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ABSTRACT 

One hundred twenty-two mothers, 89 children with chronic illnesses, and 56 of 

their brothers and sisters participated in a study designed to elucidate the processes by 

which one child's chronic illness affects two children in the same family. The 

investigation w^ guided by assumptions of a phenomenological approach, behavioral 

geneticists' findings on nonshared environment and by Lazarus' and Folkman's (1984) 

transactional perspective on stress and coping. 

This study had four purposes. The &st was to describe and compare three 

different levels of influence on children's developmental context: individual child 

characteristics, dyadic influences, and family level influences. The individual 

characteristic was each child's illness appraisals, while dyadic and family level influences 

were represented by siblmg relationship quality and maternal differential treatment, 

respectively. The second goal was to examine the direct associations among these 

influences and social emotional adjustment. The third aim was to examine the effect of 

illness burden and maternal differential treatment on each child's perceptions of sibling 

relationship quality. The final goal was to examine the influence of these two variables 

and sibling relationship quality on each child's social-emotional adjustment. 

Families were recruited through a clinic in Southern Arizona by mail and were 

sent questionnaires to complete if they expressed interest. For the present study, mothers 

provided demographic information, and information on objective illness burdens and 



each child's behavioral adjustment. Children provided illness appraisals and information 

about their sibling relationships and social emotional adjustment. 

Children's illness appraisals, perceptions of sibling relationship quality, maternal 

differential treatment, and social emotional adjustment were remarkably similar to each 

other. Maternal differential treatment, illness appraisals, and objective illness burdens 

accounted for significant portions of the variance in siblings' perceptions of sibling 

relationship quality, but not in the perceptions of children with ilhiesses. A significant 

regression equation for social emotional adjustment was obtained for siblings. A 

significant beta weight indicated that conflict was associated with more negative 

outcomes. 
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Introduction 

Mothers were asked to describe what concerned them most about their children. 
Here are some examples: 

He has to cope with more than the average sibling in regards to the tourette. He often 
does twice as much around the house than his brother simply because he is more 
dependable ("Jerry", 14-year-old brother of child with Tourette's syndrome). 

That she will not be able to experience many of life's pleasures such as marriage and 
children ("Betsy", 13-year-old girl with cerebral palsy). 

When asked to describe the best things about their children, here is what mothers 
said: 

He is sensitive and intuitive and makes sound logical decisions. He is concerned about 
his brother but often feels frustrated by his brother's 'lack of control' (also about Jerry, 14-
year-old brother of child with Tourette's syndrome) 

Humor, simny outlook, understanding, loves people with no strings, attached, calm, 
believes in herself, doesn't judge other people by looks, color of skin, etc., smart, a 
pleasure to be around ("Sarah", 16-year-old girl with juvenile rheumatoid arthritis) 

These quotes illustrate just some of the joys and heartaches a mother has for her 

children when one of them has a chronic illness. Approximately 31% of children living 

in the United States are affected by chronic illnesses. Of these children, 34% have 

illnesses classified as moderate or severe; ilkesses that either regularly cause the child 

some discomfort or limit his or her activities (Newacheck & Taylor, 1992). Chronic 

illnesses that cause this kind of discomfort may have pervasive effects not only on the ill 

child but on all family members. This investigation focused on relationships within 



families, specifically sibling relationships, and the social-emotional adjustment of two 

siblings in families where one child has a chronic illness classified as moderate or severe, 

for example, asthma, diabetes, muscular dystrophy, or cystic fibrosis. 

