and the Family, which brings together the latest theory, research,
assessment, and treatment models in this area. This volume complements
the handbook by describing interventions with specific stressor events.
Each volume stands alone, but between the two, students and practition-
ers will be well prepared to help couples and families cope with the vast
array of stressful and traumatic events that impinge on family life.
Unfortunately, it appears that our field has never had greater need of this
kind of preparation.

DESCRIPTION OF THE CHAPTERS

In chapter 1, Kathleen R. Gilbert focuses on what is commonly re-
garded as the most difficult kind of loss, the loss of a child. She notes how
spouses have different relationships with the child and different grief ex-
periences. Gilbert emphasizes that understanding the issues stemming
from these differences is key to effectively intervening with these couples.

In chapter 2, Marilyn Peterson Armour examines the immense impact
on the family when a family member is murdered. Armour identifies six
core constructs that every family encounters in this situation. Under-
standing these unavoidable questions and experiences provides the clini-
cian with a grasp of the family’s experience so that he or she can help the
family anticipate and negotiate these fundamental elements of traumatic
grief.
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In chapter 3, Mary Beth Williams discusses the impact of parental
trauma on children. Williams outlines the reactions of children according
to developmental stage and offers guidance for supporting children ac-
cording to those stages. Williams emphasizes the role of attachment secu-
rity in thinking about how to intervene with children affected by parental
traumatization.

In chapter 4, Michael F. Barnes focuses on the impact on parents when
a child has been traumatized. Barnes reviews the literature and derives six
axioms that capture the changes in the family structure as the family
reacts to the trauma. The traumatized child becomes the focus of the fam-
ily, but the parents’ perceptions determine the impact of that change.

In chapter 5, Christine A. Courtois discusses the treatment of individu-
als who were sexually abused. Traditional treatment of this population
has been individually focused, and Courtois argues the importance of the
partner’s role in therapy. She approaches treatment with the goal of
strengthening attachment bonds and increasing security within the rela-
tionship to reverse the interpersonal effects of the traumatic past.

In chapter 6, Bryn W. Jessup examines the stressful experience of cou-
ples who are infertile. He emphasizes how this non-life-threatening expe-
rience nevertheless produces many of the effects of traumatic stress and
ambiguous loss. Jessup’s approach to treatment relies on restoring mean-
ing, a sense of agency, and an improved connection between the partners.

In chapter 7, Freda B. Friedman discusses a source of stress that is in-
creasing in parallel with the expanding age span of the elderly—the im-
pact on adult children when their aging parents develop disabilities and
require care. New roles are required of family members, and these changes
affect both the system and the relationships between members, often re-
viving dormant issues. Friedman emphasizes engaging the entire system
and unlocking conflicts that interfere with effective task resolution.

In chapter 8, Don R. Catherall considers a different type of external
stressor—the threat of potential terrorist attack. He explains how anxiety
can increase when family members differ in their appraisals of danger or
their preferences for how the family should cope. He also notes the dif-
ference between anxiety and fear, and offers guidelines for dealing with
each. His emphasis is on interventions that preserve the connection be-
tween family members.

The kinds of stressors discussed in these chapters cannot be eliminated
from the lives of modern families. Some couples and families negotiate
these stressors without help, whereas others cannot adapt on their own
and require assistance with unexpected difficulties. From the opening
chapter on the kind of loss that is widely regarded as the most painful of
all to the final chapter on the nebulous fears associated with an unsafe en-
vironment, the authors assembled here offer specific advice to help clini-
cians provide that assistance.
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When a Couple Loses a Child

KATHLEEN R. GILBERT

It is difficult to conceive of a loss that is more painful and overwhelming
than the death of a child. The death of one’s child has been described as
fundamentally different from any other loss (Kagan Klein, 1998), the
worst loss that one can experience in adulthood (Rando, 1986; Sanders,
1980), and one of the losses most likely to lead to profoundly overwhelm-
ing and life-changing grief (Rosenblatt & Burns, 1986; Walsh & McGold-
rick, 1991). Compared to other adulthood losses, the death of a child
produces the most intense grief and the widest range of emotions
(Sanders, 1980). With the death of one’s child “a significant portion of the
parent’s life energy can effectively die with the child” (Rubin & Malkin-
son, 2001, p. 219). Deeply held beliefs are confronted with a child’s death:
Children should outlive their parents and serve as a bridge to the future.
Parents should be able to guide, protect, and keep their children from
harm, and their inability to do so is devastating. Children are part of their
parents, who sometimes use metaphors of amputation to describe the im-
pact such a loss has on them (Gilbert & Smart, 1992).

The bereaved couple is defined broadly in this chapter as two individ-
uals who have maintained a committed, intimate relationship and are the
parents of a child who has died. Much of the literature cited here is based
on studies of married couples. Little research has been conducted on un-
married heterosexual couples who have lost a child and even less on
same-sex bereaved parents. Because marital status is not essential to the
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experience of couple bereavement, the terms spouse and partner will be
used interchangeably, and, for the most part, marital status will not be
assumed.

PARENTAL GRIEF: RESPONSE TO A DEVASTATING LOSS

Grief has been defined in many different ways. For purposes of this
chapter, grief is seen as an internal process in which a person progres-
sively reconciles him- or herself from a reality in which a loved one was a
living part of his or her life to a reality in which that person can only exist
as a concept or memory. This process is progressive but not linear, partic-
ularly when the desire to return to the earlier, more desirable reality is
triggered. For parents, this often occurs at life events that they had long
anticipated. For example, triggers might involve other children reaching
significant milestones, such as 16th birthdays, graduations, first dates,
proms, and weddings.

This process of grief is evidenced outwardly by a variety of somatic,
psychological, social, and behavioral phenomena typically recognized as
grief. Inwardly, the process is a progressive reconciliation to the revised
reality. For parents, the cause of this grief can range from the death of an
adult child to the progressive death of hope for a couple who is struggling
to conceive. This process is ongoing, and the elements of the reality that is
being constructed are changeable and “fuzzy” (Hagemeister & Rosen-
blatt, 1997). As Attig (1990) noted, grief involves a type of “relearning of
the world.” For parents, this involves piecing together a world that has
some coherence in which their child is no longer a living, breathing indi-
vidual (in the case of the death of a living child) or the loss of a dream
(where the loss is related to fertility).

The death of a child precipitates a severe crisis of meaning and a related
search for meaning (Wheeler, 2001). If the child’s death is sudden and
unanticipated with little or no time for parents to prepare, the impact of
the loss is especially intense (Figley, 1989), and bereaved parents feel out
of control, helpless, and confused (DeFrain, 1991; Gilbert & Smart, 1992).
The death of a child results in disruption of the normal order of things
(Shapiro, 1994); bereaved parents report feeling out of sync with normal
life (Gilbert & Smart, 1992), almost as if real life is taking place in a paral-
lel reality as they struggle, sometimes for the rest of their lives, to come to
terms with the fact that they have survived their child.

To lose one’s child is traumatic regardless of the age of the child
(Shapiro, 1994; Rando, 1986) and will result in a loss that is difficult to come
to terms with and to resolve (Rubin & Malkinson, 2001). Because the death
is out of sequence, it is accompanied by a sense of untimeliness and a per-
ception of injustice that such a thing happened (Janoff-Bulman, 1992).
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Bereaved parents may question their competency as parents and the le-
gitimacy of their right to that identity (Gilbert, 1997; Rubin & Malkinson,
2001). They typically report a strong sense of guilt for their inability to
protect and nurture their child (Sanders, 1980; Rando, 1986). Questions
about their responsibility for the child’s death and about their personal
identity as parents commonly follow the death of a child (Rosenblatt,
2000).

Normality of Parental Grief

In parenting, important aspects of the parents’ selves are invested in
their children, thus what are considered to be normal bereavement
processes, such as relinquishing the tie to the deceased, are not realistic for
parents (Shapiro, 1994). These are people who are now the parents of a
child who has died—abandoning that parental role and the parent-child
relationship will be difficult, if not impossible. The common expectation
that the bereaved will let go and move on will not be a realistic one for
many parents. What looks like pathology for other forms of loss may be
normal for bereaved parents, and the use of such models of bereavement
as spousal bereavement for understanding and predicting parental be-
reavement may produce a diagnosis of pathology where none exists
(Kagan Klein; 1998; Rando, 1986).

Conflicting Inner Realities

Children are as much a conceptual reality as a physical reality in their
parents’ lives, and parental bereavement reflects this. In the two-track
model of parental grieving (Rubin & Malkinson, 2001), parents are seen as
conceptualizing and remembering their deceased children both in terms
of (a) their actual deaths and (b) what they would have become had they
lived. Parents are seen as grieving simultaneously along two tracks. The
first track is a more external track that involves “how people function nat-
urally and how this functioning is affected by the cataclysmic life experi-
ence that loss may entail” (Rubin & Malkinson, p. 223). This track takes
into account the classic, observable characteristics associated with grief.
The second involves how people go about “maintaining and changing
their relationships with the memories and mental representations of the
deceased” (Rubin & Malkinson, p. 223). This track is tied to the unique,
idiosyncratic features of the relationship the bereaved parent had with the
deceased child. These sometimes conflicting tracks involve what Klass
(1993) called the “inner representation of the child,” that is, (a) the image
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of the child that is the concrete representation of the child at the time of
death and (b) the imagined child, growing and aging with time.

In a private conversation, a bereaved mother whose daughter died as
an infant told me, “I find myself reacting to kids who would be her age.
So, babies don’t bother me anymore. It’s the kids who are the age she
would have been. She’d be learning to drive now and I hate the parents
who complain about teaching their kids to drive. I want to shout, ‘at least
you have them to teach. Be glad for what you have.” But it’s funny. I still
picture her as a baby.”

The Readjustment Model of Parental Bereavement: Inward and
Outward Steps (Kagan Klein, 1998) focuses on an ongoing process of deal-
ing with the loss. “Inward steps originate and are acted on only in reference
to one’s self. Outward steps originate with the self but are intended and
taken toward some component of the outside world” (p. 126). Inward
steps can only be assumed by others, and when the parent is focusing on
inward steps, he or she may appear to be withdrawn, even catatonic.
Outward steps are much like the first track in Rubin and Malkinson’s
model, while in this model inward steps may involve internal images of
the child but may also include internally directed self-work.

Although these models differ, what is clear is that bereaved parents are,
at any point, working on their grief in observable and unobservable ways,
and this grief may be a lifelong process of reevaluating and reconstructing
their view of reality as it relates to their deceased child. What also is ap-
parent is that the couple probably will not be at the same place in their
grief, and spouses may not have the internal resources to be available to
each other, wherever the other may be in the grief process.

The Assumptive World

The grief response of parents is an active, dynamic process that is cen-
tered on regaining control and predictability in their lives while also
working to make sense of the loss and integrate it into their interpretive
structures (Attig, 1996; Gilbert & Smart, 1992). These interpretive struc-
tures are a generalized set of beliefs within which one operates on a
day-to-day basis, allowing the individual to organize information en-
countered in the environment and to reasonably anticipate future events,
and will be referred to as the assumptive world (Janoff-Bulman, 1992;
Parkes, 1972). Such basic beliefs as personal invulnerability, a positive
view of oneself, and an orderly and predictable world (Janoff-Bulman,
1992) are affected by a significant loss. Due to the nature of the parent-
child relationship, similar beliefs are extended to one’s child or one’s
wished-for child (Davidson, 1979). Many other beliefs are also affected
and include the sense of who and what they have lost, the idea that
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innocence will protect the young, and the view parents hold of themselves
as individuals and as partners (Gilbert & Smart). In order to make sense
of the death of their child, parents must consider and reconsider these and
other beliefs. This process of questioning results in psychological up-
heaval for parents (Janoff-Bulman, 1992) and can lead to disruption of the
dyadic grief processes.

In the time immediately surrounding their child’s death, parents are
faced with a senseless event and feel a strong need to attribute meaning to
what has happened and reconcile the effects on the assumptive world
(Gilbert, 1998; Janoff-Bulman, 1992; Wheeler, 2001). Grief for them is “a
form of psychic energy . .. results from the tension created by the indi-
vidual’s strong desire to (a) maintain their assumptive world . . . as it was
before their loss, (b) accommodate themselves to a newly emerging real-
ity resulting from their loss, and (c) incorporating this new reality into
their assumptive world” (Martin & Doka, 1998, p. 134). In a process of
meaning making and reality construction, the bereaved parents may ad-
just their view of the loss so that it becomes consistent with existing as-
sumptions or they may modify existing assumptions to accommodate to
their new view of the world in which children die before their parents and
there is nothing that parents can do to stop it (Fowlkes, 1991; Janoff-
Bulman, 1992; Parkes, 1972).

In order to reconcile oneself to a loss, meaning must be attributed and
some sort of explanation—a personal or healing theory (Figley, 1983, 1985)
or personal loss narrative (Rosenblatt, 2000) —must be developed. By con-
structing such a narrative, bereaved parents modify their assumptive
world to incorporate the loss, thereby achieving a new sense of normalcy
and purpose. In this way, they are able to reestablish some of the sense of
control and predictability felt prior to the death of their child, to find some
sort of understanding, and to gain a sense of mastery with regard to the
death and surrounding events (Rosenblatt). After a loss, bereaved parents
report commonly being told to get on with their lives or to get back to nor-
mal. They typically perceive this as a demand that they abandon the mem-
ory of their child. Their lives have become, in a very real sense,
meaningless, and there is nothing they can call normal to which they can
return (Gilbert & Smart, 1992). Pressured to stop grieving, they may “go
underground” with their grief, hiding it from all but a select few
(Dyregrov & Dyregrov, 1999). This pressure can also add a layer of com-
plexity to their grief, disenfranchising them and isolating them from sup-
port (Doka, 1989).

GRIEF AS A DYADIC PROCESS

The couple serves as the basic building block of the family, the basic
unit of reproduction, intimacy, and love (Blumstein & Schwartz, 1983),
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and partners are in a unique position to provide support and affirm each
other’s beliefs and perceptions (Berger & Kellner, 1964). Bowlby (1980)
has identified the spousal relationship as critical to overall grief resolution
following the death of a child within the family:

How well or badly mourning proceeds . . . turns in great degree on
the parents” own relationship. When they can mourn together,
keep in step from one phase to the next, each deriving comfort and
support from the other, the outcome of their mourning is favorable.
When, by contrast, the parents are in conflict and mutual support
absent, the family may break up and/or individual family mem-
bers become psychiatric casualties. (pp. 120-121)

The relationship the couple shares can be an important resource after
the death of a child, but the loss can also leave the partners profoundly es-
tranged (Shapiro, 1994). The loss of a child results in what Klass (1988) has
called a paradoxical bond between parents in which each partner simul-
taneously experiences his or her own loss while also sensing that the
spouse may be experiencing the loss in very different ways. As bereaved
parents, they struggle with their own pain, confusion, and anger; at the
same time, they must also cope with the impact of the loss on their rela-
tionship. Their roles as parents and as spouses are forever changed by the
death (Raphael, 1983). The death of their child affects them in so many
ways: Each is a parent who has lost a child, their spouse may no longer
seem to be the same person, and the comfortable relationship they once
shared with their spouse may now be strained (Gilbert, 1996, 1997, 1998).
Bowlby’s view may be overly optimistic, as couples frequently find them-
selves unable to support each other and vary widely in their response to
the loss.

Individual and Relational Concerns

The couple is an interactive grieving system in which partners cope
with individual and relational concerns that result from the death of their
child. Each partner exists as a part of the couple system, reacting to rela-
tional pressures, but also as an individual responding idiosyncratically to
the loss (Broderick, 1993; Nichols & Schwartz, 1998). These simultaneous
self and partner identities are particularly important, especially in light of
the effects of the loss on the assumptions, perceptions, and beliefs of be-
reaved couples (Broderick).

Relational as well as personal assumptions are affected by the trauma
(Gilbert & Smart, 1992). Partners may find that in trying to make sense of
their spouse’s experience, interactional patterns that facilitated their rela-
tionship in the past no longer can fulfill this function. Areas of conflict that
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had relatively little effect in the past may become overwhelmingly diffi-
cult to manage after the loss. At the same time, abilities that were ignored
or derided in the past may come to be seen as strengths, both personally
and relationally. The partners’ assumptions about their relationship and
related role behavior can be destabilized or can be reinforced by their in-
teractions after their child’s death.

Constructing a Loss Narrative

As they work to make sense of their loss and construct a personal loss
narrative, bereaved parents turn to others around them for help. By con-
firming the subjective views of the bereaved parents, these views come to
be seen as taking on an objective reality (Berger & Luckman, 1966). How-
ever, if partners do not receive confirming external views, they question
their own or each other’s perceptions, and the formation of an objective
reality is made more difficult.

Spouses serve as the primary source of support in this narrative for-
mation, functioning in a role Rosenblatt (2000) called the primary conver-
sation partner. As he found, even when couples engage in little or no talk,
there is some consistency in their grief narratives, and even when couples
talk a great deal, there can be disagreement. But serving as primary con-
versation partner may be overwhelming. Both partners have lost the same
child, and their shared lives, with their common history and established
pattern of interaction, are seen as natural resources in facilitating under-
standing. Unfortunately, the emotional baggage of negative elements in
their shared history, combined with the overwhelming nature of the death
of a child, may prevent them from being available to each other (Gilbert &
Smart, 1992). If partners do not get direct feedback from each other, they
each may resort to interpretation of the other’s behavior, leading to
greater confusion (Israelstam, 1989). The behavior of one’s spouse may
not be interpreted in the same way it was intended. For example, a hus-
band might avoid showing strong emotion in order to keep his wife from
being upset by his tears. Rather than perceiving this as helpful, she might
see it as evidence of his cold and uncaring nature, resulting in avoidance
and isolation for the couple (Gilbert & Smart).

Clashes in Coping Style

Another area of conflict for couples centers around the need for a con-
tinuing bond between the bereaved and the deceased (Klass, Silverman,
& Nickman, 1996). In a study of the use of photographs by bereaved par-
ents, Riches & Dawson (1998) found that artifacts that represent the real-
ity of the child’s existence brought great comfort to some parents, while
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not to others. Consider the impact of one parent finding great comfort in
such physical reminders while the other might find them to be too over-
whelming to bear. These artifacts can contribute to the development of
shared meaning, or they can serve to push the partners farther apart as
one partner works to manage the secondary effects of his or her grief
being triggered by items that bring comfort and make the grief of the
spouse more manageable.

According to Wheeler (2001), meaning for bereaved parents comes
from their connection with others, activities in which they are involved,
their personal beliefs and values, personal growth, and continued in-
volvement with their child. Marital partners are able to develop a shared
view of their loss by reducing their ambiguity and uncertainty about who
and what has been lost, how they are to cope with that loss, and how they
are to go on with their lives (Gilbert, 1996, 1997; Gilbert & Smart, 1992). By
validating each other’s subjective views of the loss, these views come to
be seen as more real (Gilbert, 1996, Fowlkes, 1991).

The loss of a child will have a ripple effect through aspects of parents’
lives that extend beyond the death and its immediate effects. Couples may
find themselves questioning the nature of their marriage as a whole. They
may need to reassess their roles and the way in which they view each
other (Raphael, 1983). Thus, the loss of their child can result in spouses
questioning their marriage and their view of themselves and each other in
such roles as parents, partners, nurturers, caregivers, and protectors
(Gilbert, 1997).

The Dyadic System of Beliefs

In his discussion of the family’s construction of reality, Reiss (1981) re-
ferred to fundamental beliefs, assumptions, and orientations shared by
family members as their family paradigm. Reiss conceptualized this as a
system-level phenomenon in which “assumptions are shared by all fam-
ily members, despite the disagreements, conflicts, and differences that
exist in the family” (p. 1). The dilemma faced here is that this view as-
sumes a shared set of beliefs that can be so basic to all family interaction
as to be hidden from family members, making this unverifiable. The view
taken here is consistent with that of Broderick (1993), who wrote, “only an
individual can have a belief or value or world view or an understanding
of something” (p. 186). Partners are hampered by the fact that they cannot
know, absolutely, what their spouse is thinking. Yet, even though they
may not share a reality in the sense that their views are identical, the need
to believe that the loss has comparable meaning for both of them appears
to be strong. This need to believe in a shared perspective is borne out by
the tremendous difficulty parents have with accepting that each spouse
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views their child’s loss and grieves differently (Gilbert, 1996; Gilbert &
Smart, 1992; Peppers & Knapp, 1980).

Couples exist in an interactive system of confirmation and disconfir-
mation of beliefs expressed by each partner. Through this interactive sys-
tem, each partner constructs a contextualized view that is experienced as
his or her dyadic paradigm. Each partner functions as if they both hold a
consistent view of the world, especially in matters of extreme importance.
This as if quality in their observations and interactions allows them to func-
tion as if they both agree (or agree to disagree) on the meaning of the loss.
Behaviors and other aspects of the loss are interpreted and comments are
assessed all within the context of each partner’s assumptions about how
their marriage should progress. In my discussions with parents, the recog-
nition that they do not share the same view is cited as one of the most dis-
heartening and frustrating recognitions following their child’s death
(Gilbert, 1996; Gilbert & Smart, 1992). “Inever thought he (or she) felt so dif-
ferently than I did on this. It was so hard to recognize that we didn’t share
the same view” has been a common theme throughout my interviews.

It is within the context of this dyadic view that marital partners recog-
nize the loss as a couple, reorganize the way in which they function as a
system, and reinvest themselves toward the future (Jordan, 1990; Walsh &
McGoldrick, 1991). This dyadic paradigm is more complex than the indi-
vidual’s assumptive world; it encompasses each partner’s perceptions of
the loss as well as their expectations and perceptions of each other and
themselves as spouses. The emphasis is on the consistency of the partners’
expressed views of the situation and their ability to work together to
reestablish a stable sense of meaning as a couple.

Differential Grief and the Marital Dyad

Bereaved parents, focused on their own struggle, may find it difficult,
if not impossible, to provide each other with mutual validation and sup-
port (Frantz, 1984; Peppers & Knapp, 1980; Rando, 1983, 1984). Just be-
cause two people experience a mutual loss does not make it safe to assume
that they can provide support for each other. It is more likely that they
would be less able to do this than at other times (Rosenblatt et al., 1991).
Rather than helping them to grieve together, the baggage of their rela-
tionship with each other impedes mutual grief resolution. Indeed, parents
have said that in addition to losing the child, it seemed as though they had
lost their spouse for a time (Rando, 1983), or that their spouse was the least
helpful person in coping with the death (Frantz, 1984). The interaction of
their differences and other conflicts may come together to place tremen-
dous strain on the couple (Miles, 1984). Even though the loss is a mutual
one, each parent is directly affected by the loss and may be unable to
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provide much support to the other (Bugan, 1983; Rosenblatt et al., 1991).
Partners only have each other’s behavior and imperfectly communicated
information on which to base their interpretation of the other’s grief state
—thus, it is not surprising that conflict occurs.

When spouses are unable to affirm each other’s expectations, they feel
less stability and control, and are less satisfied with their communication
(Fowlkes, 1991). Spouses grieve differently but may be unavailable to
each other to work through the grief of their loss if they cannot accept
these differences (Gilbert, 1996). The lack of willingness on the part of one
spouse to talk meaningfully with the other can lead to a crisis of meaning
for one or both of the partners and further complicate creation of their loss
narrative (Riches & Dawson, 1998).

Different losses produce different grief. Each spouse must struggle with a
unique loss while attempting to cope with changes in his or her partner
and in their relationship. As noted previously, this is because the
spouses likely will experience different subjective losses. In a sense, they
will not have lost the same child; each will have had a different rela-
tionship with their child and it will be the loss of that relationship, that
connection, that they will feel most keenly. As Rando (1984) has sug-
gested, this relationship need not have been a warm, loving one; one
high in conflict may result in a more complex pattern of grief with an ad-
ditional component related to the loss of any opportunity to resolve
their differences.

The interaction of their differences and related conflicts place tremen-
dous strain on the couple (Miles, 1984). Given that partners have only
each other’s behavior and imperfectly communicated information on
which to base their interpretation of each other’s grief states, it is not sur-
prising that such conflicts occur. Even if one spouse attempts to be sup-
portive of the other, the interpretation by the other spouse may be
negative (Gilbert & Smart, 1992).

The common view is that the partners will have the same grief and will
be able to reach out to each other better than anyone else (Gilbert, 1996).
The reality is that differential grief (Gilbert, 1996) is far more common, as
each spouse copes idiosyncratically with the loss. This can be experienced
as incongruent or out-of-sync (Peppers & Knapp, 1980) if the emphasis is
placed on the differences. It can also be viewed in a positive way if the
couple sees it as a source of strength. Most often, at least initially, it is seen
as a source of stress and weakness.

Assessing Spousal Grieving
Several dimensions of the loss experience, the individuals, and their re-

lationships (both between spouses and between each parent and the lost
child) influence the nature of the grieving experience between the two
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parents. The professional helper can seek to answer the following ques-
tions in order to determine how to best intervene.

What is each parent’s unique style of grieving? As they attempt to come to
terms with the death of their child, each parent will implement behaviors
to cope with the loss; these combine to form a unique and idiosyncratic
approach toward coping with grief. Each individual also brings different
ideas from a variety of sources about the best way to respond to the loss.
A triggering agent (e.g., event or sensory input) might cause a recurrence
of the pain of grief for one spouse, accompanied by an increase of griev-
ing behavior (Horowitz, 1986) and possibly even symptoms of posttrau-
matic stress disorder (Rinear, 1988). Such behavior could be seen as
frustrating and counterproductive on the part of the other spouse.

Partners may avoid sharing feelings and thoughts because of role ex-
pectations about appropriate behavior (Cook, 1988; Gilbert & Smart, 1992)
or as an effort to protect each other. They may also avoid each other, or use
hurtful comments to create distance, because they feel overwhelmed by
their own grief and unable to provide support (Gilbert, 1998) or because
the other person’s grief triggers their own (Cornwell, Nurcombe, &
Stevens, 1977; Gilbert & Smart, 1992). This is especially true when one
partner feels that he or she has moved on; that spouse may not want to be
pulled back into his or her grief, and the other spouse may resent his or
her abandonment of grief (Gilbert & Smart). The inability of the partners
to talk about the loss (and validate their growing healing theories with
each other) inhibits reconstruction.

One aspect of grief that may cause conflict between partners is the need
of one partner (often male) to be alone. This can contribute to a feeling on
the part of the other spouse of being rejected and left alone in his or her
grief. It is important to remember that the spouse who wishes to be alone
does not always need to physically leave. Sometimes, he or she will re-
main present but will mentally isolate himself or herself. This can cause
problem:s if the other spouse wants the two of them to be together and to
talk about the loss.

What are the unique experiences of each parent that are tied directly to the
loss? Each parent is likely to go through some experiences that will be
highly specific; this often contributes to a feeling of estrangement (Silver
& Wortman, 1980). Examples include (a) one parent identifying their
child’s body whereas the other spouse is unable or unwilling to do so, (b)
making the decision about terminating life support, and (c) going alone to
the mortuary to make funeral arrangements. As a result, each parent deals
with at least some memories that are unique. These are likely to result in
individualized triggers of recurrences of grief for each parent (Green,
Wilson, & Lindy, 1985) and can contribute to the feeling that the spouse
does not understand, leading to isolation (Horowitz, 1986).

What are each parent’s unique experiences with death prior to the death of their
child? Disparate experiences with death and other losses prior to the death



16 Family Stressors

of their child also contribute to dysynchronous expectations in the couple
(Silver & Wortman, 1980). For example, one spouse may have experienced
the death of a sibling during childhood whereas her partner has had no
direct exposure to death. Or perhaps both went through childhood losses
but one’s family dealt with the deaths in an open way while the other’s
family refused to talk about the death.

What was the character of the relationship each parent had with the deceased
child at the time of the death? Grief appears to be related to such factors as the
closeness of the relationship with the deceased and the perception of pre-
ventability of the death (Bugan, 1983; Wortman & Silver, 1989). This rela-
tionship need not be a warm, loving one. Indeed, Rando (1984) has
suggested that a conflict-laden relationship may result in a more compli-
cated pattern of grief. For example, the mother who had a close but con-
flictual relationship with her teenaged son may have more trigger points
and guilt than the father whose relationship was less intense.

Each parent has a unique relationship with a child; thus if that child
dies, the loss will have special meaning for each parent, and the impact of
the loss will be distinctive to each parent. The specific assumptions, the
tenacity with which each parent holds them, and the fact that these as-
sumptions must be faced over and over again after their child’s death can
have an effect on the dyadic grief process (Gilbert & Smart, 1992; Janoff-
Bulman, 1992; Peppers & Knapp, 1980; Rosenblatt & Burns, 1986).
Although both parents have experienced the same objective loss of a
child, each loses a different symbolic child. This then leads to different
grief experiences, and possibly to dyadic conflict (Gilbert, 1998; Rando,
1984).

Spouses often expect they will support each other, yet they may find
that they are unable to provide this support. Because of their unique rela-
tionships with the child and their idiosyncratic coping styles, each spouse
will deal with the loss in his or her own way. For example, one spouse may
not wish to dwell on the death, whereas the other wishes to discuss noth-
ing else. It is also possible that one spouse may not experience the loss to
be as painful as the other has. Just as they each had a different past with
their child, partners may be surprised to discover that they do not share
the same imagined future for their child, creating discrepancies in what
each spouse must resolve in the grieving process (Klauss & Kennel, 1976).

To what degree was each parent able to anticipate the loss? The unique char-
acter of anticipatory grief is that it involves a period of preparation for
grief that provides the bereaved parent with opportunities to rehearse the
loss of a wished-for future with the dying individual (Rando, 1986). It may
be that one parent has begun to anticipate the death of the child, say from
terminal cancer, while the other refuses to accept the possibility that the
cancer will not be cured. If this is the case, when the child dies, the first
parent will have gone through some preliminary grief work (Lindemann,
1944), and the other parent may feel abandoned in her or his pain.
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Alternatively, the parent who began to emotionally disengage while the
child was still alive and came to see the child as dead before he or she was
physically no longer living may come to see him- or herself as having
abandoned the child and may deal with issues later.

To what degree has each parent experienced the loss as traumatic? Losses are
more likely to be experienced as traumatic in the case of sudden and unan-
ticipated death, when the bereaved have little or no time to prepare, and
when survivors have had little or no previous experience with loss. The im-
pact of traumatic loss is intense. Following such a loss, survivors feel out of
control, helpless, and confused. This is accompanied by a sense of untimeli-
ness to the death as well as a perception of injustice that such a thing could
have happened (Gilbert, 1998). For many, examples that immediately come
to mind when thinking of traumatic loss include the loss of a child to suicide
or homicide, although the death of one’s child confronts so many basic be-
liefs about life that any form of death is liable to be traumatic (Gilbert, 1998).

