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ABSTRACT 

Seventeen well siblings of chronically mentally ill 

(CMI) individuals were studied to examine effects associated 
•* 

with having a CMI sibling and factors associated with 

variations in effects. The respondents were largely better-

educated, white, middle class, and age 21 years or older, 

recruited through a local family support group, and an acute 

care mental health facility. A self-report questionnaire was 

developed for use in this study utilizing a Likert scale for 

standardization. Areas of focus were self-esteem, relation

ships, and emotional and financial burden. All areas except 

self-esteem showed some negative effects. The main concerns 

identified were a "Don't Talk" attitude about mental illness, 

active mourning, fear of having a CMI offspring, and future 

financial responsibility. Differences in effects were 

observed between groups by gender, birth-order, likeness (same 

sex/opposite sex), and proximity. Diagnosis and level of 

functioning also appeared to be associated with variations in 

effects. 
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CHAPTER 1 

INTRODUCTION 

Chronic mental illness is becoming recognized as a 

widespread problem in our society. Current projections 

estimate that 3 million people in the United States suffer 

from chronic mental illness (Craig, 1986). "Broadly defined, 

chronic mental illness produces major impairments in func

tioning for an extended period of time" (Craig, 1986, p. 4). 

However, there is considerable disagreement over the precise 

definition of chronic mental illness and what criteria have 

to be met to diagnose someone as chronically mentally ill 

(CMI) (Bachrach, 1988). Bachrach (1988) further states that 

there is beginning to be consensus throughout the United 

States of three criteria: diagnosis, duration, and dis

ability. He cites the Arizona Checklist for Chronic Mental 

Illness Determination as a refined definition: 

The chronically mentally ill are defined as those 
persons whose emotional or behavioral functioning is 
so impaired as to interfere grossly with their 
capacity to remain in the community without supportive 
treatment or services of a long-term or indefinite 
duration. The mental disability is severe and persis
tent, resulting in a long-term limitation of their 
functional capacities for primary activities of daily 
living such as interpersonal relationships, homemaking 
and self-care, employment, or recreation. The mental 
disability may limit their ability to seek or receive 
local, state or federal assistance such as housing, 
medical and dental care, rehabilitation services, 
income assistance and food stamps, or protective 
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services. Although persons with primary diagnoses of 
mental retardation or organic brain syndrome frequent
ly have similar problems or limitations, they are not 
to be included in this definition (not dated). 

The deinstitutionalization of CMIs has led to the 

family becoming the primary caregiver (Craig, 1986; Goldman, 

1982). These families have developed needs aside from the 

role of primary caregiver (Holden & Lewine, 1982). In 1981, 

the National Alliance for the Mentally 111 (NAMI) was formed 

as an umbrella organization for family self-help groups and 

to help families make their needs known to mental health 

service providers (Hatfield, 1984). This led to numerous 

surveys to identify the needs of these families (Holden & 

Lewine, 1982; Lefley, 1985, 1987; Williams, Williams, and 

Sommer, 1986). Respondents to these surveys were predomi

nantly mothers (Holden & Lewine, 1982; Lefley, 1982, 1987), 

and results showed that mothers and siblings appeared to be 

the most affected by the CMI family member, both psycho

logically and physically (Lefley, 1985, 1987). 

Surveys of families have shown thPt siblings may have 

special needs differing from those of parents (Bank & Kahn, 

1982; Lefley, 1985, 1987). Bank & Kahn (1982) have noted many 

factors determining the effects of the CMI on siblings, 

including age and developmental stage at onset of symptoms. 

A study by Carlisle (1984) surveyed 20 siblings, in a 

descriptive format, for their personal observations of the 

effects of having a CMI sibling. Many questions have been 
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generated through the family research regarding siblings; 

however, little has been focused on them other than sugges

tions for further research (Fadden et al., 1987; Lefley, 1985, 

1987) . 

NAMI recently held its national convention at which 

siblings of CMIs became recognized as a subgroup of the 

organization. The siblings voiced a strong desire to be heard 

and to have their needs acknowledged (Y. Tellez, personal 

communication, July 8, 1988). Individual chapters of NAMI 

across the nation are just beginning to establish sibling 

support groups to try to provide for some of these needs. To 

date, the Arizona chapter has not yet developed a sibling 

network. The only assistance offered by this state is through 

family advocacy programs in the state and county facilities. 

However, in order to provide services to meet the needs of 

siblings, these needs must first be identified. 

Statement of Problem 

There has been scant research on the effects of having 

a CMI sibling. The bulk of research has focused on the 

effects on parents, with only references to the special needs 

of siblings. The purpose of this study was to: 

1. Identify effects associated with having a CMI sibling. 

2. Assess factors associated with variations in effects. 
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3. Look for differences between siblings involved in a 

local support network vs those who were not. 

4. Obtain demographic profiles of siblings of CMIs. 

Questions for Consideration 

The following questions were considered in this study 

concerning the respondent siblings of CMIs: 

1. What is the status of self-esteem, family relation

ships, relationships with others, mourning the loss 

of a well-sibling, financial concerns, career, safety 

concerns, and genetic concerns of respondents with a 

CMI sibling? 

2. Are there differences in the aforementioned effects 

associated with having a CMI sibling by gender, age, 

birth order and birth position, ethnicity, marital 

status, socioeconomic status, or educational level? 

3. Are there differences associated with the amount of 

contact with CMI, length of illness, severity of 

illness, or current status? 

4. Does knowledge and understanding of mental illness 

alter the effects related to having a CMI sibling? 

5. Are there differences between the responses of 

siblings from the family support group and those from 

the acute care mental health facility? 
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Definition of Terms 

The following terms will be used throughout this study 

and are included for clarification and explanation. 

Affective disorder; Includes major depression and bipolar 

disorder. 

Antipsychotic drugs; Medication used in the treatment of 

schizophrenia to control symptoms. 

Bipolar disorder; Formerly called manic-depression. A 

mood disorder with one or more manic episodes, usually 

accompanied by one or more major depressive episodes, 

often with periods of remissi~"i between cycles. A 

manic episode is one of an elevated, expansive, or 

irritable mood that lasts at least one week and has 

at least three of the following symptoms; inflated 

self-esteem or grandiosity, decreased need for sleep, 

increased talkativeness or pressured speech, flight 

of ideas or racing thoughts, distractibility, 

increased goal-directed activity (socially, work or 

sexually), and excessive involvement in activities 

with a high potential for harmful consequences. A 

major depressive episode is one with at least five of 

the following symptoms present for a two-week period 

and at least one of the symptoms being a depressed 

mood or loss of interest or pleasure; significant 

weight change with a change in appetite, sleep 
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disturbance, psychomotor agitation or retardation, 

fatigue or loss of energy, feelings of worthlessness, 

problems thinking or concentrating or indecisiveness, 

or recurrent thoughts of death or suicidal ideation 

(American Psychiatric Association, 1987). 

Differentiation: Perceiving the self as an individual 

with differences between self and others: individu

ation . 

Hallucination: A false or distorted perception of objects 

or events with a compelling sense of their reality. 

They may involve any of the five senses though with 

mental disorders, auditory hallucinations are the most 

common. 

Neurotransmitters; A group of chemicals that facilitate 

the transmission of electrical impulses between nerve 

endings and the brain (Bootzin and Acocella, 1988). 

Schizophrenia: A group of psychoses marked by severe 

distortion and disorganization of thought, perception, 

and affect, by bizarre behavior, and by social with

drawal (Bootzin and Acocella, 1988). 

Sibling: A brother or sister having one or both parents 

in common, including by adoption. 

Self-esteem; The degree to which a person respects self, 

considers self worthy, considers self not necessarily 

better or worse than others, recognizes limitations 
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and expects to grow and improve; self-image (Rosen

berg , 1965). 

Assumptions 

The validity of this study rests partly upon the 

following: 

1. Siblings participating in this study are representa

tive of other siblings of the chronically mental ill. 

2. Siblings participating in this study will respond 

candidly to the questionnaire. 

3. The participants in this study are "normal" siblings, 

no different from siblings without a CMI family 

member. 

4. The questionnaire used in this study will adequately 

assess the variables under investigation. 

Summary 

Chronic mental illness is a widespread problem in our 

society and more specifically in Arizona. Deinstitution

alization has placed the burden of care for the CMI on family 

members, both emotionally and in many cases, financially. 

Research has historically focused on the parents' needs in 

coping with mental illness, with scant research of the effects 

on siblings, who will some day be the primary caregivers. In 

order to raise the awareness of our legislative body to the-

need for increased mental health funding and services for 
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siblings of the chronically mentally ill, siblings' needs must 

first be identified. Identifying those needs was the purpose 

of this study. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

This literature review follows three different trends 

which have led up to the current research on the effects of 

chronic mental illness on the well siblings. First the popu

lation of the CMI is reviewed from an historical perspective, 

beginning with the deinstitutionalization movement through 

their current situation in the community. Secondly, this 

review examines the change in perspective of family involve

ment with the CMI family members and research that has been 

done on the effects of mental illness on the family, pre

dominantly the parents. Finally, the importance of sibling 

relationships is presented, along with recent findings on the 

effects of mental illness on siblings. Due to its prevalence 

among the chronic mental illnesses, this review primarily 

addresses the schizophrenic disorders. 

The Chronically Mentally 111 

Deinstitutionalization 

Prior to the 1950s, if someone displayed bizarre 

behavior they were labeled schizophrenic and locked away in 

a state hospital and stayed there until they died. "In the 

1950s a shift took place and patients began to be released 



from mental hospitals" (Torrey, 1983 p. 132). The major 

reason for this shift was the introduction of antipsychotic 

drugs, which reduced the symptoms of schizophrenia in many 

patients. 

In 1963, the Community Mental Health Centers Act was 

passed, which began the deinstitutionalization movement 

(Bachrach, 1976). Deinstitutionalization was defined as "a 

process of removing persons who have already been hospitalized 

from their institutional environments and their transfer to 

the community; and the prevention of hospitalization of those 

persons who might be considered potential candidates for 

institutionalization" (p. 2). There was supposed to be a 

concurrent "enhancement of mental health services delivery 

through the provision of community-based facilities" 

(Bachrach, 1976, p. 2). Unfortunately, there was inadequate 

planning and allocation of funds and "community programs were 

not able to supply all the services for which mental hospitals 

had been responsible such as food, shelter, clothing, and 

medical care" (Craig, 1986, p. 2). This led to the families 

of CMIs becoming the primary caregiver, filling the many gaps 

in the service delivery system (Craig, 1986). It was esti

mated that 65 percent of patients discharged during the mass 

exodus of deinstitutionalization were returned to their 

families. Females worked out much better at home than males 

did (Torrey, 1983). 
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Following this mass exodus, those patients who 

responded poorly to antipsychotic drugs, those who were very 

dependent on state hospitals, and those who had no family to 

go home to were also released from state hospitals. They were 

transferred to community responsibility, which was already 

underfunded and understaffed, with the result of an increase 

in mentally ill patients living in boarding homes, hotels, and 

out on the streets (Torrey, 1983). 

Today, the number of homeless people who are mentally 

ill varies from city to city, ranging from 15 percent in 

Philadelphia to 60 percent in Louisville. "Detailed assess

ments of homeless individuals living in public shelters have 

been more consistent with most studies reporting that approxi

mately one-third of them have serious mental illness, mostly 

schizophrenia" (Torrey, 1988, p. 7). 

Incidence of Chronic Mental Illness 

Chronic mental illness, specifically schizophrenia, 

is not solely an American problem. Though the incidence in 

the United States is estimated at 2-4 per 1000, Japan, 

England, Denmark, and Germany have the same rate. Ireland, 

the Scandinavian countries and North Yugoslavia estimate 

higher rates while southern European countries (especially 

Italy and Spain) and developing countries (such as Africa) 

estimate lower rates (Torrey, 1983). 
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The National Institute of Mental Health (NIMH), in 

their 1970 research, estimated there were 1.7 million CMIs in 

this country. In 1978, the President's Commission on Mental 

Health estimated 1.2 percent of the total population suffers 

from chronic mental illness, with .3 percent of them being 

manic-depressive (Shore, 1983). The 1987 NIMH research, the 

data which is still being analyzed, estimated 1.91 million 

(the true number could be 2.0 to 2.5 million) (Torrey, 1988). 

There is also an "estimated 70,000 children with serious 

mental illness, primarily autism and childhood schizophrenia" 

(Torrey, 1988 , p. 6). 

"In 1960, there were 2,000 beds available in state 

mental institutions in Arizona; by 1984, this figure had 

dropped to 450, a decrease of 77.5 percent. During this same 

period, the population of Arizona increased drastically" 

(Ferris & Marshall, 1987, p. 110). According to Torrey 

(1988), the population of Arizona in 1987 was 3.4 million, and 

the estimate of those with mental illness was 27,500. The 

state expenditure for public mental health ($ per capita) was 

$14.40, which earned Arizona the rank of 51st in the nation 

(currently falling behind Guam and Puerto Rico) and allowed 

for only 2.6 community mental health centers per 100,000 

population. 

There is a disproportionate number of schizophrenics 

living in cities, especially in poor inner city areas (6 per 



1000) (Torrey, 1983, 1988). It has been debated whether this 

is due to more services being available in cities versus rural 

areas or simply that the stress of living in rural areas is 

lower, thus making it easier for the mentally ill to cope with 

daily living and go undetected. 
i 

The Family 

"The bulk of the research work on families of the 

mentally ill during the past several decades has focused on 

the influence of the family on the patient" (Hatfield & 

Lefley, 1987). In 1948, Freida Fromm-Reichman published her 

theory of the "schizophrenogenic mother," which in essence 

blamed the mother for causing schizophrenia in her offspring. 

Even though her theory was unsupported by other research in 

the field, the influence is still felt today in the stigma and 

guilt which families experience and the finger pointing by 

many practitioners in the mental health field (Hatfield & 

Lefley, 1987; Torrey, 1983). 

Clausen and Yarrow (1955) were the pioneers in 

research on the effects of mental illness on family members. 