The majority of children in the United States grow up with a brother or sister 

(Dunn, 1983) and human development researchers recognize that sibling relationships are 

special and important (Bank & Kahn, 1982; Dunn & Kendrick, 1982; Lamb & Sutton-

Smith, 1982). Sibling relationships are probably the longest lasting of all personal 

relationships and interactions that take place within sibling relationships are very diverse 

(Bank & Kahn, 1982; Furman & Buhrmester, 1985). Siblings are certainly playmates, 

they may serve as each other's caretakers, and they are likely to be competitors for their 

parents' attention. Because these relationships are so important developmentally, it is 

likely that having a brother or sister will distinctly impact one's social development. The 

role that sibling relationships play in children's social development may be illuminated by 

studying sibling relationships and families that are subject to unique experiences. One 

such unique experience is when one child has special needs, for example when one child 

is physically handicapped, has a mental disability, or has a chronic illness. When one 

child has special needs, the investigator is provided with a naturalistic opportimity to 

study sibling relationships in which the two participants are very different from each 

other (Furman, 1992). This variation may accentuate the influence siblings have upon 
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one another and the importance of the sibling relationship in determining social-

emotional outcomes. 

Researchers of sibling effects on one another and the impact of the relationship on 

developmental outcome have recently emphasized the impact of nonshared experiences 

on children's development (Hetherington, Reiss, & Plomin, 1994). Behavioral 

geneticists have demonstrated that environmental factors that influence development are 

not shared by family members. Rather the factors that influence development are 

experienced differently by family members and are therefore called nonshared (Plomin, 

Chipuer, & Neiderhiser, 1994). Dunn and her colleagues (Duim & McGuire, 1994; Dunn 

& Plomin, 1990) have identified four nonshared experiences that may potentially 

influence social emotional development. These four nonshared influences are: different 

relationships with mothers and fathers, different experiences withui the sibling 

relationship itself, different experiences and relationships with teachers and peers, and 

finally, chance occurrences that may differentially affect brothers and sisters. These 

nonshared experiences were hypothesized for this investigation as critical in informing 

how an illness impacts two children in the same family. 

A second perspective was critical in conceptualizing how an illness alters 

developmental experiences. Dunn and her colleagues (Dunn & McGuire, 1994; Dunn & 

Plomin) have also stressed the importance of obtaining children's perceptions of their 

experiences within their families. They cited evidence that even very young children 



notice and respond to others' relationships and behavior within the family and that they 

compare their own relationships and behavior to those of others. She also points out that 

they are very sensitive to differences between the relationships and behaviors of others 

and their own relationships and behaviors (Dunn & McGuire, 1994). Three asstraiptions 

of a phenomenological approach (Gubrium &, Holstein, 1993) support the notion that 

obtaining children's perceptions is of vital importance if we are to understand 

developmental processes. First, subjectivity, or how one understands his or her 

experiences, is more unportant than an objective evaluation of those experiences. 

Second, the meaning one assigns to experiences must be examined. Third, 

phenomenologists assume that experiences have an indeterminate quality; since 

experiences are defined subjectively, they can mean many different things. By adopting a 

phenomenological approach, we are more likely to identify what matters to children 

about an illness, perhaps clarifying processes that influence their development. 

Children's perceptions of three of the four nonshared influences identified by 

Dunn and her colleagues were obtained in the present investigation. The first influence 

included was a chance occurrence that may differentially affect siblings, in this case, the 

event was one child's chronic illness. Proponents of the transactional perspective on 

stress and coping (Lazarus & Folkman, 1984) believe that the meaning or appraisal one 

assigns an event is more significant when evaluating the effects of a stressor. The 

transactional perspective of stress and coping supports the notion that in order to find out 
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how a nonshared influence, such as a chronic illness impacts affected children, we must 

obtain their perceptions. Because this nonshared influence is operationalized as each 

child's appraisal of the effects of the illness, it is also considered an individual child 

characteristic. Typically, researchers have only studied individual child characteristics 

such as age and gender. The second nonshared influence kudied in this investigation was 

each child's experiences wathin the sibling relationship. Furman and Buhrmester (1985) 

have stressed the importance of obtaining children's perceptions of the qualities of their 

sibling relationships. If aspects of the sibling relationship create different environments 

for brothers and sisters, it is likely that the children themselves will be best equipped to 

inform researchers about which features of the relationship are salient. Additionally, both 

children's perceptions will be critical and previous studies have generally only obtained 

the perceptions of one participant in sibling relationships. The third nonshared influence 

included in the present study was maternal differential treatment. McHale and Pawletko 