How ambiguous is the loss? Ambiguous losses involve at least some un-
certainty and are not easily resolved. Because of the uncertainty and the
differences in parental approach to the death, couples may struggle not
just with the death, but also with their disparate responses to the death.
For example, perhaps a child at college died mysteriously, leaving the
parents with no way to determine exactly how the death occurred. Each
parent’s response is then heavily influenced by assumptions and fears
about what is not known. The father, sure there is a guilty party who can
be made to suffer for his son’s death, may want to initiate an investigation,
whatever the cost. The mother, on the other hand, might fear that it was
her son’s own wild temperament that caused his death and that further
investigation will reveal this shameful fact.

In the case of such ambiguous losses as fetal and infant deaths, there is
uncertainty as to what or who exactly has been lost. One parent may ex-
perience a pregnancy loss as a disappointment or even a relief, whereas
the other may experience it as the devastating loss of a baby. The ambigu-
ity extends beyond the spouses, and parents may find their social network
to be highly unsupportive.

A unique form of ambiguous loss that seems to be never ending is in-
terminable loss, as in the case of infertility. In this form of loss, the uncer-
tainty of an ambiguous loss is combined with the lack of control and
helplessness of a traumatic loss. There may not even be any person to
whom their sense of loss can be tied. For couples who are infertile, each
month and each treatment brings a new sense of loss, yet there is no pub-
lic event to mark their loss and only limited support for their grief.

Is there disenfranchised grief or a stigmatized loss? Disenfranchised grief
occurs when a person or a group of persons experiences a loss but is not
seen as having “a socially recognized right, role, or capacity to grieve”
(Doka, 1989, p. 3). Although they have suffered a loss, they are unable to
mourn publicly. This may be seen in the hidden grief of grandparents
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when they experience a loss of a grandchild but then must be strong for
their child, the bereaved parent. In many cases, men also experience a dis-
enfranchisement of their grief because of gender expectations regarding
appropriate male behavior after a loss.

Stigmatized losses, such as loss of a child through suicide (Bouvard,
1988) or to AIDS (Colburn & Malena, 1989), may serve to isolate parents
from others outside the family. They may also become isolated from each
other, especially if they resort to blame as an explanation for the loss.
Generally, men experience a unique form of stigmatization of grief (Cook,
1988). Cook found that men are caught in a double bind; they are taught
to contain their emotions and “act like a man,” yet they are expected to ex-
press their emotions after a loss “like a woman.” Regardless of how they
respond to the loss, they will experience some form of censure for acting
inappropriately. Surprisingly, even such losses as the death of a child to ill-
ness (Arnold & Gemma, 1983; Frantz, 1984; Getzel & Masters, 1984) result
in some level of stigmatization. Most parents express at least some sense
that their grief has been stigmatized (Arnold & Gemma, 1983; Frantz,
1984; Getzel & Masters, 1984; Helmrath & Steinitz, 1978). It may be that
the death of a child is so frightening, and the intense and long-lasting
parental grief so disturbing, that people who would ordinarily be sup-
portive simply can not bring themselves to reach out to grieving parents.
By exerting social pressure, either through direct encouragement to get on
with life or through indirect shunning, others may be able to convince the
grieving parent to abandon his or her public expression of grief
(Stephenson, 1985).

How does each partner’s gender affect his or her grieving? Significant gen-
der differences in grief approach contribute to conflict in parental grief
(Cook, 1988; Rando, 1986). Self-reports of parents in my research indicate
that they think gender differences in grief are a major, if not the major, con-
tributor to spousal conflict following the death of a child.

Men tend to grieve differently from the traditional expectation of emo-
tionally expressive, social grief. This traditional image of healthy grief
was based on early grief studies, which utilized the most willing and
available grievers—widows and mothers (Cook, 1988). Thus, the social,
emotional grief—which Cook has called women’s grief and Martin and
Doka (1998) have called conventional grief—has come to be viewed as
normal and healthy. The cognitive, solitary grief that predominates
among men has been seen as unhealthy and counterproductive to grief
resolution. Activities like spending time alone or working out at the gym
are generally not seen as a healthy approach to grief, yet our growing un-
derstanding of men’s grief suggests that such activities can be extremely
healthy (Doka & Martin, 2001).

Martin and Doka (1998) identified men as moderating their feelings in
masculine grief. Their feelings were muted, and emphasis was placed on
self-control and mastery of feelings. Martin and Doka suggested that men
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may be unable to experience extreme feelings and may simply be more
oriented toward rational thinking than emotional expression. Men felt the
same emotions as conventional grievers, but they felt them at a lower level
and did not necessarily need to express them. Masculine grievers were fo-
cused on thinking, and most dealt cognitively with grief. Masculine griev-
ers associated their emotions with specific thoughts and thus were better
at controlling their emotions by using cognitive techniques. They were
goal oriented rather than emotion expression focused. Masculine grievers
focused on problem solving. They had a strong desire for solitude and
were reluctant to share grief, especially in group settings.

Studies of gender differences in the grief of bereaved parents support
these basic differences: Dyregrov and Dyregrov (1999) found that parents
reacted differently, especially during the first year. Mothers had more in-
tense grief with stronger and longer lasting reactions. Fathers hid tears
with the intent of being strong and protecting their wives. Differences re-
sulted in misunderstandings and blaming; innocent remarks triggered
guilt. Both partners reported misinterpretations and overinterpretation
about each other’s behavior. Men used hobbies to distract themselves
from their grief. Smart (1992) found that fathers feel an obligation to act
the strong role for their wives and cannot allow themselves to break down
and cry.

Rosenblatt (2000) found that “typically, women grieve more, grieve
more openly, express feelings verbally, or seem less controlled” (p. 145).
“Typically, it was the man who felt put upon, to feel, relate, and act in
ways that did not fit for him, and typically it was the woman who felt
emotionally abandoned and that she had to fight to have her feelings ac-
knowledged and respected.” (p. 147). Even with all their struggles, cou-
ples felt they became a stronger unit following their child’s death.

Is there a resonating grief process? A type of emotional triggering has been
seen in the mutual reaction between spouses when both partners have ex-
perienced the same trauma, the death of their child (Gilbert, 1998).
Through repeated exposure to each other’s actions, the behaviors of each
spouse come to serve as a trigger for the other. Simple exposure to a
spouse exhibiting strong emotion sets off the same response in the ob-
serving spouse. Unfortunately, the end result of this may be that both
spouses hide their emotions, hoping that this will make the loss easier for
their partner. If, on the other hand, resonating grief goes on, the spouse
being triggered may avoid the other, contributing to their mutual sense of
isolation.

Similarly, Cornwell et al. (1977) described a type of resonating grief in
which spouses influence each other’s emotional state. In this process,
partners are emotionally sympathetic; their emotions are close to the sur-
face and they easily set each other off.

What is the character of the spousal relationship? The remaining area to as-
sess is simply the overall quality of the partners’ relationship and the way
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in which they deal with stress in general, both individually and as a cou-
ple. This includes their respective expectations of themselves and each
other as well as their behavior both premorbidly and since the loss.

FINDING STRENGTH AS A COUPLE—COUPLE COPING

Though most couples struggle through a difficult period following
their loss, many survive the loss and its effects on themselves and their
marriage and even describe their relationship as stronger than ever
(Rosenblatt, 2000). In interviewing intact, married couples who had sur-
vived child loss, we found a strong commitment among participants to
maintain their marital relationship (Gilbert & Smart, 1992). Participants
expressed a commitment to marriage, either as an institution or as a cen-
tral relationship in their life, and had worked to find ways of maintain-
ing their marriage. This section addresses couple coping (Gilbert, 1997),
the ways in which couples resolve differences and work together to
strengthen their marriage.

Spousal Communication

The ability to engage in open and honest communication has been
identified as essential to recovery from loss, and this is especially impor-
tant for couples (Gilbert & Smart, 1992; Raphael, 1983; Rando, 1984).
Because couples are essentially a system, they must exchange information
to continue to exist and function as a couple. A part of that “coupleness”
is to develop a shared narrative, a difficult task at best. Supportive couple
communication facilitates discussion of emotions and the development of
the shared narrative, increasing the likelihood of a shared understanding
of each other’s experience and the willingness to be supportive of each
other (Walsh & McGoldrick, 1991). Partners are able to co-mingle their
separate realities through communication (Broderick, 1993). This then fa-
cilitates the couple’s adjustment after experiencing the loss (Raphael,
1983).

The Willingness to Communicate

Marital communication, even attempts at communicating, has been
cited as the most helpful aspect of their relationship (Gilbert & Smart,
1992). “He listened to me even when he wasn’t listening.” This ability to
communicate with one another helps buffer the stigmatization felt from
others. Their willingness to talk with one another can give them a sense of
being connected and allow them to test and confirm their developing
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narratives. Even people—both men and women—who were relatively un-
communicative agreed that communication was essential.

One of the principal ways in which parents increase a sense of mutual-
ity, understanding, and shared concern is through information sharing.
This might be information about the death, resources in the community,
how they are feeling, or anything they might feel would be useful to their
spouse. Because each parent grieves the loss of a unique relationship with
the child, sharing information about their child, as well as their hopes for
the future, can give each partner new insights about both the child and his
or her spouse.

Emotional Expression

As Helmrath and Steinitz (1978) suggested, the ability to cry together
and display deep emotions in each other’s company is frequently seen as
helpful. These emotions can be surprising, even frightening, but sharing
feelings can provide additional insights between partners. This can be par-
ticularly difficult for men, who often feel the need to protect their wives
from such sights. Interestingly, wives have reported this to be the least
helpful thing their husbands did in response to the death of their child
(Gilbert & Smart, 1992). Based on our new understanding of men’s grief,
this likely is one of the more challenging aspects of dealing with dyadic
grief and may need to be dealt with in a structured way. The couple might
take advantage of mixed-sex support groups, if they are available, and take
into account the reality of men’s grief. They might also make use of agreed-
upon rituals that allow both parents to express their feelings in a non-
threatening environment (Bowen, 1991; Imber-Black, 1991).

Listening

An essential component of any communication system is the quality of
listening—are the partners truly hearing each other? It is important that
the listening be nonjudgmental; this is a particular challenge for men,
whose problem solving orientation can seem judgmental. Women seem to
find their need to talk about the child and the loss to be almost compul-
sive (Peppers & Knapp, 1980). Listening to one’s spouse express strong
and painful emotions can be a challenge and can lead to elevated levels of
emotion for the listener, especially if the result is conflicted feelings or a
conclusion that the problem cannot be solved (Cornwall et al., 1977;
Gilbert, 1996, 1998). Yet, despite increased personal stress, listeners often
persist because they feel they are helping their spouse to come to terms
with the loss. The spouse’s willingness to listen can help validate the
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legitimacy of feelings and build acceptance of their differences. This can
have particular value when the personal relationships with the child were
extremely different. Listening also affords opportunities for the couple to
clarify things and resolve any differences.

Nonverbal Communication

Even with all their efforts, spouses sometimes find it difficult to express
their thoughts and emotions to one another. At these times, nonverbal means
of communicating can be useful. Nonverbal communication that is consis-
tent with verbal messages can be used to supplement and clarify them. A
touch or a glance, when based on a dyadic history, can carry a great deal of
information. The same is true for notes and the use of visual artifacts that
communicate an intended message. The only risk with nonverbal communi-
cation is that it is subject to misinterpretation, so it is most effective when
used in concert with other, more direct, forms of communication. Parents
may also wish to use code words and signals as forms of verbal and nonver-
bal shorthand. These can be used to reinforce previously shared information

A Positive View

One of the most distinctive characteristics of couples who report very
little conflict is the positive view they hold of each other and their rela-
tionship (Gilbert & Smart, 1992). The degree to which a couple had moved
to a positive view seemed to be a key to determining the depth of their
continued grieving and its impact on their relationship. It also appears
that an optimistic view predisposes the parents to seeing positive aspects
of their relationship and of each other’s behavior, thus allowing them to
build positive on positive. This may follow a period of bottoming out for
one or both spouses; it may be a gradual improvement; or it may be a con-
sistent view held by the couple.

For many couples, the shift from a negative to a more positive view in-
volves reframing their negative view to a more positive one. The result is
a change in the meaning attributed to the spouse’s behavior without him
or her actually changing (Watzlawick, Weakland, & Fisch, 1974). By posi-
tively reframing their spouse’s behavior, individual partners can then
alter their general perception of their spouses’ behavior. This is a natural
and automatic process for some couples (Gilbert & Smart, 1992). The urge
to put their spouse’s behavior in a positive frame can be quite strong, oc-
curring spontaneously as spouses review each other’s behavior. By put-
ting a positive frame on the aspects of their spouse’s behavior that are
contrary to expectations, the reframing spouse can move past disagree-
ments and rebuild the marital relationship.
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Sharing the Loss

The strong desire on the part of spouses to have a shared narrative re-
garding the loss has been noted. The ability to create a shared narrative,
or at least to have some of the narrative shared, is important to stress res-
olution (Reiss, 1981), particularly traumatic stress (Figley, 1989). When
marital partners are able to see the loss as shared, not necessarily as the
same experience but one in which they feel they have been and are avail-
able to each other, they experience a greater sense of connection.

Couples who grieve together are physically available to each other—
hugging, touching and occasionally talking—as they increase their sense
of the loss as something they share. Grieving together does not mean that
partners are at an identical point in their grief resolution, but that they
grieve in each other’s company. This facilitates communication because
being together exposes them to more information about each other’s grief
and provides a stronger contextual base for interpreting each other’s ex-
perience. Thus, grieving together increases the likelihood that spouses
will accurately interpret each other’s behavior.

In addition to grieving together, simply spending time with each other
without other obligations is helpful, especially in the days or weeks im-
mediately following or surrounding the death. This may involve taking a
trip together or engaging in some leisure activity together. Parents have
talked about the satisfaction of going bowling together and coparticipat-
ing in other sports that involve elaborate movements and exertion.
Activities that did not involve exertion were not seen as helpful nor were
activities that involved maintaining conversations with others.

It is important to be aware that an extended period of isolation is not
helpful. Spending time alone at first, however, can allow couples the op-
portunity to establish the loss as their own and to reestablish their sense
of what it meant to be a couple.

In addition to reestablishing themselves as a couple, maintaining an ex-
ternal focus allows partners to work as a team, to concentrate on some-
thing other than themselves, and to emphasize their identity as a couple.
A shared focus on the surviving children is very helpful for many couples,
as is helping other family members with their grief, especially bereaved
grandparents and siblings of the child who has died. Working together to
help other bereaved parents or to prevent other children from dying in a
similar fashion to their child also may be useful.

Couples often build a shared focus within their marriage. This shared
focus might include joint rituals (Broderick, 1993; Imber-Black, 1991), such
as regularly visiting the grave, which can provide a socially approved loca-
tion to express their grief. Private rituals serve many valuable functions for
couples, such as validating the reality of their child, legitimizing their con-
tinued relationship with the child, and reaffirming their relationship. Of
course, rituals should be meaningful to both parties to serve these purposes.
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Sharing Goals and Values

Another way couples can pull together as a unit is by directing their ef-
forts toward some common goal. Initially, the effort to identify a common
goal may produce conflict; one partner may identify a goal with which the
other is not comfortable. However, if both partners feel committed to the
goal, it can reduce strain on the relationship. Common values, especially
religious values, are also important for couples. Religious beliefs may
serve as the basis for much of their organization of reality. Given that reli-
gious beliefs frequently are used to explain new and confusing phenom-
ena, the couple’s shared religious values can shape their perception of the
loss. The nature of the specific beliefs is not as critical for the marital rela-
tionship as the commonality of those beliefs. Consistency between the
partners’ beliefs about the religious meaning of the loss can reduce mari-
tal strain.

An important shared belief that is unique to married couples is the con-
viction that marriage is important, either as an institution or as a relation-
ship. For participant couples in the Gilbert and Smart (1992) study, at least
one person in each couple spoke with great emotion about the importance
of marriage. It may be that there are beliefs and values associated with
nonmarital couples that are equally important, but the paucity of research
on nonmarital couples precludes our knowing what those variables might
be.

Flexibility

Flexibility is the ability to change in response to need or to accept some
type of information that contradicts previously held beliefs. This infor-
mation can come from observing or interacting with the partner. As indi-
cated previously, negative interpretations of differential grieving is
common among bereaved couples. After time, however, if couples be-
come aware of the bases for these differences, they may learn to be more
tolerant of one another.

This realization may come very early in the grieving process for some
couples; other couples may slowly move toward acceptance of each other;
still others may need to bottom out before they can do so. Partners might
feel it is necessary to grieve separately, even though their grief experience
is a shared one. Because it is normal and healthy for men to need time
alone, female partners can reduce marital stress by accepting this as an ap-
propriate way to grieve and providing their partners with time alone.
Even when spouses experience different emotions and have contradictory
views of the loss, having the differences acknowledged and accepted by
each other is helpful. This acceptance reduces strain between them and al-
lows each to stop feeling guilty over how he or she is grieving.
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Role flexibility, the easy ability to shift role performance between part-
ners, allows them to take turns and provide each other with the opportu-
nity to take a break from responsibilities. If this was a normal part of their
relationship prior to their child’s death, the shift is easier and the couple
can reorganize more easily (Jordan, 1990).

Sensitivity to Each Other’s Needs

Another way in which partners try to reduce marital strain is by watch-
ing for cues that might indicate what their spouse needs from them. This
can be challenging in the early period after the loss when both partners are
feeling overwhelmed, but many speak with emotion about how much
they appreciated simple, basic things that their spouses did for them
(Gilbert & Smart, 1992). These small acts can also serve the purpose of val-
idating and legitimizing the parents’ continued emotional connection to
the deceased child.

Sometimes, these efforts are done to reduce tension in the home.
Helping one’s spouse and focusing on meeting his or her needs can also
benefit the person doing the helping. Focusing on the other spouse can
serve as a distraction for the helper, while the spouse that is being helped
also may learn new coping strategies by observing the helping spouse.
The helping spouse may feel increased self-efficacy because he or she is
able to help another person rather than only needing to be helped.

In addition to being aware of one’s spouse’s needs, accepting one’s
own limitations, recognizing one’s own needs, and not trying to be every-
thing to the spouse can benefit both partners. Rather than try to exceed
their abilities, partners can encourage their spouses to go to appropriate
resources outside the marriage, such as a friend, a clergy member, a ther-
apist or counselor, or a support group.

CONCLUSION

The death of a child can be devastating to parents, both in its impact on
them as individuals and in its impact on their relationship. Couples may
feel as though they are out of sync when their child dies, believing that
they should grieve in similar ways because they have lost the same child.
Parents, and those around them, may need to be helped to see that they
have had different subjective losses and are likely to grieve in unique
ways. Indeed, this differential grief is the norm for parents who have lost
a child; the experience of matching grief styles is the exception.

As grieving parents work (a) separately to rebuild their assumptive
worlds and (b) together to rebuild their dyadic paradigm, there are a num-
ber of things they can do to enhance their ability to survive the loss as a
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couple (Gilbert, 1997). These points can be incorporated into therapeutic
interventions with marital couples.

e The death of one’s child is one of the most difficult losses to cope
with and is likely to result in complicated grief. For many parents, it
results in lifelong grief. This does not mean that the grief will be
overwhelming, but that it will recur and affect them throughout
their lives.

* When their child dies, marital partners do not experience the same
subjective loss. Each will have specific issues to be worked through
that are related to a variety of unique personal issues related to the
loss.

¢ Some of the unique issues that influence parental grief include their
idiosyncratic approach to overwhelming stress, the unique experi-
ences of each parent at the time of the loss, prior experience with
death, their relationship with the child, their ability to anticipate the
loss, the degree to which they experienced the loss as traumatic, the
amount of ambiguity of the loss, the degree to which the loss is stig-
matized and the grief is disenfranchised, their gender, and the nature
of their couple relationship.

¢ The norm for parents is that they will grieve differently from each
other. In addition, they will progress through various aspects of their
grief at different speeds. Such differences can be painful to acknowl-
edge as so much implicit information is attributed to the behavior of
one’s spouse. Yet, if they are able to reframe this differential grief
from “incongruent” to perceived strengths, partners may be able to
learn from each other.

¢ Underlying everything else they will do is a need for the couple to
build and maintain open lines of communication, both within the
relationship and with others outside the relationship. Without this
communication, partners may end up “running along parallel
tracks” rather than actually being available to each other.

* Partners benefit from holding or developing a positive view of
themselves and their relationship. For those who are married, this
may include a positive view of the institution of marriage (Gilbert &
Smart, 1992). Reframing (Figley, 1989) is a useful tool in moving to
this positive view.

¢ The ability to build a shared view, even the view that they will agree
to disagree and will not argue about differences, is important for the
couple. One of the most difficult challenges to maintaining their
sense of being a couple comes when the partners recognize that they
have conflicting views. Finding points of similarity in their personal
loss narratives can moderate the impact of conflicting views.
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¢ Participation in activities together facilitates the partners’ sense of
being a couple. This may involve simply being together and going
for walks, working on tasks or hobbies together, or caring for sur-
viving children. Leisure activities that involve an expenditure of en-
ergy may also be helpful. As they reassess their roles and their
relationship with each other, shared time and shared activities can
allow partners to negotiate how these new or modified roles will be
carried out.

¢ Partners need to strive for flexibility in their relationship and sensi-
tivity to each other’s needs. As each of them has experienced a dif-
ferent loss, and because each has a different style of grieving, each
will have his or her own issues to work out. It may be necessary for
one or both of them to have some time to be alone. One partner may
need outside resources (e.g., support groups or individual therapy)
more than the other.

Bereaved couples often find the death of their child to be initially over-
whelming and beyond belief; their relationship bonds are sorely tested by
the aftermath of their loss. However, as difficult as it seems at first, both
Gilbert and Smart (1992) and Rosenblatt (2000) affirmed that couples can
come through the death of their child with their couple relationship
strengthened.
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When a Family Member
Is Murdered

MARILYN PETERSON ARMOUR

Approximately 20,000 people are murdered in the United States on an an-
nual basis (Federal Bureau of Investigation, 1999). Although this figure is
sizable, the number of family members affected by a homicide is substan-
tially larger. Indeed, a national prevalence study found that 9.3% of the
adults sampled had close friends or relatives who had been murdered
(Amick-McMullan, Kilpatrick, & Resnick, 1991). Moreover, children are
disproportionately affected in certain settings because they may fre-
quently witness the assaults and murders of their peers. A study of 221
low-income African-American youth found that 43.3% had witnessed a
murder (Fitzpatrick & Boldizar, 1993). In Los Angeles, 10 to 20% of all
homicides are witnessed by children (Larson, 1994).

In contrast to bereavement associated with natural dying, survivors of
homicide victims describe the changes to their lives as “lasting” and re-
port there is no “recovery” (Murphy, Johnson, & Lohan, 2002). This lack
of closure reflects the mourners’ ongoing reactions to the horrific mode of
death as well as to the public nature of what is otherwise a private and
personal matter marked by sadness. Instead of the solitude necessary for
grieving their loss, homicide survivors may find themselves caught up in
(or revictimized by) protracted court trials, negative media retrospectives
on the victim, and parole hearings for the offender years after the murder.

31
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Because murder is a crime against the state, the social imperative of un-
derstanding how the death occurred, apprehending and punishing
whomever is responsible, and protecting the public eclipses the needs of
family members who become bystanders to the state’s process. They may
be shunned by friends and family, blamed or slandered for the way the
victim died, or even maligned for the way the victim lived. The lack of so-
cial validation for their experience uproots survivors from their commu-
nities and changes the basis for their belonging.

Homicidal grief has been described as prolonged and extreme (Rando,
1993; Spungen, 1998). Murphy and her associates (2002) found that 5 years
after the violent death of their children, 61% of mothers and 62% of fathers
met diagnostic criteria for mental distress, and 27.7% of mothers and
12.5% of fathers met diagnostic criteria for posttraumatic stress disorder
(PTSD). Moreover, 66 percent of parents whose children died from homi-
cide were unable to find meaning in the death. Personal and family prayer
and church attendance did not improve outcomes over time (Murphy,
Johnson, Lohan, & Tapper, 2002). Although participation in a support
group seemed to make some difference, mutual support did not aid in the
reduction of mental distress and PTSD. Another study found that neither
antidepressant medication nor interpersonal psychotherapy appeared to
relieve traumatic grief symptoms (Reynolds III et al., 1999).

Family members of homicide victims tend to avoid therapists because
they quickly discover that most therapists know little about the post-
homicide experience. Family members also quickly become sensitized to
the reactions of others and easily recognize when therapists shy away
from the horrific details or promote medications or other solutions as a
way to “fix” the problem. Finally, family members generalize their mis-
trust as a way to protect themselves from future pain. Consequently, ther-
apists must recognize that they will be on trial until the family is assured
that the therapist is a genuine human being who will not abandon them
along the way.

Treatment of family members of homicide victims requires both an un-
derstanding of traumatic grief symptoms and recognition of the on-
slaughts from the social milieu. By including both dimensions, clinicians
can respond more comprehensively to the totality of the experience, help
survivors manage the ongoing crises that accompany murder, and use the
dynamic interplay between family members and the larger community to
construct meaning-making interventions.

TRAUMATIC GRIEF

Clinicians have long struggled with how to categorize the unique re-
actions of family members to homicide. Traditional models of grief do
not fully encompass the extreme shock that induces a wide array of both
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physical and emotional reactions, including significant sleep disturbance
and exaggerated startle behavior; the shattering of basic assumptions
about the world; and the feelings of rage, fear, horror, guilt, and shame
(Spungen, 1998). Indeed, when compared to the grief that accompanies
“natural” dying, the intensity and duration of these “normal” homicide
reactions appear to be atypical or even pathological (Armour, 2002a). The
gradual recognition of a trauma response to violent death, however, has
begun to move the fields of grief investigation and traumatology closer
together. Rynearson, in particular, has asserted that the coexistence of
trauma and loss in homicide survivors creates a synergism of delayed re-
covery, noting that the “disintegratory effects of traumatic imagery and
avoidance on cognition, affect and behavior impair the more introspec-
tive and reflective demands of acknowledging and adjusting to the loss”
(Rynearson & McCreery, 1993, p. 260). Hence, trauma could prolong be-
reavement, and bereavement could prolong trauma. The duality of the
experience has also been recognized by Spungen (1998), who contended
that events that reactivate homicide-related trauma might simultane-
ously trigger a subsequent temporary upsurge of grief (STUG) reaction.
Today, there is greater recognition of the co-occurrence of trauma and
grief as “normal” responses to homicide death. Mastery of responses to
the trauma of how the loved one died is seen as a necessary first step
to accessing the deep pain and sadness underneath horrific loss
(Rynearson, 1996).

The concept of traumatic grief, therefore, is an emerging diagnostic
disorder with two symptom clusters: symptoms of separation distress
(Cluster A) and symptoms of traumatic distress (Cluster B) (Prigerson et
al., 1999). Symptoms of separation distress are related to the motivation
for attachment. Symptoms of traumatic distress are primarily related to
the motivation for autonomy and self-protection (Rynearson, 2001). The
refined symptom criteria proposed for traumatic grief are listed in Table
2.1. Although the occurrence of these symptoms is considered “normal”
for homicide survivors, individuals with marked and persistent symp-
toms are considered to be distressed and at risk. Studies using inde-
pendent bereavement samples demonstrate that the symptom criteria for
traumatic grief are distinct from symptoms of depression and anxiety
(Bierhals, Prigerson, Fasiczka, Frank, & Miller, 1996; Prigerson et al.,
1995, 1996). Despite some controversy about the duration of symptoma-
tology necessary for assigning a clinical diagnosis, data from two sepa-
rate samples suggest that a 6-month assessment is superior to a 2- or
3-month evaluation in predicting numerous mental and physical health
impairments (Prigerson et al., 1995, 1996, 1997). Duration criteria are still
being tested.

Families of homicide victims are a hidden but sizable population
whose numbers are not considered in crime statistics. The movement to
standardize criteria for traumatic grief helps validate the arduousness of
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Table 2.1

Refined Criteria for Traumatic Grief'
Cluster A criteria
1. Person has experienced the death of a significant other
2. Response involves three of the four following symptoms experienced at least sometimes:
(@) Intrusive thoughts about the deceased
(b) Subjective sense of numbness, detachment, or absence of emotional responsiveness
(c) Searchmg for the deceased
(d) Loneliness as result of the death
Cluster B criteria
. Purposelessness or feelings of futility about the future
. Subjective sense of numbness, detachment, or absence of emotional responsiveness
. Difficulty acknowledging the death (e.g., disbelief)
. Feeling that life is empty or meaningless
. Feeling that part of oneself has died
. Shattered worldview (e.g., lost sense of security, trust, control)
. Assumes symptoms or harmful behaviors of or related to the deceased person
Excessive irritability, bitterness, or anger related to the death

PNV W =

'Taken from Prigerson et al. (1999). Consensus criteria for traumatic grief: A preliminary em-
pirical test. British Journal of Psychiatry, 174, 67-73.

family members’ struggles and recognize their efforts as legitimate and
worthy.

RISK ISSUES

Several studies have identified risk factors that increase the likeli-
hood of PTSD and mental distress in homicide survivors. Risk factors
may include aspects of individual personality and temperament, family
structure and functioning, social contexts, and the interactions between
these system levels (Smith & Carlson, 1997). A significant relationship
has been found, for example, between grief and pathology and feelings
of closeness to the victim (Stevens-Guille, 1999). Mothers, in particular,
are at risk because of the intense caregiving attachment, regardless of the
age of the child (Murphy et al., 1999). In a study of African-American
women, mothers scored higher on posttraumatic stress symptomatol-
ogy and distress than their respective counterparts if they (a) lived with
the victim at the time of the murder, (b) reported a high degree of close-
ness to the victim, or (c) reported seeing the victim regularly
(Thompson, Norris, & Ruback, 1998). Young children are also more
prone to difficulties because of their intense dependent attachment to
the deceased and possible direct exposure to the dying (Rynearson,
Favell, & Saindon, 2002).
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Contact with Social Institutions

Risk factors also include negative experiences with social institutions.
Family members who are dissatisfied with the criminal justice system are
more likely to develop PTSD (Amick-McMullan et al., 1991). Improperly
handled death notifications can heighten a family’s risk because the mes-
senger and method used become fused with the information itself
(Spungen, 1998). A family highlighted their extensive rage in describing
how a police chaplain had delivered the news that their father/husband
had been killed:

[He] just told us briefly, very briefly what had happened and then he
said, “You know I need to tell you now that as you go through this
whole process that you got to think about forgiveness [because] you
don’t want to be angry.” We all wanted to (yelling) plaster the man.

Issues with the Nature of the Death

Issues related to the details of the victim’s actual dying and the status
of the offender further add to the potential for difficulties. If the offender
is not apprehended, the tragedy remains unbuffered by solution, punish-
ment, retribution, or redemption (Rynearson, 1988). Moreover, the motive
of the murderer may intensify the family’s horror and/or rage (Shapiro,
1996). If death involves violence, mutilation, or the likelihood of intense
suffering, family members may be haunted by images, thoughts, and
questions about whether the murder victim knew he or she was about to
die, whether he or she was afraid, and whether he or she suffered (Davis,
Wortman, Lehman, & Silver, 2000).