Their study was to lead the way for much future research in 

the area and to change the perspective of families from that 

of "cause" to one of "victim." With the shift of etiology 

away from the mother, numerous theories developed: family 

environment, family communication, nutrition and, most widely 

accepted today, the biological and genetic theories. 
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Research into the biological basis for schizophrenia 

and manic-depression have revealed chemical imbalances in the 

brain involving the neurotransmitters which conduct impulses. 

The focus has been on dopamine, which is believed to be 

closely related to abnormal behavior (Bootzin & Acocella, 

1988). Abnormal brain structure has also been noted in the 

brains of schizophrenic patients through CAT scans (Computer

ized Axial Tomography) (NIMH, 1986). Genetic links have 

recently been discovered for both these disorders, showing 

that the predisposition for developing schizophrenia or 

bipolar disorder are inherited (Bootzin & Acocella, 1988; 

NIMH, 1983). 

The genetic risk of developing schizophrenia in the 

general population is 1 percent. This risk increases to 10 

percent for siblings of schizophrenics, 16.7 percent if one 

parent is schizophrenic, and 46.3 percent if both parents are 

schizophrenic (Gottesman, 1984). With affective disorders, 

identical twins have a 70 percent likelihood of being 

afflicted whereas non-identical twins, siblings, parents or 

children have only a 15 percent risk (NIMH, 1983). 

Effects of CMI on Family 

The knowledge of genetic link has had the paradoxical 

effect of substantiating the guilt parents feel at being the 

biological cause and yet alleviating the guilt that it was 
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beyond their control and not caused by anything they did in 

raising their child (Torrey, 1983). 

Degrees of guilt, of course, will depend on many 
factors: the cultural and individual psychological 
background of the people involved, the pre-illness 
relationship, how much anger was and still is present, 
ignorance/knowledge about the particular disease, 
knowledge about human nature, and theirs in particu
lar, and their religious upbringing. In addition, 
we have a culture that fosters guilt (Wasow, 1985, 
p. 712). 

According to Bernheim, Lewine, and Beale (1982), 

unresolved guilt turns into anger as a response to the CMI's 

behavior, other family members, fate, and the mental health 

system. "We know that any chronic illness provokes anger at 

the unrelenting needs of the ill person as well as a sense of 

being trapped and of the unfairness of it all" (p. 63). This 

anger in turn leads to more guilt, due to the understanding 

that the behavior was beyond the disturbed relatives' control, 

and more anger, and a vicious cycle ensues (Wasow, 1985). 

Kreisman and Joy (1974) stated, "A person faced with 

the first hospitalization of a relative may feel shame and 

anger and try to conceal the hospitalization but still not 

reject the patient" (p. 35). Though our society has made many 

advances in technology, "our culture is still in the dark ages 

when it comes to mental illness" (Wasow, 1985, p. 713) and the 

stigma attached to the mentally ill. The general public has 

been raised with myths about mental illness and still regard 

the mentally ill with fear, distrust and dislike (Carlisle, 
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1984). Social isolation of the family occurs as friends drop 

away, from lack of understanding of how to handle mental 

illness. "As the patient becomes more difficult and unpre

dictable, care givers become reluctant to go out publicly with 

them" (Wasow, 1985, p. 713). Major upheaval replaces the 

normal equilibrium within the nuclear family, and the unit as 

a whole considers itself, to some extent, responsible for "the 

conformity of family members" (Carlisle, 1984, p. 4). 

After the first breakdown, family members are still 

full of hope that the ill member will recover and be well 

(Anthony, 1970). Subsequent relapses and the prognosis of 

chronicity of the illness was described by families as 

"likened to an announcement of impending death" (Hatfield, 

1984, p. 309). They see the "normal," healthy individual, 

with all the associated hopes and expectations for the future, 

die (Bernheim, 1 982 ). The degree of loss felt by families 

was affected by the premorbid personality of their mentally 

ill member. When the individual was promising, successful 

and intelligent prior to the illness, the sense of loss was 

greater than when the individual was shy, withdrawn and 

dependent (Terkelsen, 1987). The grieving process for these 

families was compared to the stages of adjusting to death: 

"a predictable cycle of denial, anger, and mourning" 

(Hatfield, 1984, p. 309). Unlike the adjustment to death, the 

mourning process was complicated by the cyclical nature of 
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mental illness. The physical person was still there as a 

constant reminder of what was and could have been, and the 

lack of recognition by society of the grief along with lack 

of the support and rituals associated with the grieving of 

death (Wasow, 1985). 

As described by Hatfield and Lefley (1987): 

Hirschowitz's (1976) concept of persons being in 
transition is useful in thinking about those who are 
thrust into the unanticipated role of family caregiver 
to a seriously disturbed relative. They must abandon 
old expectations of high-achieving sons and daughters 
with bright futures and independent lives and accept 
a harsh reality of a young person whose energies are 
taken up in a struggle to cope with a severely handi
capping condition. Parents must lay aside their plans 
for less responsibility and more freedom in their 
later years and adjust to the realities of long-term 
caregiving (p. 192). 

According to the accepted Rule of Thirds, "[of] all people 

diagnosed and hospitalized with schizophrenia, one-third will 

get completely well, one-third will get partially well and 

one-third will not get well" (Torrey, 1 983, p. 66). The 

families are never sure which third their member will fall 

into, which leaves them in a constant state of uncertainty 

about the future. Torrey ( 1 983) stated that men were more 

likely to have a poor prognosis, longer hospitalizations, and 

be more symptomatic than women. The age of onset also varied 

according to sex: the average age of onset for men was 16-20 

and for women was 25-30. These differences have led to a 

belief that the needs of families with schizophrenic sons are 
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usually more serious than those of families with schizophrenic 

daughters (Seeman, 1986). 

Daughters, due to the later onset of illness, were 

more likely to have learned social skills, finished their 

education, and have had more experience with employment. They 

also seemed to be less of a hindrance at home due to the way 

they were reared; the main concerns were about their passiv

ity, which left them vulnerable to victimization and pregnancy 

(Seeman, 1986). Sons, on the other hand, demonstrated more 

aggression, possibility of suicide, unacceptable sexual 

impulses, lack of interest in relationships or personal 

hygiene, and substance abuse (Seeman, 1986). "A common 

concern of the relatives [of the mentally ill] was that 

patients might be a danger to themselves or others" (Fadden, 

1987, p. 287). Whether the illness involved a son or daugh

ter, the unpredictable nature of the disease kept families 

continually on guard and in a state of tension. "You know 

what you may expect, but not when, and the continuous tension 

is terrific" (Holden & Lewine, 1982, p. 631). 

Familial relationships were greatly affected by the 

constant tension within the home, and communication problems 

developed that were similar to those in many dysfunctional 

families, including the rule of "Don't talk" (Hatfield, 1984; 

R. Dickens, personal communication, September 25, 1988). 

Brothers and sisters were torn between compassion and 
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hostility toward the CMI sibling because of their erratic 

behavior. Parent-sibling relationships suffered when the 

siblings lacked interest and involvement, and they often 

blamed parents for not controlling the behavior (Hatfield, 

1978). Numerous studies showed a strong negative impact on 

marital relations, with a notable incidence of divorce or 

separation (Hatfield, 1978; Holden & Lewine, 1982; Bernheim 

et al., 1982). 

The strain on marital relationships may in part be due 

to the constant tension and in part to financial constraints 

imposed by chronic mental illness. Studies showed that income 

was reduced due to interruptions of work during periods of 

exacerbation, with one study showing that "a quarter of the 

families suffered a reduction in family income by at least 10 

percent, and in 10 percent of [these] families the reduction 

of income was over 50 percent" (Bernheim & Lehman, 1985, 

p. 7). Chronic mental illness is also very costly in that the 

family often has to assume financial responsibility for 

psychiatric treatment for their ill member. In two studies 

by Lefley (1985, 1987), the first showed that 91 percent of 

respondents reported substantial familial expenditures; 

respondents in the second study reported "that their families 

had paid a mean of $44,080 for hospitalization and psycho

therapy, exclusive of amounts paid by insurance" (p. 366). 
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Besides the aforementioned expenses, there is the 

aspect that most CMIs are unemployed and receive Social 

Security Insurance, which puts their income below the poverty 

level; they need financial assistance from family in order to 

cover daily living expenses (Wasow, 1985). This financial 

burden becomes even more significant in light of evidence 

"that there is an unusually high rate of schizophrenia in the 

lowest socioeconomic strata of urban communities" (Torrey, 

1983, p. 197). 

Family Support Groups 

Families experienced a lack of awareness and response 

to their needs from mental health professionals and around 

1976 began forming groups among themselves for support and 

socialization away from societal and professional stigma. By 

the late 1970s, family groups began corresponding with similar 

groups in other towns. In September 1979, the most active 

family group, AMI (Alliance for the Mentally 111) of Madison, 

Wisconsin, brought up the need for a national coalition. On 

February 4, 1981, the National Alliance for the Mentally 111 

(NAMI) was formed as an umbrella organization for all indivi

dual groups (Shetler, 1986; Hatfield, 1984). 



The Siblings 

Normal Sibling Relationships 

"The sibling relationship is perhaps the most long 

lasting and most influential relationship of a person's life" 

(Powell & Ogle, 1985, p. 16). According to Bank and Kahn 

(1982), the sibling relationship follows a life cycle of its 

own. In early childhood, siblings are a constant source of 

companionship. As young children, siblings learn social 

skills from each other. During the school years, siblings 

interact with others outside the family using social skills 

they learned from each other. Throughout adolescence, there 

may be ambivalence in the relationship, but siblings still 

rely on each other as confidants and advisors. Young adult 

siblings offer critical support and encouragement to each 

other, though less frequently. As they begin families of 

their own, siblings become aunts and uncles, offering a 

network of love and support for their siblings' children. In 

old age, when children move away and spouses die, siblings 

once again become companions and a support network. 

Siblings serve many functions in the psychosocial 

development of each other. Identification between siblings 

was described as a "powerful phenomena" and "the glue of the 

sibling relationship" (Bank & Kahn, 1975, p. 319). It is "the 

process by which one child sees himself in the other, experi

ences life vicariously through the behavior of the other, and 
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begins to expand on the possibilities for himself by learning 

through a brother's or sister's experience" (Bank & Kahn, 

1975, p. 319). Differentiation must accompany identification 

or else fusion between siblings will block the growth of each 

child. There was a suggestion that rejection of a sibling may 

be a defensive aspect of differentiation, where one sibling 

fears being like another (Bank & Kahn, 1975). 

The literature indicated that adolescence may be the 

most influential developmental stage of sibling relationships. 

"Adolescence was also a time in which siblings grew together, 

forging identities by similarity and contrast. Inspiring and 

teaching each other, modeling, exploring issues through 

intense discussion, even providing dates for each other, were 

all relatively frequent" (Ross & Milgram, 1982, p. 230). 

During adolescence, siblings usually provide the most reliable 

and consistently supportive relationships, often extending 

into adulthood (Lamb & Sutton-Smith, 1982). 

The degree of influence by siblings is determined in 

large part by the closeness of the relationship. The vari

ables identified as being important in establishing closeness 

were: (1) age difference, (2) sex difference, (3) birth 

order, (4) memories, and (5) shared experiences (Bank & Kahn, 

1975; Ross & Milgram, 1982). Bank and Kahn (1975) found that 

sibling coalitions were most often based on likeness and 

similarity, predominantly between same sex siblings close in 
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age. Siblings who were far apart in age developed closeness 

through surrogate parenting by an older sibling (Ross & 

Milgram, 1982). 

All studies reviewed agreed that older siblings were 

more influential on younger siblings than vice versa and that 

male siblings had more impact on female siblings (Lamb, 1 982; 

Powell, 1985; Rosenberg, 1982; Sutton-Smith, 1982). Another 

consideration pointed out was age-spacing between siblings: 

when they were less than four to six years apart, there was 

more sibling to sibling interaction, whereas when they were 

separated by eight years or more, the amount of interaction 

and influence seemed to decrease (Powell & Ogle, 1985). 

Well Sibling-CMI Sibling Relationships 

When the sibling relationship involves a CMI sibling, 

normal functions and influences described earlier take on even 

greater relevancy. In a study by Gullekson (1982), well sib

lings experienced an intense aversion to "being" or behaving 

like their ill sibling and developed a strong desire/need to 

perceive themselves as normal and competent. This differen

tiation was mainly motivated by fear of emotional disturbance. 

The well siblings in that study also perceived a need to bury 

their feelings of closeness in a protective distance. The 

bonding which had taken place, based on shared past experi

ences, was not maintained due to the unpredictability of the 

CMI1s behavior. She considered sharing to be the basis of 
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cohesion; due to the nature of mental illness, siblings no 

longer had much in common. 

Adolescence is a time of struggling with the normal 

developmental tasks of identity formation, separation and 

individuation, as well as being a particularly sensitive time 

when peer conformity and acceptance are very important 

(Bernheim et al., 1982). The CMI1s behavior is perceived as 

intentional; "the resentment of young people toward one who 

disrupts their lives often takes the form of angry withdrawal" 

(p. 189). One brother wrote (Aronowitz, 1988): 

His [CMI brother's] life was decaying before my eyes 
and I couldn't stand to listen to him. My resentment 
of him grew as his behavior became more disruptive and 
aggressive. I saw him as being ultimately responsible 
for his behavior. As my anger increased, I withdrew 
from him (p. 35). 

The gender and age of the well sibling in relation to 

the ill sibling, as well as the number of siblings in the 

family, seemed to be factors contributing to the degree of 

adjustment. Siblings of the same gender as the ill sibling 

were affected more adversely than siblings of the opposite 

gender, and the greater the age difference between them, the 

more likely the well sibling was to be well adjusted, especi

ally older well siblings (Powell & Ogle, 1985). An example 

of the effect of age was described by a sister: "My older 

brother, who's sick, was always aggressive, always hated me. 

I never liked him. But my younger brother was my friend. 

We're only a year apart. I really loved him and when he got 



sick, I took it very hard" (Moorman, 1988, p. 50). According 

to Powell & Ogle (1985) larger families are better adjusted 

as not all hopes are on one normal sibling, but shared by all, 

to make up for the loss felt with the CMI. 