(1992) in particular have advocated obtaining children's perceptions of differential 

treatment. They argue that children may view different forms of differential treatment as 

more legitimate than others and that developmental factors may play a significant role in 

defining that legitimacy. If differential treatment affects children's development, it is 

likely that their perceptions will be the most important measure of this variable. If a child 

believes he or she is being treated less well than a sibling, that belief rather than an 

objective reality is more likely to influence his or her social emotional adjustment. 
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Further, when one child has an illness differential treatment is likely to be heightened, 

perhaps clarifying it's effects. 

Families with a child with a chronic illness were chosen to address questions 

about the nature and developmental consequences of sibling relationships because the 

unique experiences of these families make it possible to examine these three nonshared 

effects and for three additional reasons. First, children who have chronic illnesses that 

are not neurological or affecting brain fimctioning, as opposed to children who have 

mental disabilities, are able to provide information about their own perceptions of the 

illness, their relationships, and their own social-emotional fimctioning. As Furman 

(1992) has pointed out, it is important to capture multiple perspectives of interactions and 

relationships and the views of the child with special needs and his or her sibling seem 

particularly significant given the uniqueness of this relationship. Studies of families who 

include a member with a mental disability can only assess siblings' perspectives. To date, 

studies on families with chronically ill children have only included perceptions of either 

the child with the chronic illness or his or her sibling and for the most part focus on the 

social-emotional adjustment of these children. By obtaining reports of both siblings' 

perceptions, comparisons can be made about the impact of the illness on each child. 

Second, some evidence exists attesting to the effects of a child's mental disability on 

sibling relationships (Abramovitch, Stanhope, Pepler, & Corter, 1987; Brody, Stoneman, 

Davis, & Crapps, 1991; McHale & Gamble, 1989; McHale, Sloan & Simeonsson, 1986; 
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Stoneman, Brody, Davis, &. Crapps; 1987, 1988, 1989; Stoneman, Brody, Davis, Crapps, 

& Malone, 1991). It is likely that the diagnosis, treatment, and prognosis of a chronic 

illness will have effects similar to the effects of mental disabilities as well as distinct 

influences on sibling relationships, but there is little empirical evidence to document such 

effects. Finally, the chronic illness group was selected because there is a great deal of 

variation in the amount of stress experienced by families as a result of the child's illness. 

Some families may have to make major adaptations while the child's illness may cause 

very little disruption in other families. Thus, this sample affords the opportunity to 

examine a range of responses to a family stressor and consequences for children's 

adjustment and children's sibling relationships, a range including maladaptation and 

competence. This logic applies to both children the impact of the illness on the social-

emotional outcome of the child with health problems and his or siblings should be viewed 

along a continuum. 

Researchers of families of children vvath special needs have generally operated 

from a deficit model; that is they assimie that the experiences of siblings of children with 

special needs are stressful and therefore result in negative outcomes. However, because 

not all siblings are subject to the same amount of stress and the same stressors, a different 

conceptualization of stress should be utilized. This is also true for families of children 

with chronic illnesses. Some authors have posited that noncategorical characteristics of 

the illness may influence siblings' adjustment (Stein 8c Jessop, 1982). These results are 
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mixed as well. Some of these investigators found that variables such as illness severity, 

length of diagnosis, and type of illness were not significant predictors of various 

indicators of sibling maladjustment (Daniels et al., 1986; Lavigne & Ryan, 1979). 

Others foimd that sibling adjustment improved when the amount of time since diagnosis 

increased (Ferrari, 1984; Lavigne, Traisman, Marr, & Chasnoff, 1982). Including 

assessments of noncategorical characteristics of illness may help explain differential 

sibling reactions to their brothers' and sisters' ilhiesses (Gallo & Knafl, 1992). 