Issues with Meaning

Homicide shatters the assumptive base about meaning, order, and self-
worth. posthomicide experiences can exacerbate the dismantling of this
psychological foundation. The stigma associated with murder, for exam-
ple, frequently results in the severing of external family support along
with the disruption of attachment bonds with the deceased. (Murphy et
al., 1999). Parents with PTSD have been found to have, among other char-
acteristics, less social support. There is also a relationship between par-
ents’ inability to find meaning after a homicide and their mental distress,
marital satisfaction, and physical health. In a study of violent death, par-
ents of homicide victims were found to have more difficulty finding mean-
ing than parents of either suicide or accident victims (Murphy, Johnson, &
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Lohan, 2003). This same study found the incidence of PTSD among
mothers to be three times higher than among women in the Kessler,
Sonnega, Bromet, Hughes, & Nelson (1995) national comorbidity study.
Fathers reported twice the rate of PTSD as a normal sample of U.S. males.

Mental lllness

The presence of a psychiatric disorder in family members can add ad-
ditional risk for PTSD and mental distress. Specifically, anxiety, major de-
pression, and substance abuse disorder are associated with prolonged
dysfunction (Rynearson, 2001). In a study of violent death, mothers with
PTSD appeared to self-medicate with alcohol consumption (Murphy et
al., 1999). Indeed, 15% of these mothers consumed more than 20 drinks
per week, or three times the amount currently recommended for women
(Archer, Grant, & Dawson, 1995).

Family members are likely to have endured post-homicide distress that
did not substantially lessen over time (Thompson, Norris, & Ruback,
1998) and are more likely than other direct crime victims to be classified
as positive for lifelong PTSD (Freedy, Resnick, Kilpatrick, Dansky, &
Tidwell, 1994). These reactions may be manifested in anxiety attacks, ex-
istential crises resulting in suicide ideation, phobic avoidance of homi-
cide-related stimuli, and overwhelming rage triggered by trivialities.
They also mask, inhibit, and delay the mourning process.

COMMONLY USED INTERVENTIONS

Interventions for homicide survivors have focused on the use of open-
ended peer-led self-help support groups followed by individual psy-
chotherapy, psychoeducational and structured brief therapy groups, or
adjunctive therapies including medication and eye movement desensiti-
zation and reprocessing (EMDR).

Self-Help Groups

Self-help groups such as Parents of Murdered Children, Compas-
sionate Friends, or For the Love of Christi offer family members a com-
munity that shares a common experience that facilitates understanding
and normalization of intense feelings of anger and rage, vengeance, guilt,
anxiety, and profound sadness. Group members give hope to one another
through their ability to survive horrific death. Family members also have
a setting in which to learn and practice new coping skills. Parents of
Murdered Children, in particular, provides a mechanism to channel anger
and rage into advocating for victims’ rights and more speedy justice
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(Peach & Klass, 1987). An effectiveness study of Compassionate Friends
found that active participation increased parents’ comfort in discussing
bereavement with others and reduced parents’ self-directed anger
(Videka-Sherman & Lieberman, 1985). Psychotherapy did not have these
effects. Group members also reported increased self-confidence, sense of
control, happiness, and freedom to express feelings and decreased de-
pression, anxiety, guilt, anger, and isolation.

Individual Psychotherapy

Accounts of individual psychotherapy suggest that interventions are
focused on intrusive, avoidant, anxious, and depressive symptoms. Family
members who seek individual psychotherapy frequently cannot move be-
yond strong feelings of rage, horrific images, feelings of guilt and self-re-
proach, and extreme anxiety. Both psychodynamically oriented treatments
and behavioral/cognitive treatments have some proven effectiveness
(Jacobs & Prigerson, 1999). Behavior therapies, in particular, focus on
trauma desensitization through exposure to feared and avoidant bereave-
ment cues. Narrative approaches show promise because they help family
members organize and articulate their experience into a coherent whole,
thus reducing psychological dissonance (Levy & Wall, 2000; Temple, 1997).
Regardless of the theoretical model employed, individual work requires a
long-term commitment to attending to the unique circumstances in each
case while helping family members to break out of the vicious cycles.

The development of the therapeutic relationship is of the utmost im-
portance. The therapist’s capacity to absorb family members’ intense feel-
ings is critical not only to providing a sense of safety in which to overcome
terror and helplessness, but also to countering family members’ fears that
no one can tolerate truly hearing the complete and tragic story of what
happened. Besides providing guidance and expression of a range of feel-
ings, the therapist needs to respond to all aspects of family members’
lives. Specifically, the therapist must be familiar with the high potential
for secondary victimization from institutions and have a thorough grasp
of survivor-victims’ rights, including disability insurance and victims’ as-
sistance programs.

Protessional Groups

Psychoeducational and structured brief therapy groups have emerged
recently as promising interventions for homicide survivors. A 10-week
model for adolescent survivors of homicide victims focuses on education
about grief and trauma, the facilitation of thoughts and feelings related to
grief and trauma, and the reduction of PTSD symptoms (Salloum &
Vincent, 1999; Salloum, Avery, & McClain, 2001). A siblings bereavement
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group has facilitated individual mourning by helping members deal with
their feelings of rage by talking about these feelings and recognizing and
accepting the awful fact that there is both evil in the world and a lack of
fairness in random violence (Moss & Raz, 2001). Rynearson (2001) and
Rynearson, Favell, and Saindon (2002) have developed two 10-week
group interventions: the criminal death support group and the restorative
retelling group. The criminal death support group is an advocacy group
that offers support and educates group members about grief, self-care,
and the criminal justice system. The restorative retelling group follows a
format that first reinforces resilience and commemoration of the victim,
then follows with an intervention to moderate internalized and debilitat-
ing death imagery that allows a transcendent retelling of the violent
death. Regardless of the specific group format, psychoeducational and
structured brief therapy groups commonly address issues of guilt for not
having prevented the murder, anger, fears of losing one’s mind, and fear-
ful and murderous feelings (Miranda, Molina, & MacVane, 2003). More-
over, interaction with others helps activate accommodation to the tragedy,
altruism from and toward others, and coherence based on the capacity to
find some meaning in the tragedy (Rynearson & Geoffrey, 1999).

A FRAMEWORK FOR FAMILY INTERVENTIONS

A qualitative study of families of homicide victims that employed a
hermeneutic phenomenological approach found that six core constructs
define the essence of the post-homicide experience (Armour, 2002b;
Peterson, 2000). The challenges embedded in each of the core constructs
provide clinicians with a therapeutic map to move families toward heal-
ing by helping them navigate the labyrinth of crises. Because each family
member reacts differently, the clinician must move between the individ-
ual, family subsystem, and whole-system levels based on an ongoing as-
sessment of priority and need. Likewise, because the murder of a loved
one is a public event, the clinician will likely move between the family and
larger community, that is, help family members broker relationships with
teachers or employers, assist in redressing the media for defaming a loved
one, and so on. Therefore, in many cases, the clinician will use an inter-
system approach that moves from the individual to the community while
targeting the family’s health as the primary frame of reference.

This Is a Nightmare You Don’t Wake Up From

Description. Learning that a loved one has been murdered is a defin-
ing moment. It plunges family members into a netherworld from which
there is no escape. It leaves an indelible imprint and reduces family mem-
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bers to a primal state. Screaming, howling, banging, and mindless pacing
are behaviors normally reserved for lower forms of life. A mother vividly
recalled her response after being awakened by police banging at her bed-
room window at 3:30 in the morning to tell her of her son’s murder: “I
walked around the house and around the house, screaming and scream-
ing until daylight. You know, until people came.”

The death notification is only one in a succession of sudden and unan-
ticipated onslaughts that thwart the ability of family members to regain a
firm footing and leave them feeling defeated. A father described his fall
after he later learned that his 14-year-old daughter had also been raped.
“Now the only good thing of her dying a virgin is gone. Now I'm mad . ..
I mean I've sunk another level lower . . . You're just, you're falling and . . .
you can’t catch yourself. I'm just—God, I'm drowning.”

Family members cannot fathom why someone would take the life of
their loved one. The “why” question provokes guilt and leaves family
members adrift in an ocean of infinite possibilities. The lack of answers
leaves them suspended, preoccupied with the details that surround the
homicide, and without a clear target for their rage. A sister went to the
courthouse: “ . . . Iread all the documents. I. .. read every page because I
had to. I had to see everything that was said and piece it all together. I was
looking for more people to blame and hold responsible.”

Although the size and shape of the pain may change, it is omnipresent.
A father could not speak his son’s name for 18 years. A mother described
her realization that her daughter’s murder would be a permanent night-
mare: “[E]very parent has a nightmare where your child dies but you
wake up. This is something you cannot wake up from. This is permanent.
This is real.”

Challenges. The experiences highlighted by this core construct illus-
trate the need for safety, a warning system that prepares family members
for unexpected events, and the normalization of enduring pain and guilt.
Safety is created, in part, by achieving mastery over the elemental horror
and fear that registers at a preverbal, psychophysiologic level. Rynearson
(2001) maintained that overwhelming fear is so inchoate, however, that
the ability to calm oneself is beyond or before words. He argues instead
for relaxation strategies such as systematic desensitization, guided im-
agery, EMDR, art and movement therapy, and the performing of rituals to
reduce the flooding caused by intrusive states of horrific awareness, im-
agery, and affect. These kinds of “pacification” techniques increase the ca-
pacity of family members to calm themselves and help reduce trauma to
a tolerable level.

Homicide strikes the entire family. The simultaneous effects on and in-
capacitation of all members leave the family without support from within;
magnify each individual’s terror, helplessness, and sense of aloneness; and
aggravate the worry each has about the well-being of the others. Although
they may not be able to change what is happening, their acknowledgment
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of parallel experiences creates a bond of understanding and point of refer-
ence for comparing and universalizing reactions, which decreases isola-
tion. Two sisters described the commonality of their struggle:

Sister 1: Each one of us had an individual hole and none of us
could reach over the top to help each other out of the fuckin” hole.
And we were just getting deeper and deeper and there was
nowhere to go but down.

Sister 2: We would take turns falling apart, of screaming and to-
tally losing it.

Sister 1: My sister moved in here [for] about a year and that’s when
I started to be able to do more than survive. It was just ok to be no-
body;, totally unhappy and totally a mess and no words needed to
be said at all.

Families can be warned about what lies ahead by talking with them about
commonly occurring events in the post-homicide experience. Longer term
members of self-help groups often prepare survivors of recent homicides by
talking about the unanticipated “surprises” that eroded their own equilib-
rium. They also validate the reality of ongoing suffering and the endless
search for reasons why. Referring family members to support groups, pro-
viding reading materials that outline common post-homicide occurrences,
and predicting upcoming events give reassurance that the responses of fam-
ily members are normal and that they best be prepared to be retraumatized
regularly. This pessimistic message tends to fortify the family because it fur-
nishes them with knowledge that can help remove them from the sense of
personal victimization that is otherwise associated with the experience.

| Feel Betrayed by Those | Thought Cared

Description. Family members expect others to respond sensitively to
their needs. Instead, the actions of others leave them bereft of the emo-
tional nourishment they need from friends, relatives, and the community.
The impact of the homicide may sever important external family connec-
tions because friends or extended family cannot relate to the tragedy.
Family members gradually realize that they no long fit as they did before.
Awife said, “I went [to my old church] last night for the first time in a long
time. It felt cold like I don’t belong here anymore. (voice quivering and
crying) It’s not my home.”

Family members also discover that people who should know better act
out of their own self-interest rather than with integrity. A father described
the rebuff he got from the police when he called to report that his daughter
was missing: “[TThe police said, ‘Sorry, we do not have time to go looking
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for every kid that skips school . . .. Go check the mall . . .. She’s probably
there with her girlfriends.”

Because they anticipate a sensitive response from people in caregiving
positions, they are startled when they receive perfunctory and cursory
treatment. Their trust in the benevolence of others gets broken. A son
commented on thoughtless condolences. “Anyone who says, ‘God never
gives us anything that we can’t handle’ hasn’t been through shit. That’s
all I can tell them. “You haven’t been through it cause you would never
say that.””

As their hopes for support and genuine concern are dashed, family
members slowly awaken to the realization that they are, indeed, alone.
The world they have known or assumed is no longer there for them. These
experiences shatter their faith in a benevolent community and a pre-
dictably sensitive response from others to personal tragedy. They also
erode a sense of worthiness based on a just-world premise that people
who are deserving receive better treatment.

Challenges. The mistrust generated by these situations easily general-
izes to anyone who has not experienced a homicide. Consequently, the
challenge in this core construct is to counter the emerging mistrust with
plausible explanations and the encouragement of acts that either reduce
the need for validation or directly address the insensitivity of others.

Although mistrust may build some protection against future on-
slaughts, it also contributes to family members’ isolation and feelings of
helplessness. Because a mistrustful stance is informed by the probability
of being in personal jeopardy, it breeds a sense of danger. Giving family
members a plausible framework to better understand the attributions or
behavior of others helps diffuse that danger. Family members can be told
that people who have not experienced homicide have no basis to under-
stand the family’s experience. Consequently, they are incapable of truly
knowing what the family is going through. The making of attributions
about the motivations of others helps family members view the behavior
as an aspect of human nature rather than a personal betrayal that cannot
be forgiven. A clinician who works with homicide survivors tells them
that they will be rewriting their address books. Her statement predicts
and normalizes the experience of abandonment, but also directs them to
look elsewhere for support.

Mistrust is heightened by ongoing disappointment that derives from
continuing to look to others for what they cannot give. As family members
recognize that their aloneness reflects the uniqueness of their situation,
they begin to feel more confident about asserting who they are without
waiting for social permission. Although the basic mistrust may still exist,
family members find a way around its noxious effects. A family describes
how they took matters into their own hands when they met with the fu-
neral director to plan their father/husband’s service and burial:
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Sister: You see, not only are we doers, we are bargain hunters.
(laughs) And of course if you can’t use a coupon or if you can’t get
it on clearance or on sale, you just don’t do it.

Mother/Wife: This funeral director kept his head down and never
looked at us. Never even said, “I am sorry for your loss.” He had
this long list and kept telling us how much each item would cost.
Finally I said, “Do you take coupons?” It just came out.

Son: All of us were laughing. We just busted a gut because this is
how our family works.

The paranoia embedded in mistrust is also dissolved when family
members realize they must educate the people they most care about.
Talking about anniversary reactions with extended family members, for
example, provides an avenue for sharing. A daughter salvaged a disap-
pearing friendship after she challenged her friend’s response. “When one
of my friends gave me a platitude about my father’s death, I said, “What
the hell do you say that for. It doesn’t mean anything to me.” She said,
‘WellI don’t know what to say.” So I said, “Well, why don’t you tell me you
don’t know what to say.” And that was a breaking point because that
friendship made it while the other ones didn’t.”

Measures taken to limit the growth of mistrust within the family are
particularly important because mistrust can erode the family’s cohesive-
ness. Consequently, family members must address insensitive remarks
made by other family members as well.

What Rights Don’t | Have Anymore?

Description. Because homicide is a public event that impacts the po-
tential safety of the community, family members quickly discover that
their individual rights are subsumed by the public agenda. They feel in-
visible in the criminal justice system because murder is a crime against the
state rather than a crime against them. Yet they are thrust into the limelight
by the media, with its claim that the public has a right to information. They
also feel marked as an object lesson in the community about what can go
wrong in someone’s life. Changes in their status happen overnight. Con-
sequently, the rights to privacy and control over their own destinies, which
they assumed as private citizens, become rights they no longer have.

Family members, for example, crave information about the suspect, the
progress of the police investigation, or the autopsy, but find they are
barred, patronized, or discriminated against when they try to get the facts
because the priority is given to the criminal investigation. A daughter who
hounded the coroner for information about her father was told, “Lady; it
is not our job to tell you. We don’t have to. We don’t want to.” A mother
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declared, “It's been four years and I have seen absolutely nothing from the
so-called police investigation.”

Besides discovering limits about their rights to information, family
members learn that the state’s procedures, protocol, and agenda take pri-
ority and feel like bit players, who must endure lengthy court delays,
courtroom shenanigans, and unjust verdicts. A father explained that be-
cause “murderers have a right to a speedy trial, defense attorneys use that
right to manipulate time, yet we don’t have any of those rights.” Family
members frequently witness the denigration of their loved one as part of
defending of a suspect, but must remain mute in the courtroom so as not
to bias the jury. They may be sequestered by the defense as witnesses to
limit the jury’s potentially empathic response to their presence in the court-
room. Family members feel stripped of their rights to privacy as the media,
on behalf of the public, prints or broadcasts all available information and
speculation about the murder. How the murder victim is portrayed often
distorts who they had been. A mother screamed at a reporter after her son
was portrayed as a loser because he lived in a poverty-ridden African-
American community: “You didn’t even know my son. The only reason
you can do this is because he’s dead. He can’'t defend himself.”
Accordingly, family members may feel they lose control of their truth
about the victim. Family members also lose the right to control their stand-
ing in the community. They feel marked. “I felt I had a big M on my fore-
head for Murder.” They feel typed as bad luck families. “It’s a stigma to be
a parent of a homicide victim. Somehow you failed your kid because she
was killed.” A sister explained, “There has to be a reason why somebody
gets murdered. Either they live in a bad neighborhood, they are involved
in a drug deal, they are a different color than me, or they are poor and lazy.
There has to be a reason to explain why it [won't] . . . happen to ... me.”

Challenges. The challenge in this core construct is to reduce or mitigate
the potential for retraumatization and helplessness by giving control back
to the family, skills to manage the ongoing trauma, opportunities to make
choices, and support for claiming their own narrative about their loved
one and who they are as a family. Although it is not possible to predict all
the circumstances that will revictimize family members, some events,
such as the criminal trial or discovering information about the murder
through the media, are more likely to cause lasting damage because of a
person’s increased vulnerability. The potential for traumatization can be
decreased by forecasting upsetting circumstances, creating safety plans,
and building support networks.

Predictable traumatizing events also provide opportunities to fortify
the family as a natural support system by capitalizing on the resources
they can offer one another. The potential assault on the family, for exam-
ple, may require family members to put aside differences in order to pro-
tect all members against a common enemy. The family’s need for the
competencies of a marginalized family member may result in a more
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elevated status for that person after others realize the benefits they gain as
a result. Hence, difficult upcoming events can elicit mutual needs for sup-
port, careful planning about how to manage and lessen the trauma, and
creative ideas about how to respond to one another’s difficulties. The
preparation and strengthening of the family unit can inoculate family
members against the trauma, provide pathways for constructive interde-
pendency in the wake of tragedy, and generate further pride in their ac-
complishments as an antidote to the shame they may otherwise feel as
victims of crime.

The trial for the accomplice of the murderer of Mrs. L's brother was
set in a small town three hours away. Mrs. L and her three adult
children planned to attend but were concerned about how to avoid
reporters, what to do if they ran into relatives of the alleged ac-
complice or murderer, and how to manage their reactions during
the trial if they got upset. The prosecutor had warned them that
any emotional display could be used by the defense as the basis for
a possible mistrial on the grounds that the display influenced the
jury. Mrs. L was a prominent community leader who felt, for the
first time ever, that she did not have the stamina to be strong and
courageous for her children. She was close to her two daughters,
but she worried about her son who played a peripheral role in the
family. Mrs. L’s brother had been a father figure to Mrs. L’s son,
whose own father died when he was small.

The therapist suggested a family session to assess each person’s
needs relative to the upcoming trial. Mrs. L shared her dismay over
her lack of strength and asked her children for help. They rose to
the occasion by expressing gratitude for the opportunity to give
back and reassuring her that they would stick close by. The thera-
pist challenged Mrs. L to let her children be full adults by resisting
her usual proclivity to take charge. The family discussed ways to
evade the media. Together they plotted to stay at a remote motel
owned by a friend. The son offered to make the reservation and to
warn the friend about the need to throw off reporters who might be
tracking the family’s whereabouts. He was also given the job of
making contact at the trial with the murder victim’s sons, who
lived in another state and had maintained minimal contact with
their father. The family decided to travel from the motel to the
courthouse in one car, to sit together in the courtroom, and to al-
ways have one other family member accompany whoever needed
to go to the bathroom or attend to personal business. The family
felt that this unity would further protect them from reporters who
might try to corner them individually for a statement and from the
impact of encountering friends and family of the alleged murderer.
Concern over reacting to disturbing information presented during
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the trial was handled by the family’s decision to squeeze hands
tightly whenever anyone was upset. Being able to share nonver-
bally would keep the family connected and notified and enhance
feelings of safety. Family members also carried notepads so they
could write what they wanted to say but could not express ver-
bally. Mrs. L decided she wanted a local priest to meet with the
family prior to the first day of the trial and to be available to her
and her children throughout the process.

After the trial, Mrs. L and her children returned triumphant
about having accomplished their plan. Mrs. L's daughters had in-
creased respect for their younger brother, who himself felt proud
and more vital to the family. Mrs. L was able to openly acknowl-
edge her exhaustion and thank her children for their support.
Everyone enjoyed outwitting the reporters. Most important,
throughout the trial family members had stayed connected, which
increased their cohesiveness and laid the groundwork for activat-
ing similar plans as the need might arise. They also experienced
that acknowledging and making room for each other’s needs
strengthened rather than depleted them.

In addition to planning how to manage ongoing trauma, control is in-
creased by making family members aware of situations where they can
make choices. A mother described how she helped her son manage po-
tential trauma by first alerting him to the fact that there would be new and
disturbing information in the newspaper or at the trial and then warning
him that he would need to monitor how much he could handle at a time.
“He would say, ‘Tell me a little bit.” I'd throw little pieces at him and he
would process them. Then he would ask questions so he could digest it.”
The decision to see a loved one’s body offers another opportunity to exer-
cise choice. Family members can be told that the decision is theirs.
Moreover, they do not have to see their loved one’s body alone. If they de-
cide not to view the body but worry they may regret the choice they made,
they can be reminded that there will still be pictures of the body taken by
the coroner’s office and they can get their questions answered at a later
date. Giving choice about viewing the loved one’s body is an example of
delivering concrete services in ways that have therapeutic meaning. The
experience of exercising control by making choices both counters family
members’ feelings of helplessness and serves to restore dignity and self-
worth because their needs are shown to matter.

Families lose control in part because extended family members, neigh-
bors, clergy, police, teachers, and others construct their own narratives of
the homicide, the victim, and the survivors. Because these narratives are
likely to overshadow the family’s story, family members can take back
some control by forming a narrative that honors the memory of their
loved one, embodies loyalty and attachment, and recognizes the enormity
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of their suffering and fortitude they have needed to just survive. By claim-
ing their own narrative about their loved one and who they are as a fam-
ily, they counter the diminishment and stigma they may feel from others.
Temple (1997), for example, has developed a treatment model based on
the work of Boszormenyi-Nagy and his associates (Boszormenyi-Nagy,
1986; Boszormenyi-Nagy & Spark, 1973) to help children create stories
with new forms of loyalty and attachment to both the dead and the living
following murder. Depending on the circumstances, clinicians can also as-
sist community members such as teachers and clergy to construct narra-
tives that support family members in their attempts to come to grips with
the homicide.

Belonging Relieves My Alienation and Loneliness

Description. In select situations, family members experience a belong-
ing that affirms their common humanity with others. For example, family
members may have times when they feel more connected as a family be-
cause they mutually bear the trials and tribulations of the homicide. By
describing individual variations in guilt, a sister’s narrative validated
each person in the family while reinforcing the family’s unity: “My guilt
was ‘I want to kill myself because the murder was my fault.” My brother’s
was ‘My dad, my best friend.” My sister’s was ‘I wasn’t close enough to
my dad.” My mom’s was ‘I kicked him out of the house and this is what
Iget.”

Family members may feel a union when others truly understand their
suffering or they themselves respond to the suffering of others. A mother
felt a bond with the judge after the trial: “The judge, this touched me so
much, she came over to me. She had tears streaming down her cheeks.” A
daughter described the “right” questions to open up her pain: “The group
leader said, “Talk about the violence and trauma to your father’s body. Tell
me about the nightmares. Tell me what you’d like to do to this guy. Do you
have revenge fantasies?’”

The pain of remembering ties family members to their loved one. It re-
minds them that they belong to something larger than their suffering.
After visiting his daughter’s grave, a father said, “That’s my 13-year-old
daughter. She’ll never get any older. You know she’s safe. You know she’s
good. You know she’s in heaven. You don’t spend a lot of time at the
graveside because it hurts. But you come away smiling.” When family
members belong, they feel seen. Being cared for affirms their worth.
Remembering reminds them of the universality and transcendence of the
human condition.

Challenges. This core construct emphasizes the need for belonging
that grows out of the loneliness imposed by death, the alien experience of
being a living crime victim, and the shattering of attachments to one’s
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beliefs about the world and how it operates, to friends and family, and to
the larger community. Peer-led or -facilitated support groups tend to be
the treatment of choice for homicide survivors because they provide fam-
ily members with a new community that gives them the support they had
expected from friends and people in caregiving positions. They also edu-
cate group members about how to navigate, among other things, the crim-
inal justice system, the coroner’s office, and the media. Moreover, support
groups have the potential to counter the stigma and social dislocation that
accompany family members’ new identity as homicide survivors. Being
part of a legitimating social context helps release blockages to grieving
and cushion the starkness of the pain (Michalowski, 1976).

The cohesiveness of the family unit can also serve as a buffer against
loneliness and alienation. Besides affirming the normalcy of their pain
and one another’s perspective about events, family members can offer
support by banding together against the “outside enemy” (e.g., defense
attorneys, gossipy neighbors, taunting children). Consequently, work
with the family needs to focus on strengthening unity by reducing the
threat posed by individual differences and capitalizing on opportunities
for family members to take action on behalf of the family’s welfare.
Understanding and tolerance for differences in family members’ reactions
are built first by normalizing the dissimilarities in family members’ re-
sponses. Families can be told that although everyone grieves for the loss
of the same person, each family member grieves for the very unique and
individual relationship he or she had with that person. Consequently, the
grief of one family member may look very different from the grief of an-
other. Therapists can also educate family members by telling them that
they will not do their grieving all together in a neat little package. The
potential for shame and a sense of failure can be reduced by reminding
families that their reactions may be all over the place, and at times rela-
tionships may get nasty. Moreover, therapists who operate on the premise
that everyone is going through the aftermath of the murder simultane-
ously and therefore have little to offer each other can instead begin to
shape the family’s understanding and acceptance of the uniqueness of
each person’s process by fostering a climate that encourages nonjudg-
mental observations of one another as well as comparisons. Besides
establishing a frame of reference to address differences, unity is built by
adherence to the adage that what happens to any one person in the fam-
ily, in effect, happens to them all. Isolation, therefore, is countered by the
belief that we are all in this together and need one another to get through
it. The plan created with the L family was built on and furthered this
understanding.

Affirming spiritual connections with a loved one or higher power can
also enhance belonging. Family members commonly report transcenden-
tal experiences such as being visited in their dreams, having serendipitous
events occur, or having an uncanny sense of the ongoing presence of their
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loved one. When therapists make room for these events, family members
feel greater permission to accept the comfort associated with reconnecting
with their loved one.

I've Stopped Waiting for Things to Go Back

Description. The murder of a loved one psychologically stretches fam-
ily members to the extreme. Instead of landing at a final destination, they
find themselves in a state of continuing change and emergence. Besides
discovering new aspects of themselves, they become keenly aware of their
environments, experience life intensely, and see through to the core of
things. A brother, who used to be impervious to shooting scenes in
movies, said, “I am completely aware of it now and ...l will avoid a
movie if I think it’s going to be violent.” A sister explained that the death
of her brother caused her to feel “very deeply, which can be both good and
bad since I can now tolerate a lot of pain and suffering.”

Many of the changes are disabling. After the murder of her brother, a
sister recalled that her father began drinking heavily, landed in a nursing
home, and eventually died. “He couldn’t get up...but there was no
physical reason . . . he couldn’t walk.” A son described the permanence of
his mother’s depression. “I think the day my Mom heals is probably going
to be the day she dies.” Although family members are aware that they
have choices about how they respond to the homicide, their decisions do
not feel voluntary. They also feel that their changes further separate them
from others who have not experienced murder. A daughter declared, “I
feel we know something others do not know.”

In addition to personal changes, family members develop a different
set of assumptions that provide them with more reliable truths on which
to base their living. Their “new normal” consists of the following beliefs:
(a) It could happen again. (b) I don’t control anything anymore. (c) They
[homicide victims] are not coming back. (d) There’s no closure. (e)
Suffering is natural. (f) I draw my own conclusions. (g) I don’t believe past
tomorrow. (h) Everyone does it differently. These new beliefs encompass
the randomness of events and allow for individual differences. They also
normalize suffering and present a more accurate interpretation of time.

Challenges. Homicide can create fundamental changes in the person-
ality and temperament of surviving family members. Having lost their
membership in the society as they had known it, they face learning how
to fit in nontraditional ways as a developmental task associated with this
core construct. The first step is for family members to realize that besides
losing their loved one, they may have lost their sense of safety, trust, spir-
itual beliefs, anonymity, and who they used to be. Family members, there-
fore, have to get to know who they are now and how to appreciate who



When a Family Member Is Murdered 49

they are as a result of the changes. They also have to adjust to changes in
one another. A son commented on changes in his father: “Dad was kind of
like a T.V. dad, very one dimensional. After my brother’s death, it was like
wow! Dad has feelings and emotions. He just became very real.”

As family members accept that they are different from other people and
from who they were before the homicide, they have less difficulty acting
on what they currently believe as a way to make a place for themselves. A
father struggled with himself for 2 years before he put a big red bumper
sticker on his car that read “Parents of Murdered Children.” “It was a hard
thing to do at first, but it's been on every car I've ever had since.” A mother
felt triumphant after she challenged her minister to give homicide sur-
vivors as much attention as he was giving to raising the consciousness of
the congregation to the needs of prison inmates. The accumulation of acts,
over time, builds self-reliance and self-confidence.

Besides helping family members accept and become aware of the op-
portunities for personal growth, therapists can help identify and support
the emergence of the “new normal.” The beliefs that compose the new
normal reflect fundamental shifts in family members’ assumptions about
the world, how it operates, and what to expect. They also provide a foun-
dation that cultivates greater intentionality in decision making, living in
the here and now, and a reprioritizing of life goals. Although the beliefs
arise spontaneously from the impact of the murder and post-homicide
experience, listening for and validating their emergence provides credi-
bility for the development and expression of personal and novel ideas that
are not commonly shared. A family member expressed her differentness
in her rendition of the belief that suffering is natural: “We're a culture that
doesn’t like to suffer. You really have to walk a hard, bumpy, lonely, cold,
suffering path to get through . ... And there isn’t going to be any short
cuts.”