"All siblings who have a sister or brother with a 

handicap express a number of special concerns they have about 

themselves, their families, the community, and the future" 

(Powell & Ogle, 1985, p. 44). All sibling studies reviewed 

reported similar results in that: (1) siblings feared becom

ing mentally ill themselves, and (2) siblings feared having 

CMI offspring, both of which are understandable given the 

genetic risks involved (Bernheim et al., 1982; Carlisle, 1984; 

Gullekson, 1982; Prescott, 1988). Gullekson's (1982) study 

stated that "a majority of the participants stated a lack of 

concern that their children would be schizophrenic; however, 

only three of the 17 participants had their own biological 

children" (p. 95). Similarly, R. Dickens (personal communica

tion, September 25, 1988) stated that one-half of the siblings 

in his support group (ages in the 30s) were not married and 

the reasons they gave were: (1) fear of having a CMI child, 

and (2) life was on hold—just surviving. 

The fear that siblings have of becoming mentally ill 

themselves, though often unvoiced, can have powerful effects 

on the development of self-image and self-esteem (Bernheim & 

Lehman, 1985). According to Rosenberg (1979), self-esteem is 
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the totality of how an individual thinks and feels about 

oneself, and globally, how much the individual likes and 

approves of the perceived self as a whole. Crouch and Straub 

(1983) differentiated between basic self-esteem, which refers 

to the "self-esteem foundation that is laid during early life 

experiences," with the family of origin as the main source, 

and functional self-esteem, "which stems from an ongoing 

evaluation of interactions with other people and things" 

(p. 65). Basic self-esteem was stated to be "firmly estab

lished and relatively unchangeable" by adulthood, whereas 

functional self-esteem may fluctuate with environmental 

stressors. "With severe acute or chronic stress, functional 

self-esteem can regress to a level below that of basic self-

esteem" (Crouch & Straub, 1983, p. 65). Rosenberg (1965) also 

stated that high anxiety tended to lower self-esteem. 

Feeling connected to others and being accepted soci- . 

ally as part of the community at large has been shown to be 

an integral part of self-esteem (Lorr & Wunderlich, 1986; 

Sanford & Donovan, 1984). At the same time, differentiation 

and feeling like a unique being are also essential (Sanford 

& Donovan, 1984). 

Guilt is another concern of siblings which seemed to 

appear throughout the literature. It was associated with 

"survivor" guilt, "moving on" guilt, inability to rescue the 

sibling from mental illness, guilt for their anger, and guilt 



at possibly causing the illness (Bank & Kahn, 1975; Carlisle, 

1984; Gullekson, 1982; Prescott, 1988). Gullekson (1982) 

proposed that the "moving on" guilt of siblings, feeling that 

they had abandoned their CMI sibling, may contribute to a 

future lack of commitment in both personal relationships and 

career moves. Career choice for a majority of the siblings 

studied were in the helping professions (Bernheim & Lehman, 

1985; Carlisle, 1984; Gullekson, 1982; Powell & Ogle, 1985). 

Lefley's (1985) study reported that "66 percent [of the 

siblings] reported that the illness influenced their decision 

to enter the [mental health] field" (p. 366). 

"They [participants] were generally high achievers 

who experienced satisfaction and success in their work. This 

level of success in work exceeds the level of success in 

intimate relationships" (Gullekson, 1982, p. 98). Siblings 

seemed to have problems developing intimate relationships, 

which may have been attributed to the "expressed fears of both 

intrusion and of rejection/abandonment" (Gullekson, 1982, 

p. 92). Powell and Ogle (1985) also refer to the fear of 

rejection, especially by future spouses. Gullekson (1982) 

found that participants reported a change-over time in their 

ability to form and maintain intimate relationships, though 

others have noted longer-term problems in this area (Carlisle, 

1 984 ) . 
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Carlisle (1984) stated that stigma and shame had a 

great effect on outside relationships. "Talking to voices, 

conversational non sequiturs, poor grooming, pacing, and 

accusations against the family are examples of behavior that 

the family finds difficult to explain and that upset and 

frighten guests" (Bernheim & Lehman, 1985, p. 150). According 

to Hatfield (1981), the level of functioning of the CMI, how 

long they had been ill, and their age had a lot to do with the 

effectiveness of the family in coping with the illness and the 

effects on their lives. The more effective their coping was, 

the less they felt the stigma and shame associated with mental 

illness. She stated that more effective coping was associated 

with older CMIs, those who had been ill longer (around 12 

years), and thQse who exhibited a lower level of functioning. 

There was less effective coping associated with younger CMIs, 

who had been ill for eight years or less and functioned at a 

higher level. The criteria, used by Hatfield for level of 

functioning were: (1) high level of functioning; asympto

matic, active social life, living independently with no 

supervision, working or going to school, younger, and been 

ill for a shorter period of time; and (2) low level of 

functioning; older, full-time supervision and residential 

treatment, minimal activities, and longer length of illness. 

The reasons she gave for the more effective coping associated 
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with the lower level of functioning was acclimation to the 

illness and lower expectations of the CMI. 

Fear of the CMI sibling was almost unanimously 

reported in Gullekson's (1982) study by all participants. In 

looking at birth order and characteristics of aggression, 

Sutton-Smith and Rosenberg (1970) found that first-born 

children showed higher power tactics and second-born children 

showed many forms of counteraction against the power tactics, 

including aggression. They further stated that "older sisters 

showed practically no aggression at all. Older brothers and 

sisters were alike in avoiding the rough, injurious, hurting 

types of aggression which were typical of younger siblings" 

(p. 65). Whether or not this pattern is intensified in the 

mentally ill siblings was not addressed in the literature 

reviewed. 

Siblings also fear for the safety of their CMI 

sibling. They fear for their sisters, who are targets of 

victimization due to their lack of good judgment (Seeman, 

1986). The fear for their brothers often surrounded the issue 

of suicide. In a study by Hatfield (1978), one-third of 

patients had attempted suicide and four had succeeded. Sui

cide attempts are common among the mentally ill for two main 

reasons: (1) they can't face a lifetime of coping with their 

illness, and (2) command hallucinations, which is a symptom 

common to schizophrenia, telling them to kill themselves. In 
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those suffering from a bipolar disorder, during the manic 

phase of the illness, their judgment is so impaired that they 

put themselves in dangerous and sometimes lethal situations. 

In the case of suicide, the siblings' grief is for an 

actual death; however, most siblings reported feelings of loss 

and grief while their CMI sibling still lived. A study by 

Prescott (1988) reported the major finding as being that the 

siblings were stuck in the grieving process. "Ignorance, 

denial, anger, shame, pain, and finally acceptance, appear to 

comprise the grief reaction that the well siblings of schizo

phrenics experience. Siblings described grieving over the 

loss of a seemingly healthy sibling to schizophrenia" 

(Prescott, 1988, abstract). Many siblings were not able to 

let go of the sibling they grew up with and the loss remained 

unresolved. Younger siblings perceive the loss much greater, 

possibly based on age and developmental stage at the onset of 

the illness, or they may have received a great deal of care 

and attention from the older sibling before the onset of 

illness (Gullekson, 1982). 

For many siblings who participated in studies, the 

future was something they preferred not discussing or even 

thinking about (Aronowitz, 1988). "I once thought that when 

my mother died I would rather kill myself than have to take 

care of Sally [bipolar] as she did" (Moorman, 1988, p. 50). 

Bernheim and Lehman (1985) stated that most siblings worry 



39 

about the role of caregiver shifting to them in the future 

after the parents are no longer able. "Such concerns can lead 

to increasingly distancing oneself (both physically and 

emotionally) from the family or putting off investment in 

personal goals indefinitely as one waits for the axe to fall" 

(Bernheim & Lehman, 19 85, p. 21). 

Summary 

In 1963 deinstitutionalization began a new chapter in 

the history of mental illness. Since then, families have been 

the primary caregivers. The incidence of mental illness has 

continuously increased, making it a subject that needs to be 

addressed, especially in Arizona. Over the past 40 years, 

the focus of research has shifted from the role of families 

in the etiology of mental illness to the role of families as 

victims of the effects of mental illness. It has only been 

in the last eight to ten years that researchers have begun to 

look at the effects of mental illness on siblings. Many of 

the effects identified by parents were similar to those 

identified in siblings of CMIs; however, there appear to be 

some effects which are specific to siblings. The specialty 

of the sibling relationship appeared to be an important factor 

in some of these effects as well as the well siblings' age at 

onset of the CMI sibling's illness. 

The four main sibling studies reviewed in this study 

(Carlisle, 1984; Gullekson, 1982; Lefley, 1985; Prescott, 
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1988) were all conducted with in-depth interviews using mostly 

open-ended questions; sample sizes were all comparatively 

small (N = 6-32). The purpose of this study was to add to the 

limited knowledge on the effects of mental illness on siblings 

and to develop and pilot a standardized questionnaire, based 

on results of past interviews, which would allow for research 

with a much larger sample size and accommodate inferential 

statistics to the population at large. Hopefully, by increas

ing our understanding of the special needs of siblings, future 

mental health providers will be able to procure funds and 

implement programs to meet those needs. 
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CHAPTER 3 

METHOD 

Participants 

Siblings of the chronically mentally ill have not yet 

organized a local support group; therefore, a local family 

support group and an acute care mental health facility, both 

in the southwestern United States, were contacted in order to 

locate siblings for this study. The criteria established for 

selecting the participants were: (1) the well sibling of a 

CMI, (2) 21 years of age or older, (3) only one sibling per 

family so as to limit confounding due to individual familial 

attitudes, and (4) residency within the state. 

Forty siblings were selected based on these criteria: 

20 from the support group, and 20 from the acute care 

facility. It should be noted that siblings identified by the 

family support group were either sons and daughters of active 

parents in the group or active members themselves, and those 

identified by the acute care facility were involved with the 

treatment of their CMI sibling or known by the staff. No 

steps were taken to assure a random sample at this time. 

Confidentiality of participants was considered essential, and 

all questionnaires were coded with a three-digit number to 
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avoid the use of names. The first digit of each number 

identified which group participants were from. 

Research Instrument 

The questionnaire used in this study was developed 

with two goals in mind: (1) to identify and assess the 

effects of chronic mental illness on well siblings in a format 

conducive to objective analysis and reproducibility, and 

(2) to offer prospective participants an instrument which 

would require a minimal investment of time. 

The instrument was divided into four parts to 

facilitate analysis and discussion. The first part was for 

gathering demographic data, which included gender, age, 

marital status, ethnic identification, employment status, 

annual income, and educational level. In addition, partici

pants were asked for their parents' marital status, ages, 

employment status, and annual income. This would provide some 

background on the family of origin's dynamics and socioecon

omic status. 

Also included in the demographic data was information 

about all other siblings, including birth order and gender, 

and the birth position and history of the CMI sibling. A 

small section inquiring about the relationship of the parti

cipant to the CMI sibling completed Part I. 

Part II of the questionnaire consisted of the Rosen

berg Self-esteem (RSE) scale (Rosenberg, 1965). According to 
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Lorr and Wunderlich (1986), "It (RSE) is probably the most 

widely applied scale of its kind" (p. 20). This scale is a 

ten-item Guttman scale, intended to assess global self-esteem 

(Rosenberg, 1979). Through examination and testing, the RSE 

was found to have face validity, construct validity, and 

internal reliability (Rosenberg, 1965, 1979). 

The decision to include the RSE was based on the 

possible effects of mental illness on self-esteem alluded to 

in the literature reviewed (Bernheim & Lehman, 1985; Lorr & 

Wunderlich, 1986; Rosenberg, 1965; Sanford & Donovan, 1984). 

The studies reviewed, however, failed to report any use of a 

self-esteem scale to investigate such effects. 

To reduce the effect of respondent set, Rosenberg 

(1965) alternated "positive" and "negative" items in his 

scale. In scoring the scale in this study, items 1, 2, 4, 6, 

and 7 were reversed in accordance with Rosenberg's alternating 

items. Calculation of scores was done using the Guttman 

procedure, which yields a seven-point scale from a ten-item 

scale. Scale Item I was contrived from the combined responses 

to items 1, 2 and 3, with answers to 2 or 3 out of 3 being 

positive yielding a positive (positive = low self-esteem) for 

Scale Item I. Scale Item II was contrived from the combined 

responses to items 4 and 5, with 1 or 2 out of 2 positive 

considered as positive for Scale Item II. Scale Items III, 

IV and V are scored as positive or negative based on responses 
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to items 6, 7, and 8. Scale Item VI was contrived from the 

combined responses to items 9 and 10, with 1 or 2 out of 2 

positive considered as positive for Sale Item VI. The number 

of positives was then totaled and scaled from 0 through 6, 

with 0 or 1 being high self-esteem, 2, 3 or 4 being medium 

self-esteem, and 5 or 6 being low self-esteem (Rosenberg, 

1965). 

The third part of the instrument was comprised of 

eight domains, each containing five items. The domains chosen 

for investigation were based on results reported in the lit

erature and included family relations (items 1-5), relations 

with ethers (6-10), grief and mourning (11-15), financial 

concerns (16-20), career (21-25), safety issues (26-30), and 

genetic concerns (odds, 31-39). One domain included in this 

instrument that was not really addressed in the literature on 

siblings was education and self-help (evens, 32-40). Based 

on this researcher's experience, this has been an important 

factor in the adjustment of siblings to mental illness. In 

scoring these items, the following items were reversed: 1, 

3, 5, 6, 8, 10, 12, 14, 16, 18, 20, 21, 23, 25, 26, 28, 30, 

31, 33, 35, 37, and 39. Upon completion of the responses to 

these items, participants were asked to circle which item they 

found most distressing. 

The final part of the questionnaire was subjective, 

and though it was not used in the analysis of data, it will 
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be commented on in the Discussion chapter. Participants were 

asked to comment on any areas that may affect them as siblings 

of CMIs which were not included in the objective parts of the 

instrument. Data from their comments may be important in 

refining the questionnaire for future use. 