Researchers who espouse the noncategorical approach posit that children face many of 

the same life experiences and problems as a result of just having an illness regardless of 

what that illness is (Stein & Jessop, 1982). Rather than thinking of each chronic illness 

or health problem as distinct from others, identifying and assessing problems that are 

common or similar across disease types may be more useful for distinguishing potential 

effects of the illness on both the affected child and his or her sibling (Perrin, 1986). 

Explanations generally offered to account for differences in sibling adjustment 

suggest that the more negatively affected child experiences more stress as a result of the 

sibling's special needs. A sibling's experience of stressors depends upon many factors. 

Perhaps this child is expected to take on additional "chores" or may be asked to help take 

care of his or her sick brother or sister. It may be that family financial constraints due to 

the illness deprive particular children of material items that they want or keep them from 

participating in certain activities. Or else they may feel "cheated" because their parents 



do not give them as much attention or will blame them for things more quickly than their 

sick siblings. Stress, in general, and specifically regarding families who include a 

member with special needs, has not been consistently defined. For this investigation, a 

transactional model of stress was adopted. 

Lazarus and Folkman (1984) define stress as, "...a particular relationship between 

the person and the environment that is appraised by the person as taxing or exceeding his 

or her resources and endangering his or her well-being" (p. 19). Two essential concepts 

from this perspective are cognitive appraisal and coping. Cognitive appraisal is an 

evaluative process through which an individual determines whether a particular person-

environment transaction is stressful and to what extent it is stressful. Coping, on the 

other hand, is the way in which the person manages the person-environment transaction 

that he or she has appraised as stressful. The concept of cognitive appraisal is of most 

interest in this inquiry. 

There are very few theories to guide investigations of these issues, thus, much of 

the research on sibling relationships in special needs populations and sibling relationships 

in general has not been guided by theory. This research is guided by assumptions of a 

phenomenological approach (Gubrium & Holstein, 1993), by findings of behavioral 

geneticists regarding nonshared influences on development (Dunn & McGuire, 1994), 

and by the transactional perspective of stress and coping (Lazarus & Folkman, 1984). 
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Given these theoretical perspectives combined with the significance of sibling 

relationships as a developmental context, and the possibility that an illness could alter 

characteristics of those relationships in significant ways, this study had four primary 

objectives. Figure one illustrates the associations that were examined. The first purpose 

was to describe and compare three different levels of potential nonshared influence that 

could be affected by an illness. These included individual child characteristics 

(associated with a nonshared event), dyadic sibling influence, and familial influences 

outside the dyad. In this investigation, these were represented by each child's appraisals 

of the illness, each child's perceptions of sibling relationship quality, and each child's 

perceptions of maternal differential treatment, respectively. To date, no investigation has 

obtained the perceptions of both the child with the illness and his or her sibling. The 

second goal was to examine direct associations among these nonshared influences and 

social emotional adjustment. While identifying nonshared environmental influences is of 

interest in itself, perhaps the more important question is how these nonshared influences 

affect developmental outcome. The examination of the direct associations among these 

nonshared influences and social emotional adjustment is an important first step. 

Dunn and McGuire (1994) point out that because developmental processes 

operate on many different levels, we should not expect to find simple associations among 

these nonshared influences, thus the next two goals of four were designed to examine 

how these three different levels influenced each other. Stoneman's and Brody's (1987; 



1992) family context model of sibling relationships assumes a critical role of the social 

milieu in understanding adaptation to ilhiess or disability and establishes the determinants 

of sibling relationships in general and specifically when a child has an ilhiess. 

Stoneman's and Brody's contextual model of sibling relationships suggests that sibling 

relations are determined by a number of different factors, including individual sibling 

characteristics, individual parent characteristics, overall family characteristics, and 

parenting. The model is described in detail in the literature review. Foliov«ng fi-om this 

model, the third aim was to determine whether two nonshared influences, parental 

differential treatment and illness characteristics, influence sibling relationship quality. It 

was expected that both nonshared influences were capable of impacting the nature of 

sibling relationships, where more differential treatment and more ilhiess burden would be 

associated with more negativity (Paths A and B). The fourth purpose was to examine 

associations among parental differential treatment, assessments of illness burden, and 

sibling relationship quality on each child's social emotional adjustment (Paths C, D, and 

E). Buhrmester and Furman (1990) posited that sibling relationships during preschool 

and middle childhood would have a distinct impact on adolescent personality. If 

relationships influence personality development, it is likely that the amoimt of influence 

would be related to the scope and intensity of the relationship. Sibling relationships are 

very intense during middle childhood and this declines as children enter adolescence. 