The Intense Pursuit of What Matters Is the Meaning in My Life

Description. Neimeyer (2001) contended that meaning reconstruction
in response to loss is the central feature in grieving. Studies of traumati-
cally bereaved mourners suggest, however, that meaning making based
on traditional definitions of the process may not occur because violent
death is irrational and meaningless (Davis et al., 2000; Rynearson, 2001).
Specifically, meaning making has been narrowly construed as “making
sense” based on a cognitive system of appraisal about the nature of the
event or as an existential search for meaning and purpose in life. People
blocked from finding meaning in these ways may use other methods both
to counter the incoherence inherent in violent acts and rebuild meaning
out of the rubble.
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In the aftermath of the homicide, family members find that they have
intense feelings about what matters now. By following the dictates of
these intense feelings, they begin to create meaning in their lives. Family
members express what matters in three ways. First, they make pro-
nouncements about the hypocrisy they see around them or verbal asser-
tions about conclusions they have reached for themselves. A mother
exposed the dishonest motives of the press as well as her own position:
“[W]henever there’s media around, no way would you hear a word from
me because you're not ‘doing it for my good.” You're doing it to sell pa-
pers.” Second, family members intervene in situations by holding others
accountable or claiming what is rightfully theirs. These corrective actions
become symbolic statements about the importance of their experience and
their right to be seen. A father used the court setting to express his senti-
ment that justice had been done: “[At the end of the trial] I started clap-
ping and then everybody broke loose and [the murderer] turned around
and whipped me the bird. And I thought, ‘I did it. I finally got to this
guy.”” Third, family members make choices about how to live that be-
come, in effect, testimonies to the fact that their loved one’s life mattered
as do the lives of others, including theirs. Family members may use their
experiences, therefore, either to educate others or as a base of direction for
how they want to live out their own lives. A mother, for example, decided
to use the police envelopes that held her son’s remaining personal effects
to educate and shock juvenile delinquents into valuing their own lives. A
family chose to do something about their historically destructive commu-
nication patterns: “Me and my sisters made a pact that we weren’t going
to talk about each other behind each other’s backs with Mom even if we
thought there was good reason to do it. That’s when the family really got
cohesive.”

Challenges. The challenge in this core construct is for each family mem-
ber to positively reconstruct the self through performed meanings
(Armour, 2003). The behaviors reestablish the coherence and continuity of
the self by reducing the dissonance created by the conflict between pre-
and post-realities. Moreover, by acting in accordance with their personal
beliefs, homicide survivors create an internal resonance that is self-affirm-
ing. The internal experience of the family member is that “I/we make
sense.” Likewise, the formation of causal linkages between meaningful
acts generates movement and directionality from event to event. The in-
ternal experience of the family member is that “I/we go on.” Additionally,
pursuits related to what matters help establish a social identity because
many of them involve interactions with others who also have a stake in the
murder and how it is portrayed (e.g., schoolmates, media representatives).

Because meaning making occurs in response to intrusive stimuli, ther-
apists can further the process by watching for events that furnish the op-
portunity for action. When family members make declarations that
expose hypocritical behavior, therapists can become compassionate
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witnesses to the truth being expressed. When family members take posi-
tions that enhance the potential for self-determination, therapists can bol-
ster their resolve through agreement or support for the conclusions
reached. When family members consider interventions that would sym-
bolically express the importance of their experience and their right to be
seen, therapists can support a constructive process by encouraging the
planning necessary to bring about the desired results. When family mem-
bers contemplate choices that have a sense of mission, provide purpose,
and create meaning out of the senselessness of murder, therapists can
again lend credibility to the endeavor by exploring its significance to the
person and encouraging instrumental behavior.

The therapist’s ability to assist in this process rests on listening for what
matters to family members and allowing their striving, however faint, to
direct the work. As the significance of the pursuit is recognized, the in-
tensity that accompanies it becomes powerful because of the presence of
strong emotions, clarity of purpose, and strength of commitment. The in-
tensity therefore provides an experience of self as enhanced, which helps
in self-reconstruction. Therapists can also listen for negative appraisals
given to events because these appraisals help elicit meaning-making be-
haviors connected to naming truth, problem solving, and the revamping
of life goals. Indeed, the therapist’s capacity to hear vital signals helps
family members pay closer attention to their own healing processes and
the importance of living more deliberately. The accumulation of their acts
over time gives family members the base from which to construct coher-
ent narratives that make their experience central.

WORKING WITH FAMILIES OF HOMICIDE VICTIMS

Although the six core constructs collectively compose the post-homi-
cide experience, there is no order to their emergence. Therapists, there-
fore, must assess the relative significance of the core constructs for each
member based on current events in the family’s post-homicide experi-
ence. Therapists must also recognize that priorities will continually shift
as different events happen. If a father first learns at a long-delayed trial
that his daughter was stabbed 75 times, he may experience reactions, for
example, from the core construct titled This Is a Nightmare You Never Wake
Up From.

Therapy with family members is frequently long term because of the
emergence of events that continually retraumatize them, the need to re-
construct a self, and the lack of a validating community. Moreover, ther-
apy does not result in “closure,” “resolution,” or “recovery.” Rather,
success in therapy is most often measured by the family members’ ability
to prevail over the murder that threatened to destroy them too. In some
cases, family members are able to use the tragedy as a springboard for
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personal transformation (Parapully, 2002; Tedeschi, Park, & Calhoun,
1998). Posttraumatic growth, however, may be more dependent on dispo-
sitional traits than on specific therapy approaches.

Work with families requires the therapist to assume a fundamentally
supportive position that works with a family’s strengths to build greater
cohesiveness. The goal is to promote the solidarity of the family so that in-
dividual members feel less alone. Building solidarity also minimizes the
chances for personal disintegration because family members can use one
another as reference points to normalize their reactions. The family-team
concept needs to be activated in challenging situations so that family
members feel protected and the family itself is buffered against further
onslaughts. Therapists, therefore, need to maintain a family perspective
while they make continual adjustments regarding whom they see in the
family and for what reasons.

Therapists must be accepting of the slowness of the post-homicide
process and respectful of the rights of family members to move only ac-
cording to their own pace. Therapists must also be aware of how their
own reactions to the horrific nature of the death cause them to back off
from family members and delay asking the questions that might expose
the full intensity of family members’ rage, terror, graphic death imagery,
and fantasies of revenge. The family’s experience may also make thera-
pists more aware of their own losses, the reality of their mortality, and the
unpredictability of random violence. Because the potential for vicarious
traumatization is high, therapists must build in time between sessions to
process and integrate the experience, allow for their own active grieving,
and search out activities that nourish life within themselves.
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When Children’s Parents
Are Traumatized: The Din
and the Dearth

MARY BETH WILLIAMS

Loretta is a 41-year-old, separated mother of three. She lives in her child-
hood home; her parents stay there perhaps one week every two months.
As a teenager, she used alcohol to numb out memories of early childhood
sexual abuse. While under the influence of alcohol, she was raped by a
high school classmate and became pregnant with twins. She did not tell
her parents about the rape and, instead, went to her high school counselor
to report the rape. The counselor did nothing to help her with her trauma
and brushed her off. Her father was a local policeman and she knew she
could not turn to him for help; he had recently been accused of showing
porn movies at the station (and was later relieved of duty). She then used
a knitting needle to cause a miscarriage. Every day she saw her abuser—
the rapist—at school; often, she heard his rude comments as she walked
down the halls. She never told him of the pregnancy and eventually quit
school at age 16 (then the legal age). She has never gotten a GED.

Loretta was diagnosed 2 years ago with dissociative identity disorder
(DID). She has at least eight personalities, one of whom is the raped
teenager. Another alter is about 4 and was molested by a grandfather and
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an uncle. She sleeps in the bedroom in which she was raped and is re-
minded of her trauma on a daily basis. Now her daughter Kathy is 14, is
beginning to show some typical teenage behavior, and attends the same
school as Loretta. Every time Loretta comes to that school, she flashes back
to her own postrape experience. Yet, if Kathy mouths off at her mother,
Loretta may regress to a 4-year-old. Kathy uses her newfound verbal
power to cause her mother to regress and retreat to her bed, particularly
when she wants her freedom to come and go as she pleases. Kathy has
anger at her situation and has adopted her mother’s intense fear of her
mother’s husband, her father. She may display inappropriate anger at her
two younger brothers, who have a genetically transmitted condition that
causes many physical abnormalities as well as low immune system toler-
ance to illness.

Recently, Kathy had suicidal ideation as she took a bath in the home.
She drew a picture of herself and called her mother to report what was
going through her head. Her mother was visiting the grandparent’s cot-
tage in another state while the grandparents were in the home. Without
thought of the consequences, Loretta decided to tell Kathy about her own
trauma and her diagnosis of DID. In the meantime, Kathy has had bouts
of real—and possibly psychosomatic—illness that have led to extensive
absences. Now she does not want to go to school and is on the verge of
failing her eighth grade year. She has made a suicide contract with the
family therapist, but does not want her father to know of her thoughts be-
cause she fears him and refuses to go for visitation. Yet she feels she
“should” be there to protect her brothers, particularly if her father gets
angry toward them. She is conflicted; she knows she would feel extremely
guilty if anything happened to them during their visitation. One of the
brothers, age 10, is now “eating himself into obesity” as a source of nur-
turance. He is depressed—visibly sluggish in his motor movements—and
has no friends. The younger boy, age 7, has become less verbal. When he
does talk about his feelings, he only describes anxiety.

Loretta is a victim of many traumas; she may more accurately be diag-
nosed as having a disorder of extreme stress, not otherwise specified
(DESNOS) as well as dissociative identity disorder. As the head of the
family, she attempts to interact with her children in ways that lead to pos-
itive school performance, positive peer relationships, and boundaried in-
timacy. Yet Loretta’s traumatic reenactments and dissociative switches
upset that state and the routine of the system. Her history of trauma has
led to behaviors that put the family system in danger. When she retreats
to her room with migraine headaches, when she becomes the child alters,
when she is so filled with fear of her ex-husband that she transmits terror
to the children, when she relives the miscarriage and/or rape—when
these and other traumatic reenactments occur, she may cause her children
also to become traumatized by association and chiasmal transmission of
the trauma (Blevins, 1993; Catherall, 1992; Figley, 1989).
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Loretta’s attachment to the world and, ultimately, to her children is dis-
organized. Her home is filled with din: the din of nightmares, outbursts of
temper and rage, and chaos when things don’t get done. Yet there is also
dearth—a dearth of joy, humor, peace—and a silence marked by Loretta’s
retreats to her bed. Her self-organization is dissociative, disturbed, and
lacks emotional stability. Her response to stress is poor, to say the least. It
is very difficult for her to ground and incorporate reflective thought and
behavior into her normal pattern of impulsive reactivity. In spite of all of
these characteristics, she is a survivor (Higgins, 1994).

THE TRAUMATIZED FAMILY

When a parent in a family has been the victim of trauma and suffers
from some form of traumatic stress reaction, that parent often is not the
only family member who suffers the consequences of the past. Trauma has
ramifications throughout the family and may exhibit itself in the form of
secondary posttraumatic stress in other family members, especially the
victim’s spouse and/or children. Sometimes children become silent in
their watchfulness, waiting for the next reenactment, the next regression,
the next dissociative split in the parent. Their hypervigilance may
heighten their reactivity in the form of either intrusive or avoidant symp-
toms of posttraumatic stress.

Loretta is often overinvolved in her children’s lives. She keeps them
home from school at the least sniffle or sign of an illness. She sees herself
as a mother lion when one of them is challenged or attacked. Some aspects
of her children’s traumatic reactions may be the result of her caring too
much—her constant presence increases their exposure to her triggers and
fears. As time passes, the family may become less open to intervention,
and dysfunctional rules of relationships and behaviors (e.g., “Do not go to
court to get support money” and “Avoid conflict at all costs”) may be-
come the norm.

When a family member is traumatized or has been traumatized in the
past, the behaviors of the family may lead to shattered or challenged fam-
ily bonds. In this family, the children have not yet begun to pull away;
they still seek to be connected as a family. However, as they age and indi-
viduate, this closeness may wane and they may seek to dissociate them-
selves from each other. Loretta’s family even now has certain rigid rules
for behavior. Rules like “Don’t tell Daddy what is going on” and “Don’t
let outsiders into the family” convey Loretta’s underlying belief that peo-
ple must prove their trustworthiness beyond any doubt (McCubbin &
McCubbin, 1989).

Only recently has Loretta begun to speak of her trauma history to her
children. Yet she did not do so in a logical, age-appropriate manner. On
one occasion, she cried openly during a school staffing and related her
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rape history while her daughter was present. She has not obtained appro-
priate treatment, primarily because her health care provider does not have
qualified mental health professionals available. If Loretta does not get
help and work through her trauma, she may never be able to develop an
intimate relationship with another; her children may leave the family—ei-
ther by choice or through outside intervention; and she may decompen-
sate even further. Currently, her children’s schools are pressuring her to
get help.

Loretta’s story illustrates how the impact of trauma, both short and
long term, is not confined only to those who experience traumatic events
directly. Secondary exposure to trauma in parents may undermine basic
safety and trust in children and lead them to question their own personal
beliefs and connections (Williams, 1996). These children may become un-
able to modulate their impulses, emotions, and behaviors. This can lead
to aggression and self-harm, disturbances in their sense of self, and rela-
tionship disturbances involving lack of trust and negative perceptions of
self and other. Their core beliefs, formed within a context of impaired
self-regulation, are often disturbed and counterproductive—they have
not learned that it is safe to have a self that can relate in a continuous
manner.

Trauma and Attachment

Attachment is a deep and enduring connection, a bond between parent
and child ideally established in the first days, weeks, and months of life.
Attachment—or lack of attachment—influences every aspect of the self.
An attachment bond is ongoing and reciprocal as parents and children ful-
fill basic needs for connection. The basic function of attachment is to pro-
vide safety and protection for children by parents. Children who have
failed to attach to parents or whose parents have failed to attach to them
may exhibit some or all of the following:

Superficially charming behavior

Lack of eye contact

Indiscriminate affection

Lack of true cuddle behavior

Self-destructive acts

Destruction of others’ property

Cruelty to animals

Lack of impulse control

Lack of conscience and cause-and-effect thinking
Poor peer relationships

Lack of ability to give and receive true affection
Failure to accept obligations or rules
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Inability to empathize

Chronic inability to modulate (emotions, behaviors, impulses)
Disturbed core beliefs of safety, trust, power, esteem, and intimacy
Dissociative and anesthetizing abilities

Preocccupation with blood and gore

Impulsivity

Resistance to authority

Failure to accept obligations

Lying tendencies

Minimizing behavior

Blaming of others

Lack of respect for others

Inability to initiate positive affection

On the other hand, the securely attached child

Smiles

Shows and accepts appropriate affection

Makes eye contact

Asks questions

Explores his or her environment through interaction
Takes care of others appropriately

Has a sense of right and wrong and acts on that sense of conscience
Wants to please caretakers

Wants to keep caretakers close

Tries to solve problems proactively

Responds to direction in a positive fashion

Feels safe in his or her world

Initiates affection

Reacts appropriately to pain and pleasure

Is able to self-soothe (if the pain is not too great)

Has age-appropriate social skills

Knows and names personal needs

Gives and receives love (reciprocal interaction and caring)
Has self-mastery and individuates

Typical reactions of traumatized families include problems in develop-
ing attached relationships, as exhibited in areas such as the lack of inti-
macy and emotional numbing, withdrawal from social contact, outbursts
of anger, substance abuse, verbal abuse of others in authority, lack of com-
petency in everyday life, and problems with the five basic psychological
needs of safety, trust, power/control, esteem, and intimacy (Rosenbloom
& Williams, 1999; Niles, 1990). According to Rosenthal, Sadler, and
Edwards (1987), families of trauma survivors may develop the following
symptom patterns:
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Secondary posttraumatic stress disorder (PTSD) symptoms
Boundary distortions and violations

Somatization of rage and grief

Mistrust of others

Parentification of children

Normative family avoidance

Ambivalent feelings of children/spouse toward the victim /survivor
Extreme need for social support

Substance abuse and other means to encourage numbing

Survivor guilt

Self-destructive behavior

Extreme need to be in control for each member

Attempts to meet others’ needs at personal expense

Attempts to control the behavior of other family members when self
cannot be controlled.

According to Schore (1999) and others, those families also develop pat-
terns of disorganized attachment, the most dysfunctional attachment
style to be transmitted from parent to child (Williams-Keeler, 2002).
Bartholomew and Horowitz (1991) noted that the child with disorganized
attachment always calculates the degree of 1safety when close to the care-
giving parent. In other words, is it safe to relate and interact or must the
child keep distance and fear for retaliation or outbursts?

At times, Loretta’s children sit near and talk with her; they go with her
to extracurricular activities or to shop. Other times, they remain distant
and stay away, hiding in other parts of the house or immersing themselves
in activities such as video games. The younger children, both boys, have
no friends and either play with each other or alone. Only the daughter has
made friends with other girls, all from dysfunctional homes. The children
are ambivalent about direct contact with their mother because she demon-
strates disorganized attachment. As Williams-Keeler (2002) noted, some-
one like Loretta has sustained “an irreparable trauma that forever
shattered her ability to trust, to love, and to cherish without being inter-
mittently immobilized by the fear that attended her original involvement
in (a) traumatic events” (p. 8).

Loretta has never resolved her early childhood abuse, later rape, aban-
donment, and spousal abuse. She relates to her children in an unpre-
dictable fashion, at times warm and caring, even attacking of those who
threaten the children (the Lioness alter) and at other times punitive and
rageful. Recently, one of the boys was angry at her; she lay in front of his
door until he threw a tissue box at her head to get her to move so that he
could use the bathroom. Loretta expects much from her children, but she
is more likely to blame external systems for her children’s failure to suc-
ceed than to look at her own role in the children’s behaviors, emotional re-
actions, and beliefs.
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The Partner

As other chapters in this volume attest, partners of survivors are af-
fected both directly and indirectly by family trauma. Loretta’s husband,
Joe, opted to leave the marriage; he sees his sons every other weekend. He
has had angry outbursts during the visitations—smashing dishes and
causing his children great distress because of his behavior. Joe still is not
fully aware of Loretta’s trauma history because she has never shared it
with him. He became frustrated with his wife’s unwillingness to be sexu-
ally active with him and then found it impossible to provide emotional
support to her.

Gilbert (1995) stated that there are two primary reasons for the develop-
ment of secondary traumatic stress in spouses. The first centers on the need
of a family to have a stable relationship that does not change. The second
centers on emotional connection and the desire to help a spouse resolve or
escape from the impact of trauma. These two needs are often thwarted,
possibly leading to a secondary trauma disorder. In addition, the spouse
may use the trauma survivor/victim as a reason to exist and as a means to
avoid personal issues or traumas. The partner of a trauma survivor may be
called upon to be almost superhuman—to be incredibly hypervigilant and
aware of the survivor’s needs and limits, as well as their own (Davis, 1991).
The partner is often required to deal with crises in the spouse, including
self-mutilation and suicide threats, gestures, or attempts.

For many partners of trauma survivors, the burden of care becomes too
great. When the partner has his or her own psychopathology, the mix can
be disastrous for marital and family stability. When conflict within the
family is high, the survivor’s recovery is even more compromised (Lyons
and Root, 2001). The disorganized attachment patterns that drive a lot of
anger and contribute to the din in the family of a trauma survivor tax cop-
ing abilities and keep the survivor from connecting with both partner and
children (Williams-Keeler, 2001). This level of noise/din contaminates re-
lationships; as the disconnected periods of avoidance, dissociation, de-
pression, and dysfunction can be contagious and lead to even more
avoidant behavior, emotional blunting in partner and children, and a
dearth of warmth and caring.

Traumatic Reactions in Children Whose Parents Are Victims

Much of the literature describing children’s reactions to parental vic-
timization comes from Holocaust research (Danieli, 1981). Klein-Parker
(1988) found that children of Holocaust survivors had intense, somewhat
superficial relationships with parents, yet those relationships became
more personal over the years because parent and child were deeply at-
tached and interdependent. Children of trauma survivors often express



62 Family Stressors

horror when hearing stories of their parents’ victimizations. They may
have nightmares of the events their parents experienced or become
mournful and tearful when they think about what their parents had to do
to survive; or they may distance themselves, run away, or threaten suicide
(Williams, 1996).

Many children of trauma survivors feel a sense of alienation within
their families and may choose to escape into personal isolation, emotional
distance, and/or geographic distance—often the result of their own dis-
organized attachment patterns of relating. However, parental nonavail-
ability may have resulted in an actual lack of nurturance and subsequent
fear of abandonment. The children often are confused about the generali-
ties and specifics of their parents’ trauma history. They learn that asking
questions about what happened may lead to reenactments, suicide at-
tempts, outbursts, or avoidant behaviors such as retreating to the bed.
Matsakis (1996) found that children of Vietnam veterans often internal-
ized the attachment style of their parent and had emotional difficulties
ranging from fear and anxiety to stifled anger or repression of anger to
overt eruption of anger. These children also often distanced themselves
from the parent and tended to relive parental experiences and exhibit
parental symptoms.

Age-Specific Reactions. According to a list of responses found in the
City of Falls Church, Virginia’s Crisis Response Plan (Williams & Becker,
2000) for its schools, the following responses are age/stage specific:

Reactions of Toddlers and Preschoolers

Reactions reflecting those of parents

Regressing behavior

Decreased appetite

Sleep disorders, nightmares, night terrors
Stuttering, muteness, or speech delays

Excessive clinging

Reenactment of their parent’s trauma through play
Exaggerated startle response

Experiences of many trauma-related fears
Increased sensitivities and poor sensorimotor integration
Immobility or confusion

Reactions of Elementary School Students

¢ Anxiety and worry about their own safety and the safety of other
family members

Worrying that “bad things” in the family with recur

Increase or decrease in activity level

Decreased concentration and attention

Eruptions of outbursts of anger
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Decreased school attendance

Increased incidents of headaches, stomachaches, and other pain
Profuse talk about what has happened

Oversensitivity to sounds, smells, and other triggers

Changes in appetite and sleep patterns

Irritability and whininess

Withdrawal from friends

Possible Reactions of Middle School Students

Anxiety or worry about their own safety and the safety of other
members of their family

Changes in behavior similar to that of younger children

Changes in academic performance and decreased school attendance
Increased incidents of bodily complaints and pains

Increased sensitivity to sounds, smells, and other triggers

Loss of trust in family members or systems that fail the family
Lessened interest in normal routine activities

Expressions of defiance or deeper emotions (fear, anger, sadness)
Sleep and appetite disturbances

Increased rebelliousness more at home and refuse to do chores

Possible Reactions of High School Students

Any of the reactions of middle school students

Feelings of vulnerability (which they may not like)

Denial of the impact

Exhibit a more adult manner (Gurwitch, Silovsky, Schultz, Kees, &
Burlingame, 2001)

Become hypochondriacal

Become more irresponsible and even delinquent

Exhibit a lessening or increase in their emancipatory struggles
Become tense and exhibit appetite and sleep disturbances (Marin
and San Mateo County School Staffs, 1982)

Symptoms and patterns exist beyond the individual child and affect
the family as a whole. Albeck (1994) calls these patterns generational con-
sequences of trauma. They include, according to Rosenthal, Sadler, and
Edwards (1987):

Boundary distortions related to the disorganized attachment pat-
terns that impact intimacy, individuation, and separation
Somatization of trauma experiences into physical symptoms in
partners and/or children, often mimicking parental trauma sur-
vivor’s symptoms
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* Role reversals in which children are forced or manipulated into tak-
ing on parental roles

¢ Alienation toward the survivor parent by the other parent, who is
tired and no longer wants to/chooses to/is able to cope

¢ Ambivalence toward the survivor parent as that parent switches at-
tachment style and/or interaction pattern ranging from love and tol-
erance to disgust and hate

¢ Extreme need for unhealthy social support, often from inappropri-
ate individuals (peers or adults)

¢ Feelings of guilt and shame

¢ Self-destructive behaviors

¢ Inappropriate attempts to control the parent survivor and/or the
family through acting out or acting in

¢ Abusive language and/or behavior toward the survivor parent by
even the youngest family member, often modeled by the nonsur-
vivor parent (or the parent who is seen as less damaged)

¢ Interruption of the normal developmental life cycle leading to re-
gression, stagnation, or even pseudoadulthood

¢ Opverreaction to normal stresses of daily life

When both parents are trauma survivors, the ability to provide support
to children can be severely compromised (Williams, 1998). Ironically, this
is particularly true if the parents are focused primarily on self-healing and
introspection. Having rage episodes, disorganized attachment reactions,
nightmares, and/or hypervigilant scanning is often the norm for these
parents, who are not able to provide stability or function as positive role
models to their children.

Assessment of the Child

It is important to assess the child thoroughly before determining the
type(s) and extent of treatment to provide. Part of that assessment is to
look at the child’s attachment style and the quality of the child’s patterns
of interaction with others (Carroll, Foy, Cannon, & Zweir, 1991). It is also
important to assess the child’s role or position in the family structure—as
perceived by the child, parent(s), and siblings, if possible. To what degree
is the child responsible for caring for a parent or for other siblings? What
contributions does the child make toward family continuity and connec-
tion (Okun, 1984)? This assessment also looks at the existence of clear
boundaries regarding personal space, privacy, ventilation of anger/ag-
gression, and expression of other emotions. A variety of instruments are
available for this purpose.
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It is important to assess the child’s coping abilities. How much second-
ary stress can the child tolerate should the survivor parent begin to work
through traumatic experiences in an intense fashion? How well can the
child tolerate exposure to the trauma(s) that happened as well as flash-
backs, nightmares, or abreactions?

When Loretta’s daughter sees her mother take to the bed and hide, is
her reaction to hide herself, to think of suicide, or to try to push her
mother’s buttons? In the last instance, her daughter has become the trans-
ference figure of an earlier abuser; Loretta may then treat her with avoid-
ance and dissociation or with verbal and physical outbursts.

Treatment of Secondary Trauma

To address the secondary effects of parental trauma on children, thera-
pists must consider the nature of the trauma, the extent of the parent’s res-
olution of his or her trauma, and the impact on the children’s sense of
safety. The following section describes a logical therapeutic framework
that allows these factors to be addressed.

THERAPEUTIC FRAMEWORK

Trauma Assessment

Ideally, treatment must be family based, beginning with an in-depth as-
sessment of family dynamics, strengths, and weaknesses. Figley (1989)
noted that such an assessment needs to examine patterns of distancing/
cohesion, rigidity /adaptability, social skills, and conflict resolution abili-
ties. It is important to examine the family’s readiness and motivation to
cope with a variety of traumatic experiences and sequelae in both parent
and children. The major goal of this initial assessment is to determine
whether or not the family is a safe enough place to begin the trauma work
that needs to be done. It must take cultural factors and the role of culture
in the particular family into consideration. Assessment also needs to in-
clude an investigation of the personal meaning of the trauma to each fam-
ily member and how any change in meaning will affect daily life.

Parental Resolution of Personal Trauma

Before a traumatized family can heal, the trauma survivor must come to
some resolution of his or her own history, work on personal issues, and
focus on personal healing. The most therapeutic approach to treatment is
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probably a combination of individual, couple, and family sessions.
Resolving personal issues usually precedes issues in relationships (Graber,
1991); however, when an entire family is directly and secondarily trauma-
tized, the definition of who constitutes the client varies. For example,
Loretta needs individual therapy to address her sexual abuse history and
multiplicity; her ex-husband needs anger management work; each of the
children would benefit from a personal therapist; and the children together
and the marital couple, though separated, would be other foci for therapy.

Initial Treatment

The initial role of the therapist is to help family members deal with the
primary survivor and their own posttraumatic stress reactions to that sur-
vivor. The competent trauma therapist has the knowledge, skills, and tech-
niques to help the family through provision of educational information
about PTSD, skills acquisition, behavior modification, and identification of
personal reactions. It is essential to educate all family members about pri-
mary and secondary trauma reactions within developmental levels.
Sharing appropriate information about the parent’s traumatic past (with-
out unduly upsetting) is part of this education as an awareness builds of
what is happening and has happened within the lives of family members
and within the family as a whole. The therapist also helps the family set ap-
propriate rules and limits concerning duties, relationships, and behaviors.
These rules need to be appropriate, flexible, healthy, easily communicated,
easily remembered, and acceptable to all family members (Williams, 1991).

Safety and Beliefs

The fundamental goal of therapy is to make the family a safe place for
all. Once safety is established, then members may build or rebuild trust-
ing relationships, establish appropriate sources of personal power, and
build self-esteem. An effective way to identify personal beliefs about
needs is to have each member state a belief and then make a series of state-
ments that reflect on the implications of his or her belief. The first state-
ment reflects on the belief itself, the second statement reflects on the
implication of the first, and the third statement reflects on the implication
of the second. The final answer to the third statement reveals a more ac-
curate core belief than did the first initial statement (Rosenbloom and
Williams, 1999). The three statements are as follows:

What this says about me is
What that says about me is
What that says about me is
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Role of the Therapist

The role of the therapist in such treatment is complicated and demand-
ing. The therapist must create a healing partnership between him- or her-
self and all family members so that some minimal degree of trust can
begin to be built. Williams-Keeler (2001) describes this as the development
of a trustful alliance with a steady stream of psychoeducation and a
steady dose of realistic hope. The therapist provides a consistent level of
positive regard and creates opportunities for all family members to try to
reconnect and reattach. Initially, the therapist serves as the secure base for
the family. Over time, that security is transferred to the family itself as
members change and the therapist teaches family members self-soothing
and self-calming techniques to regulate the din and the dearth within
themselves and within the family as a whole.

Treatment and Support Suggestions by Developmental Stage

It is crucial that children who have experienced primary or secondary
trauma be able to feel personally safe. Often, they can establish a sense of
control through taking some form of action. That action might be as small
as talking to a teacher about feelings or drawing a picture of what hap-
pened at home the night before. As the National Association of School
Psychologists (2001) wrote after September 11, 2001, “the closer a child is
to the location of a threatening and/or frightening event and the longer
the exposure, the greater the likelihood of severe distress” (p. 1).

Infancy to Three Years of Age. What might caregivers and others do to
help the very young child who is living in a traumatized family setting? It
is important to remember that children at this age are highly susceptible
to the impact of traumatized individuals (Perry, 2002) and are prone to
dissociation and splitting should the traumatic events become unbearable
around them. Thus it is important to

® Maintain the child’s routines of sleeping, eating, and napping

e Encourage attachment with primary caregivers that is warm and ac-
cepting

e Help traumatized caregivers to maintain a calm atmosphere

e Help traumatized caregivers to soothe children when children need
soothing (including developing an awareness of the children’s
needs)

e Help children with language to give names to what they are experi-
encing—teaching children to name feelings and reactions, to recog-
nize reactions and feelings in others, to identify feelings on faces and
charts
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¢ Give children props for play that can help them to work out trau-
matic reactions

Three to Six Years of Age. Children in this age group are making their
first encounters with the world outside the family—they usually have
begun preschool or are in kindergarten or first grade. Developmentally,
they are beginning to individuate. What might help the secondarily trau-
matized child in this age/stage to heal? The caretaker, whether parent or
teacher, might choose to

¢ Listen and tolerate retellings of exposure to parental trauma

e Limit reexposure to traumatic reenactments (e.g., if Daddy gets
drunk on Friday nights and then explodes, spend Friday nights
away at Grandmother’s house)

¢ Help children name strong feelings during short conversations and

identify those feelings in themselves and others

Set firm limits on harmful play

Encourage and model attachment to the child

Help maintain predictable routines to give comfort and safety

Discuss nightmares—name them, identify that they come from in-

ternal fears and that nightmares are not real

¢ Help children identify triggers that might lead to acting out, acting
in, or other traumatic manifestations

¢ Listen for misunderstandings about parental behavior and help to
correct those faulty beliefs

* Provide safety

¢ Help develop a realistic understanding of “why things got this way”
as well as the family’s trauma history

* Build opportunities into children’s lives for them to have control and
make choices

Six to Eleven Years of Age. The school-aged child grows immensely in
a few short years in physical, emotional, cognitive, spiritual, and rela-
tional realms. Developmentally, they are becoming increasingly focused
on their ability to function competently in the outside world. Yet school-
aged children still can be “stuck” in traumatic reenactments and misun-
derstandings, feeling lost and alone, alienated and unattached from their
primary caretakers. What are some ways to help these children?