Procedure 

Questionnaires were mailed to all potential parti

cipants along with a cover letter, explaining confidentiality 

and voluntary participation, and a pre-addressed stamped 

envelope for the return of the completed instrument. A 

deadline for returning the questionnaires was stated in the 

cover letter: 20 days from the date that the questionnaires 

were sent to the identified siblings. 

No follow-up communication was sent urging parti

cipation for the following reasons: (1) to clearly assess the 

difference in response rate between the two groups without 

researcher interference or bias, (2) to avoid pressuring 

subjects to participate and possibly confounding the results, 

and (3) to avoid undue stress on subjects who may be involved 

in a current exacerbation of their CMI siblings in the acute 

care facility. 

An abstract of the results was sent to those parti

cipants who indicated, on the questionnaire, a desire to 

receive one. 
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Research Design 

The research design used in this study was a correla

tional design (Bootzin & Acocella, 1988). This design seeks 

to find the relationships between subjects' characteristics 

and their performance, effectively meeting two of the objec

tives of the scientific method, description and prediction 

without making causal inferences (p. 608). Use of the corre

lational approach allows for the specification and assessment 

of the degree of relation between and among variables, which 

made it appropriate for this study (Elmes et al., 1985). 

Data Analysis 

The statistical procedures used in this study were 

frequency distributions, measures of central tendency, the 

Pearson Correlation Coefficient, Two-way Chi-square Test, and 

T-tests. Frequency distribution and measures of central 

tendency were used to analyze the demographic data and iden

tify participants and CMI siblings, to analyze self-esteem of 

the separate groups, and to analyze how participants responded 

to the eight domains being investigated. 

Limitations of the Study 

The following were recognized as limitations of this 

study: 

1. The siblings participating in this study were volun

teers, therefore possessing characteristics that may 
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potentially differentiate them from the non-volunteers 

who were asked to participate. 

2. The small sample size and the fact that the sample was 

not randomly selected limits the generalizability to 

the general population. 

3. Due to the use of a self-report instrument, results 

were limited to the memory, honesty, and openness of 

the participants. 

4. Since this was a pilot study with this instrument, 

validity and reliability have not yet been estab

lished . 

5. Ethnic data in this study were insufficient for ana

lysis as most siblings solicited from varied ethnic 

backgrounds chose not to volunteer. 

6. The eight domains investigated in this study were 

restricted to five statements each, which limited any 

assumptions made. 

Summary 

This study examined the effects of chronic mental 

illness on well siblings. The study sample was comprised of 

siblings solicited through a local family support group and 

an acute care mental health facility, both in the southwestern 

United States. A questionnaire was developed and mailed to 

the chosen siblings to complete. Included in the question

naire were demographic data, information about the CMI 
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sibling, and the Rosenberg Self-esteem scale. Also investi

gated were the effects of mental illness related to family 

relations, relations with others, grief and mourning, finan

cial concerns, career, safety issues, genetic concerns, and 

education and self-help. A correlational design was employed. 

Data was analyzed using descriptive statistics, Pearson 

Correlation Coefficient, Two-way Chi-square Test, and T-test. 
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CHAPTER 4 

RESULTS 

Introduction 

The purpose of this study was to identify possible 

effects associated with having a chronically mentally ill 

(CMI) sibling and factors assocated with variations in these 

effects. Eight areas of intrapsychic and interpersonal focus 

were identified to examine possible effects, based on previous 

research and personal accounts of well siblings of CMIs. 

Demographic data were compiled to determine if there were 

differences between respondents based on personal character

istics or the characteristics of their CMI siblings. The 

amount of education about mental illness and participation in 

self-help groups was investigated as a variable which could 

alter the effects of having a CMI. Participants from the 

family support group were compared to those from the acute 

care mental health facility to determine if there were 

differences in the effects based upon involvement in an 

organized support network. One general research question was 

generated about each of these areas of focus. Significant 

results of the data analysis and observations of interest 

for each of these questions are presented in this chapter 

following a demographic description of the participants and 
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their families. Tables are included to further explain the 

findings. 

Description of Participants 

The participants in this study were 17 well siblings 

with a CMI sibling. These participants were solicited through 

a local family support group (Respondent N = 14) and from an 

acute care mental health facility (Respondent N = 3) in the 

southwestern United States. The demographic variables 

selected to describe the participants included gender, age, 

marital status, ethnicity, employment, annual income, and 

education level. The following data regarding the parents 

were supplied by the participants: marital status, age, 

employment, and annual income. The demographic data are 

presented in Table 1. 

There were 12 females and 5 males who responded out 

of an original number of 24 females and 16 males asked to 

participate in the study. The mean age was 34.2, with almost 

50% of the sample being aged 30 or younger. One participant 

was only 17, which was not anticipated; due to the small 

number in the study it was decided to include that question

naire in this study. 

Over half the participants (n = 10, of 17) were 

married. There were 6 single and 1 separated participants. 

Fifteen of the respondents identified their ethnicity as white 
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Table 1. Demographic data for respondents. 

Characteristic Category N % 

Gender Male 5 29.4 
Female 12 70.6 

Age 17-30 8 47.0 
31-40 6 35.3 

Range, 17-58 41-50 2 11.8 
Mean, 34.2 51-60 1 5.9 

Marital Status Single 6 35.3 
Married 10 58.8 
Separated 1 5.9 

Ethnicity White 15 88.2 
Hispanic 2 11.8 

Employment Full Time 10 58.8 
Part Time 6 35.3 
Not Employed 1 5.9 

Annual Income $30,000 plus 5 29.4 
$20,000-29,999 2 11.8 
$15,000-19,999 4 23.5 
Below $15,000 6 35.3 

Education Level Graduate Degree 4 23.5 
College Degree * 7 41.2 
Some College 5 29.4 
High School 1 5.9 

Parents Married 9 60.0 
Divorced 5 33.3 
Widowed 1 6.7 

Mother Remarried 1 

Age 41-50 3 17.6 
51-60 4 23.5 
61-70 6 35.3 
71-80 2 11.8 
Deceased 2 11.8 

Employment Full Time 5 33.3 
Part Time 1 6.7 
Not Employed 9 60.0 
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Table 1—Continued 

Characteristic Category N % 

Annual Income $30,000 plus 1 10.0 
$20,000-29,999 2 20.0 
$15,000-19,999 3 30.0 
Below $15,000 4 40. 0 

Father Remarried 3 

Age 41-50 2 11.8 
51-60 5 29. 4 
61-70 4 23.5 
71-80 2 11.8 
Deceased 4 23. 5 

Employment Full Time 6 50. 0 
Part Time 1 8.3 
Not Employed 5 41. 7 

Annual Income $30,000 plus 8 72. 7 
$20,000-29,999 2 18.2 
$15,000-19,999 1 9.1 

Note; Blank items were not included in computation of 
percentages. 
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and only two were Hispanic, which prevented any comparison 

between ethnic groups. 

An annual income in excess of $30,000 was reported by 

5 of the participants, all of whom had college degrees; 4 were 

employed full-time and 1 part-time. Two of the participants 

reported an annual income of $20,000-$29,999, both with 

degrees, one full-time and one part-time. Three participants 

held degrees and worked full-time, with an annual income 

between $15,000 and $19,000. One participant with a degree 

was currently unemployed, with an annual income below $15,000. 

Five of the participants reported having some college, 1 

working full-time with an income between $15,000 and $19,999, 

one working part-time with an income below $15,000, and three 

working part-time with an income below $15,000. Since there 

was no information to determine whether these participants 

were also students, no assumption could be made based on this 

information.as to socioeconomic status. The last participant 

had no college and worked part-time, with an annual income 

below $15,000; this was the 17 year old. 

The parents of the participants were, for the most 

part, married: 9 married, 5 divorced, and 1 widowed. The 

missing 2 sets of parents were both deceased. One mother and 

3 fathers have been remarried. The majority of parents ranged 

between 51 and 7 0 years of age. Two of the mothers and 4 of 

the fathers were deceased. 
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Additional demographic data were compiled to establish 

the participant's birth position within the sibling group, 

size of the sibling group, participant's age at the onset of 

the illness, and proximity and likeness of the participant to 

the CMI sibling. Tables 2 and 3 present this data. 

Birth positions were categorized as oldest, middle and 

youngest. The male participants were divided, with 3 being 

the oldest and 2 the youngest. The female participants were 

more evenly distributed, with 3 being the oldest, 4 middle, 

and 5 youngest. Mean size of the sibling groups was 3.4. 

The mean age of respondents at the onset of the 

illness in their sibling was 22.2. The majority of the 

participants were going through early adolescence, or late 

adolescence into early adulthood when the mental illness 

began. This means that they were struggling with the normal 

tasks associated with these life stages and the major tran

sitions that accompany them while they were also trying to 

cope with the stresses of living with mental illness. 

Proximity of the participant to the CMI was categor

ized as older (by 1-4 years or over 4 years) or younger (by 

1-4 years or over 4 years). A slightly higher number of 

participants were older than the CMI, with 9 being older and 

7 being younger. One participant failed to designate whether 

it was the older sister or the younger sister who was mentally 

ill. Twelve of the participants were within 1-4 years of the 



Table 2. Participant birth order and sibling group. 

Characteristic Category N % 

Birth Position 

Male (N = 5) Oldest 3 17.6 
Middle 0 
Youngest 2 11.8 

Female (N = 12) Oldest 3 17.6 
Middle 4 23.5 
Youngest 5 29.4 

Age at Onset 7-12 3 18.8 
16-21 5 31.3 

Range, 7-46 23-28 4 25.0 
Mean, 22.2 30-46 4 25.0 

Size of Sibling Group 2 siblings 3 17.6 
3 siblings 7 41.2 

Range, 2-6 4 siblings 6 35.3 
Mean, 3.4 6 siblings 1 5.9 
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Table 3. Participant proximity and likeness to CMI. 

Likeness 

Proximity MM FF MF FM 

Older 

by 1-4 years 2 2 1 1 

> 4 years 0 0 0 1 

Younger 

by 1-4 years 0 1 2 3 

> 4 years 0 0 0 3 

Note; M = Male, F = Female 

1st designation = participant 

2nd designation = CMI 

Missing pair (FF) didn't show CMI age 
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CMI's age; four were spaced by more than 4 years apart from 

the CMI. Likeness of the participants to the CMI sibling was 

determined by same gender (MM/FF) or opposite gender (MF/FM). 

Six sibling pairs were alike and 11 were unalike. 

Description of CMI Siblings 

The final group of demographic variables was selected 

to describe characteristics of the CMI siblings. These were 

gender, age, diagnosis, length of illness (LOI), number of 

hospitalizations in the last 5 years, average length of stay 

(LOS), current residence, and level of functioning (LOF). 

Ten of the 17 CMI siblings were male and 7 were 

female. Ages ranged from 20-62, with the mean being 34.6. 

There was a vast range in the LOI, from 1-49 years, with a 

mean of 12.9. 

Number of hospitalizations in the last 5 years ranged 

from 0-19, with a mean of 3. The average LOS was 27.9 days, 

with a range of 1-90 days. Ten of the CMIs were identified 

as living independently, 4 in group homes, and 1 each living 

in parental home, hospital, and other. In this study, "other" 

was used to indicate a CMI whose present whereabouts are 

unknown. These 3 variables were used together to determine 

the LOF, which was designated as high (N = 6), medium (N = 5), 

low (N = 3), or undetermined (N = 3). The criteria for a high 

LOF were (1) number of hospitalizations less than or equal to 

3, (2) an average LOS of 0-7 days, and (3) currently living 
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independently or in a group home. A medium LOF was designated 

if (1) the number of hospitalizations was 3-5, (2) the average 

LOS was 14-21 days, and (3) current residence was indepen

dently or in a group home. Those CMI1s who were designated 

as low LOF (1) had 3-5 hospitalizations, (2) LOS was 90 days 

or more, and (3) were currently residing in a group home. 

There were two exceptions to these criteria. One was a CMI 

who had only been hospitalized one time but for a period of 

42 days; a medium LOF was assigned. The other exception was 

a CMI who had been hospitalized 5 times, with an average LOS 

of 10 days, who is currently missing; a low LOF was assigned. 

Two of the 3 CMIs whose LOF was undetermined were missing 

data. The third one was described as being "high functioning" 

by the participant in the comment section of the question

naire, despite the fact that there have been 19 hospitali

zations in the last 5 years. It was explained that the 

hospitalizations were part of a behavioral program established 

by the participant and the CMI's therapist, and that it has 

been very effective. Since the comments were not used in the 

analysis of data in this study and the data were contrary to 

the comments, the LOF was considered undetermined. These CMI 

characteristics are presented in Table 4. 
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Research Questions 

Research Question 1 

The first research question examined the status of 

self-esteem, family relationships, relationships with others, 

mourning, financial concerns, career, safety concerns, and 

genetic concerns for those having a CMI sibling. Each of 

these areas were examined separately. 

Self-esteem was assessed using the Rosenberg Self-

Esteem Scale (RSE). Scores were calculated using the Guttman 

procedure, which yields scores ranging from 0-6. The partici

pants' scores ranged from 4-6, with a mean of 5.8. With a 

high score being a 5 or 6, medium being 2, 3, or 4, and low 

being 0 or 1 , sixteen of the participants were assessed as 

having high self-esteem and one as having medium self-esteem. 

None of the participants scored lower than 4. 

The other domains investigated were comprised of five 

statements each, using a four-point Likert format for respon

ses. No instructions were given to participants regarding how 

to respond to statements they might deem not applicable to 

them. It was thought that any such instructions could be used 

to avoid responding to statements which were uncomfortable. 

A total of fourteen items among the seventeen participants 

were left blank, usually with notes from the participants that 

they were not applicable in their situation. Four items were 

dropped from the study as being invalid: 1, 9, 15, and 19. 
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Table 4. Characteristics of CMI sibling. 