Behavior geneticists contend that siblings create different environments for each other, 
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thus creating a nonshared influence on each other's development (Rowe & Plonain, 1981). 

This investigation was designed to compare sibling relationship impact on adjustment 

with other nonshared influences, and assumed that relationship qualities would emerge as 

critical in this regard. Given these statements, it seems very likely that siblings would 

influence each other in terms of their social emotional development. While theorists 

have posited significant associations generally, they have not always been clear as to 

what aspects of sibling relationships are important for particular social-emotional 

outcomes. 

Given these specific aims, the overall goal of this investigation was to examine 

the processes by which a chronic illness affects two children in a family. If these 

processes can be elucidated it may be possible to determine why mothers make comments 

such as those cited earlier and the following about their children. 

That she will feel responsible for her sister when she becomes an adult. As a parent, I 
don't want her to be burdened with her sister's care-but able to make a choice if she wants 
to ("Linda", 10-year-old twin sister of child with cerebral palsy). 

I am concerned because my son's physical condition is deteriorating and he needs more 
and more help to perform simple daily tasks. ("Carl", 12-year-old boy with an 
undiagnosed neuromuscular disorder). 

He is sweet, loving, and very sensitive. He is an excellent artist and athlete. He likes to 
make people happy and doesn't like to hurt people's feelings ("Sam", 9-year-old brother 
of child with cerebral palsy). 

He is a loving, intelligent, sensitive child. The treasure in my life. He cooperates, is 
non-aggressive, and doesn't feel sorry for himself He is truly a very special person 
("John", 12-year-old only child with cerebral palsy). 
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Literature Review 

Although this investigation focused specifically on chronic illness, the literature 

reviewed included studies of families where one child may have other special needs. It is 

not suggested that families where one child has a chronic illness have the same 

experiences as families including a member with mental or physical disabilities. 

However, studies of growing up with a brother or sister who has special needs regardless 

of what those needs are may illuminate potential effects. The first task of this literature 

review was to examine what is known about children from families who include a 

member with special needs. Accordingly, the first section focused on the adjustment of 

the child with special needs as well as the adjustment of siblings of children with special 

needs. The second task of this literature review was to examine studies directly relevant 

to the research questions of the present investigation. This part of the literature review is 

divided into three additional sections: a section reviewing literature that described sibling 

relationships, a part on the effect of differential treatment and illness burden on sibling 

relationship qualit>', and finally, a part that reviewed smdies addressing variation in 

adjustment due to sibling relationship quality, parental differential treatment, and illness 

burden. This investigation had several purposes, but the overarching goal of this study 

was to examine processes by which a chronic illness affects two children in a family and 



their relationship with each other. The first aim was to describe and compare three 

potential influences on each child's developmental context These included individual 

characteristics or what each child brings to the developmental context, a dyadic influence, 

in this case, within sibling relationship quality, and finally a family level influence, 

maternal differential treatment. Smdies addressing illness appraisals and maternal 

differential treatment are reviewed in later sections, while studies reviewing sibling 

relationships are reviewed in the second section. 

The second purpose was to determine what variables accounted for variability in 

sibling relationship quality. Based upon Stoneman's and Brody's (1987; 1992) contextual 

model, illness burden and differential treatment were expected to significantly influence 

the quality of sibling relationships for these families. Investigations examining the role 

of parental differential treatment on sibling relationship quality are reviewed first, 

followed by studies that examined the effect of ilhess burdens (or disability 

characteristics) on sibling relationship quality. 