¢ Listen to and tolerate their retellings of what occurs at home, in ap-
propriate settings (not in the open classroom).

® Respect children’s fears and help them cope.

¢ Monitor play for trauma themes and set limits on scary, hurtful play.

¢ Introduce new, more mature ways to cope with fears and try other
ways to help children (e.g., sleep with a radio on, listening to a re-
laxation tape).
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¢ Encourage children to talk about events, feelings, and concerns.

¢ Teach children the language of trauma; they are not too young to
learn about traumatic events, the family’s traumatic history, and the
impacts of the traumas.

* Maintain rules and safety to give children a container for accom-
plishment.

* Help children develop realistic understandings of traumatic events
and histories.

¢ Help children make appropriate choices.

Eleven to Eighteen Years of Age. Preadolescent children still can be
greatly affected by parental traumatic reenactments. Many of these chil-
dren have been thrust into early adulthood and have not had a carefree
period in which to experiment with identity choices and gradually de-
velop a sense of who they are. Others seek to maintain their own child-
hoods into their 20s or 30s—their way to cope is to not leave home, to not
become independent, and to not individuate or separate. How can care-
givers help preteens and teens who have grown up in a world of family
trauma?

* Encourage them to talk about their experiences in safe, appropriate
settings.

¢ Provide children with socially supportive groups and activities.

* Help children discuss strong feelings.

e Build attachments of children between peers and appropriate
adults.

* Help construct activities that will allow mastery, control, and devel-
opment of self-esteem.

® Refer children to outside counseling if serious depression, self-harm,
acting out, accident proneness, recklessness, personality change, or
substance abuse occurs.

¢ Help children develop realistic perspectives on trauma and recovery.

A final reminder: Children of all ages express traumatic reactions indi-
vidually. There is no single one-plan-fits-all pattern of response. Thus it is
important for anyone involved in a traumatized child’s life to get to know
the child personally so that changes in behavior can be monitored and
guidance can be individualized. Grieving, traumatized children often
mimic children with attention deficit disorder and attention deficit hy-
peractivity disorder. Educators and caretakers must be cautious in trying
to fit a child who has lived in a world of trauma into the box of learning
disabilities, other health impairments, or disability. The most important
thing is to provide opportunities for connection and attachment to these
children, no matter what age they are.
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Guidelines for Adjustment of Children

After the disaster of September 11, 2001, many organizations offered
suggestions regarding ways to help traumatized children of all ages and
stages (American Counseling Association, 2001; American Red Cross, 2001;
Gurwitch et al., 2001). The following suggestions apply to children who
have been traumatized secondarily through family events and histories as
well as for children who have experienced primary exposure to trauma:

Talk to children about what happened.

Support their reactions.

Listen to them.

Tell them appropriate facts.

Share your feelings (appropriately).

Reassure them and help them attach.

Reaffirm the life direction of the family.

Reunite as a family with whomever is in the home or whomever has

connections.

e Establish or reaffirm the family’s belief systems, whether religious
or philosophical or spiritual.

¢ Share only what you yourself know (no one has all the answers).

Whatever model of trauma treatment is utilized, the first focus must be
on the necessity for family safety and stabilization. There must be a meas-
ure of stability in the family’s current life before beginning the more dis-
ruptive aspects of trauma work—dealing with traumatic memories and
emotional processing. Assigning meaning to family events and history
comes next, followed by the development of social skills, such as problem
solving and conflict management. The therapist functions in a variety of
roles, including case manager, as he or she leads the family to appropriate
resources.

Coping and Children

Not all children are seriously affected by family trauma; in fact many
are resilient and cope effectively. Those who cope better are children who
have positive, stable emotional relationships with others, positive self-es-
teem, a supportive, safe educational environment, at least average cogni-
tive abilities, and active coping methods (doing, acting, choosing).

The Role of the School System

When children have been traumatized within the family, the role of the
school system is less direct than if there were a school crisis or a national
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crisis. Garbarino, Dubrow, Kostelny, and Pardo (1992) contended that it is
essential that the school take the role of a caregiving environment for sec-
ondarily traumatized children. Teachers often know students the best—
when a teacher observes changes in a student, that teacher may ask for in-
formation: “What’s going on, I notice that you have been looking out the
window a lot. Where are you?” If there is a concern that the student is hav-
ing emotional difficulties, referring the student to the guidance counselor,
crisis counselor, school social worker, or school psychologist is often a
good choice of action, even to rule out the possibility of problems or pos-
sible traumatic sequelae.

Most schools are not, and do not see themselves as, therapeutic institu-
tions. They prefer to restrict interventions to group and individual coun-
seling. A smaller number of school systems actually employ licensed
therapists to provide counseling to their most disturbed or needy stu-
dents, often under the blanket of special education services through an in-
dividualized educational plan.

The classroom teacher can serve as a bastion of safety and security for
the child simply through being consistent and maintaining a predictable
schedule and rules. Doing classroom activities that reinforce safety and
the power of choice can help students express themselves and make deci-
sions. Allowing for a temporary decline in performance or productivity is
also a way to help the child cope in the case of a family crisis or if the child
is displaying a posttraumatic stress reaction. Teachers can use worksheets,
writing assignments, music and art, and other interventions to address as-
pects of trauma and loss (Pynoos & Nader, 1988). School staff can design
games, structured or unstructured, to help children express feelings, or
they can use journal assignments for catharsis. Groups also may be de-
signed around specific topics (divorce, absent fathers, parental death) to
provide support. When group members are children of trauma survivors,
there may be a tendency for them to share inappropriate family history,
particularly if students have had varying levels of exposure to traumatic
details. However, when handled correctly, groups of this nature can teach
children to separate themselves from their parents’ traumas and not envi-
sion themselves in the parent’s place. Children can be freed from the role
of witness of the effects of their parents’ traumas.

The teacher also may want to schedule a parent conference or ask for a
staffing with parent, counselor, principal, and all of the student’s teachers.
In schools in Virginia, because of the Comprehensive Services Act, stu-
dents and families can participate in the child specific team (CST) process.
This process brings together a team of educators, representatives of com-
munity agencies, and the family to discuss the family’s strengths and
needs and make a plan for intervention. The school social worker serves
as school representative.

At the request of the principal and eighth grade team, the school social
worker brought together a large group of individuals to form a CST after
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Loretta’s daughter, Kathy, revealed suicidal ideation. In attendance were
the therapist for the family and the therapist’s supervisor; the principal,
assistant principal, and guidance counselor; the court services representa-
tive, family services representative, school social worker, and mental
health representative; and Loretta. Kathy’s father was invited but did not
attend, and Kathy herself was ill at home. Loretta shared her daughter’s
journals. CST members decided that the need for intensive services in the
family was great; they requested that the Department of Family Services
representative approve referral to the Family Assessment and Planning
Team (FAPT), a team of upper level management officials who make fi-
nancial decisions, and approve home-based family services for up to 25
hours of family intervention per month. That request was approved to go
to the FAPT, but it has been difficult to find a provider.

Individual Treatment for the Child

In some instances, schools and other nontherapeutic interventions can-
not meet children’s needs, and the children must be included in family
therapy and/or have individual therapy. Children must be included in
the therapeutic process in order to lessen denial, change behaviors, and
work on attachment issues. In some instances, a parent’s therapist may
have a few sessions with the children. In others, it is important that chil-
dren have their own therapists. This course of treatment has four stages:
(a) encounter/education, (b) exploration of the trauma and its impact, (c)
skill building and empowerment, and (d) integration and termination
(Williams, 1998).

The goal of individual treatment for children, as well as for parents, is
to build resilience while challenging and rebuilding core beliefs about
safety, trust, power/control, esteem, and intimacy of self, others, and the
world (Rosenbloom & Williams, 1999). The resilient family uses strengths
to function independently in give-and-take situations, providing support
when needed. Through treatment, parents learn to attach to children and
children attach to parents. Parents allow children to make independent
decisions based on personal empowerment and to take responsibility for
themselves.

CONCLUSION

What does the future hold for Loretta and her family? Without appro-
priate treatment for her, their situation looks grim. A series of meetings at
the school involving the child specific team has led to the recommenda-
tion that the family be funded for at least 25 hours of home-based services
monthly for up to one year. These services would provide counseling and
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mentoring to supplement the weekly one-hour therapy the family is re-
ceiving in a local therapist-training program of a major university. Loretta
cannot get appropriate treatment for DID from her mental health HMO
provider. The children continue to suffer with attentional issues, self-de-
structive behaviors, intrusive thoughts and images, and incredibly low
self-esteem. The goal of work by the home-based service providers,
should services be approved, is to establish some sense of basic safety in
the family. However, finding a home-based services provider who is will-
ing to treat DID (or who has any familiarity with the diagnosis) is a diffi-
cult task.

The consequences of inheriting a disorganized attachment style (as a
secondary victim of parental traumas) can “forever doom the affected
child to have a series of unrequited and unrewarding attachment experi-
ences for the rest of his/her life” (Williams-Keeler, 2002, p. 20). With in-
tervention in the family, a more secure attachment between parent/child
and family /outsiders could develop. Therapy can become the secure base
from which to explore the world (Johnson, 2002) and help the traumatized
parent become more secure and develop a more functional sense of emo-
tional connectedness, insight into children’s problems, communication
skills, nonreactive responding, and a safe style of comfortable relating that
does not retraumatize. Through this process, the parent will share appro-
priate information about his or her developmental legacy and join the
children in engaging in interaction and exploration (Sroufe, 1996).

One of the most important healing factors in overcoming the impact of
exposure to trauma in the self or others is the ability to derive comfort
from another. Therapy must be flexible, creative, and focus on family-
wide healing, including normalization of the traumatic response
(Williams, 1991). After all, knowledge is power and education is one of the
major goals of treatment. Treatment can help family members attach to
one another, maintain an atmosphere of safety and stability, connect with
a larger community (e.g., through home-based services), and overcome
traumatic sequelae (Catherall, 1997).

EPILOGUE: LORETTA'S LIFE SINCE

Loretta was at a treatment impasse when this chapter was first written.
However, since that time, as the book came into fruition, changes in the
world around her have allowed her to participate in the type of flexible,
creative, connective therapy described herein. The school social worker
who was instrumental in designing the CST intervention that was never
utilized no longer works for the school system. Instead, she became an au-
thorized provider for Loretta’s HMO and has been working with Loretta
for over a year. During that time, Loretta has worked through the first few
chapters of The PTSD Workbook (Williams & Poijula, 2002), looking in
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depth at some of the traumatic experiences that led to the creation of her
alters. She has developed a close, trusting relationship with the social
worker/therapist, and has developed excellent parenting skills that no
longer are as protective and restrictive, allowing her children to venture
out from her on their own. Her daughter Christine now has a boyfriend,
as well as a diagnosis of chronic fatigue, which is limiting her ability to at-
tend school. However, Loretta now is not encouraging her daughter’s ill-
ness and instead is insisting that her daughter attend one class a day, and
she is ready to challenge the school system to provide home-based serv-
ices. Her daughter now wants to be in school and is upset that her illness
is preventing full-time daily attendance. Loretta is committed to her heal-
ing and is pleased at the progress she has made.
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When a Child Is Traumatized
or Physically Injured: The
Secondary Trauma of Parents

MICHAEL F. BARNES

The task of ensuring that our children will safely navigate the physical,
emotional, and developmental stages from infancy to adulthood has be-
come increasingly difficult in the twenty-first century. The number of in-
cidences of traumatic injury, life-threatening illness, abuse, violence, and
other sources of unexpected death to children and adolescents in our so-
ciety are staggering. Even in the most conscientious families, unexpected
and unthinkable traumatic events occur, with consequences for the child
and parents that can be catastrophic. The National Center for Injury
Prevention and Control (www.cdc.gov/ncipc/default.htm) has reported
that each year 700,000 children are identified as victims of abuse and neg-
lect, 140,000 children are treated in emergency rooms for injuries sus-
tained in bicycle accidents, 200,000 are treated for falls from playground
equipment, and 320,000 for injuries sustained in automobile accidents
(2001). Over 100,000 children are treated in emergency rooms for trau-
matic brain injuries resulting from falls, accidents, and athletic injuries
(Rivara et al., 1992), and thousands of children will be diagnosed with
some form of cancer (Varni, Katz, Colegrove, & Dolgin, 1996). If these
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statistics are hard to believe, visit a hospital emergency waiting room or
pay close attention to the articles that fill our newspapers concerning the
accidents, illnesses, and abuses that befall our children.

It is clear from the traumatology literature (Jones & Peterson, 1993;
Lipovsky, 1991) that physically abused, severely injured, and critically ill
children will show signs of psychological trauma. But what about the par-
ents and other family members? For the vast majority of these trauma-
tized children, family members are at risk for experiencing their own
psychological trauma. Often parents or siblings of the traumatized child
are present at the time of the event and have to deal with their own terror,
uncertainty, and urgent need to ensure that lifesaving interventions are
administered appropriately. Others have to deal with the sudden and un-
expected telephone call informing them that their child has been injured
and is presently being treated in a local emergency room. For many, long
periods of medical or psychological treatment must be endured, while
possible death or long-term physical, intellectual, and emotional disabili-
ties remain in question.

Many families will be burdened with months or years of medical and
emotional therapy to assist their child in dealing with the scars resulting
from the traumatic event. In many cases, parents will be forced to deal
with their own shattered dreams for their child’s future, as well as ongo-
ing questions and concerns about what they could have done to prevent
this horrible situation. Although medical and emotional services are often
available to assist the primary trauma victim, the family members are all
too often overlooked as victims of their own secondary traumatic stress
reaction (Figley, 1995).

Figley (1998) defined secondary traumatic stress as tension experi-
enced as a result of the demands of living with and caring for someone
with posttraumatic stress disorder (PTSD). A secondary traumatic stress
disorder is therefore the resulting emotional exhaustion and burnout that
comes from this caregiving relationship. Parents who must deal with the
sudden traumatization of someone they love, cope with the physical,
emotional, and behavioral changes that follow the trauma and who must
face their own uncertainty and personal vulnerability are clearly candi-
dates for this secondary traumatization (Barnes, 1998a).

The majority of the seminal works in the study of secondary traumatiza-
tion have focused on the systemic interactional patterns of adult trauma
survivors and their family members, but a growing body of research inves-
tigates the impact that injured, abused, or critically ill children have on the
cognitive, emotional, and behavioral functioning of their parents, siblings,
and the family system as a whole (Barnes, 1998a). This chapter discusses
such primary and secondary trauma symptoms and reviews the literature
associated with the secondary trauma of parents and families, and con-
cludes with a review of six axioms that have been identified from the liter-
ature review and upon which future research questions can be developed.
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PRIMARY AND SECONDARY RESPONSES TO TRAUMA

The traumatic stress response is generally considered to be primary
when the victim of the traumatizing event is the one either who is per-
sonally threatened or who has witnessed others who have been threat-
ened or injured. Secondary trauma occurs when the victim is traumatized
through the process of learning about the primary trauma that has been
experienced by a loved one or by the secondary victim’s frequent interac-
tions with a primary trauma victim.'

Figley (1995) noted that although secondary traumatic stress disorder
(STSD) would be experienced by the victim as a syndrome of symptoms
that are nearly identical to PTSD, there is a fundamental difference be-
tween the response patterns of the primary and secondary trauma victim.
The difference is that the “primary trauma victim experiences symptoms
that are directly associated with some aspect of the traumatic event,
whereas the secondary trauma victim experiences symptoms that are as-
sociated with the primary trauma victim” (Barnes, 1998a, p. 77). For the
family members of the ill or injured child, this is a significant distinction.

PTSD Symptoms in Children

The diagnosis of PTSD is based upon the patient’s exhibition of symp-
toms from three primary symptom categories: (a) persistent experiencing
of the stressor, (b) persistent avoidance of reminders of the event and
numbing of general responsiveness, and (c) persistent symptoms of
arousal (American Psychiatric Association, 2000). Symptoms that are
commonly associated with children who suffer from persistent reexperi-
ence of traumatic stressors include nightmares, flashbacks, repetitive
trauma-focused play, intense distress associated with reminders, and in-
trusive repetitive thoughts about the event. Symptoms associated with
avoidance may include avoidance of reminders of the traumatic event, de-
creased interest in significant activities, regressive behaviors, numbing
and restrictions in range of emotions, amnesia related to the traumatic
event, and feelings of detachment from others. Finally, symptoms associ-
ated with persistent arousal may include sleep difficulties, irritability, dif-
ficulty concentrating, hyperalertness, and hypervigilance (Cohen,
Berliner, & March, 2000; Lipovsky, 1991; Shah & Mudholkar, 2000).

'Editor’s note: Strictly speaking, individuals learning of a trauma to a loved one are classi-
fied with PTSD; however, their symptomatic focus is associated with the primary victim
rather than their own direct experience of the trauma and thus most traumatologists con-
ceptualize them as secondary victims.
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Risk Factors in Children

The extent to which children are at risk for experiencing posttraumatic
symptoms appears to be related to several factors. Cohen et al. (2000)
identified three primary factors that have been found to predict the de-
velopment of PTSD symptoms: (a) the severity of the trauma exposure, (b)
parental trauma-related distress, and (c) temporal proximity to the trau-
matic event. Pfefferbaum (1997) concurred, stating that the trauma re-
sponse is highly correlated with the child’s exposure to the traumatic
event, which is influenced by both physical and emotional proximity. The
impact of the exposure is mediated by (a) the child’s perceptions associ-
ated with their risk of being killed or seriously injured, (b) the child’s per-
ceptions associated with the degree of danger experienced by significant
others, and (c) the actual responses of significant others following the
traumatic event (Lipovsky, 1991). The child’s affective experience of fear
associated with his or her perceived risk of death or injury has been found
to increase symptoms of PTSD, as does the child’s tendency to suppress
thoughts and feelings related to their injuries. Aaron, Zaglul, and Emery
(1999) reported that suppression was not only predictive of PTSD avoid-
ance symptoms, but was also “highly correlated with PTSD re-experienc-
ing and overall PTSD symptomatology” (p. 341).

Developmental Factors

The age and developmental level of the victimized child plays a signif-
icant role in influencing these predictive factors. Pfefferbaum (1997) con-
tended that the child’s “exposure to risk, perception and understanding of
trauma, susceptibility to parental distress, quality of response, coping
style and skills, and memory of the event” (p. 1505) are all influenced by
the child’s developmental ability and awareness. As children grow and
become more emotionally mature and socially aware, the PTSD symp-
toms that they experience begin to resemble the symptoms that are expe-
rienced by adults in our society. Younger children tend to exhibit
symptoms that do not fit well into the diagnostic categories for PTSD as
outlined in the DSM-IV. Cohen et al. (2000) contended that this is prima-
rily due to the child’s lack of advanced cognitive and expressive language
skills, which are required to carry out many of the symptoms listed in the
diagnostic criteria for PTSD.

Younger children will exhibit a significantly different set of posttrauma
symptoms than their adolescent counterparts. Younger children appear to
experience symptoms that enable them to avoid painful feelings associ-
ated with the traumatic memories, whereas older victims experience more
symptoms associated with reexperiencing the traumatic memories and
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associated hyperarousal (Schwarz & Kowalski, 1991). Younger children
may exhibit symptoms that are more consistent with a generalized anxi-
ety disorder that indicates significantly greater fear and anxiety, whereas
older victims demonstrate greater anger, aggression, and acting out be-
haviors. Younger children may experience regressive symptoms such as
difficulty sleeping alone, a reversal of toilet training, and infantile speech,
whereas older victims may exhibit greater dissociative symptoms such as
derealization, depersonalization or self-injurious behaviors. Finally,
younger children may be able to express their issues associated with trau-
matic memories only through a process of expressive play or drawing,
whereas older victims will be able to talk about their memories and emo-
tions (Cohen et al., 2000).

Freud defined trauma as a “sudden overwhelming stimulation that
immobilizes the ego functions and results in a state of helplessness”
(quoted in Mishne, 2001, p. 65). James (1997) hypothesized that a child’s
development of posttraumatic symptoms is related to the degree to
which he or she is able to deal with the fear/terror associated with the
traumatic event, without overwhelming the ego defenses that serve as
protective structures. The quality of the attachment relationships that the
child has with his or her parents and the parental posttraumatic response
significantly influences the child’s defensive abilities. Overwhelmed ego
defenses can result in significant memory disorders, dysregulation of af-
fect, and avoidance of intimacy (James) for both primary and secondary
trauma victims.

PARENTAL/FAMILY SECONDARY TRAUMA

A growing body of literature addresses the issues associated with the
secondary traumatization of parents and other family members of med-
ically or physically traumatized children. Recent publications have ad-
dressed such issues as acute physical injury (Aaron et al., 1999), severe
traumatic brain injury (Levi, Drotor, Yeates, & Taylor, 1999), life-threaten-
ing illness (Madan-Swain et al., 2000; Smith, Redd, Peyser, & Vogl, 1999;
Stuber, 1996), and painful or frightening treatment for severe medical con-
ditions (Stuber, Nader, Yasuda, Pynoos, & Cohen, 1991). What has
emerged is support for the contention that sudden and unexpected med-
ical emergencies are often followed by a form of systemic trauma charac-
terized by family system disturbance, primary and secondary
traumatization, and psychological and marital distress (Barnes, Todahl, &
Barnes, 2002). Family members appear to engage in a circular process
through which parents and children respond to one another’s stress re-
sponses, with the parents ultimately serving as the model for how to cope
with the traumatic event (Pfefferbaum, 1997).
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Reports from Emergency Medical and ICU Personnel

Barnes, Todahl, and Barnes (2002) polled experts (intensive care unit
nurses, physicians, social workers, psychologists, and family therapists)
who work with physically traumatized children on pediatric intensive
care units (PICUs) to determine their views concerning family response
patterns that occur immediately following the traumatic event and
throughout the ICU hospital experience. These experts identified family
response patterns that are consistent with symptoms of a secondary trau-
matic stress reaction that are evident immediately post trauma and
throughout the family’s ICU experience.

The family response patterns were consistent with each of the diagnos-
tic criteria for PTSD, as set forth in the DSM-IV-TR (APA, 2000). The fam-
ily response patterns that meet the criteria for persistent reexperiencing of
the traumatizing event include the following: The parents spend a signif-
icant amount of time and attention on the overall health and welfare of the
child; they focus on the possibility that the child may die; they have anxi-
ety about a prognosis of permanent disability; they have many fears about
the child’s unknown future; and they are preoccupied with the child’s
specific injuries and associated pain. The experts observed that the fami-
lies would be preoccupied with these concerns and would ask the same
questions over and over again, soliciting answers from physicians, nurses
and other support staff. Examples of avoidance of the stimuli associated
with the trauma included the use of intellectualization, memory deficits,
standing around mutely, depression of affective responses, and denial of
the reality and potential consequences associated with the traumatizing
event. The experts hypothesized that family members used these avoid-
ance behaviors to distance themselves from experiencing the painful emo-
tions associated with the child’s injuries. Symptoms of increased arousal
included sleep difficulties, difficulty concentrating, and hypervigilance.
Family members were said be reluctant to leave their child at any time, re-
sulting in increased fatigue, hunger, and agitation. The experts also no-
ticed a manner in which many families become hypervigilant about the
standard of care their child receives—they identify a specific staff mem-
ber(s) with whom they feel comfortable and then hold that individual’s
caregiving behaviors as the standard for all caregivers who work with the
child. This often results in conflict between the parents and PICU admin-
istration and direct-care staff.

These examples indicate that the majority of family response patterns
focus on some aspect of (a) the child’s experience of the traumatic event,
(b) the medical care being provided, and/or (c) the victim’s future func-
tioning. These findings support Figley’s (1995) contention that the symp-
toms exhibited in a secondary traumatic stress response would be similar
to the primary victim’s, but with a focus on the primary victim rather than
the specific traumatic event.
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Barnes et al. (2002) also indicated that the experts identified multiple
family response patterns that demonstrate family members’” need for
trust, safety, and control while the child is a patient in the PICU. Family
members are concerned about personal and family vulnerability, exerting
significant energy to convince other family members that everything is
going to be all right. They become easily frustrated if they do not believe
that questions are being answered in a timely and honest fashion, and
they express great difficulty when alarms activate in the child’s room for
no apparent reason. This need for safety and control is also demonstrated
by the family members constant focus on all possible consequences of the
child’s injuries and their need to insure that the right staff members are
present to care for their child.

Barnes et al. (2002) proposed that family members’ attempts to deal
with multiple stressors associated with the traumatic event, the constant
anxiety about life-and-death issues, and the constant stress associated
with the PICU environment result in a cumulative experience of a sys-
temic traumatic stress reaction within the family system. The experts in
this study clearly supported the belief that family members demonstrate
affective, cognitive, and behavioral changes following the traumatic
event. They also suggested that stable relationship patterns between fam-
ily members must, by necessity, change in response to the individual
changes listed and the demands associated with the care of the injured
child:

This reallocation of time and attention to the injured child, as well
as long periods of time away from the home at the hospital, is be-
lieved to result in diminished contact with the spouse and siblings
and limited attention to the emotional needs of the other children
(Barnes et al., 2002, p. 21.)

Barnes (1998a) proposed the term systemic traumatic stress as the most
appropriate for the sudden demands imposed on each member of the
family system and the resultant changes in relationship patterns. The col-
laborators agreed that if family members do not attend to the stressors of
the PICU environment, then familial interactional patterns could escalate
into arguments, resentments, triangulation, attention-seeking sibling be-
haviors, and fault finding/blame (Barnes et al., 2002).

Peebles-Kleiger (2000) stated that a pediatric/neonatal ICU hospital-
ization is a traumatic stressor according to criteria set forth in the DSM-IV
(APA, 1994) due to the fact that the individual and family is dealing with
“actual or threatened death or serious injury, or a threat to the physical in-
tegrity of self or others” (p. 259). She noted that family members will ex-
perience involuntary and intrusive thoughts that can be experienced for
months following the PICU admission. She also asserted that family mem-
bers “alternate between intrusion and avoidance as a way of processing
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what would otherwise be too overwhelming to comprehend” (p. 261). The
significance of this process is that family members will differ in their abil-
ity to talk openly about feelings and in their choice of coping strategies
throughout their child’s hospital stay. This is to some degree based on their
ability to tolerate anxiety resulting from conscious contact with traumatic
material. Peebles-Kleiger contended that avoidance of feelings is normal
and is more often a sign that the individual is overwhelmed, rather than
an indication of an absence of feelings. Therefore, it is important for fam-
ily members to have space for quiet reflection and attentive listeners who
allow them to speak when they are ready.

Peebles-Kleiger (2000) also noted that family members demonstrate
symptoms of increased arousal. She identified several examples, includ-
ing sleep disturbances, edginess, fatigue, and physical complaints. She
warned that sleep deprivation is a significant issue in the PICU environ-
ment, stating that it can “create irritability and lability, decrease reaction
time, impede judgment, and hamper efficient cognitive processing” (p.
266). Care should be taken to identify any increase in alcohol or other sub-
stance intake as a means of self-medicating to alleviate symptoms of in-
creased arousal.

Finally, Peebles-Kleiger (2000) supported the contention of Barnes et al.
(2002) that family members will show evidence of attempts to maintain
some semblance of control in their lives. She views these control behaviors
as a response to the overwhelming sense of helplessness that is experi-
enced while in the PICU environment. She proposed that unchanneled ag-
gression (anger that has no simple target) is a normal response when an
individual is assaulted and feeling helpless. It is this anger that results in
family members’ angry outbursts, blaming behavior, and wishes for re-
venge. Angry outbursts are often focused on hospital staff for failure to
provide timely information, lack of privacy, or a perceived oversight or
slight. Outbursts can also be focused on other family members, which
may result in increased distance and damage to familial relationships at a
time when support is needed most. Finding a reason for this catastrophic
event (or a source of blame) is an intellectual process that allows family
members to avoid feelings of fear and helplessness and enables them to
feel more in control of the situation. Unfortunately, these control behav-
iors “rarely succeed in restoring equilibrium; instead they typically create
additional harm, maladaptation, and energy-depleting crises” (Peebles-
Kleiger, p. 267).

Pediatric Cancer

The study of pediatric cancer and its relationship to primary and sec-
ondary trauma of both victims and their family members has increased in
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the past 20 years. Strong evidence indicates both groups are at significant
risk for posttraumatic stress symptoms.

Impact on Parents. Barakat et al. (1997) suggested that the “diagnosis
and treatment for childhood cancer may have significant long-term ef-
fects, which are manifest in symptoms of posttraumatic stress, for parents
of childhood cancer survivors” (p. 854). Manne, Duhamel, and Redd
(2000) supported this proposition and stated that 10 to 40% of these par-
ents experience high levels of posttraumatic stress symptoms that include
intrusive thoughts, increased arousal, hypervigilance, and avoidance of
reminders associated with the child’s medical treatment. In fact, parents
reported greater frequency and intensity of cancer-related posttraumatic
stress symptoms than their children did (Barakat et al., 1997). Because
proximity to the stressor is associated with greater risk for PTSD, the child
who is facing his or her own life-and-death situation presumably would
experience greater posttrauma symptoms than their parents. Barakat et al.
hypothesized that this difference may be due, in part, to the fact that chil-
dren receive “support from family, friends, and hospital staff with an aim
to enhance mastery over their treatment experience” (p. 856), which
serves to buffer their perception of how life-threatening the illness is. The
parents, on the other hand, are faced with the painful and frightening re-
ality of life and death each day!

The Mother’s Experience. Pelcovitz et al. (1996) found that mothers of
children who have survived pediatric cancer demonstrated significantly
higher rates of PTSD than community comparison groups, and appear to
have symptom patterns that are more common with this population than
among other trauma survivors. Avoidance symptoms such as diminished
interest in activities, feelings of detachment, and a sense of a foreshort-
ened future are common, whereas evidence of psychogenic amnesia is ex-
tremely uncommon. Also, symptoms associated with increased arousal,
such as hypervigilance, sleep disturbances, and concentration difficulties
are commonly reported, whereas physiologic reactivity and startle re-
sponse are rarely reported.