Characteristic Category N % 

Gender Male 10 58.8 
Fema1e 7 41.2 

Age 20-30 5 31.2 
31-40 9 56.3 

Range, 20-62 41 plus 2 12.5 
Mean, 34.6 

Diagnosis Schizophrenia 10 66.7 
Schizoaffective 2 13.3 
Bipolar 3 20.0 

Length of Illness 1-3 years 3 18.8 
7-15 years 8 50.0 

Range, 1-49 18-22 years 4 25.0 
Mean,12.9 49 years 1 6.2 

Number Hospitaliza 0 3 18.8 
tions, last 5 years 1-3 10 62.5 

4-5 2 12.5 
Range, 0-19 19 1 6.2 
Mean, 3.0 

Average LOSa 1-7 days 4 30.8 
8-14 days 2 15.4 

Range, 1-90 21 days 3 23.1 
Mean, 2 7.9 42 days 1 7.6 

90 days 3 23.1 

Current Residence Parental Home 1 5.9 
Group Home 4 23.5 
Independent 10 58.8 
Hospital 1 5.9 
Other 1 5.9 

Level of Functioning High 6 35.3 
Medium 5 29.4 
Low 3 17.6 
Undetermined 3 17.6 

3 LOS = Length of stay 
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Responses in each of the domains being investigated 

were examined by calculating mean scores individually for each 

of the 36 items (see Table 5). A mean score of 3.0 or less 

was considered low, indicating specific areas of concern, or 

trends, among the well siblings in this study that were 

similar to those in the literature. The mean score of 2.4 for 

item 4 suggests a general lack of discussion about feelings, 

related to the CMI, among family members. This "don't talk" 

attitude seemed to spread to friends and coworkers as well, 

according to the responses (see items 4, 7, 22). The unpre

dictability of behavior and embarrassment associated with it 

appeared to be stressful to participants. Mean scores on 

items 11 and 12, which represented the first two tasks of 

mourning, were low (both 2.5), indicating that the partici

pants may be "stuck" in the mourning process, as described in 

the results of the study by Prescott (1988). A feeling that 

the financial needs of the CMI sibling come first seemed to 

be apparent from the responses as well as expectation/fear of 

the future responsibility for the CMI. Fear of having a CMI 

offspring was indicated by participants, though fear of 

becoming mentally ill themselves did not seem to be an issue. 

This could be associated with the fact that the mean age of 

the participants was 34.2, which is generally beyond the age 

of onset of mental illness, though there are exceptions. 
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Table 5. Mean scores of questionnaire items 2-40. 

Item Mean* 

Family relationships 

2 My other siblings accept as much 2.4 
responsibility as I do 

3 My family has broken apart due to (R) 3.4 
the stress of a CMI member 

4 My family talks about its feelings 2.4 
about having a CMI member 

5 The family focus is on the CMI (R) 3.7 
sibling and I feel neglected 

Relationships with others 

6 I am ashamed to bring others to (R) 3.1 
family gatherings 

7 I talk about my feelings about 2.6 
CMI with supportive friends 

8 I avoid intimate relationships (R) 3.6 
for fear of rejection due to CMI 

10 Going out and having fun with (R) 3.5 
friends makes me feel guilty 

Mourning 

11 The sibling I knew before the 2.5 
illness is gone forever 

12 I feel great pain when I think (R) 2.5 
about my CMI sibling 

13 My role as sibling has had to 3.1 
change due to illness 

14 My life is on hold while I (R) 3.4 
help care for my CMI sibling 

Financial 

16 Financial burden of illness (R) 3.3 
has affected my lifestyle 

17 It's OK for me to spend money 2.5 
on personal luxuries 

18 I fear financial responsibility (R) 2.6 
for CMI when parents no longer able 

20 Financial needs of the CMI take (R) 2.8 
priority over other siblings' needs 



Table 5—Continued 
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Item Mean 

Career 

21 The needs of CMI sibling have (R) 3.6 
affected my career 

22 I have told my employer/coworkers 2.6 
that I have a CMI sibling 

23 Flexibility of work hours for (R) 3.7 
availability to CMI is a major 
factor in my career choice 

24 Employer/coworkers are understanding 2.6 
of special circumstances 

25 Needs of CMI have interfered (R) 3.6 
with my present career 

Safety 

26 I am fearful that my CMI (R) 3.5 
sibling may harm me 

27 The erratic behavior of my CMI 1.9 
sibling does not upset me 

28 I worry that my CMI sibling (R) 3.0 
may attempt/commit suicide 

29 Police involvement with my CMI 2.1 
sibling does not embarrass me 

30 My CMI sibling's mood swings (R) 2.7 
keep me on edge 

Genetic 

31 I fear that I may become (R) 3.2 
mentally ill 

33 I fear having children who (R) 2.6 
could be mentally ill 

35 I have thought of sterilization (R) 3.7 
to prevent having offspring 

37 I am angry at my parents for (R) 3.8 
the mental illness 

39 I avoid intimate relationships (R) 3.6 
which would produce children 
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Table 5—Continued 

Item Mean 

Education and self-help 

32 I read articles and books on 2.4 
chronic mental illness 

34 I belong to a support group 1.9 
and attend group meetings 

36 I attend educational groups to 2.1 
better understand mental illness 

38 I have sought counseling to work 1.9 
through my feelings 

40 I have interacted with my sibling's 2.5 
psychiatrists and social workers 

Note: Items 1, 9, 15, and 19 were dropped from study. 

* 1 =' Never 
2 = Sometimes 
3 = Often 
4 = Always 

1.0 - 2.9 = Low score indicating area of concern 
3.0 - 4.0 = High score indicating not area of concern 

(R) = Item reversed for scoring 
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It appeared that each of the domains under investi

gation did show areas of concern associated with having a CMI 

sibling, though to differing degrees. Self-esteem, based on 

the high scores overall, did not appear to have any negative 

effects associated with having a CMI sibling. 

Research Question 2 

The second research question examined possible 

differences in the effects associated with having a CMI 

sibling by gender, age, birth order, ethnicity, marital 

status, socioeconomic status, and educational level. No 

significant relationship was seen between self-esteem and the 

different variables being examined, possibly due to the 

homogeneity of the self-esteem scores. The ethnicity of the 

participants was also too homogeneous (15 White, 2 Hispanic) 

to allow for any distinct differences to appear; marital 

status correlations were insignificant. 

Socioeconomic status of the participants was estimated 

to be middle-class to upper middle-class, based on the educa

tional level and annual income of the participants, along with 

the combined annual income of the parents. Since this vari

able was also relatively homogeneous, it was decided not to 

perform analyses for differences among participants based on 

socioeconomic status. 
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Significant Findings 

To identify possible differences by gender, 

respondents were divided by gender and likeness to the CMI 

sibling; likeness was defined as MM/FF and MF/FM pairs. Mean 

scores, by item, were calculated for each group, and T-tests 

were performed to assess the differences between the groups 

(refer to Tables 6-12). The only significant difference by 

gender alone was on item 29 (Police involvement with my CMI 

sibling does not embarrass me). The mean score for male 

respondents was 1.25 and for female respondents was 2.46 

(t = 2.20, p < .047), indicating male respondents were more 

embarrassed than female respondents. 

The T-test performed with the likeness groups showed 

significant differences in responses to three items: 

1. Item 12 [I feel great pain when I think about my CMI 

sibling], 

2. Item 31 [I fear that I may become mentally ill], and 

3. Item 33 [I fear having children who could be mentally 

ill] . 

Respondents from alike sibling pairs (MM/FF) scored signifi

cantly higher, indicating less concern on all three of these 

items, with mean scores of 3.00, 3.83, and 3.33, respectively; 

comparable scores for the MF/FM group were 2.18, 2.91, and 

2.27. For item 12, t = - 2.26, df = 15, p < .04; for item 31, 

t = -2.94, df = 15, p < .01; and for item 33, t = -2.95, 
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Table 6. Family relationship items mean comparisons between 
groups dichotomized on Likeness, Proximity, and 
Spacing Variables. 

Likeness Proximity Spacing 

Item MM/FF MF/FM Younger Older 1-4 4 

2. My other sib
lings accept 
as much res
ponsibility 
as I do 

2.3 
(4)* 

2.5 
(10) 

2.7 
(7) 

2.0 
(6) 

2.6 
(9) 

2.0 
(4) 

T Value • 35 -1 .08 .76 

3. My family has 
broken apart 
due to the 
stress of a 
CMI member 

3.4 
(5). 

3.4 
(11) 

3.7 
(9) 

3.0 
(7) 

3.3 
(12) 

3.5 
(4) 

T Value -.07 1 .43 -.29 

4. My family talks 
about its feel
ings about hav
ing a CMI member 

2.3 
(6) 

2.5 
(11) 

2.4 
(9) 

2.4 
(7) 

2.5 
(12) 

2.3 
(4) 

T Value • 33 • 04 .58 

5. The family focus 
is on the CMI 
sibling and I 
feel neglected 

3.8 
(6) 

3.6 
(11) 

4.0 
(9) 

3.3 
(7) 

3.7 
(12) 

3.8 
(4) 

T. Value — . 49 1 .95 -.18 

* Figure in ( ) = N for that mean 
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Table 7. Relationships with others items mean comparisons 
between groups dichotomized on Likeness, Proximity, 
and Spacing variables. 

Likeness Proximity Spacing 

Item MM/FF MF/FM Younger Older 1-4 4 

6. I am ashamed 
to bring others 
to family 
gatherings 

T Value 

7. I talk about my 
feelings about 
CMI with sup-
tive friends 

T Value 

8. I avoid intimate 
relationships 
for fear of 
rejection due 
to CMI 

T Value 

10. Going out and 
having fun with 
friends makes 
me feel guilty 

T Value 

3.4 3.0 3.2 
(5)* (11) (9) 

-.67 

2.3 2.8 2.9 
(6) (11) (9) 

1 . 1 2  

3.8 3.5 3.9 
(6 ) (11). (9) 

-.65 

3.5 3.5 3.7 
(6) (11) (9) 

- . 1 1  

2.8 3.3 2.5 
(6) (11) (4) 

. 6 6  1 . 2 2  

2.1 2.6 2.5 
(7) (12) (4) 

1 . 9 9  . 1 7  

3.3 2.6 2.5 
(7) (12) (4) 

1.39 .32 

3.1 3.4 3.5 
(7) (12) (4) 

1.31 -.17 

* Figure in ( ) - N for that mean 
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Table 8. Mourning items mean comparisons between groups 
dichotomizied on Likeness, Proximity, and Spacing 
variables. 

Item 

Likeness Proximity Spac !in? 

Item MM/FF MF/FM Younger Older 1-4 4 

11 . The sibling I 2.6 2.5 2.5 2.6 2.7 2.0 
knew before (5)** (10) (8) (7) (12) (3) 
the illness is 
gone forever -

T Value -. 18 -.13 1.05 

12. I feel great 3.0 2.2 2.0 3.0 2.5 2.3 
pain when I (6) (11) (9) (7) (12) (4) 
think about 
my CMI sibling 

T Value -2.26* -3.03 * .52 

13. My role as 3.2 3.0 2.9 3.4 3.5 2.3 
sibling has (6) (10) (8) (7) (11) (4) 
had to change 
due to the 
illness 

T Value -.34 -1.19 2.72* 

14. My life is on . 3.2 3.5 3.6 3.0 3.3 3.5 
hold while I (6) (11) (9) (7) (12) (4) 
help care for 
my CMI sibling 

T Value 93 2.01 -.71 

* Significant at level p < .05 
** Figure in ( ) = N for that mean 
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Table 9. Financial items mean comparisons between groups 
dichotomized on Likeness, Proximity, and Spacing 
variables. 

Item 

Likeness Proximity Spacing 

Item MM/FF MF/FM Younger • Older 1-4 4 

16. Financial 3.2 3.4 3.7 2.7 3.3 3.3 
burden of (6)* (11 ) (9) (7) (12) (4) 
illness has 
affected my 
lifestyle 

T Value . 36 1 .93 0 

17. It's OK for 2.5 2.6 2.6 2.4 2.6 2.3 
me to spend (6) (11) (9) (7) (12) (4) 
money on per
sonal luxuries 

T Value .09 • 25 .58 

18. I fear finan 3.0 2.5 2.4 2.8 2.6 2.8 
cial responsi (4) (11) (9) (6) (11) (4) 
bility for CMI 
when parents no 
longer able 

T Value -1.14 -.88 -.41 

20. Financial needs 3.0 2.7 2.8 2.9 2.8 2.8 
of the CMI take (6) (11) (9) (7) (12) (4) 
priority over 
other siblings' 
needs 

T Value -.73 -.20 .19 

* Figure in ( ) = N for that mean 
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Table 10. Career items mean comparisons between groups 
dichotomized on Likeness, Proximity, and Spacing 
variables. 

Likeness Proximity Spacing 

Item MM/FF MF/FM Younger Older 1-4 4 

21. The needs of 
CMI sibling 
have affected 
my career 

3.7 
(6) 

3.6 
( 11 ) 

3.8 
(9) 

3.3 
(7) 

3.4 
(12) 

4.0 
(4) 

T Value 27 1.10 -1.14 

22. I have told my 
employer/co-
worker that I 
have a CMI 

2.5 
(6) 

2.7 
(11) 

2.9 
(9) 

2.3 
(7) 

2.7 
(12) 

2.5 
(4) 

sibling 

T Value 38 1 .05 .24 

23. Flexibility of 
work hours for 
availability 
to CMI is a 
major factor in 
my career choice 

3.8 
( 6 )  

3.6 
(11) 

3.9 
(9) 

3.4 
(7) 

3.7 
( 1 2 )  

3.8 
(4) 

T Value -.49 1.17 - . 1 8  

24. Employer/co-
workers are 
understanding 
of special 
circumstances 

2 . 0  
(4i 

2.9 
( 1 0 )  

2.9 
( 8 )  

2.3 
( 6 )  

2.7 
( 1 1  )  

2.3 
(3) 

T Value 1 .47 92 .54 

25. Needs of CMI 
have interfered 
with my present 
career 

3.5 
( 6 )  

3.6 
(11) 

3.7 
(9) 

3.4 
(7) 

3.5 
( 1 2 )  

3.8 
(4) 

T Value .42 74 - .68  

* Figure in ( ) = N for that mean 
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Table 11. Safety items mean comparisons between groups 
dichotomized on Likeness, Proximity, and Spacing 
variables. 

Likeness Proximity Spacing 

Item MM/FF MF/FM Younger • Older 1-4 4 

26. I am fearful 
that my CMI 
sibling may 
harm me 

3.8 
(6)* 

3.4 
(11) 

3.4 
(9) 

3.6 
(7) 

3.7 
(12) 

3.0 
(4) 

T Value - 1 .55 -.39 2.00 

27. The erratic 
behavior of my 
CMI sibling 
does not upset 

1 .7 
(6) 

me 

2.0 
(11) 

2.0 
(9) 

1 .7 
(7) 

1 

1 .8 
(12) 

2.0 
(4) 

T Value 1 . 10 .91 -.45 

28. I worry that 
my CMI Sibling 
may attempt/ 
commit suicide 

3.2 
(6) 

2.9 
(11) 

3.1 
(9) 

2.9 
(7) 

2.9 
(12) 

3.3 
(4) 

T Value -.82 .79 -.91 

29. Police involve
ment with my 
CMI sibling 
does not 
embarrass me 

- 2.2 
(6) 

2.1 
(9) 

1 .9 
(7) 

2.1 
(7) 

2.0 
(10) 

2.0 
(4) 

T Value -.10 -.54 0 

30. My CMI sib
ling's mood 
swings keep 
me on edge 

2.5 
(6) 

2.8 
(11) 

2.8 
(9) 

2.6 
(7) 

2.7 
(12) 

2.8 
(4) 

T Value 67 .42 -.15 

* Figure in ( ) = N for that mean 
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Table 12. Genetic items mean comparisons between groups 
dichotomized on Likeness, Proximity, and Spacing 
variables. 

Likeness Proximity Spacing 

Item MM/FF MF/FM Younger Older 1-4 4 

31. I fear that I 
may become 
mentally ill 

3.8 
(6)** 

2.9 
(11) 

3.1 3.3 
(9) (7) 

3.3 
(12) 

3.0 
(4) 

T Value -2 .94* -.45 -.56 

33. I fear having 
children who 
could be men
tally ill 

3.3 
(6) 

2.3 
(11) 

2.2 3.0 
(9) (7) 

2.7 
(12) 

2.3 
(4) 

T Value -2.95' - 2 . 1 0 *  .88 

35. I have thought 
of steriliza
tion to prevent 
having offspring 

3.8 3.6 4.0 3.3 3.7 3.8 
(6) (11) (9) (7) (12) (4) 

T Value -.49 1 .95 - .18 

37. I am angry at 4.0 3.6 3.9 3.6 3.7 4.0 
my parents for (6) (11) (9) (7) (12) (4) 
the mental 
illness 

T Value -.95 . 8 0  -.73 

39. I avoid inti
mate relation-
tionships which 
could produce 
children 

3.8 3.5 3.8 3.3 3.7 3.3 
(6) (11) (9) (7) (12) (4) 

T Value -.85 1 . 1 0  .80 

* Significant at level p < .05 
** Figure in ( ) = N for that mean 



df = 15, p < .01. It was expected that the MM/FF group would 

report more concern on most of the items based on their 

similarity to the CMI sibling. 

Participants were then divided by proximity to the 

CMI, young and older, and age spacing, 1-4 years and over 4 

years. Significant differences in responses were noted 

between younger and older well siblings on items 12 and 33 

(detailed above), with younger siblings reporting greater 

effects. Mean scores for younger respondents were 2.00 and 

2.22; older respondents had mean scores of 3.00 on both items. 

For item 12, t = -3.03, df = 14, p < .01; and for item 33, 

t = -2.10, df = 14, p < .05. Further analyses were performed 

with items grouped by domain, and two domains showed signi

ficant differences in responses between the proximity groups. 

The first domain was Relationships with Others, where younger 

respondents scored significantly higher, showing less effects 

than older respondents; t = 2.16 df = -14, p < .05. The 

second domain was mourning, where older respondents reported 

less grieving than younger respondents; t = -2.53, df = 14, 

p < .02. Correlations were performed between mourning 

and proximity and birth position as well, with results of 

r = - .66, p < .002 for proximity and r = -.59, p < .01 for 

birth position. 

Respondents who were within 1-4 years age from the 

CMI reported less effects than those who were over 4 years 
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apart on item 13 (My role as sibling has had to change due to 

the illness). Mean scores were 3.45 and 2.25, respectively, 

with t = 2.72, df = 13, p < .02. A surprising result appeared 

when items were grouped by domain and compared between age 

spacing groups; respondents who were within 1-4 years scored 

significantly higher than those who were over 4 years apart 

in the mourning domain, t = 2.88, df = 14, p < .01, indicating 

less grieving. All indications from the literature were that 

those who were closer in age to the CMI sibling would experi

ence a greater loss and show less progress with the stages of 

mourning than appeared in this study. 

Observations of Interest 

There were numerous comparisons examined which, though 

not statistically significant, suggested interesting trends. 

When mean scores were calculated by domain and compared 

between gender and likeness, trends appeared which did not 

appear when individual items were compared. Male participants 

generally scored higher than female participants; however, 

when gender was further divided by proximity, older males and 

younger females scored higher within their respective groups, 

showing an opposite trend between genders. (Those scoring 

higher reported less effects). 

According to Bank and Kahn (1975), same-gender 

siblings would be expected to be more affected by illness in 

their sibling, especially in the experienced loss. The 
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respondents in this study who were in the MM/FF group scored 

higher, though not significantly, in the first three stages 

of mourning, as shown in Table 8. This would indicate that 

they were less affected than those in the MF/FM group, which 

would tend to contradict the literature. It was also noted 

that the MM/FF respondents reported less effects on all items 

in the genetic domain. This observations was also contrary 

to what was expected. 

Another interesting observation was made when the 

grouped domain mean scores were compared between the two age 

spacing groups. The group within 1-4 years age spacing 

reported less effects in all domains than the over 4 years 

apart group. Though the difference in scores was not signi

ficant, the expected results would have shown the over 4 years 

apart group as less affected. All the literature reviewed 

agreed that the closer the siblings were in age, the more 

likely they would be affected when something happened to their 

sibling. 

Summary 

In summary, there appear to be differences in the 

status of the examined domains associated with gender, like

ness, and proximity to the CMI sibling. These differences 

were not always statistically significant; however, combined 

with the observations noted, the differences do appear to 

exist. 



Research Question 3 

Differences associated with the characteristics of 

the CMI sibling were addressed in research question 3. The 

variables which were investigated were the amount of contact 

with the CMI, the diagnosis, the length of illness (LOI) and 

the level of functioning (LOF). The amount of contact with 

the CMI was determined by the number of months the participant 

lives with the CMI and whether they spend more time with the 

CMI when symptoms are least severe or more severe. Any 

analysis of differences according to the number of months the 

participants lived with the CMI was impossible, as all but one 

of the participants reported not living with the CMI at all, 

and the one lived with the CMI for 12 months per year. It was 

determined that the well siblings spent less time in contact 

with the CMI sibling as symptoms became more severe; however, 

there was no relationship established between this variable 

and the effects associated with having a CMI sibling. 

Significant Findings 

There were no significant findings associated with LOI 

and LOF; however, there were some interesting observations 

which will be discussed later. A relationship was established 

between diagnosis and the domains of Relations with Others, 

Mourning, and Genetic. A chi square of 38.08 with 18 df, 

p < .01 was calculated with Relationships with Others. Corre

lations with Mourning was -.45, p = .04, and with Genetic was 
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.49, p = .03. The negative correlation coefficient with 

Mourning indicated that the participants whose CMI siblings 

were diagnosed as Schizophrenic reported less effects in this 

domain than those with CMI siblings diagnosed as Schizoaffec

tive or Bipolar. This was surprising, as the disability with 

schizophrenia is generally more severe than with bipolar 

disorder and the changes in the person more drastic. The 

correlation with Genetic was positive, indicating that the 

siblings of schizophrenics reported greater effects in this 

domain, which was expected since the genetic link with 

schizophrenia is more widely known than the link with bipolar 

disorder. 

Observations of Interest 

There were two interesting observations noted regard

ing LOI. The first was between LOI and Relationships with 

Others. There were three distinct divisions in scores: LOI 

of 1-3 years scored high, LOI of 7-15 years scored low, and 

LOI of 18-29 years scored high (Figure 1). Scores were 

assigned values of low, ranging from 4-8; moderate, ranging 

from 9-12; and high, ranging from 13-16. This apparently 

curvilinear distribution of scores could explain why there was 

no significant Pearson correlation. The second observation 

was between LOI and Genetic. All but two of the participants 

scored high in this domain; however, within the high range, 

the scores decreased as the LOI increased, with only one 
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LENGTH OF ILLNESS IN YEARS 

18 2 2  49 

Note. Low = 4-8; moderate = 9-12; high = 13-16 

Figure 1. Association between Length of Illness and mean 
scores of Relationships with Others domain. 
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exception (Figure 2). Concern appears to increase as -length 

of illness increases. 

Another observation of interest involved the LOF. It 

appeared that as level of functioning of the CMI increased, 

respondents' scores in the domains of Family Relationships, 

Relationships with Others, Financial, and Career also tended 

to increase (Figure 3). Though these observations are not 

significant, there appear to be differences associated with 

the LOF. 

Summary 

The characteristics of the CMI appear to have some 

association with how the participants in this study responded 

to the questionnaire; however, the statistical analysis was 

inconclusive in establishing a definite relationship except 

for diagnosis. 

Research Question 4 

An eighth domain addressed the question of whether or 

not education and understanding of mental illness could alter 

the effects associated with having a CMI sibling. Mean scores 

were calculated for each item individually as well as combined 

for domain mean scores. Analyses were performed to assess 

possible relationships between this domain and the other 

domains as well as between gender, likeness and proximity. 
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Significant Findings 

When t-tests were performed by item in the education 

and self-help domain with likeness, proximity, and age 

spacing, only two items showed significant differences in 

responses: 

1. Item 32 [I read articles and books on chronic mental 

illness] with proximity, t = 3.47, df = 14, p < .004; 

and 

2. Item 36 [I attend educational groups to better 

understand mental illness] with likeness, t = 2.47, 

df = 15, p < .03 (refer to Table 13). 

Younger siblings scored higher on item 32, which indicated 

that they read more about mental illness than the older 

siblings. On item 36, the MF/FM group scored higher, indicat

ing that they attend more educational groups to learn about 

mental illness than do the MM/FF group. This finding could 

support the literature in that same-gender siblings may not 

be as willing to learn more about the illness and may prefer 

to avoid the topic. 

Education and self-help showed significant correla

tions with the CMI characteristic of diagnosis, and with the 

Financial and Genetic domains. Diagnosis showed a negative 

correlation of -.45, p < .04, with education and self-help. 

In this study, the diagnosis of schizophrenia was randomly 

assigned the lowest number for data input; thus, the lower the 
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Table 13. T-test results of education and self-help domain. 

Likeness Proximity Spacing 

Item MM/FF MF/FM Younger Older 1-4 4 

32. I read articles 1.8 2.6 2.9 1.7 2.3 2.5 
and books on (6)** (11) (9) (7) (12) (4) 
chronic mental 
illness 

T Value 2.00 3.47* -.32 

34. I belong to a 1.3 2.3 2.1 1.9 2.1 1.8 
support group (6) (11) (9) (7) (12) (4) 
and attend 
group meetings 

T Value 1.71 .42 .49 

36. I attend educa- 1.3 2.6 2.3 2.0 2.3 2.0 
tion groups to (6) (11) (9) (7) (12) (4) 
better under
stand mental 
illness 

T Value 2.47* .58 .38 

38. I have sought 1.8 2.0 1.9 2.1 2.0 2.0 
counseling to (6) (11) (9) (7) (12) (4) 
work through 
my feelings 

T Value .26 -.39 0 

40. I have inter- 2.2 2.6 2.4 2.6 2.6 2.3 
acted with my (6) (11) (9) (7) (12) (4) 
sibling's 
psychiatrists 
and social 
workers 

T Value .91 -.24 .55 

* Significant at level p < .05 
** Figure in ( ) = N for that mean 
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number, meaning schizophrenia in this case, the higher the 

score in this domain. This was interpreted to mean that 

siblings of schizophrenics are more active in education about 

mental illness than those of bipolars. The correlations 

between eduction and self-help and the two domains, Financial 

and Genetic, were also negative: with Financial, r = -.47, 

p < .03; and with Genetic, f = -.50, p < .02. The lower the 

scores in education and self-help domain, the higher the 

scores in the financial and genetic domains, indicating less 

effect. 

The final analysis which showed significant corre

lations was between each item in the education and self-help 

domain and each item in the genetic domain. The significant 

results of this analysis are presented in Table 14. There 

appeared to be a relationship between attendance at 

educational groups about mental illness and all of the items 
* 

related to genetic concerns. The negative correlations 

indicated that the lower the scores on genetic items (greater 

concern), the higher the score on Education and Self-Help 

(active involvement). This seemed to support the assertion 

in the literature that education about mental illness is 

important in reducing the anxiety which surrounds it. 

Observations of Interest 

When the participants were divided by gender and 

proximity and mean scores calculated by domain for education 
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Table 14. Interitem correlations between education/self-help 
domain and genetic domain. 

Item A Item B rAB p 

32 (Reading) 33 (Fear/CMI kids) -.4109 .051 

32 (Reading) 35 (Sterilization) .4478 .036 

34 (Support group) 37 (Anger/parents) -.5253 .015 

34 (Support group) 39 (Avoid rel.) -.5908 .006 

36 (Educ. group) 31 (Fear/to be CMI) -.4088 .052 

36 (Educ. group) 33 (Fear/CMI kids) -.4107 .051 

36 (Educ. group) 35 (Sterilization) -.3943 .059 

36 (Educ. group) 37 (Anger/parents) -.4880 .023 

36 (Educ. group) 39 (Avoid rel.) -.5930 .006 
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and self-help, an opposite trend appeared between the gender 

groups. Younger males appeared to be more actively involved 

in education and self-help than older males, while younger 

females appeared to be less actively involved than older 

females. The MM/FF group was less actively involved in 

education about mental illness than the MF/FM group, though 

the differences were not great enough to be significant, 

except on item 36. 