Manne et al. (2000) found several factors that appear to influence these
maternal experiences of posttraumatic stress symptoms. One factor that
appears to play a significant role in the mother’s symptom development
is maternal perceptions about treatment and social support. Manne et al.
contended that the severity of maternal posttraumatic symptoms is influ-
enced by the mother’s perceptions of (a) the cancer treatment as a threat
to the child’s life, (b) the treatment and its level of intensity, and (c) the
amount of threat she experiences as a result of social constraints. A clear
finding was that mothers experienced greater PTSD symptoms when they
felt inhibited about expressing cancer-related thoughts and feelings. Such
constraints can lead to increased posttrauma symptoms because (a) par-
ents have more difficulty finding meaning or obtaining advice and coping
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assistance from others; (b) negative reactions by others can themselves be
experienced as traumatic; and (c) increased verbal inhibition may con-
tribute to increased use of other avoidant coping strategies. Sloper’s
(2000) study supported the significance of maternal perception as a guid-
ing force in the mother’s ability to deal effectively with the daily traumatic
stresses of cancer recovery. She found that the mother’s appraisal of the
amount of strain experienced as a result of the child’s illness was more
closely associated with reported subjective distress than with actual
changes in the child’s medical condition.

Impact on the Family. The influence of family functioning and cohe-
siveness following the diagnosis of pediatric cancer has also been investi-
gated. Hoekstra-Weebers, Jaspers, Kamps, and Klip (1998) proposed that
throughout the course of cancer treatment, the mother-child relationship
becomes closer than the father-child relationship. This relationship places
the mother in the role of guardian; she is compelled to manage the child’s
medical care and ensure that the child is protected. The impact of these ad-
ditional responsibilities on her ability to cope with day-to-day stressors is
believed to influence the quality of all family relationships. Thus, Noojin,
Causey, Gros, Bertolone, and Carter (1999) stated that although family in-
teractions are bidirectional and circular in nature, “family functioning is
directly influenced by the success of the mother in coping with this chal-
lenge” (p. 91).

Cohesion is defined as the degree to which family members are emo-
tionally bonded to one another. Varni et al. (1996) found that with newly
diagnosed families, high family cohesiveness was predictive of lower psy-
chological distress and higher social competence as well as “most consis-
tently predictive of child adaptation across both concurrent and
prospective associations” (p 325). However, a different finding is that fam-
ilies who report significant family system cohesion are more likely to have
a survivor who exhibits poorer adjustment (Newby, Brown, Pawletko,
Gold, & Whitt, 2000). The researchers hypothesized that over time in a
traumatized family, alterations in family organization and parental needs
for safety and control may result in the establishment of an intense level
of emotional bonding that represents a movement from emotional close-
ness and supportiveness to a more emotionally enmeshed parent-child re-
lationship. Newby et al. proposed that “children who have survived
cancer may have greater needs for autonomy than their healthy peers.
Thus, any perceptions of intrusion from the family system may be associ-
ated with symptoms of adjustment difficulties” (p. 122).

Impact on Siblings. The impact of family system reorganization, espe-
cially changes associated with family roles, has been identified as a sig-
nificant source of distress for the siblings of pediatric cancer survivors.
Koch (1985) discovered that after the diagnosis parenting responsibilities
tended to shift, from a focus on daily family needs to the care and
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protection of the cancer patient. This shift resulted in the siblings spend-
ing less time with the parents and receiving less parental attention. Other
role changes included the utilization of older siblings in adult caretaker
roles. These adaptive roles included taking care of the physical needs of
the ill sibling and the emotional needs of the parents, who continue to
struggle with stressors associated with the child’s illness. Koch found that
siblings reacted to these systemic changes by acting out in an attempt to
regain parental attention or by the rapid development of thoughts, feel-
ings, and actions that exceed an age-appropriate level of maturity.

Madan-Swain, Sexson, Brown, and Ragab (1993) investigated the cop-
ing and adaptation skills of siblings of childhood cancer survivors; their
findings support Koch’s findings associated with role changes. They
found that older siblings assumed parental roles and caretaker responsi-
bilities, which seemed to blur the parent-child boundaries and result in
the siblings” perception of being less involved in family activities. In the
Madan-Swain et al. study, the bond that was established between the can-
cer patient and the parents through the period of medical treatment
served to further isolate siblings from the parents and from the cancer pa-
tient. Sargent et al. (1995) found the lack of attention paid to the siblings
and the family focus on the ill child were reported as a source of distress
for the siblings. The findings of Koch, Madan-Swain et al., and Sargent et
al. support those of Barnes et al. (2002) regarding systemic traumatic
stress reaction among families supporting a member with life-threatening
medical problems.

Traumatic Brain Injury

The literature associated with head trauma has provided several re-
sources that address family coping strategies following a pediatric brain
injury.

Use of Denial.  Zarski, DePompei, and Zook (1988) studied the spouses
and parents of head-injured adults and children, respectively, and found
that families who utilized denial as their primary coping strategy to deal
with the traumatic injury reported lower family satisfaction and a major
focus on the limitations of the head-injured individual. This negative em-
phasis resulted in the family organizing around the dysfunction of the
child, which contributed to even lower levels of functioning for the trau-
matized child. Families who were able to honestly face the reality of the
traumatic event were better able to make appropriate adjustments in
power structure, role relationships, and relationship rules in response to
the posttraumatic stress.

Wade et al. (2001) also found that parental “denial was associated with
greater caregiver psychological distress” (p. 411). This distress appears to
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be the result of the family members’ efforts to suppress or deny painful af-
fect, which paradoxically results in increased experience of anxiety and a
more significant self-report of psychological distress. Wade et al. warned
that parental denial and disengagement may reflect the emergence of an
acute stress disorder in response to the trauma of the injury. Parents com-
monly experienced symptoms such as numbing, detachment, absence of
emotional responsiveness, and marked avoidance of stimuli that might
provoke recollections of the trauma (Wade et al.).

Impact on Functioning. Bragg, Klockars, and Berninger (1992) studied
the impact on individual and family functioning in families with a pedi-
atric brain injury survivor. The family members scored significantly lower
scores on problem solving, communication, role dimensions, affective re-
sponsiveness, affective involvement, and general functioning than did the
control group families. A second finding was that the head trauma fami-
lies reported significantly lower perceptions of member autonomy than
did the control group families.

Wade et al. (2001) proposed that families experience significant organi-
zational alterations. Marital conflicts may arise due to triangulation, in
which one partner assumes a disproportionate burden of caregiving and
discipline (most frequently the mother) and the other shuts down to avoid
confronting their own feelings about the injury. This triangular relation-
ship prevents the partners from receiving much needed social support. As
with pediatric cancer, parental relationships with siblings of the brain-in-
jured child may also be significantly strained due to (a) changes in the
quantity and quality of time spent with them and (b) role changes that re-
quire the siblings to accept more responsibility for caring for the injured
child.

Nursing and Family Medicine

Miles (1985) studied family response patterns following the death of a
child. A significant finding was that the parents’ perceived stress was
more influential on symptom development than actual, observable stres-
sors. Shaw and Halliday (1992) also supported the proposition that fam-
ily perceptions are a major influencing factor in how a family responds to
a crisis. They proposed that in the case of a chronic illness, the crisis is not
the central problem, rather it is the family’s “constraining beliefs that re-
strict alternative views about the crisis that becomes the problem” (p. 541).
These findings were supported by the Manne et al. (2000) study regarding
the mothers of pediatric cancer survivors. Figley (1988) also argued that
perception plays a major role in the family response to a traumatic event;
he proposed that families that maintain or construct a more positive
worldview associated with the crisis or traumatic event will deal with it
in a more positive manner.
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As in the nursing literature, the family medicine literature emphasizes
the role of family perception in family members’ response to chronic ill-
ness. Gallo (1991) and Thompson, Gustafson, Hamlett, and Spock (1992)
each studied family response patterns associated with chronic, life-threat-
ening pediatric illness and found that family perceptions played a large
role in the family choice of coping mechanisms. Thompson et al. (1992)
proposed that parental psychological distress is explained more by their
perceptions than by the actual medical condition of the child.

AXIOMS ASSOCIATED WITH SECONDARY TRAUMA OF FAMILY MEMBERS

A primary goal of this chapter is to identify testable axioms associated
with the secondary traumatization of parents. Popper (1965) defined ax-
ioms as either conventions or scientific hypotheses. Six axioms can be de-
rived from the literature on family response patterns following the
traumatization or illness of a child family member. These six axioms pro-
vide a foundation for understanding the process of secondary traumati-
zation in these families and for generating future research questions.

Axiom 1—Individual PTSD-Like Reactions

Following the traumatization of a child, the parents and siblings will
report having experienced emotional, cognitive, and behavioral symp-
toms similar to those reported by primary victims of PTSD. The symp-
toms associated with a secondary traumatization that have been reported
in this literature include intrusive thoughts, nightmares, flashbacks, feel-
ings of detachment or estrangement from others, restricted affect, emo-
tional and physiological distress associated with the traumatic event,
avoidance of activities that remind the family member of the child’s
traumatization, sleep disturbance, hypervigilance, and fatigue.

Axiom 2—Parental Focus on the Child

The focus of the parents’” secondary trauma symptoms will be on the
physical and emotional condition of the primary trauma victim. Barnes et
al. (2002) addressed this issue at length, supporting Figley’s (1995) con-
tention that secondary traumatic stress reactions will be focused on issues
associated with the primary trauma victim’s physical and emotional con-
dition. Koch (1985) also supported this issue when he proposed that in-
creased negative affect is associated with parental concerns about the
child’s critical condition and its effects on the siblings of the cancer patient.
Both Koch and Madan-Swain et al. (1993) discussed the preoccupation
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that parents maintain with the ill child, at the expense of their relationship
with the other siblings.

Axiom 3—Altered Parental Worldview

Parental worldview associated with personal vulnerability, safety, and
control will be altered as a result of the traumatizing event. Catherall
(1998) proposed that all human systems develop their own unique and
idiosyncratic interpretations of reality within their world. It is through
this reality filter that families develop unique attitudes, beliefs, values, rit-
uals, and ways of operating and behaving that become reinforced through
intrafamily and extrafamily interactions. Following a traumatic event,
families commonly experience a shift in attitudes and beliefs that repre-
sents a need to focus on safety issues, as they relate to the self and others.
Catherall contended that safety issues are “expressed in the family’s
worldview in the form of suspicious, distrustful attributions concerning
the motivations of others, but it can also be seen in various symptoms of
family members (i.e., fearfulness, phobias, and other anxiety reactions)”
(p. 203).

Janoff-Bulman (1992) contended that alterations in the worldview of
the traumatized individual can directly influence the victim’s experience
of depression, intrusive thoughts, breakdowns in interpersonal trust,
anger, rage, feelings of vulnerability, disillusionment, lost sense of safety,
and loss of self-worth and self-confidence. Family members consequently
develop issues associated with vulnerability and control. Barnes et al.
(2002) and Peebles-Kleiger (2000) each identified this axiom as being sig-
nificant for understanding family hypervigilance and conflict with staff in
the PICU. Barnes et al. proposed that family members often assume a
more controlling stance in order to avoid experiencing the symptoms as-
sociated with an altered worldview. The risk of experiencing these symp-
toms would seem to be equally likely for both primary and secondary
victims.

Axiom 4—Centrality of Parental Perceptions

Parental perceptions of the amount of stress resulting from the trau-
matizing event will influence interactional patterns, selection of coping
mechanisms, and the degree of emotional sequelae experienced by the
parents. This point is strongly supported by Gallo (1991), Manne et al.
(2000), Miles (1985), and Thompson et al. (1992). Parental perceptions ap-
pear to play a major role in the recovery process for families as well. Koch
(1985) proposed that many families believed that the challenge of the cri-
sis resulted in a more cohesive and emotionally closer family, and Figley
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(1988) suggested that families that are able to recognize the strengths they
have developed through their struggles following the traumatic event are
better able to recover from their experience of secondary trauma.

Axiom 5—Structural Changes

The traumatization of a child family member will cause significant al-
terations in family organization, including major changes in communica-
tion patterns and role behaviors. Studies by Koch (1985), Madan-Swain et
al. (1993), and Wade et al. (1995) agree that parents and siblings of the
traumatized child experience role changes that serve to protect the par-
ents, while alienating the siblings from the parents and the primary vic-
tim.

Axiom 6—Systemic Reactions

Multiple stressors resulting from the immediate needs of the parents,
siblings, and traumatized child will result in a systemic traumatic stress
reaction among family members. Barnes et al. (2002) reported that a trau-
matizing event may result in immediate stressors that can affect the lives
of all family members for days, weeks, months, or years. This wound to
the family system can affect much more than the family’s life routines and
may be observable through disruptions in family members’ stable pat-
terns associated with behavior, communication, discipline, and emotional
support. The expert collaborators in the Barnes et al. study agreed that
failure on the part of the family to deal with these disruptions in family in-
teractional patterns would ultimately result in arguments, resentments,
and attention-seeking behaviors between family members. If systemic
stressors continue to go unattended, noticeable patterns of triangulation
and blaming become common family dynamics.

CONCLUSION

Family members of traumatized or critically ill children experience
significant disturbances in individual and systemic functioning, begin-
ning almost immediately following the traumatizing event. Health care
workers from all disciplines need to be aware of the nature of both pri-
mary and secondary responses to trauma, so that interventions for each
member of the family can be initiated as quickly as possible. In hospital
settings, nurses and social workers must be trained to recognize symp-
toms of secondary and systemic trauma. Medical staff members must be
alert to signs that family members are becoming overwhelmed so that
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they can intervene before the family’s need for safety and control results
in conflict between the family members and the medical staff.

It is important for mental health professionals to realize that the psy-
chological /emotional problems exhibited by primary trauma victims are
greatly influenced by the emotional, behavioral, and interactional strug-
gles of their parents outside the medical environment. Most families will
not receive clinical assistance while in the hospital setting, so many fami-
lies will ultimately seek assistance for the emerging primary and second-
ary traumatic stress reactions in outpatient settings. It is especially
important for marriage and family therapists to recognize that these fam-
ilies will often present with traditionally systemic difficulties such as mar-
ital problems, boundary issues, disrupted parenting styles, and
difficulties associated with their children’s behaviors (Barnes et al., 2002).
Often, families will not make the connection between their current prob-
lems and the past traumatic experience(s). Therefore, therapists need to be
alert to historical factors when assessing the family system functioning.
Barnes (1998b) proposed that once the family trauma has been identified,
an initial focus on structural family therapy (Minuchin, 1974) with a tran-
sition to Figley’s empowerment model (Figley, 1989) is a useful integra-
tion that provides the family with the safety needed to begin to face the
traumatic material and the opportunity to move beyond personal experi-
ences to a unified family healing theory.
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When One Partner Has Been
Sexually Abused as a Child

CHRISTINE A. COURTOIS

Incest and child sexual abuse are particularly virulent forms of interper-
sonal trauma that hold high potential to harm a child’s development, es-
pecially when they occur repetitively and cumulatively during childhood
and particularly within the context of important attachment relationships.
Although not all sexual abuse occurs in ways that are traumatic, such
abuse must always be considered as potentially traumatic for the in-
volved child by virtue of the various dynamics that come into play. Sexual
abuse involves premeditation and the use of the child for the gratification
of some need of the perpetrator (not always a sexual need but achieved
through a sexual activity), betrayal of relational bonds and responsibility
for the child’s safety and protection, and premature and often traumatic
sexual initiation and sexualization, all accompanied with shaming and
forced silence. When sexual abuse is perpetrated by a family member
these dynamics become more complex, and relationships become very
conflicted; a child abused within the family is less likely to be believed
and protected and more likely to be blamed than a child abused by an
acquaintance or a stranger. Abuse by a stranger does not generate the
divided loyalty and resultant denial or dismissal of abuse disclosure that
is the case when abuse is intrafamilial, especially when it occurs in the
nuclear family (involving parent and/or siblings).

95
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Contemporary study of the effects of incest/child sexual abuse has now
been ongoing for approximately 25 years and has resulted in a broad ac-
crual of knowledge. The methodology of these studies has improved dur-
ing this time, and a number of summaries (Briere, 1996; Chu, 1998;
Courtois, 1988; Beitchman, Zucker, Hood, daCosta, & Ackman, 1991;
Beitchman et al., 1992; Herman, 1992b; Russell, 1986, 1999) and meta-
analyses (Kendall-Tackett, Williams, & Finkelhor, 1993; Neumann, Hous-
kamp, Pollock, & Briere, 1996; Polusny & Follette, 1995) are now available.
Experts agree that child sexual abuse often meets criteria as a traumatic
stressor and can result in posttraumatic reactions and disorders at the time
of the abuse or later. Reactions might be ongoing and chronic from the
time of the abuse or they can lie dormant for periods of time, even years,
to emerge in delayed fashion in adulthood. Although not all children are
seriously or negatively affected by sexual abuse (especially abuse that was
nonincestuous, mild or noncontact, short term, not particularly upsetting
to the child, elicited intervention and protection; and did not involve
blaming the child), a substantial percentage of abused children suffer seri-
ous to severe consequences including posttraumatic stress disorder
(PTSD). Abused subjects in general, and the incestuously abused in par-
ticular, report more depression, irrational guilt, shame and self-blame,
atypical yet pervasive anxiety reactions, dissociation, somatization, urges
to self-harm, revictimization, relational disturbances, sexual dysfunction,
substance abuse and other addictive-compulsive behaviors, major cogni-
tive distortions, and polarities of behavior along with other posttraumatic
symptoms when compared with nonabused subjects (Briere, 1996; Briere
& Runtz, 1993; Chu, 1998; Courtois, 1988; Herman, 1992b).

Besides the effects that are straightforwardly posttraumatic in nature,
these other effects can be dichotomized into those that are intrapsychic and
those that are interpersonal, although these categories are not mutually ex-
clusive because feelings about the self certainly affect the quality of rela-
tionships and vice versa.

INTRAPSYCHIC EFFECTS

Intrapsychic effects involve damage to the sense of self and identity, in-
cluding personal disconnections and alterations.

Damage to the Sense of Self
The damage to the sense of self includes (a) an unstable self-image

based on shame and a core belief that one is permanently damaged, unlov-
able, and undeserving of love and protection but deserving of maltreat-
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ment and abuse and (b) damage to the ability to identify and regulate emo-
tions. Difficulty with emotional regulation often involves a high degree of
reactivity and hypervigilance and difficulty controlling emotions, espe-
cially anger, which in turn can lead to the use of maladaptive coping mech-
anisms to deal with the ongoing distress associated with posttraumatic
depressive, anxiety, and somatic symptoms. These coping methods in-
clude but are not limited to use of drugs and alcohol, self-mutilation, sui-
cidality, and revictimization.

Personal Disconnections and Alterations

Alterations can occur in consciousness, autobiographical memory,
physical sensations and perceptions, personal awareness, and identity, the
last sometimes resulting in the development of ego states and, in the case
of dissociative identity disorder, alternate personalities.

Alterations in Perception of the Perpetrator

These alterations can range from accepting and adopting the perpetra-
tor’s mindset to murderous rage toward the perpetrator. Ambivalent at-
tachment to the perpetrator is often the norm, especially is he or she
offered the child attention and caring as an offset to the abuse.

Alterations in Existential Meanings and Worldviews

These alterations usually involve massive disillusionment with life and
with other people, alienation from others, and a pervasive despair that no
one could possibly understand their experience or their anguish.

INTERPERSONAL EFFECTS

Interpersonal effects involve a generalized mistrust of others and their
motives and a variety of relational styles. Relational stress and strain has
been found to extend to relationships of all types. Sexual abuse survivors
report difficulty in family relations, friendships, intimate relationships, in-
timacy and sexuality, parenting, work relationships, and social function-
ing in general (Courtois, 1979, 1988; Maltz & Holman, 1987; Westerlund,
1992). They typically have difficulty managing boundaries and under-
standing the relational motivations of others as well as their own.
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Attachment Patterns

In recent years, the work of John Bowlby on attachment styles and the
corresponding inner working models of attachment (Bowlby, 1969, 1988)
has been productively applied to the study of abused children and adults.
Individuals who have been abused and mistreated in their primary rela-
tionships often develop insecure patterns of attachment that cause them
at one extreme to be overly dependent on others and hypervigilant in
pleasing and meeting others’ needs, and at the other to be wary of attach-
ment, alienated, highly guarded, and self-sufficient to the extreme. Some
individuals have been found to shift between these styles and relational
patterns and to behave in ways that are inconsistent and seemingly ran-
dom and disorganized. These are typically those individuals who experi-
enced the most unpredictability, neglect, and abuse in their histories, and
their inconsistent strategy, although seemingly disorganized, has been
found to be an organized strategy for dealing with the inconsistency in
their past environment (Alexander, 1992). These individuals are also the
most likely to be dissociative, with their primary defense in childhood ex-
tending into adulthood and affecting their functioning and relationships
with others (Liotti, 1992, 1999).

Interpersonal Patterns

Typically, those individuals who experienced the most unpredictabil-
ity, neglect, and abuse are constantly on alert for real or imagined rela-
tional slights and abandonment, and use anticipatory coping strategies
that may cause them to alienate others and distance from them, thus par-
adoxically recreating the feared abandonment in present relationships.
They are difficult to relate to and have difficulty sustaining ongoing rela-
tionships, a pattern that certainly extends to intimate relationships
as well.

Historically, individuals with this type of personal and relational dis-
tress have met the criteria for the diagnosis of borderline personality dis-
order (American Psychiatric Association, 1994) and have been maligned
quite routinely by others (including mental health professionals) for their
personality characteristics and relational difficulties. Recently, attempts
have been made to reconceptualize this distress in more neutral and less
pejorative ways that attend to its developmental and traumatic an-
tecedents (Linehan, 1993). Two newly developed diagnostic conceptual-
izations identify complex posttraumatic stress disorder (or complex
trauma) (Herman, 1992a, b) and disorder of extreme stress, not otherwise
specified (DESNOS) (Pelcovitz et al., 1997). Additionally, these individu-
als often meet criteria for a dissociative disorder, especially dissociative
amnesia, depersonalization, or dissociative disorder, not otherwise
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specified, and some are appropriately diagnosed with dissociative iden-
tity disorder (Chu, 1998; Courtois, 1999).

Impact in Adulthood

Despite the fact that these effects of child sexual abuse have been ac-
knowledged for some time, it has only been recently that the impact of
abuse on survivors’ adult intimate relationships (including sexual func-
tioning) has been adequately recognized and addressed. This chapter fo-
cuses on the effects of abuse as they result in distress in intimate and
marital relationships and presents an overview of a therapeutic model
and techniques that may be applied to treat the abuse survivor and his or
her partner. Johnson (2002) provided the following succinct summary:
“...if a person’s connection with significant others is not part of the cop-
ing and healing process, then, inevitably, it becomes part of the problem
and even a source of retraumatization” (p. 7, emphasis added). She took this
even further, observing that “there is a potentially more powerful correc-
tive relationship than the relationship with a therapist. This is the rela-
tionship with the person’s life partner. This relationship is often
overlooked or discounted by health professionals as an active source of
healing” (pp. 6-7). The present chapter espouses this perspective in dis-
cussing the significance of including the partners of sexual abuse sur-
vivors in treatment and providing couple therapy where feasible. It also
takes the position that the therapist should not assume that the progress
in individual therapy necessarily extends to or positively affects the cou-
ple relationship (Follette, 1991). In fact, therapeutic progress can unbal-
ance the couple’s normal mode of functioning and worsen their distress.
Thus, it behooves the individual therapist to assess the status of the cou-
ple relationship periodically and remain alert to reports of changes
(whether positive or negative). These can certainly affect the survivor’s
status even to the point of derailing the individual treatment, the intimate
relationship, or both.

THE EFFECTS OF ABUSE ON INTIMATE RELATIONSHIPS

Although the intrapsychic and interpersonal issues described would
be expected to affect all types of relationships, their impact is likely to be
felt most directly in those involving an intimate partner. Abuse survivors
routinely report longing for emotional connection with others, as they si-
multaneously fear the potential for revictimization and vulnerability that
such connection creates. Thus, they enter relationships searching and
hoping for better than they had, all the while fearing a repeat of the same.
They bring their relational template and predominant attachment style to
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bear, finding partners with complementary relational styles and issues.
Abuse survivors may have such major difficulties with trust and the abil-
ity to relate that true intimacy is seriously compromised and/or unattain-
able. Survivors may seek out those whose style is compatible with or
similar to their own and unwittingly recreate the past.

It is important to note that not every survivor of child sexual abuse is
relationally compromised. Some survivors emerge relatively unscathed
relationally and/or sexually, and many are able to enter into relationships
with partners who are healthy enough. These survivors are often able to
develop relationships that are healthy enough to change the relational
template from the past, their “inner working model,” per Bowlby (Bowlby,
1969; Johnson, 2002). And some succeed in their determination to learn
good relational skills and to not do to others what was done to them.
However, the focus of this chapter is on those who suffer from significant
relational impairment and some of the issues that arise in couple therapy
with that subset of survivors. Therapists still should be aware that even in
the most relationally compromised individuals they may come across
pockets of functionality or relating that, on the surface, appear functional
and healthy. These may be real or may be the result of defensive compen-
sation and involve pseudomature relational responses developed early on
as a means of coping with the abuse and, when intrafamilial, with the fam-
ily dysfunction in which the abuse is embedded.

Relational Effects

Research findings and clinical observations consistently establish that
sexual abuse survivors experience a variety of problems with intimate
and marital relationships. Their abuse legacy of interpersonal betrayal
and exploitation, its impact on intrapsychic and interpersonal develop-
ment, and its long-term symptoms (including but not limited to depres-
sion, dissociation, anxiety, posttraumatic disorders, medical concerns) can
all have corrosive effects on the ability to relate to others in ways that are
healthy and sustaining. Any combination of these symptoms can have a
major life impact; however, a number of authorities on the effects of PTSD
remind clinicians of the high potential of this diagnosis alone to create in-
stability in intimate and family relationships (Catherall, 1992; Figley, 1985,
1986; Johnson, 2002; Wilson & Kurtz, 2000). And the impact may be recip-
rocal and paradoxical, that is, the relationship itself may function as a trig-
ger to the abuse of the past and/or the relationship might be haunted by
the past. This point was made by both Graber (1991) in the title of his
book, Ghosts in the Bedroom: A Guide for Partners of Incest Survivors, and by
Nadelson and Polonsky (1991) in the title of their article on couple ther-
apy, “Childhood Sexual Abuse: The Invisible Ghost in Couple Therapy.”
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As these titles imply, the abuse is not always known to the couple, the sur-
vivor’s partner, or the therapist, even though its influence on the relation-
ship and on therapy might be profound. Issues of awareness and
disclosure are discussed subsequently.

Starting with the earliest of the contemporary research on incest/child
sexual abuse, relationship and sexual difficulties have been among the
most consistently reported problems (Courtois, 1979, 1988; Finkelhor,
1984; Finkelhor, Hotaling, Lewis, & Smith, 1989; Herman, 1981; Meisel-
man, 1978; Russell, 1986). As compared to groups of nonabused individu-
als, the most common findings involve issues of (a) mistrust and fear; (b)
alienation from others; (c) inability to form intimate relationships and re-
sultant social and interpersonal isolation; (d) problems with communica-
tion; (e) relational discord, instability, and chaos (in some cases involving
intimate violence and the abuse of children); (f) lack of relational satisfac-
tion in general and sexual satisfaction in particular; and (g) high rates of
relational dissolution or divorce. Additionally, Wilson and Kurtz (2000)
identified the following as the most common symptoms and behavioral
problems in couples with PTSD in one or both partners: (a) loss of inti-
macy; (b) breakdown in communications; (c) decreased sexual activity; (d)
diminished, impaired, or ineffective decision making; (e) detachment
from significant others; (f) increased anger and irritability; (g) displaced,
overt, or passive hostility; (h) decreased levels of normal social activities;
(i) marital or partner dissatisfaction; (j) generalized anxiety and fears (e.g.,
fear of abandonment); (k) instability in core areas of relationship (respon-
sibilities, decision making, role expectations, etc.); (1) low self-disclosure
of personal concerns; (m) confusion, shame, doubt, and guilt; (n) changes
in hygiene, self-care, and sleep patterns; (o) isolation, withdrawal, and so-
cial and self-alienation; (p) discernible changes in normal coping patterns;
(q) loss of interests in shared activities, hobbies, holidays, and vacations;
and (r) depression, dysphoria, and anhedonia.

Sexual Effects

Sexual aftereffects have also been extensively researched (Carnes, 1991;
Jehu, 1989; Maltz, 1991; Westerlund, 1992). Sprei and Courtois (1988), in
their review article on sexual dysfunction arising from sexual abuse, re-
ported the following as categories of sexual distress and dysfunction that
can occur alone or in combination: (a) desire disorder—low desire due to
fear, aversion to sex, and phobias; (b) arousal disorder; (c) orgasmic dis-
order; (d) coital pain, including vaginismus, dyspareunia, and genital
pain; (e) general sexual dissatisfaction and/or frequency dissatisfaction;
and (f) other problems, such as paraphilias, promiscuity and indiscrimi-
nate sexual activity, compulsive sex, ritualized sex, sexual abstinence,
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(sado)masochistic practices, flashbacks, and chemical and/or relationship
dependencies. Although this review pertained to women survivors only,
male survivors have been found to suffer from the same range of effects
but in gender-specific ways (e.g., erectile/arousal difficulties).

Gartner (1999) has described how sexual abuse has a profound impact
on a boy’s masculinity (an impact that can vary by gender of the perpe-
trator and how the abuse was perpetrated) that, in turn, affects his view
of sexuality and his ability to function sexually. For example, males expe-
rience much more same-sex sexual abuse, which they usually mistake as
homosexual behavior, often causing them conflict regarding their gender
orientation and preference. Additionally, males might experience gender
shame and develop a negative identification with other males and abu-
sive male behavior. Many such men then compensate by disavowing any
feelings of anger and becoming excessively good. This might play out in
their sexual functioning and in their ability to be intimate with a partner.
Finally, several investigators have suggested that sexual abuse may con-
tribute to confusion regarding sexual orientation in both men and women
and that the same types of relational and sexual disturbances described
here occur in same-sex as well as heterosexual couples.

Emergence of Effects

Courtois (1979, 1988) found a sleeper effect in which the relational and
sexual effects of abuse, although not present and/or disruptive at the time
of the abuse, may emerge as the victim/survivor enters adolescence and
adulthood and attempts sexual activity, a normal developmental task of
these life stages. Difficulty with sexual activity plagues some survivors
right from the start. For others (especially those who experienced incest),
maintaining sexual functioning within an intimate relationship becomes
the problem. In a common scenario, the survivor is able to function sexu-
ally relatively well until a relationship becomes serious and/or commit-
ted, at which time sexual feelings and functioning markedly deteriorate.
This pattern makes sense within the context of sexual abuse. Many abuse
survivors describe how their fear and vulnerability increases rather than
decreases when a relationship becomes more intimate. The lessons of the
past—namely, love equals abuse, and commitment connotes entrapment,
powerlessness, and loss of control—contribute to the inhibition of sexual
feelings and functioning.