The final trend that was observed was related to the 

participants educational level. It was noted that as the 

educational level of the participants increased, the mean 

scores in the education and self-help domain also increased. 

This could be due to the academic orientation of those who 

have earned college degrees. 

Summary 

Education appears to be as important with mental 

illness as with any area which affects people's lives. This 

was shown to be especially so in the area of genetic concern 

where respondents with the greater concerns (lower scores) 

were more active in education and self-help (higher scores). 

The siblings of schizophrenics appeared to be more active in 

education in this study, however, schizophrenia was also the 

most prevalent diagnosis. 
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Research Question 5 

The final research question addressed the possible 

differences between the participants from the family support 

group and those from the acute care mental health facility. 

With a response from only three siblings from the second 

group, it was not feasible to perform any statistical analysis 

to assess differences between the groups. The relative lack 

of response from the second group was considered an important 

observation in itself; it appeared that those siblings 

involved in a support network were more willing to share their 

reactions and feelings. There were 2 female and 1 male 

respondents in the group from the acute care facility. The 

respondent (MM, older, 1-4 years) scored lower in all domains 

than the entire group of males, though no significance of the 

difference could be assessed. One of the females (FF, 

younger, 1-4 years) scored lower than the group mean in most 

domains, while the third respondent (FM, younger, over 4 

years) scored comparable or higher than the female group mean 

in all domains, again with no significance assessed. It was 

interesting to observe such variation in these three 

participants. 

Summary 

This chapter presented a detailed description of the 

participants in this study and the results of the statistical 

analyses performed to address each of the research questions. 
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Descriptive statistics were used to identify which domains 

appeared to show effects associated with having a CMI sibling. 

T-tests were performed to assess significant differences in 

the responses to individual items between different groups. 

Pearson Correlations and Two-way Chi Square tests were 

employed to identify relationships between specific variables 

and possible differences in effects within each of the domains 

under investigation. Observations of interest were included 

to describe trends and associations which appeared yet were 

not statistically significant. These observations could be 

important information, especially since the size of the 

respondent groups was small. Chapter 5 presents a discussion 

of the results in this chapter. 
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CHAPTER 5 

DISCUSSION 

The final chapter of this study discusses three major 

topics. The first section is a summary of the study, 

highlighting the purpose, the participants, the research 

questions, the instrument, and the results. Included in the 

results is a discussion of subjective comments from the 

participants which were not included in the statistical 

analysis of the data. The second topic of discussion is the 

implications resulting from study findings. Finally, recom

mendations for future research and utilization of the findings 

for legislative and program development are discussed. 

Summary 

Purpose of the Study 

Chronic mental illness is becoming recognized as a 

widespread problem in our society. Over the past 20 years 

extensive research has focused on the needs of families of the 

chronically mentally ill and their burden as primary care

givers, resulting from the advent of deinstitutionalization. 

This research, along with the organization of families through 

the National Alliance for the Mentally 111 in 1981, has led 
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to development of programs in the mental health community that 

attempt to meet the needs of these families. 

Until recently, there has been a lack of research 

focusing on the special needs of well siblings of the CMIs. 

It was not until 1988 that NAMI recognized the need for a 

subdivision within their organization for siblings. The 

purpose of this study was to identify possible effects 

associated with having a CMI sibling and what factors were 

associated with variations in effects. 

Participants 

Participants in this study were well siblings of a 

CMI, 21 years of age or older. Seventeen siblings partici

pated in this study: 14 were recruited through a local family 

support group, and three were recruited through an acute care 

mental health facility, both located in a city in the south

western United States. Participation was limited to one well 

sibling per family to minimize confounding. One participant 

was 17 years old, which was not anticipated, and due to the 

limited number of respondents in this study, it was decided 

to include this participant in the study. 

Research Questions 

Five general research questions were generated to 

identify possible effects associated with having a CMI sibling 

and factors associated with variations in these effects. 
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Eight domains of possible effects were examined in this study: 

self-esteem, family relationships, relationships with others, 

mourning, financial, career, safety, and genetic. Demographic 

factors examined for possible variation in effects were gen

der, age, birth order and position, ethnicity, marital status, 

socioeconomic status, educational level, amount of contact 

with the CMI, length of illness, diagnosis, and level of 

functioning of the CMI. Involvement in education and self-

help groups was also examined as a factor which could be 

associated with variations in effects. 

Assessment Instrument 

A four-part questionnaire was developed to assess 

effects assumed to be associated with having a CMI sibling. 

The first part of the instrument gathered demographic data 

which would be examined as possible factors associated with 

variation in effects. 

The second part consisted of the Rosenberg Self-Esteem 

scale. This is a 10-item Guttman scale, intended to assess 

global self-esteem. This scale was found to have face valid

ity, construct validity, and internal reliability (Rosenberg, 

1965) . 

Forty items were generated in the third part of this 

instrument to assess the possible effects associated with 

having a CMI sibling. Five items were developed to examine 

each of eight identified areas of need (domains) discussed in 
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the literature. Upon completion of these items, participants 

were asked to go back and circle the one which they found to 

be most distressing. These results will be discussed further 

in this chapter. 

The final part of the questionnaire was a statement 

encouraging comments in areas which the participants did not 

find addressed in the standardized items. These comments will 

also be discussed in this chapter. 

Results 

Results of the statistical analyses used to test the 

research questions yielded positive indications that there 

were effects associated with having a CMI sibling, and there 

were factors associated with variation in the effects. Obser

vations were noted that were not statistically significant, 

yet showed trends to support these findings. 

The first research question was to identify what 

domains appeared to have effects associated with having a CMI 

sibling. Self-esteem scores were high for 16 of the partici

pants and medium for 1 participant, indicating that there were 

no apparent negative effects on global self-esteem associated 

with having a CMI sibling. These results seemed to contradict 

the literature. According to Crouch & Straub (1983) and 

Rosenberg (1965), high levels of stress and anxiety tend to 

lower self-esteem, and a CMI sibling definitely increases 

stress within a family. Results obtained could be related to 



the fact that the participants did not indicate concern about 

becoming mentally ill, as evidenced by the high scores on item 

31; thus they had a healthy perception of themselves. 

When analyzing the 36 items (4 were dropped) in Part 

III individually, the results supported the effects described 

in the literature. This was especially apparent in the 

genetic domain. Fear of having a CMI child had a mean score 

of 2.6 indicating considerable concern, yet items regarding 

avoidance of relationships yielding children was not reported 

as a concern. In addition, fear of having a CMI child (item 

33) was circled as the most distressing item more often than 

any other. Gullekson (1982) had a similar situation occur; 

many participants stated a lack of concern about having a 

schizophrenic child, yet only 3 out of 17 participants had 

biological children. This indicates that participants may be 

answering one way in awareness and another way out of 

awareness, based on their tendency to think they do not need 

help (Gullekson, 1982), or that they are hiding or in denial 

of their true feelings. 

The item indicated as the second most distressing 

was the loss of the sibling they knew (item 11), with worry 

about suicide (item 28) and family talking about their 

feelings (item 4) tied in third place. When analyzing which 

domains were the most distressing based on the items circled, 

Genetic was indicated by 26.7 percent of the sample, family 
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relationships by 26.7 percent, safety by 20.0 percent, and 

mourning by 20.0 percent. These results were consistent with 

the literature cited in Chapter 2 (Bernheim & Lehman, 1985; 

Fadden, 1987; Hatfield, 1984; Prescott, 1988). 

The second research question, examining factors 

associated with variation in effects, also yielded results 

indicating there were differences associated with gender, 

likeness to the CMI, proximity, and birth order. Three of the 

sibling groups consisted of only the well sibling and the CMI, 

each of which were same gender pairs. This would seem to 

place more burden on these participants to (1) succeed and 

make up for deficiencies in the CMI sibling, (2) be parental 

support and share responsibility for the caregiving, (3) mourn 

the loss of an only sibling, and (4) be the future caregiver 

when parents no longer able. Same gender pairs had higher 

mean scores in mourning, safety, and genetic domains which 

contradicted the literature (Powell & Ogle, 1985). The mean 

scores per domain by gender were generally higher for males 

than females which supported this same literature. 

The analyses of proximity to the CMI found the younger 

siblings scoring lower on all items in the mourning domain 

indicating more grieving which was consistent with the 

literature. However, when males and females were divided 

separately between younger and older, an interesting trend 

appeared; the younger females but the older males reported 



less grief/mourning. These findings tend to contradict 

Sutton-Smith's (1982) findings that younger siblings are more 

affected by older siblings than vice versa. The age spacing 

analyses showed that those siblings within 4 years generally 

reported less effects in all domains than those who were more 

than 4 years apart. According to Bank & Kahn (1975) and 

Powell & Ogle (1985), siblings who are closer in age (within 

four-six years apart) would be more affected than those 

further apart in age. The younger siblings of both genders 

scored lower in the mourning domain, which supported the 

finding that there was a statistically significant relation

ship between birth order and proximity with mourning. 

The only CMI characteristic examined in research 

question three showing a significant correlation with the 

domains being investigated was the diagnosis. There was a 

relationship established between diagnosis and relationships 

with others, mourning, and genetic. The length of illness 

did yield two interesting trends through observation: (1) in 

relationships with others, LOI of 1-3 years scored high, 7-15 

years scored low, and 18-49 scored high, indicating a curvi

linear relationship, and (2) the scores decreased as the LOI 

increased in the genetic domain, even though all but two of 

the participants scored within the high range in this domain, 

indicating that concerns increased along with the LOI. In the 

domains of family relationships, relationships with others, 



financial, and career, it was observed that'as the level of 

functioning increased, so did the domain scores, which indi

cates less affects in these domains with higher functioning 

CMIs. 

The fourth research question addressed education and 

self-help as a possible factor associated with the variation 

of effects. The analyses of this domain yielded significant 

results when correlated with the diagnosis, financial, and 

genetic domains. Findings in regards to financial concerns 

are unsubstantiated by anything in the literature; however, 

the relationship between education and support and genetic 

concerns is reported throughout the literature as an important 

factor in sibling adjustment to the mental illness of their 

family member. 

The final research question could be related to 

research question five, as the response rate was poor from 

siblings recruited through the acute care facility as compared 

to those from the family support group, which has a strong 

educational component. Due to the lack of an adequate 

response rate from the siblings in the first group, no 

statistical analysis could be performed to examine the 

difference between the two groups of siblings. The response 

rate itself, however, seemed to be important as the siblings 

from the acute care facility were not involved in education 

and self-help, which could account for their unwillingness to 
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be heard. Personal experience from working with siblings of 

CMIs has shown education to be a very important factor in 

their adjustment. 

Participants were encouraged to comment on any areas 

which they thought were not adequately covered in the standar

dized format of the questionnaire. Some of these comments 

have been summarized; however, selected responses warrant 

inclusion in this discussion. 

The fear of having a CMI child appeared in a number 

of comments as well as in the responses. One participant had 

this fear come true, as he was not only the sibling of a CMI, 

but also the parent of one. Another participant's fear was 

so strong that she had an abortion rather than face having a 

CMI child, which has led to a lot of guilt feelings. 

Fear of the CMI was also voiced by a number of parti

cipants. As a result of this fear and the unpredictability 

of the illness, contact with the CMI was often avoided. One 

participant commented, "I can never relax around him [CMI] 

because he is so unpredictable and I would never leave him 

alone with my daughter." 

Some of the comments revealed a lot of anger and blame 

toward the system, the illness, the CMI sibling, and fate. 

"I do feel angry because I feel my family deserves better than 

the way this has gone. The disease pulls us apart." "When 

he takes his medication he functions quite well, but when he 
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tires of being responsible he quits taking his meds so someone 

will have to take care of him." "I do think my life has had 

limitations that it would not have had my sister not been 

ill." 

"To have a CMI sibling is a daily stressor." Stress 

was described by many siblings to be a major problem for them. 

It was often related to the unpredictability of the illness, 

and just as often related to the stress they feel from 

watching what their parents go through. "It is hard to see 

your brother in the hospital and how [distressing] trying it 

can be on one's parents." "It is very difficult watching my 

parents suffer through my sister's illness. Depending on the 

current counselor, they are either made to feel guilty for 

childhood mistakes made, or made to feel guilty about not 

providing enough emotional support." "I mostly am a support 

structure for my parents, who try and be one for my sister. 

This all can be very trying on my own husband and family. And 

when my parents are no longer able to be that support for my 

sister, I won't be able to fill in the gap much. My own 

family comes first." 

Pain was also a common theme for the participants. 

"I have had the heartbreaking experience of watching my 

brother being handcuffed and taken away: once on my sister's 

wedding day and another time when he was off meds and angry 

and paranoid. He frightened me and I called the police—the 
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look in his face' [not psychotic] took something out of me." 

"The most bothersome thing is that they become used to the 

mediocre attention from family and friends and used to 

mediocre things in life. It's like they get the seconds of 

things or the hand-me-downs in life." 

Two of the participants detailed the change of events 

in their lives regarding their CMI sibling and how with time 

things have gotten better. Their responses to the question

naire reflected the changed they described, compared to re

sponses they would have given in the past. They are included 

here for that reason. 

My worst experiences in having a CMI sibling occurred 
approximately 15 years ago when the support systems 
available were almost non-existent. Had this ques
tionnaire been given to me then, many of my answers 
would have been dramatically different. At that time 
it was not unusual for my CMI sibling to be violent 
and I was afraid of him most of the time. It led me 
to leave home when I was 16 and I did not return until 
two years ago. In the mean time I have had the oppor
tunity of working with the CMIs and have come to 
understand and accept the disease process. 