Other Sequelae

One last finding deserves mention, namely, the overlap that has been
observed between sexual abuse and chemical, relational, and sexual
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addictions and/or coaddictions (some of which involve sadomasochism
and other perversions) in both men and women (Carnes, 1991; Klausner
& Hasselbring, 1990; Ogden, 1990). Sexual abuse can result in many de-
pendent and addictive-type patterns of relating and being sexual.
Survivors often learn that emotions and conflict are best managed sexu-
ally and relationally in ways that avoid true intimacy or satisfaction.
Many behaviors described as addictive, coaddictive, or codependent orig-
inated as mechanisms used to survive or accommodate abuse, and can be
identified as once useful (and even essential and life-saving) coping
mechanisms that have outlived their usefulness and become problematic.

Integrating these findings with the attachment styles described by
Bowlby (1969), one can conclude that most survivors of sexual abuse have
insecure patterns of attachment that undergird their intimate and familial
relationships. Those survivors whose abuse was incestuous are likely to
have a disorganized/dissociative attachment pattern. Understanding
these attachment patterns and using them as a theoretical foundation of
the treatment process can greatly assist the recovery process.

Characteristics of Partners

Partners of abuse survivors, by virtue of being those in closest connec-
tion to the survivor, are in the position of dealing with the personal and
relational legacy of the abuse, whether such abuse is known to them or
not. It is not unusual for abuse history to be kept secret and not be dis-
closed for a number of reasons to be discussed later. As a result, partners
of survivors are those most likely to experience the effects of abuse within
their relationship but to be in the dark about their origins. And because
they are not blood related, partners are those in relation to the survivor
who are the most vulnerable to the severance of the relationship. Wilson
and Kurtz (2000) summarized the situation in this way: “The reciprocal ef-
fects of PTSD in a relationship result in a dyadic dance with trauma’s
wake” (p. 35).

Data are beginning to accumulate about partners of survivors and how
they react (although they have received less research attention than the pri-
mary abuse victims). Partners have described a variety of primary feelings
toward their survivor-partners, including confusion, sadness, desperation,
worry, depression, anxiety, pain, uncertainty, helplessness, resignation, re-
sentment, and anger (Bacon & Lein, 1996; Davis, 1991; Johnson, 2002;
Maltz, 1991; Matsakis, 1998). Once they learn of the sexual abuse, they may
be deeply concerned and even enraged by the knowledge that their part-
ner was violated. They may feel as though they were secondarily victim-
ized by the perpetrator of the original abuse. If the perpetrator is known
and the relationship is such that they are required to interact, they may
seek a confrontation and in some cases actively seek revenge. Partners may
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also feel victimized by seeing their partner in ongoing emotional turmoil
and, as is often the case, may feel victimized by being repeatedly sexually
and emotionally rejected themselves. Additionally, they may feel victim-
ized by ongoing relational insecurity and inconsistency and may fear that
their relationship will not survive the stresses and strains of the recovery
process (if the survivor partner is in active treatment and/or if they are in
couple therapy). Parents may worry about the emotional and relational
repercussions on their children’s well-being and worry for their safety if
they have contact with the perpetrator.

Partners may themselves have relational deficits and problems, as well
as those that are directly linked to those of the primary victim. Specifically,
they may have their own history of abuse/trauma and suffer effects that,
in parallel fashion to those of their partner, may be chronic or may emerge
in delayed fashion after periods of being dormant. Partners enter into re-
lationships with those whose style is familiar to them. In the case of abuse
survivors, this might mean they end up with someone who is abusive like
others in his or her past, or, alternatively, they may seek out someone who
is emotionally distant and hence safe, in control, and unthreatening.
Unfortunately, reenactments in the primary relationship, seen principally
in patterns of revictimization and couple violence as well as extreme emo-
tional disengagement and shutdown, are not uncommon, as couples may
come together almost exclusively on the basis of known behavioral pat-
terns as victim and victimizer. Relationships involving abuse and violence
are obviously the most destructive, but may have enormous staying
power due to ambivalent and/or sadomasochistic attachments and per-
haps the “addiction to chaos” noted in the literature on domestic violence
(Walker, 1984).

TREATMENT APPROACHES AND ISSUES

Treatment of a couple in which one partner has been abused largely
parallels the treatment of the individual trauma survivor and is best con-
ducted in stages, following a period of assessment.

Stages of Treatment

The sequenced, or stage-oriented, model appears to be linear, but is
more like a recursive spiral: The survivor client might move from one
stage to the next and then back again as issues are revisited and reworked.
This progressive model comprises three stages: (a) the early stage of treat-
ment is devoted primarily to safety, stabilization, skills building, affect
management and emotional regulation, and education/debriefing; (b) the
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middle stage concerns processing and resolution of the trauma; and (c) the
final stage advances intrapsychic and interpersonal development (Chu,
1998; Courtois, 1999; Gold, 2000; Herman, 1992b; Kepner, 1995). In the
couple work, the stages are focused on the relationship: (a) The early stage
is devoted to developing safety and stabilization within the relationship
(creating a safe haven) and educating the couple about the effects of
trauma, (b) the second to restructuring bonds and developing new modes
of relating to others (altering attachment schema and styles), and (c) the
third to the continued application of the learning from the first two stages
to the relationship.

Sexual healing occurs in parallel; although most healing in the sexual
domain is done after the majority of the emotional/trauma processing
work (Maltz, 2001; Sprei & Courtois, 1988), some does occur earlier in the
treatment. Remer (2004) has helpfully pointed out the complexities and
variabilities that are likely to be encountered in the therapy process; like-
wise I have cautioned that a one-size-fits-all or cookie-cutter approach is
much too simplistic, but that a meta model, such as a stage-oriented
model, is essential to direct the treatment and to organize the interven-
tions (Courtois, 1999).

Combining Couple and Individual Therapies

Some authors have advocated beginning couple therapy as soon in the
individual treatment process as feasible (Johnson, 2002; Kirschner,
Kirschner, & Rappaport, 1993; Wilson & Kurtz, 2000) yet noting that it is
optimal for individual healing of the primary survivor to be well under
way. In an early article, Johnson (1989) espoused simultaneous and alter-
nating individual and couple work by the same therapist. Others have
recommended that the same therapist not conduct both individual and
couple work unless absolutely necessary due to the potential for triangu-
lation and the need to keep clear boundaries and avoid any semblance of
dual relationships (Courtois, 1988; Follette, 1991). In her more recent com-
prehensive work, Johnson (2002) strongly advocated the emotionally fo-
cused couple therapy for trauma survivors and their partners be
undertaken as soon as is feasible for the survivor. She believes in educat-
ing survivors and partners about the importance of the sanctuary offered
by a secure attachment in a relationship, especially one in which a part-
ner(s) has been traumatized. Insecurity in the primary attachment bond
will inevitably retraumatize the survivor and damage the relationship,
whereas the security that comes from working together rather than at
odds with one another holds much greater promise for strengthening the
attachment bond and thus reversing the interpersonal damage of the
trauma.
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Skills Building

Because some survivors have enormous difficulty establishing rela-
tionships in general, much less relationships that involve intimacy, some
clinicians who specialize in the treatment of abuse survivors advocate at-
tention to general relationship skills early in the treatment process (Chu,
1998; Courtois, 1999; Gold, 2000; Harris, 1998).! The treatment plan for so-
cially isolated /alienated survivors and those with very poor social skills
is the development of such skills and the establishment of relationships at
a pace that is tolerable. The goal is to provide a context of support for the
survivor apart from the therapist in order to discourage overdependence
and unrealistic expectations about what the therapist can provide and/or
to encourage connection to others as a means of much-needed support to
counter the mistrust and alienation generated by the abuse (Chu, 1998;
Gold, 2000; Linehan, Armstrong, Suarez, Almon, & Heard, 1991). Group
formats for the development of specific skills and for learning to give and
to take in a group context have been described in the literature (Courtois,
1988; Donaldson & Cordes-Green, 1995; Harris, 1998; Linehan, 1993;
Vannicelli, 1989; Webb & Leehan, 1996). This approach can be adjunctive
to either individual or couple therapy.

Assessment

Early in the treatment process of either the survivor alone or the cou-
ple, the therapist should conduct a thorough assessment of the intimate
relationship in order to ascertain its strengths and weaknesses. In the case
of individual work, it is important to assess the likelihood that the rela-
tionship will either assist or undermine the individual recovery process
and whether couple work is warranted. As noted by both Follette (1991)
and Johnson (2002), clinicians should be aware that dyadic problems
could exacerbate individual survivor issues, just as survivor issues impact
the dyadic relationship.

Disclosure to Partner As part of the individual assessment, the thera-
pist must inquire about whether the survivor has disclosed the abuse to
the partner and the partner’s response and its quality. The therapist
should not assume that a history of abuse/trauma has been disclosed,
even by a survivor-client who is highly symptomatic and whose partner
knows that she or he is in mental health treatment. If the abuse has not
been disclosed, the therapist should attempt to determine the survivor’s

'See chapter 15 of Gold (2000) for a discussion of the importance of attending to the skills that
were not provided in the family. He argued that developing these missing skills often can be
more important to the person’s eventual recovery than processing the traumatic memories.
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reasoning but must not mandate or pressure for a disclosure, especially
early in treatment. At some point, it will be necessary for the therapist to
assist the survivor to assess the cost/benefit of nondisclosure and possi-
bly to plan how and when to reveal the history. In the author’s experience,
sometimes the history has been divulged and then the disclosure forgot-
ten or repressed. Some partners are therefore not surprised to hear of the
abuse, only surprised that prior disclosure was forgotten. Such a situation
is more likely with a survivor who uses dissociative defenses or whose
style is highly dissociative.

Reasons for Nondisclosure. Some of the customary reasons given by
survivors for keeping their abuse history hidden from others, including
their partners, involve the following (Courtois, 1988):

1. They may not have made the connection between remote events and
their current distress and symptoms. Survivors may be uneducated
about the possibility of delayed effects.

2. The information might be withheld due to fear of personal ac-
knowledgment. Some survivors fear that they will suffer an emo-
tional breakdown if they admit what happened to them—in
themselves or in others.

3. The abuse memory may have been unavailable and/or discontinu-
ous, making it easier to deny or doubt when it reemerges. Survivors
often feel that they are crazy when abuse memories emerge and/or
they become symptomatic “out of the blue.” They may fear they will
be labeled as crazy by others, accused of having false memories or of
trying to hurt or create trouble for the perpetrator (and the rest of the
family in the case of incest).

4. Survivors are often extremely shamed and fear rejection and aban-
donment. They expect that others will judge them as harshly as they
judge themselves and will ultimately desert them. Unfortunately,
some survivors may have already had the experience of a hostile, pe-
jorative, blaming, or rejecting response to their disclosure and so fear
a repeat.

5. They also fear being disbelieved, blamed and further shamed, made
to feel responsible for what happened to them and for not finding a
way to prevent or stop the abuse.

6. They may fear the anger of their partner and specifically fear retali-
ation against a perpetrator known to their partner.

7. They may have strong loyalty /ambivalence to the perpetrator (and
the entire family in the case of incest) and protect them by following
the usual incest injunctions, secrecy and nondisclosure (Courtois,
1988), even at their own expense.

Disclosure and Response.  On the other hand, if abuse has been disclosed
to the partner, the therapist must inquire about the response. A number of
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common response patterns to the disclosure of abuse have been identified
that roughly correspond to relationship issues and can be generally con-
ceptualized as being on a continuum, from good /healthy to poor/abusive.

Healthy Response. Starting from the healthy pole, some partners are
genuinely empathic and supportive and do all they can to assist the sur-
vivor, but with appropriate concern and boundaries. A less healthy sce-
nario occurs with a generally supportive partner who does too much and
is actually compensating for or enabling the survivor in his or her life and
in their relationship (the partner might also be attempting to prove that
she or he is unlike the perpetrator(s) and work far too hard to prove trust-
worthiness and reliability). Davis (1991) called attention to this pattern in
her classic book Allies in Healing and underscored that although survivors
must expend enormous energy and need a great deal of support in their
healing and recovery efforts, these should not be undertaken to the exclu-
sion of all else; the couple’s relationship and family and work life must
also have priority (except, of course, during times of acuity and emer-
gency).

Partners should not be expected to put their lives (and the lives of their
children) on hold for years as the survivor’s recovery takes precedence.
Ultimately, such a scenario, although well intentioned, can parallel the
rescuer transference response identified by therapists who work with
trauma survivors. In therapy, such a response can result in exhaustion, re-
sentment, burnout, and, not uncommonly, termination/abandonment
(Courtois, 1988; Davies & Frawley, 1994; Pearlman & Saakvitne, 1995). In
the case of the couple, this might result in a slow erosion and ultimate dis-
solution of the relationship.

Benevolent Blaming. Moving across the continuum, it is not unusual
for partners to merely appear to be supportive. Follette (1991) warned the
therapist to be aware of the problem of “benevolent blame.” In this sce-
nario, the partner is supportive while simultaneously blaming all rela-
tionship/marital issues on the survivor and the abuse history, thereby
abdicating any responsibility for the condition and quality of the relation-
ship. The partner may paint him- or herself as the normal one, from a nor-
mal family, who is now saddled with the survivor’s past and family. A
variation on this theme is the partner who refuses to discuss the abuse
after the initial disclosure or seek to understand its impact. Such a partner
may push the survivor to “just get over it” and “put it all behind” so they
can get on with being a normal couple. In another variation, the survivor
has partnered with someone who is emotionally detached and unavail-
able (sometimes this individual is dissociative and may have his or her
own trauma history) because this person is safe and noninquisitive or
nonintrusive. This pattern works until such time that the survivor re-
quires emotional support.
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Nonbenevolent Shaming. A more deleterious scenario occurs when
partner uses the information to shame and control the survivor partner
and, in the process, may violate privacy and force decisions or courses of
action. For example, this partner may insist on disclosure to family mem-
bers or others and / or confrontation of the perpetrator and may undertake
them personally, even against the wishes of the survivor. This partner may
also respond insensitively in ways that reinforce the survivor’s sense of
guilt, responsibility, and shame. The partner may subtly or not so subtly
blame or criticize the survivor or imply that the survivor did something
to provoke the abuse and/or secretly enjoyed it or even wants it to re-
sume. Such criticisms and implications patently meet criteria for emo-
tional abuse and strengthen the survivor’s sense of badness and negative
self-worth.

Abusive Response. At the far negative pole of the continuum are re-
sponses and relational patterns that constitute direct abuse, whether
physical, sexual, or emotional, as well as neglect, and often involve all
four factors. As discussed previously, the process of revictimization is all
too common for abuse survivors who may end up in destructive relation-
ships that mimic those of the past and that result in reenactments of the
original abuse. Researchers have routinely reported patterns of revictim-
ization in adult survivors of sexual abuse and have detailed how vulner-
able these men and women are to repeat abuses over their life span, both
at the hands of strangers and those of their intimate partners (Courtois,
1988; Herman, 1992b; Russell, 1999; Walker, 1984).

Obviously, couples who seek treatment for difficulties that are on the
negative end of the continuum have a lot to do to make a relationship
healthy. In the case of outright abuse, the question is whether to treat the
relationship or not, a difficult decision for a therapist to make. Follette
(1991) recommended that in those cases where it is clear that the survivor
is determined to stay in the relationship, therapists who choose to treat the
couple consider setting very specific guidelines for therapy and only
agree to work with the couple under those conditions. Therapists should
not undertake treatment of this sort without specific training in how to
work with abusive couples nor should they proceed without adequate su-
pervision, consultation, and support.

To summarize, the abuse history might be known and the conse-
quences dealt with on virtually a daily basis by the couple as an overt part
of their relationship, or it may have been kept hidden and dealt with
covertly, its effects interwoven into the relationship at unconscious levels.
Reasons for nondisclosure should be explored, and where feasible the sur-
vivor should be encouraged to divulge the abuse history because having
a secret about such a major life experience hinders true intimacy.
Therapist and survivor can explore options, with the survivor electing to
exercise them when she or he feels ready. Although delayed disclosure



110 Family Stressors

often constitutes a crisis, it may also be a relief to both partners to have it
out in the open. The therapist must be prepared to support both partners
during the disclosure period and may be called upon to help the nonsur-
vivor-partner communicate her or his reaction and provide appropriate
emotional support.

This review of types of relationship difficulties is abbreviated and ad-
dresses only the most obvious and common, those that have been identified
by a number of researchers and clinicians. A continuum of the sort pre-
sented here only begins to touch on the myriad ways that survivors and
their partners respond to one another and the complicated issues that might
arise in trying to treat the individual and the couple. Remer (2004) rightfully
points out the variability of responses in both primary victims and their
partners (whom she identified as secondary victims) and the nonlinearity
and nonindependence of their responses and their healing processes.

Other Therapy Issues

The scope, intensity, and duration of the couple therapy varies accord-
ing to the ego strength of each partner, the severity and chronicity of their
problems (individual and dyadic), their commitment to one another, and
the strengths they bring to bear in the relationship. The multidimensional
nature of the effects of trauma and their severity across the continuum call
for different interventions for different problems and for the therapist to
be flexible in application and able to tolerate change and chaos that are the
legacy of trauma (Johnson, 2002).

Throughout the process of either individual or couple therapy, the
therapist must be sensitive to issues of transference/countertransference
and, as pertains to the couple, issues of triangulation. Transference and
countertransference issues that arise in treatment of the traumatized have
been found to put unusually high demands on the emotional resources of
the therapist (Pearlman & Saakvitne, 1995; Wilson & Lindy, 1996) and
warrant careful monitoring. Furthermore, therapists must scrupulously
avoid fostering an alliance with (or colluding with) one partner against
the other, even though the temptation to do so may be very compelling.
Historically, as partners were routinely left out of the treatment process,
many complained that their survivor-partner seemed to have more emo-
tional intimacy with the therapist than with them, a trap that the therapist
must avoid.

CONCLUSION

The trauma associated with incest/child sexual abuse has profound in-
terpersonal, intrapsychic, and posttraumatic effects, all of which can
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seriously affect intimate relationships. Until fairly recently, therapists
have tended to treat the survivor alone using individual or group modal-
ities and have failed to assess the impact of the trauma on couple func-
tioning or to include the partner in treatment. Couple therapy for trauma
survivors and their partners has grown as the importance of primary re-
lationships to the survivor’s well-being has been increasingly recognized.
The goal of treatment is to strengthen attachment bonds and to create in-
creased levels of security within the relationship to reverse the negative
interpersonal/relational effects of trauma.
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When a Couple Cannot
Conceive: Traumatic
Consequences of Infertility

BRYN W. JESSUP

“THIS CAN'T BE HAPPENING TO US!”

My first impression of the young couple in the waiting room is that
they seem tired. “We never thought we would need to see a therapist for
this,” begins Julie as she and her husband, Rob, seat themselves in my of-
fice. “But we just don’t seem to be having much luck—* At this her voice
catches and her eyes well up with tears. Rob stares at his shoes while Julie
swallows hard and then continues: “We’ve been trying to have a baby, but
we haven’t been able to. We've been through three cycles of IVF so far. Our
doctor thinks we should do another cycle, that the last one almost worked,
but I'm worn out. I don’t think I can take another miscarriage—I've had
two already”— the tears return, but this time Julie keeps on without paus-
ing for her grief—"“and I just hate this whole stupid process. My life seems
like it just came to a halt 2 years ago when we realized that something
wasn’t working right for us to have a baby. I feel like I should just forget
about becoming a parent and donate my body to science instead.” She
reaches for a tissue and allows herself a rueful smile. “It already belongs
to the doctors as it is.”
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I turn to look again at Rob, who glances up at me. “It’s true. Since we
started this whole baby pursuit, our life together has gone down the
tubes. I feel like I hardly know Julie anymore. The drugs she has to take
make her incredibly moody, she cries all the time now, and nothing I do or
say is right. I'm beginning to question whether this whole thing is worth
it. Maybe we just aren’t meant to have children.” At this, Julie’s head
snaps up and she stares at Rob fiercely. He meets her eyes for a moment,
as though determined to make a stand. But then his determination sags
and he looks away, his face a mask of sadness and resignation. Julie lets
out an anguished sigh. Neither speaks, and I realize it’s my turn to say
something. I decide to invite them to say more about the pain that brings
them here before gathering details about their medical workups and treat-
ments, marital history, and family backgrounds—information I know
from past experience will be crucial to our work together.

“What you're both going through together now must be so different
from what you expected,” I offer. Both nod and then look at each other,
less grimly this time, before Julie speaks. “It’s nothing like what I expected.
Sometimes I don’t even remember what things used to be like or how we
got here. I can’t even believe it sometimes.” Rob nods. Then Julie adds
something that I've heard other clients struggling with a traumatic event
say, something that speaks to the trauma survivor’s astonishment at the
enormity of their impending loss: “I keep thinking, this can’t be happening
to us.”

Twenty years ago, I had scarcely heard of infertility. I knew that some
people, for whatever reason, could not make a baby—their bodies simply
didn’t cooperate when it came time to start a family. Sometimes those
people went on to build families through adoption, or they became foster
parents of older children who needed shelter from the child welfare sys-
tem, or maybe they simply became more involved with other people’s
children—nieces and nephews, for instance. There was something en-
dearing yet also a little bit sad about the couple everyone knew who
“couldn’t have children.”

But all of that changed sometime during the past 20 years. Baby Louise
Brown’s birth from an in vitro conception made news across the world,
and a new medical specialty, reproductive endocrinology, took root not
only in the medical community but in the hearts and minds of a growing
number of couples whose biological destiny to become parents had some-
how stalled. A dizzying array of medical terms and acronyms entered the
lexicon, becoming the working vocabulary of therapists and their clients
struggling with infertility treatment. People talked about gametes and
zygotes for the first time since high school biology. IUI, IVF, GIFT, and
ZIFT belonged to a new medical language that made it seem as though
people were speaking in code about biological warfare. Not far behind
these developments came trend watchers and statisticians, who docu-
mented that infertility and its treatment are not confined to a particular
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social cultural stratum. At least 10 to 15% of couples in the United States
who want to conceive find they cannot (Meyers, Diamond et al., 1995). Of
those who seek treatment, approximately two thirds receive a specific di-
agnosis of infertility—male-factor, female-factor, or some combination of
the two. About half of the remaining group is eventually diagnosed; the
other half falls into the medical purgatory of the undiagnosed.

Trends and statistics only hint at the clinical phenomena that therapists
encounter whenever infertility pops up in their consulting rooms. The
psychosocial issues facing those couples for whom biological parenthood
doesn’t come easily are profound and unusually daunting. The reasons
for this are found in the intimate association of infertility with loss and
grief, disruptive and invasive medical treatments, and repetitive cycles of
hope and failure. Infertility is neither a disease nor a cause of disease. But
it can properly be considered a chronic medical condition, one with life-
altering consequences for couples who encounter it. It is, moreover, less
an individual’s medical condition than a condition that belongs to a couple,
a condition with the power to disrupt, contravene, and reshape the atti-
tudes, feelings, and behaviors that constitute the shared life of a couple,
their time and energy spent together, their sexual intimacy, and their life
plans and dreams.

This chapter focuses on the psychological impact of infertility in the
lives of couples. Infertility is understood to be a major stressor in the life
cycle of a couple, one that entails both real and anticipatory losses for
those affected and their families. Gender differences are discussed, and
key therapeutic issues are highlighted to enable the clinician who treats
couples to navigate through the difficult terrain of ambiguous loss and at-
tenuated grief.

IMPACT ON SELF-REGULATION

Physical Effects

Infertility can have long-lasting and devastating effects upon the lives
of those it touches. Yet it does not kill; it does not shorten anyone’s life, as
other kinds of trauma may. It is not, strictly speaking, life threatening and
does not meet the definitional criteria of the DSM-IV for designation as a
“qualifying event” in discussions of posttraumatic stress disorder (PTSD).
Yet its consequences are no less traumatic for many of those afflicted, who
can feel just as wrenched physically, psychologically, and spiritually as
those who have experienced life-threatening traumas.

One thing that infertility shares with trauma of all kinds is a distinctly
physical imprint. As one client put it, “Infertility is an unwanted event
taking place in your own body without your consent.” The inability to
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conceive (or carry to term) a baby is experienced as a personal failure, a
betrayal of the body. It is not unusual for persons undergoing infertility
treatment to feel alienated from their own bodies, to feel physically dam-
aged, dysfunctional, or incapacitated.

Couples in treatment must also contend with the intrusion of the med-
ical establishment into the most private and intimate sphere of their lives.
Such treatments can extend over a fairly lengthy period of time, from
months to years, and tend to leave couples feeling chronically depleted by
the steady drain of complex medical procedures, protocols and medica-
tions on one or both partner’s physical energy, time, and resources.

Affect Dysregulation

These pressures place considerable strain on self-regulation. Couples
routinely report significant and often bewildering effects on their emo-
tional adjustment. Taxing medical procedures and unfamiliar medica-
tions can have broad systemic effects on the individual who undergoes
them, disrupting normal rhythm, mood, energy level, etc. These alter-
ations can be as abrupt as they are intense, likening some clients to refer
to themselves or their partners (humorously) as having been “possessed.”
The language that clients use to describe such states points to their ego-
alien quality, as well as to the couple’s underlying sense of helplessness.
As one woman put it: “Since we have been doing this treatment, my emo-
tions have been a total roller coaster. I go from being ridiculously cheerful
to incredibly bitchy. No wonder my husband isn’t sure who he’s living
with from one moment to the next. I don’t even recognize myself half the
time, and yet I can’t seem to help it.”

These complaints are not unique to infertile couples in therapy, but the
therapist who is unacquainted with the effects of traumatic stress may
gloss over the physical and thereby overlook an important dimension of
her or his clients” psychological adjustment.

One couple in therapy complained that they were fighting repeatedly
over whether to continue their medical treatment. Referred by their re-
productive endocrinologist (a man known for his sensitivity to the dis-
ruptive effects of fertility treatment on a couple’s mental health), the
couple reported that they could not agree about whether they should
merely suspend (“take a break”) a course of treatment that both described
as “grueling” or abandon further medical treatment altogether in favor of
pursuing adoption. Rather than delve immediately into the process of
their recurring arguments, the therapist instead asked both partners what
each one liked least about the medical regimen they were presently en-
during together. It became clear that both found especially distressing the
phase of treatment in which the woman was required to take a particular
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medication known to have powerful systemic effects on the patient’s af-
fect regulation. The therapist’s inquiry opened a whole new dialog be-
tween the couple about the physical toll that treatment had been taking on
them both. The words poured out from each of them about their shared
ordeal. And for the first time in months, they were able to regard them-
selves and each other with sympathy and compassion. Both agreed that
their prior focus on results and outcome had allowed them to become
emotionally disconnected from one another. At one point in this dis-
cussion, the husband realized that he had been caught up in trying
to deny the likely cause of his wife’s increasing moodiness even as he had
been growing more resentful about how miserable her moods were
making him.

TRAUMA AND THE BRAIN

The ever-growing literature on the effects of trauma attests to the es-
sential physical basis of traumatic experience. Titles such as The Body
Remembers (Rothschild, 2000) and “The Body Keeps the Score” (van der
Kolk, 1994) point to this fact. In his studies of children exposed at an early
age to traumatic conditions, Perry (1994) has found that children’s brains
develop differently as a result of their exposure to trauma. Experience
produces morphological change that becomes encoded in the brain’s
structural development. This is not a case of nature writing upon the
blank tablet of the developing brain, Perry argues, but of trauma chang-
ing the way that the brain will be shaped or affected by experience yet to
come. Further, a wealth of evidence now suggests that the morphogenic
effects of trauma occur not just with children, who we readily conceive to
have more pliable, malleable brains, but with adults as well. Indeed any
extreme somatosensory experience can precipitate a cascade of physio-
logical events that, if the original experience is sufficiently powerful (e.g.,
an automobile accident) and/or sustained (e.g., a battlefield siege), can
alter the individual’s future capacity to perceive and respond to sensory
events of a much less extreme nature (e.g., the sound of a car door closing
or the rumble of a passing truck).

MULTIPLE SOURCES OF DYSREGULATION

The trauma literature offers a useful paradigm for understanding the
intense and comprehensive impact of infertility on self-regulation.
Researchers such as Perry (1994) and van der Kolk (2002) have drawn
attention to the vital relationship between the body and the psyche, ad-
vising therapists that distressing events that persist over time can alter
people’s experience of themselves, their significant others, and future
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events. This means that many of the psychological complaints heard from
couples undergoing medical treatment for infertility may stem, at least in
part, from physical traumatic effects—effects, the trauma researchers re-
mind us, that produce states of heightened arousal, decreased problem-
solving capacity, diminished flexibility of responsiveness, flattened or
restricted range of affect, distractibility, and a general tendency of the in-
dividual toward guardedness and conservation. Trauma researchers liken
this condition to the activation of the organism’s basic fight or flight re-
sponse, only in this case the affected individual suffers the repeated reac-
tivation of this state of heightened arousal. According to van der Kolk,
trauma of all kinds results in the preferential activation of the brain’s right
hemisphere, which includes the limbic system. In the middle of this right
brain orchestration, the so-called left brain—the seat of rational delibera-
tion and problem solving—goes off-line (van der Kolk, personal commu-
nication, October 3, 2003).

In the case of infertility, particularly in cases where medical treatment
is invasive, systemic (i.e., where medication and/or surgery is involved),
and sustained over a period of weeks or months (or, in many cases, years),
extreme somatosensory events can be par for the course. While they are
usually not life threatening to the individual in treatment, they may be far
reaching in their traumatic effects on the body and hence the psyche.
Infertile couples in medical treatment thus contend with two sources of
dysregulation: (a) the fertility medications themselves and (b) the trau-
matic imprint of invasive medical regimens that tax the body and produce
long-lasting alterations in mood, energy level, and self-esteem regulation.

IMPACT ON MARITAL INTIMACY

We have seen that infertility can have disruptive effects on individual
self-regulation. Its impact on couples is no less profound and reaches into
every sphere of married life. The effects here are less physical than psy-
chological; they pertain to the couple’s shared systems of meaning, com-
munication, and agency, as we shall see.

Loss

For couples undergoing treatment for infertility, a dark shadow hangs
over their determined efforts to make a baby. The shadow is loss, and in
the case of infertility it is a layered, often ambiguous loss that darkens the
hopes, plans, and dreams of the men and women affected. The inability to
conceive or carry to term a successful pregnancy lies at the center of a
complex web of other losses. Infertile couples face the prospect of losing
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the opportunity to become biological parents—to give birth to, breast-
feed, and care for babies genetically related to them. For some, this loss of
genetic continuity strikes at the heart of what it means to be a family, what
it means to be a husband or wife, and what it means to be a man or
woman. There is corresponding damage to other important psychological
dimensions of selfhood, including personal adequacy, desirability, self-
worth, potency, and related conceptions of masculinity or femininity.

In an influential article describing how families contend with future
losses, Rolland (1990) argued that anticipatory losses can be “as challeng-
ing and painful for families as the death of a family member” (p. 229). His
framework for understanding the effects of anticipatory loss on a family
gives particular significance to the timing of the loss in the family’s life
cycle. Some losses are especially hard on families when they occur out of
phase with the normal developmental tasks and expectations of the life
cycle (Walsh & McGoldrick, 1991). Further, an off-phase loss that occurs
during a life-cycle transition—for example, the transition from new mar-
riage to incipient parenthood—can be the most disruptive of all. Infertility
represents a case in point.