My sister lived locked up in a mental hospital 13 out 
of 19 years. She spent approximately three years on 
the streets and the past 3-1/2 years living with my 
husband and I. . . In the beginning it was hell. Any 
violent behavior was discouraged with a 24-hour trip 
to [the hospital]. This meant police, ambulances, 
fire trucks at our home. This was stressful but we 
kept at it. . . I feel it took a great deal of 
determination and not backing down to break through 
the barrier of fear and anger and illness to get us 
to where we are today. . . . Today it's almost one 
year since my sister has been in the hospital due to 
a relapse in her illness and there have been only two 
screaming/angry outbursts. 
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Implications 

The following implications are suggested as a result 

of synthesizing the data analysis of this study with the 

review of literature. 

1. Self-esteem was assessed as being high in the parti

cipants of this study. It was expected that self-

esteem scores would be lower in those having a CMI 

sibling due to the amount of stress associated with 

having a CMI family member. According to Rosenberg 

(1979), and Bernheim and Lewine (1985), high levels 

of stress and anxiety tend to lower the self-esteem, 

and respondents did indicate stress related to their 

ill sibling. This apparent contradiction could be 

explained by their need to see themselves as "ok" as 

described by Gullekson (1982) and the psychological 

adaptation to maintain self-esteem described by 

Hatfield (1981). 

2. Relationships with family and others, including in the 

work setting, appeared to be lacking in communication 

about the issue of mental illness. An adopted rule 

of "Don't Talk" seemed to be common to most of the 

well siblings of CMIs. Apparently, the embarrassment 

and stigma associated with mental illness is still 

felt by siblings and others today. 
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3. Siblings of the CMI do experience great pain and mourn 

the loss of the sibling they once knew. This would 

indicate incompletion of the tasks of mourning as 

detailed in Worden (1982) and support the findings of 

Prescott (1988). Gullekson (1982) found that younger 

siblings experienced raore pain and sense of loss than 

did other siblings, which was supported by this study. 

4. The financial needs of the CMI sibling seemed to come 

first with well siblings, though results in this study 

were not as significant as those in the literature. 

The well siblings did fear/expect responsibility for 

the CMI when the parents were no longer able; they 

often chose not to think about the future. 

5. Mental illness brings with it an unpredictability of 

behavior. Well siblings have a lot of feelings 

associated with this unpredictability, often leading 

to high levels of anxiety. There is a continuum of 

expressed feelings, from embarrassment to distress, 

to actual fear for their own safety and the safety of 

others. In this state, the mental health law allowing 

involuntary treatment is very stringent: ther.e must 

be proof of danger to self, danger to others, or grave 

disability. This could explain why results of this 

study did not indicate a high fear for personal 

safety; when there is danger, the CMI is forced into 
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treatment. Another explanation was the common 

response from participants that they avoided contact 

with the CMI, thus avoiding danger. 

6. Fear of having a CMI child is probably the most common 

issue that has appeared throughout the literature as 

well as in this study. Current knowledge of the 

genetic aspects of mental illness makes this a very 

real concern for well siblings of CMIs. This fear 

has widespread repercussions regarding intimate 

relationships and the decision to have children. As 

noted by Gullekson (1982) and supported in this study, 

well siblings do not acknowledge these repercussions. 

Often the verbal responses and behavior of well sib

lings contradicted each other, as illustrated in the 

low number of biological children of well siblings 

seen by Gullekson (1982) and Dickens (personal commu

nication, September 25, 1988). 

7. In this study, brothers appeared to show less effects 

associated with having a CMI sibling than sisters, 

which was consistent with the literature. Same-gender 

sibling pairs showed less effects than opposite-gender 

sibling pairs, and older siblings scored lower overall 

than younger siblings, both results which contradicted 

the literature. It was expected that younger siblings 
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would show more effects, as they are influenced more 

by older siblings who were once caregivers to them. 

It was also expected that those siblings over 4 

years apart would be less affected than those who were 

within one-four years in age. Results in this study 

were exactly opposite to this, contradicting the 

literature. Nothing could be found in the literature 

to offer an explanation of this occurrence; thus, this 

may well be peculiar to this sample. 

8. The diagnosis, length of illness, and level of func

tioning of the CMI seemed to be factors in how well 

siblings responded. Well siblings of schizophrenics 

seemed to be mourning less over the loss of the 

sibling they once knew yet were more concerned about 

the genetic component of mental illness. Analyses of 

length of illness and level of functioning were not 

conclusive yet showed trends which could be similar 

to those that Hatfield (1981) described with parents: 

that families of CMIs who had been ill longer and 

functioned at a lower level coped better than those 

with higher functioning CMIs who had only been ill for 

a short time. Expectations of the families were lower 

and they had more time to adjust, which could account 

for the first group coping better. This could be a 
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possible explanation for the results in this study on 

siblings of schizophrenics. 

9. Education and self-help groups have repeatedly 

demonstrated their importance in the adjustment of 

families and well siblings to mental illness. Through 

education, mental illness is demystified and the myths 

propagating blame, stigma, and fear are dispelled. 

Participants in this study were generally not involved 

in an educational group; however, their parents were, 

which could be a filtering system for knowledge to 

reach them. This could explain the negative correla

tions obtained between educational group attendance 

and genetic scores. 

Recommendations 

A number of recommendations for future research and 

implementing findings for legislative changes and program 

development are suggested to meet the needs of the well 

siblings of CMIs. 

Future Research 

1. The questionnaire developed for this study included 

some unnecessary and confounding items which need to 

be revised to improve its validity. Suggestions from 

participants will be helpful in the process of clari

fying what some of the items are saying. Areas which 
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were identified as being affected should be developed 

further to enable more conclusive results. 

A series of replications, utilizing a revised format 

of the instrument, yielding similar results, would 

further support the findings that there are effects 

associated with having a CMI sibling. This would 

strengthen the understanding that well siblings have 

special needs which need to be addressed. Replica

tions with larger sample sizes and more heterogeneous 

participants would strengthen findings and the 

generalizability of results. 

It would be interesting to utilize a comparison pre

test/post-test design in a study with an educational 

group to assess variations attributable to education. 

This would provide more information about the impor

tance of education than the questionnaire alone would 

provide. 

Duplicate studies of multiple well siblings from the 

same family unit would show whether the perceived 

effects were influenced by the family environment. 

It is suspected that family dynamics, beliefs, and 

feelings may influence how siblings respond to the 

questionnaire. 
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Education of Professionals 

1 . Counselor training programs need to include mental 

illness in their curriculum to prepare students for 

working with the well siblings and families of CMIs. 

The incidence is so high that the probability exists 

that these family members will be future clients. 

There needs to be an understanding of the illness in 

order to help these families cope. 

2. Other helping professionals also need to be sensitized 

to the needs of families, and specifically, siblings 

of CMIs. They are familiar with mental illness, and 

many of them acknowledge the importance of including 

families in the treatment of CMIs. However, many of 

them will work with the siblings alone and should be 

aware of their special needs 

Legislation 

1. Legislation in this state needs to address the problem 

of mental illness and the lack of funding and services 

in the communities for CMIs. By providing more 

services for CMIs, much of the burden on primary 

caregivers, who will someday be the siblings, will be 

alleviated. 

2. Services need to be provided for well siblings through 

the mental health agencies. Only through legislation 

will the funds needed be procured. 
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Mental Health Community 

1. The needs of the well siblings of the CMI need to be 

acknowledged by the mental health community. Siblings 

are usually only considered in how they can help in 

the treatment of the CMI. Unless some of their needs 

are addressed, they are often unable or unwilling to 

be part of the treatment network. 

2. Numerous support groups have been established for 

parents of the mentally ill, but to date the need for 

similar services for siblings has gone unnoticed. 

Some siblings join these groups; however, many sibling 

issues are different than those of the parents. 

Addressing the needs of siblings will enhance the 

parents groups, as a number of them will someday be 

parents of CMIs. 

Closing Comments 

The findings of this study are a beginning in the 

identification and understanding of the special needs of 

siblings of the chronically mentally ill. Through future 

research, these needs will be studied in further detail and 

brought to the attention of the helping professions so that 

services will be provided where they have not even been 

thought of yet. Well siblings have been forgotten in the 

overall picture of mental illness for too long and are just 
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beginning to be heard from, but their voice will become 

stronger in the future with the help of concerned researchers. 



APPENDIX A 

SIBLING QUESTIONNAIRE 



Ill 

SIBLING QUESTIONNAIRE 

Completion of this questionnaire assumes consent of participation in this project. 

I. DEMOGRAPHIC DATA 

PARTICIPANT 

Gender: M F Age Marital Status 

Ethnic: Black White Amer. Indian^ 

Hispanic Asian-American Other 

Employment Status: 

Full Time Part Time Not Employed 

Annual Income: 

$30,000 plus $20,000 - 29,999 

$15,000 - 19,999 Below $15,000 

Highest Educational Level: 

High School Some College College Degree Grad. Degree 

PARENTS 

Married Separated Divorced Widowed 

Mother Remarried Father Remarried 

Mother Age: 41-50 51-60 61-70 71-80 Deceased 

Employment Status: 

Full Time Part Time Not Employed 

Annual Income: 

$30,000 plus $20,000 - 29,999 

$15,000 - 19,999 Below $15,000 

Father Age: 41-50 51-60 61-70 71-80 Deceased 

Employment Status: 

Full Time Part Time Not Employed 

Annual Income: 

$30,000 plus $20,000 - 29,999 

$15,000 - 19,999 Below $15,000 
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SIBLINGS 

List all of your siblings (BROTHERS AND SISTERS) in your family 
(INCLUDING SELF) and their ages starting with the OLDEST. CIRCLE 
THE NUMBER of the sibling(s) with chronic mental illness. PLACE 
an "A" next to ANY SIBLING (INCLUDING SELF) who was ADOPTED. 

EXAMPLE: AGE ADOPTED START WITH OLDEST AGE ADOPTED 

1. Brother 38 1. 

Me 35 A 2. 

I Sister 3. 

Brother deceased A . 

5. 

Chronically Mentally 111 (CMI) Sibling 

What was sibling's age at onset of illness? 

How long has illness been diagnosed? 

Do you know the diagnosis? Y N Diagnosis is 

How many hospitalizations in the past five years? 

What was the average length of stay? 

How many months per year do you live with your CMI sibling?_ 

CMI sibling currently lives: in parental home 

in group home 

independently 

in hospital 

other (specify)_ 

Relationship with CMI Sibling (circle best response) 

I spend more time with CMI sibling (least severe) 

when symptoms are: 1 2 

How close were you to CMI sibling 

before the illness developed? 

How close are you to sibling now? 

I am the primary caregiver to my 

CMI sibling: 

(not close) 

1 

(seldom) 

1 

(most severe) 

3 A 

(very close) 

3 A 

(often) 

A 



1 

2 

3 

4 

5 

6 

7 

8 

9 

0 

1 

2 

3 

4 
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Indicate how strongly you agree or disagree with each of the following 
statements. Circle ONE number for each. 

I feel that I'm a person of worth, at 
least on an equal basis with others. 

I feel that I have a number of good 
qualities. 

All in all, I am inclined to feel that 
I am a failure. 

I am able to do things as well as most 
other people. 

Strongly Agree Disagree Strongly 
agree disagree 

1  2 . 3  4  

1 

I feel I do not have much to be proud of. 1 

I take a positive attitude toward myself. 1 

On the whole, I am satisfied with myself. 1 

1 I wish I could have more respect for 
myself. 

I certainly feel useless at times. 

At times I think I am no good at all. 

Indicate how often the following statements apply to you. 

Never Sometimes Often 

My family's needs come before 12 3 
my own needs 

My other siblings accept as much 
responsibility as I do 

My family has broken apart due to 
the stress of a CMI member 

My family talks about its feelings 
about having a CMI member 

The family focus is on the CMI 
sibling and I feel neglected 

Always 

& 

I am ashamed to bring others to 
family gatherings 

I talk about my feelings about 
CMI with supportive friends 



8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

2 1  

2 2  

23 

24 
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I avoid intimate relationships 
for fear of rejection due to CMI 

I join in social activities 
away from family 

Going out and having fun with 
friends makes me feel guilty 

The sibling I knew before the 
illness is gone forever 

I feel great pain when I think 
about my CMI sibling 

My role as sibling has had to 
change due to the illness 

My life is "on hold" while I 
help care for my CMI sibling 

I am working toward personal 
goals of happiness 

Financial burden of illness 
has affected my lifestyle 

It's OK for me to spend money 
on personal luxuries 

I fear financial responsibility 
for CMI ifhen parents no longer able 

I will be financially secure in 
the future 

Financial needs of the CMI take 
priority over other siblings' needs 

The needs of CMI sibling have 
affected my career choice 

I have told my employer/co-workers 
that I have a CMI sibling 

Flexibility of work hours for 
availability to CMI is a major 
factor in my career choice 

Employer/co-workers are understandi 
of special circumstances 

Never Sometimes Often Always 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 

2 3 4 
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25 Needs of CMI have interfered 
with my present career 

26 I am fearful that my CMI 
sibling may harm me 

27 The erratic behavior of my CMI 
sibling does not upset me 

28 I worry that my CMI sibling 
may attempt/commit suicide 

29 Police involvement with my CMI 
sibling does not embarrass me 

30 My CMI sibling's mood swings 
keep me on edge 

31 I fear that I may become 
mentally ill 

32 I read articles and books on 
chronic mental illness 

33 I fear having children who 
could be mentally ill 

34 I belong to a support group 
and attend group meetings 

35 I have thought of sterilization 
to prevent having offspring 

36 I attend educational groups to 
better understand mental illness 

37 I am angry at my parents for 
the mental illness 

38 I have sought counseling to work 
through my feelings 

39 I avoid intimate relationships 
which could produce children 

40 I have interacted with my sibling's 
psychiatrists and social workers 

Never Sometimes Often Always 

2 3 4 

III. Now go back and circle the number of the statement (1-40) which is 
most distressing to you. 

Go to next page 



116 

IV. Is there anything else about having a brother or sister who is CMI 

that you would like to say here? (eg: experience with petitioning 

your sibling, physical illness you have due to stress, etc.) 

THANK YOU FOR YOUR PARTICIPATION. IF YOU WOULD LIKE TO RECEIVE AN 

ABSTRACT OF THE RESULTS OF THIS STUDY PLEASE CHECK HERE 
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