Infertility is likely the first prolonged marital crisis for the majority of
couples who experience it, the first serious test for a young marriage.
Faced with the prospect of being unable to realize their dreams and ex-
pectations of parenthood, infertile couples tend to feel cheated out of their
rightful place in the normal sequence of events in the life course. Infertility
makes couples especially vulnerable to “the emotional upheaval gener-
ated by anticipatory loss” (Rolland, 1990, p. 237) because it occurs at a
time when couples are already beginning to organize their thoughts, feel-
ings, and plans around becoming parents.

Another important aspect of loss associated with infertility is its un-
bounded nature. Because infertility can irrevocably alter a couple’s life
plans and outcomes, its effects extend throughout the life cycle. Un-
bounded losses are generally much more difficult for individuals to bear,
more extensive in terms of their duration and scope, and more difficult to
delineate, contain, and repair (Rolland, 1990). Many of the losses associ-
ated with infertility are similarly interminable and hence impossible to
identify precisely or entirely resolve. Several writers have also com-
mented about the ambiguous nature of infertility loss (Gilbert, chapter 1 of
this volume; McDaniel, Hepworth, & Doherty, 1992). Many of the losses
associated with infertility are intangible, such as the loss of a child not yet
conceived or the loss of genetic continuity. Others, given the difficulty of
fixing a specific cause and prognosis to a couple’s inability to conceive,
may remain shrouded in mystery—Is it male-factor or female-factor in-
fertility? With whom does the basic fault/deficiency/dysfunction re-
side? Can it be corrected? If not now, then later? Ever? Infertile men and
women routinely pose these questions to themselves, to each other, and
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to their doctors, but the absence of definitive answers, as may often be the
case, can be an ongoing burden to them in their effort to come to grips
with their infertility.

Social Disconnections and Shame

This effort to highlight some of the losses associated with infertility
points to another important dimension of infertility’s traumatic impact:
the effects of grief and shame upon a couple’s social support. Generally,
individuals and families with supportive ties to extended families,
friends, and other sources of social support cope better with trauma and
loss (Catherall, 1992; Herman, 1992). The same may be true for infertility.
Some couples readily seek support from understanding friends and in-
formed family members. However, many couples find it extremely diffi-
cult to discuss their situation with their families and friends (Johnston,
1994). The reasons for this difficulty may be complex but likely involve
shame associated with the painful sense of failing at something so basic
and integral to married life. The effect of this kind of shame is readily seen
in the reluctance of many couples even to admit to others that there might
be a problem (RESOLVE, 2002). Social awareness of infertility may be in-
creasing steadily, as publicity surrounding advanced medical procedures
grows alongside greater public scrutiny of the laws and policies govern-
ing insurance reimbursement of those procedures. But the decision to in-
form one’s relatives and friends about one’s own infertility remains a
highly personal one, usually made reluctantly and often after consider-
able time has passed since the initial diagnostic workup. This means that
many couples struggle with their infertility-related grief, at least in the
early stages, without the benefit of emotional support from their friends
and family. They keep their losses to themselves, especially in the early
stages, when it still seems possible to rejoin the fertile community.

Infertile couples who cope by keeping their infertility losses to them-
selves also report an unexpected loss of the sense of belonging to the com-
munity of their peers who are becoming parents without apparent
difficulty or dysfunction (Johnston, 1994; RESOLVE, 2002). Social rela-
tionships with friends, coworkers, and the fertile world at large often lose
their ease and familiarity. Like the bereaved parents described by Gilbert
and Smart (1992), these infertile couples feel out of sync with normal life
much of the time.

For those couples who cannot find their way back to the community of
their peers and loved ones, whose shame and grief leave them further iso-
lated from previous sources of social support, recovery and reconnection
will require the assistance of a therapist.

The shadow of loss darkens every sphere of an infertile couple’s life
together, from the personal to the social, the private to the public. As
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seen, infertility can wreak havoc with the physical and psychological
underpinnings of selfhood. It can undermine the couple’s sense of be-
longing among family, friends, and peers; and it can drive couples off the
path of their own life histories. The protracted difficulty to conceive or
carry a successful pregnancy can engender intense feelings of failure, de-
ficiency, and inadequacy. Intense and unpredictable feelings of shame
begin to congeal in the marriage, stifling the flow of empathy, disrupting
the normal ease of marital communication, and unbalancing the delicate
emotional system that sustains the couple’s most intimate moments
together.

Sexual Disconnections

Virtually all couples struggling with infertility find their sexual pleas-
ure and activity curtailed or disrupted for an extended time (Johnston,
1994). Complaints about a partner’s lack of interest in sex or difficulties
with sustaining or achieving arousal are common. Part of the problem can
be related to side effects of fertility-enhancing medications, which can
alter autonomic nervous system pathways that govern, among other
things, sexual arousal and orgasm. This results in diminished capacity for
arousal and orgasm in women and episodic erectile dysfunction in men.
Another source of interference relates to the steady drain on physical en-
ergy and time due to frequent, intrusive, and often debilitating medical
procedures that can leave one or both members of a couple feeling chron-
ically depleted.

For those couples in treatment, the intrusion of the medical establish-
ment into the most private, intimate sphere of their lives together usually
robs sex of much of its pleasure and virtually all of its spontaneity.
Treatment protocols often prescribe exactly when and how often a couple
should engage in procreative sex. Wives in therapy speak ruefully of hav-
ing as much physical intimacy with their medical team as with their hus-
bands, and husbands report feeling that their role has been reduced to that
of sperm donor. Both parties are subject to feeling that sex together has be-
come mechanized, medicalized, and closely scrutinized by a clinical third
party (the medical team). Add to these conditions the ever-present specter
of failure and disappointment, and it is no wonder that infertility wreaks
havoc with sexual intimacy.

It is important to bear in mind that most people do not spend a lot of
time thinking about the conditions necessary for healthy sexual function-
ing. Even people in treatment for infertility may understand little about
the psychological underpinnings of sexual intimacy (Stammer, Wisch-
mann, & Verres, 2002), or they may hold unrealistic expectations for them-
selves about maintaining an exuberant, spontaneous sex life while
submitting to a medical regimen of sex by prescription (Galst, 1986). Sex
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therapists remind us that sexual functioning requires a reasonably cohe-
sive sense of self; the ability to surrender control and abandon oneself to
internal and external sources of sexual stimulation; and the ability to as-
sert one’s needs and desires effectively with a partner while also being
able to hold or soothe oneself in the face of small disjunctions or discon-
nections (Schnarch, 1997, 2002; Zoldbrod, 1997). Infertility treatment can
interfere with each of these, but the resulting disruption of sexual func-
tioning often comes as a painful surprise to many couples, yet another un-
expected loss. By assisting couples in therapy to step back and take stock
of the varied sources of strain on their sexual relationship (both physical
and psychological), therapists can help them avoid becoming mired in re-
active patterns of blame and withdrawal (Stammer et al.).

Marital Conservation and Sexual Withdrawal

What happens under the siege of infertility treatment is that both mem-
bers of the couple begin to adopt countermeasures to preserve their en-
ergy, their privacy, their personal control, and their sense of self-worth.
Instead of letting go with each other, they hold on. They conserve. They
might even shut down. The manifold losses associated with infertility,
both real and threatened, activate powerful needs for self-protection, con-
servation, and withdrawal. In addition, repeated failures to conceive often
reawaken feelings of guilt associated with past sexual behavior, contra-
ceptive methods, pregnancy losses, and so on, which further interferes
with sexual desire.

CASE EXAMPLE: LIKE A DAM BURSTING

Elly and Bruce, both in their late 30s, had been married § years
when they presented for therapy at the recommendation of a social
worker affiliated with their reproductive endocrinologist. The pre-
senting complaint was that they had become increasingly distant
from one another emotionally. They seemed to be able to handle
the routine tasks of their busy lives together without much diffi-
culty or conflict, but they no longer felt emotionally connected to
one another. And both thought a big part of the problem was that
they had stopped having sex together. Following the long-awaited
birth of their only child, a tow-headed 6-year-old boy, who Elly re-
ferred to as “our miracle baby,” their dream of having a second
child was thwarted by a series of three miscarriages that occurred
in the year following their son’s second birthday. They eventually
consulted a specialist, who was now in the process of starting them
on a new protocol of regular coitus with careful monitoring of any
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subsequent conception. However, at this point neither Bruce nor
Elly had much interest in engaging in any sort of sexual activity to-
gether, procreative or otherwise.

The therapist wondered about the cumulative effects on the cou-
ple of Elly’s three miscarriages. What unfolded was a story of
attenuated grief and extreme solicitousness on the part of each to-
ward the other. In the 3 years since the last miscarriage, as they
struggled to get over their losses and forge ahead, they gradually
stowed away their pain, and in the process began to avoid the
kinds of intimate encounters that might threaten their emotional
containment strategy. Sexual encounters grew rare and were char-
acterized by extreme diffidence on both sides. Each had reason for
being tentative, given the specter of pregnancy loss that hung over
them both, and this led to a heightened sensitivity to any indication
in the other of uncertainty, hesitation, or ambivalence. Each became
preoccupied with obtaining a clear signal of the other’s willingness
to be sexually intimate. The net result was a dampening of erotic in-
terest and a heightened investment in control and restraint.

The therapist elected to support the couple’s expressed interest
in restoring their intimate connection by helping them plan a series
of intimate encounters. Both recognized at once that they had been
arranging their busy lives in such a way as to allow virtually no in-
timate time together aside from sleep and trips to their doctor’s of-
fice. In their first planned encounter, they arranged for a babysitter
and spent the evening lingering over a candlelight dinner at one of
the city’s nicer restaurants. Several more nonsexual encounters
were planned and carried out before the couple felt ready to bring
their newly revived intimacy into the bedroom. Once they did so,
it felt, according to Elly, “like a dam bursting.” What poured out
from both were the long-suppressed feelings of anxiety and loss as-
sociated with their previous failed attempts at carrying a healthy
baby. Many tears and long discussions ensued. When they finally
took up again the question of whether and how to pursue having a
second child, they did so with a stronger sense of themselves as
a couple bound together through shared losses as well as shared
parenting.

GENDER DIFFERENCES

A number of authors on the subject of coping with infertility have
noted that spouses rarely experience the stresses of infertility in the same
way and at the same time (Becker, 1990; Carter & Carter, 1989; Johnston,
1994; Meyers, Weinshel et al., 1995). The effects appear to divide along
gender lines, tracing pathways remarkably congruent with traditional
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gender stereotypes. Studies suggest, for example, that men are likely to
face the challenges of infertility in a task-instrumental way; women, on
the other hand, are more likely to focus on the socioemotional costs of in-
fertility’s encroaching losses (Meyers, Weinshel et al., 1995 ).

Stress and Coping

Although both men and women endorse the idea that their infertility
poses a grave threat to their well-being, women report much greater lev-
els of distress throughout the course of their infertility than do men. For
example, 50% of women but only 15% of men view infertility as the most
upsetting experience of their lives (Freeman, Boxer, Rickels, Tureck, &
Mastrioanni, 1985). Even when comparisons are made between men with
male-factor infertility and women with female-factor infertility, differ-
ences between the sexes continue to stand out: Infertile women are more
likely to describe themselves as “feeling incomplete,” whereas infertile
men are more likely to feel a diminished sense of virility (Kraft et al.,
1980); women are more likely to be pessimistic about the outcome of treat-
ment, whereas men are more likely to endorse optimistic statements about
the efficacy of their medical regimen du jour (Abbey, Halman, & Andrews,
1992); and women are more likely to seek out others in the infertile com-
munity for emotional support, whereas men are more likely to avoid iden-
tifying with the infertile community (RESOLVE, 2002).

These differences reflect more than the effect of social stigma. They in-
dicate the extent to which infertility shakes each person’s core sense of ef-
ficacy, worth, and selfhood. Men approach their infertility more as a
problem to be solved than as a loss to be mourned; in the process, they
tend to keep their feelings to themselves and avoid emotionally charged
conversations about anticipatory losses. Women seek out social support
and actively pursue new lines of communication with their spouses in
order to voice their distress, rather than suppress or deflect their feelings.
Each pursues a course of action designed to cope with and repair his or
her own, gender-specific psychological damages.

In the wake of infertility, couples experience relational and perform-
ance losses differently. Some recent studies suggest that women are more
likely than men to voice greater distress, report higher levels of marital
and sexual dissatisfaction, and blame themselves and their behavior
for their infertility. Men, on the other hand, are more likely to temporize
their self-reported distress with accounts of instrumental attempts to
overcome their infertility. They are also more likely than their wives to
rely on avoidant coping strategies, such as denial and withdrawal into
work, and to attribute cause for their infertility to chance factors rather
than to themselves.
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Sex and Infertility

In the bedroom, both sexes experience relational disruptions (e.g.,
heightened feelings of vulnerability, irritability, and discomfort in relation
to one’s partner) as well as performance pressures. Men often feel they are
expected to produce or perform on demand, leading to a diminished
sense of their worth or value to their partner. (As more than one husband
in treatment has remarked, “I feel like I'm just a means to an end for her.”)
Women too can experience a kind of performance pressure associated
with treatment protocols that dictate when and how often sexual inter-
course should occur. Under such conditions, couples experience a grow-
ing disconnection between their own, internally generated sexual
rhythms and their physical participation in sexual activity (i.e., inter-
course). Infertility treatment can upset each partner’s internal balance be-
tween surrender and control, as well as the delicate interplays between
partners that create and sustain sexual interest. Both desire and arousal
pathways can be affected.

Not surprisingly we find gender differences here, too, among couples
in treatment for infertility. Perhaps because men are more vulnerable
in general to performance pressures associated with sex on demand
(Zilbergeld, 1992), sexual difficulties among men in treatment for infertil-
ity seem to occur most often with arousal pathways (e.g., erectile difficul-
ties, difficulty with orgasm). Women in treatment appear to be more likely
to experience problems with diminished sexual interest and desire (e.g.,
decreased lubrication, difficulty achieving orgasm). And, perhaps reflect-
ing their greater sensitivity in general to relational disruptions, women
are also more likely than men to report decreased satisfaction overall with
their sexual relationship.

Gender Effects Reconsidered

These gender disparities tend to even out. Infertile men and women be-
come more similar in their experiences over time, especially over several
years. The news is not good, however. Over time, both husbands and
wives in infertile couples become more likely to experience diminished
self-worth and personal adequacy as well as declining marital satisfaction
(Berg & Wilson, 1991).

There is a caveat to this bleak report that highlights an important
methodological difficulty inherent in studies of infertility’s impact on in-
dividuals: As every marital and family therapist knows, much of individ-
ual experience is mediated by the reciprocal influences of family members
on one another. This seems to be no less true for couples struggling with
infertility. For example, Andrews, Abbey, and Halman (1992) found that
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husbands’ and wives’ perceived quality of life influenced each other’s
quality-of-life experience. Subsequently, Meyers, Diamond, et al. (1995)
wondered whether too much has been made of gender differences in how
couples cope with infertility. These authors cited a body of recent work
that suggests that, below the surface of self-report, men and women actu-
ally experience similar levels of emotional distress, role failure, self-
esteem loss, and commitment to family building. Indeed, congruence
within the couple may be the great, untold story of the infertility coping
literature. An example of this newer wave of research is Peterson,
Newton, and Rosen’s (2003) study of marital adjustment and depression
in infertile couples.

Peterson and his coauthors asked more than 500 infertile couples to
complete a series of measures assessing their experience of infertility-re-
lated distress and depressive symptoms in general. They also gathered
data about the couples’ reported levels of marital satisfaction and adjust-
ment. What they found was that couples with the highest mean levels of
marital satisfaction and adjustment tended to show the most congruence
(i.e., agreement between husband and wife) in their perceptions of infer-
tility-related stress. Couples who had less congruence in their perceptions
of social stress (e.g., sensitivity to reminders about infertility, infertility-re-
lated isolation from family and friends) were more likely to report marital
adjustment difficulties. Men and women in couples congruent in terms of
reported social stress also reported greater marital satisfaction. But that’s
not all. Incongruence within a couple, especially related to relationship
concerns and the need for parenthood (e.g., attitudes about becoming a
parent), correlated with depressive symptoms in women.

The latter finding suggests that incongruence between partners in
these critical areas is particularly hard on women. Why might this be so0?
The authors speculated that divergent views between partners about how
infertility affects their relationship or about the importance of having a
family may “hinder positive communication or the sense that the partner
empathizes with the other partner’s point of view, which for women may
lead to a feeling of isolation and depression” (Peterson et al., 2003, p. 66).
Another explanation, one more consistent with findings in gender re-
search, posits that women in general, because of their sex role training and
socialization, tend to feel a greater sense of responsibility for their rela-
tionships than do men (Gilligan, 1982). Consequently, women are more
likely than men to blame themselves when their relationships are not
going well, which puts them at greater risk for depression.

All this makes the clinical picture of infertility more complicated than
therapists who treat only individuals might assume. Clinical distress in
couples facing infertility (especially women, as in the study discussed) is
likely the result of a complex interplay of two types of forces: individual
needs, expectations, and vulnerabilities (some of which may derive from
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gendered patterns of socialization), on the one hand, and dyadic or
systemic processes (including communication and social support) on the
other. This interplay of the individual and the system, of the subjective
and the interpersonal, is fundamental to understanding how couples re-
spond to infertility.

HOW COUPLES RESPOND TO INFERTILITY

Sharing the Labor

Infertility is not simply a condition; it’s also a job—at least for those
seeking a way to conceive a child. Just ask any of the couples who even-
tually make their way to a therapist’s consulting room. The demands fac-
ing infertile couples, even those who do not yet know the cause of their
infertility, are considerable—in some cases enormous and often pro-
longed. Like other chronic medical conditions, infertility obliges those re-
ceiving treatment to pay careful attention to their allocation of resources,
as visits to doctors, clinics, and hospitals begin to multiply. One client cou-
ple referred to their extended enrollment in a medical regimen of daily
blood draws, injections, and prescribed inseminations as “life under
siege.” Another couple in therapy likened their months in treatment to
being dropped suddenly into a foreign country and having to make all the
necessary arrangements for food, shelter, and medical care, enough to
support a lengthy stay, all without speaking the native language. “It just
commands all your attention and concentration. You feel like if you don’t
try to stay on top of everything, some critical detail will somehow get
overlooked, and the whole project will be doomed.”

Any couple receiving fertility treatment inevitably faces the need to re-
distribute responsibility for completing everyday life maintenance activi-
ties. Couples approach these task demands in a variety of ways, usually
involving some combination of role sharing and division of labor. For
some, this is no big deal; but for other couples, whose division of house-
hold labor reflects deeply held convictions about what constitutes men’s
versus women’s work, this can produce considerable tension within the
marriage.

One couple presented for therapy with a 5-year history of sporadic
medical treatment for female-factor infertility. The couple resided at the
outskirts of a large metropolitan area in a small religious community
known for its conservative social values. The presenting problem was the
wife’s frequent crying and general withdrawal from household tasks and
from her concerned husband. It became clear in the initial interview that
there was much unresolved grief over their inability to conceive a child
despite years of trying. Both expressed strong wishes to have a child, and
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both acknowledged that the prospect of living without parenthood was
heartbreaking.

As the husband narrated the history of their efforts to become preg-
nant, including several unsuccessful treatments, each with a different doc-
tor and clinic in the adjacent city, a critical issue emerged. When the
therapist inquired about the frequent changing of doctors, the husband
replied, “We just never got comfortable with what any of those doctors
recommended—it all seemed like an awful lot of fuss and bother.” At this
point his wife spoke up and explained that every time they began a new
treatment regimen, it wasn’t long before her husband would complain
about having to “change all around” their established ways of doing
things, including household chores, food shopping, and meal prepara-
tions. He especially resented having to take on what he generally re-
garded as “women’s work” on those days that his wife had a medical
appointment in the city. Before long, he would announce his determina-
tion that they stop working with that doctor and try to find a different pro-
gram. His wife would reluctantly agree, a new clinic would be found, and
the cycle would commence again.

The therapist helped the couple talk together about the stress of un-
dertaking medical procedures that require significant alterations in daily
routines. The husband later admitted sheepishly that he had “lost sight of
the big picture” in his refusal to make even temporary adjustments in his
familiar routine. Subsequent sessions helped the couple share their grief
over past failures while also exploring their previously unspoken feelings
and attitudes about participating in medical treatment. They resolved to
take a break from medical treatment for 3 months while they worked on
clarifying their hopes and expectations about having a baby. Following
this interval, they returned to treatment with the last doctor they had seen.

THE EXPLICIT MARRIAGE

In an influential book about how families cope with severe stress, Reiss
(1981) advanced the concept of “the explicit family” to refer to a family’s
self-conscious response to the disorganizing effects of a stressful event.
Borrowing from earlier writers on the organizational structure of every-
day family life (e.g., Kantor & Lehr, 1975), Reiss argued that families in cri-
sis lose “their most precious possession: an extended and dependable
repertoire of background understandings, shared assumptions, tradi-
tions, rituals, and meaningful secrets that made it possible for them to
function implicitly” (p. 178; emphasis added). To contend with this loss
and restore a semblance of order and coherence to family life, besieged
family members coalesce around a simple but explicit set of rules that
govern everyday transactions within the family. The explicit family
adapts to the increased demands placed on it by a stressful event (e.g., an
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unexpected death in the family, a catastrophic job loss, the diagnosis of a
chronic illness) by becoming more organized, rule governed, and task fo-
cused. The explicit family thus preserves a sense of family order and unity,
though often at the expense of flexibility and accommodation to any spe-
cial needs of individual family members.

We can apply Reiss’s family model to understand the response of mar-
ried couples to the crisis of infertility. The defining conditions are all pres-
ent in the case of infertility: (a) the unexpected threat of traumatic loss; (b)
the sense of being under siege by conditions that are largely outside of
one’s direct control; (c) the impending threat of shattered dreams, wishes,
and expectations for the future; and (d) the corresponding need (espe-
cially acute for couples in treatment) to accommodate unfamiliar, inva-
sive, and generally disruptive alterations in everyday living. These four
conditions give rise to the explicit marriage.

Recall that for many couples, infertility is the first major crisis of their
marriage. Submerged in that crisis, infertile couples face new task de-
mands that require a whole new kind of decision making. The options for
medical treatment can be dizzying, and that may be only the beginning.
Almost from the start, infertility forces couples to examine their funda-
mental assumptions, priorities, and expectations vis-a-vis parenthood. It
requires them to consider more explicitly basic questions about the kind
of family they would seek to build: how many children, when, how, and
even why. Such considerations may occur privately at first, but over time
they inevitably coalesce in shared communication between spouses,
forming a kind of marital touchstone from which other decisions can be
made (e.g., deciding upon a specific course of treatment or choosing
among alternative family-building options). As they adapt to the task de-
mands of their infertility, couples necessarily make explicit their marital
aims and expectations. This in turn allows for more coordinated action in
pursuit of those aims.

CONSERVING HOPE AND RESTORING MEANING

Creating an explicit marriage not only enables an infertile couple to
navigate the minefield of decision making in the pursuit of family build-
ing, it also affords the couple an important means of sustaining together-
ness in another task central to recovery and resolution. This is the task of
conserving hope amidst loss.

Virtually all traumatic loss, whether real or anticipatory, produces a
rupture in a person’s implicit set of personal meanings, explanations, and
understandings about self and life (what has been called one’s personal
cosmology or “assumptive world”; cf. Janoff-Bulman, 1992). These basic,
orienting assumptions about the world confer coherence and predictabil-
ity to lived experience. When disrupted or shattered by traumatic loss,
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survivors are driven to rebuild their basic assumptions, a process that
takes time and also depends significantly on the support of others close to
the survivors (Catherall, 1992; Figley, 1998).

People struggling with infertility face a similar rebuilding task, but
here the focus is on shared meanings and assumptions (what Gilbert in
chapter 1 of this volume calls the couple’s “dyadic belief system”). The
restoration of shared meaning helps to dispel the confusion, disorienta-
tion, and spiritual vacuum left in infertility’s broad wake. In this respect,
the emergence of the explicit marriage provides a couple with important
leverage against confusion, pessimism, and despair.

THE THREE CRITICAL TASKS

Three critical tasks face infertile couples seeking to build a family:

1. Restoration of shared meaning and purpose
2. Restoration of collaborative agency
3. Restoration of connection

We have seen that the first task, the restoration of meaning, enables cou-
ples to conserve hope in their ongoing adaptation to loss. We have also
seen that the restoration of collaborative agency ensures that couples
will be able to carry out those tasks necessary for them to resolve their
personal struggles with infertility. We turn now to the third task, the
restoration of connection, which, it should be noted, supports and draws
strength from the other two.

RESTORING CONNECTION: THE DANCE OF LOSS AND HOPE

There is no easy pathway for couples to restore the connection they en-
joyed before infertility sundered their lives.

“We’ve been doing okay,” said Justine in answer to my question. It was
my third meeting with her and her husband, Richard. The answer some-
what surprised me, because only a week before they had received the
crushing news that their latest cycle of in vitro fertilization (IVF) had failed.
It was their third attempt, the one they had felt most confident about be-
cause all of the indicators (hormone levels, sperm viability, the presence of
several “robust” embryos for implantation) had been positive. I knew that
Justine and Richard prided themselves on their careful preparation for IVFE.
They studiously researched their options, thoughtfully selected the clinic
and the doctor they wanted to perform the procedure, and seemingly left
nothing to chance as they passed through the stages of the IVF cycle (ovar-
ian stimulation, induced ovulation, fertilization, implantation, and the
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excruciating period of watchful waiting before the first pregnancy test). Of
course, there is no such thing as leaving nothing to chance when it comes
to infertility treatment. Indeed, infertility survivors could produce a thesis
about the maddeningly elusive ways that chance governs their fate. What
other condition binds its sufferers to the relentless passage of the calendar,
through repeated cycles of hope and loss, in spite of everyone’s very best
efforts to achieve not perfection but simply normalcy? Knowing all this, I
wondered about what might lie behind their tepid assertion that things
were okay.

Taking a cue from Richard, who was smiling approvingly at his wife
while she spoke, I inquired about their apparent consensus of feeling about
this latest disappointment. There was a pause during which Richard’s
smile began to waver, and then Justine broke out, “I'm just trying to do the
best I can with all this. He [meaning Richard] keeps telling me to keep my
hopes up, but it’s really hard, you know? I tried to talk to him about how
bad I felt—I called him at work after the clinic called with the test results—
and it seemed like he couldn’t wait to get off the phone. I mean, I don't
blame him. But, honey—" Justine turned to her husband, who looked like
a deer in headlights, “we’ve hardly talked at all about anything since last
week. I keep waiting for you to say something, anything, about what we
just went through. And when I do, you just say something like, ‘the odds
are still in our favor,” and then you change the subject.”

Working together to restore their connection is one of the most impor-
tant tasks facing couples with infertility. Like Justine and Richard, part-
ners who find their sense of togetherness blown apart by infertility’s
inescapable disappointments, failures, and losses begin to find their way
back to each other by recognizing the gulf between them in how they ex-
perience and cope with their infertility. With recognition of their differ-
ences can come new ways of talking about them to each other, which in
turn can yield a deeper appreciation of what each partner is struggling
with, adapting to, and seeking to resolve. As Justine and Richard began to
talk to one another about their separate experiences, Justine realized that
Richard had been reacting less to their treatment failures and more to her.
Like many husbands who, together with their wives, undergo extended
courses of medical treatment for infertility, Richard had plugged into the
familiar, male habit of suppressing his own feelings of disappointment
and loss. But he had no idea what to do with his wife’s strong feelings.
From his vantage point, the best thing to do seemed to be to avoid saying
anything that might add to her grief. So he said very little at all. Behind
his silence, as they both discovered, he felt a very great deal: mostly con-
fused, lost, hurt, and not a little ashamed at being unable to comfort his
wife more successfully.

Communication opens doors for couples to reconnect. Rituals that sup-
port new ways of being together can supply the scaffolding needed for
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reconnection to be sustained. Some couples do this by ritualizing the time
they spend together traveling to and from doctors’ appointments. Others
do this by planning getaway weekends in between treatment cycles.
Justine and Richard made time to talk together on a regular basis by build-
ing this time around a daily activity (walking their Labrador) that they
could perform together. Helping couples find and protect this kind of re-
cuperative time together can be one of the most enduring contributions
that therapists can make to improve the lives of their infertile clients.

DEFERRED GRIEF

Couples riding the roller coaster of fertility treatment face considerable
pressure to guard their hope and defer their grief for as long as they can
endure the ride. To meet these demands, husbands and wives often limit
attention to their distress. This is partly due to the nature of infertility loss.
As Rolland (1990), Boss (1999), and others have noted, when the loss in
question is anticipatory or ambiguous, there is a corresponding tendency
for families to disguise, suppress, or postpone grieving. Doka (1989) has
named this sort of incomplete mourning disenfranchised grief, which is
“grief that persons experience when they incur a loss that is not or cannot
be openly acknowledged, publicly mourned, or socially supported” (p. 4).
Blame, shame, and guilt undoubtedly play key roles in this process as
well, discouraging the kind of face-to-face, sustained intimacy between
husbands and wives that might otherwise ease the burden of infertility’s
ambiguous losses.

Some couples resolve matters by agreeing to table their grief in order to
focus their energies on further treatment. Other couples take time off from
their pursuit of pregnancy to mourn, however incompletely, both the real
and the psychological losses they’ve endured so far. They may even com-
memorate the passage of these losses through ceremony and ritual, some-
times designing their own, personal tributes to the hoped-for children
they have lost (Imber-Black, 1991; Meyers, Weinshel et al., 1995).

But many couples get snagged at this point, especially amid mounting
losses and a growing need to conserve energy and hope. It is not an easy
place to be. A recent study of infertile couples (Berghuis & Stanton, 2002)
found that those who engaged in avoidant coping behaviors (e.g., Richard
in the previous case example) also experience greater psychological dis-
tress compared to couples who engaged in emotional-approach coping. In
other words, coping patterns that block emotional intimacy in infertile
couples may exacerbate distress. Justine and Richard’s situation illus-
trates what can happen to marital intimacy and communication at such an
impasse. They eventually accepted the need to acknowledge their losses,
and they spent time together talking more fully about what each failed
treatment cycle meant to each of them. These proved to be difficult and
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painful conversations for both. Yet the process brought them closer to-
gether, giving meaning to their experience and agency to their prepara-
tions to face the future.

TREATING INFERTILE COUPLES

There is a growing literature on treating infertile couples in therapy.
This section draws from much of this previously imparted wisdom in
order to provide guidelines for the clinician. In addition to providing a di-
gest of what has been written before for practitioners, the reader is invited
to approach therapy with infertile couples from a perspective informed by
the central themes of this chapter, namely, traumatic stress, ambiguous
loss, and the restoration of meaning, agency, and connection in the process
of recovery.

Encourage Communication

If there is a single, recurring directive in the treatment literature, it is
that the therapist should encourage and maintain communication be-
tween spouses. Benefits that open communication can b