The third purpose of this investigation was to determine whether illness burden, 

differential treatment, and sibling relationship quality could explain variability in these 

children's social-emotional adjustment. The few studies that analyzed associations 

among sibling relationship quality and adjustment are reviewed first, followed by studies 

that explored the effect of differential treatment on adjustment, and investigations 

examining the effect of illness burden on adjustment were reviewed last. In considering 
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the effects of differential treatment and sibling relationship quality on adjustment, studies 

where neither child had special needs are considered first; next investigations involving 

children with mental disabilities were reviewed. Finally, studies that included a child 

with a chronic illness are evaluated. 

Special Needs and Adjustment 

The Effect of a Mental Disabilitv 

Research exploring the effects on siblings of children with a mental handicap date 

back to the early 1960s (Farber, 1959; 1960; Farber & Jenne, 1963; Holt, 1958). 

Although most of these studies were based upon the assumption that living with a child 

with a handicap would have deleterious effects on other children (Lobato, 1983), early 

studies generally found that some siblings were having negative experiences as a result of 

living with a child with a handicap (Farber, 1959; 1960; Farber & Jenne, 1963), but most 

were exhibiting fairly normal adjustment (Holt, 1958; Lloyd-Bostock, 1976). It became 

obvious that it was not just the presence of a child with a handicap that had implications 

for their sibling's adjustment. Elather, investigators began to explore whether specific 

characteristics of the handicap as well as of the sibling played more important roles in 

determining the sibling's developmental outcome. 

Overall, studies of siblings of children with mental retardation indicated that on 

average, these siblings were not exhibiting major adjustment problems. When there was 

evidence of adjustment problems, these were manifested in behavior problems (Gath, 
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1974; Gath & Gumley. 1987), and depression in brothers and aggression in sisters 

(Lobato, Barbour, Hall, & Miller, 1987). An important point to highlight is that there 

was a great deal of variability in siblings' experience of adjustment problems as 

evidenced by Grossman's (1972) findings. She found that many students benefitted fi-om 

the experience of growing up with a child with a handicap. These individuals reported 

being more aware of prejudice and it's effects, as well as being more tolerant and more 

compassionate. Additionally, these students were perceived as more focused. Other 

students reported more negative effects of having a brother or sister with a handicap. 

They reported feelings of bitter resentment, guilt, fear of being defective themselves, and 

of being deprived of parental support and nurturance. With a few exceptions to be 

reviewed below (Dyson, Edgar, & Cmic, 1989; Gamble & McHale, 1989; McHale & 

Gamble, 1989; Nixon & Cummings, 1995), these smdies did not attempt to explain 

adjustment differences other than in terms of demographic, family status variables. From 

research and intervention standpoints, it seems important to elucidate the processes by 

which a disability or illness affects children's adjustment, rather than to just demonstrate 

that they are either well- or maladjusted. 

Dyson and her colleagues (Dyson et al., 1989; Dyson & Fewell, 1989) examined 

self-concept, behavior problems, and social competence in siblings of children with 

disabilities. In both of these studies, the authors found no difference in self-concept 

between siblings of children with disabilities and siblings of children with no 
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developmental disabilities. In an important extension of studies reviewed previously, 

Dyson et al. (1989) also explored potential predictors of adjustment for these siblings. 

Self-concept for siblings of children with disabilities were lowest when parents reported 

the most stress. Specifically, self-concept was influenced by problems associated with 

care of the child with the disability and the condition of that child with the disability. On 

the other hand, family relationships, specifically conflict in family relationships, was a 

significant predictor of lower self-concept in siblings of children v^dthout disabilities. 

Fewer behavior problems were found in siblings of children with disabilities when 

families were supportive of expressing feelings and the level of conflict was low. In 

contrast, siblings of children without disabilities were reported to have more behavior 

problems when parents reported more stress. In considering social competence, siblings 

of children with disabilities were perceived as more socially competent when family 

scores for personal growth, moral-religious beliefs, and cultural-recreational activities 

were high. Also associated with higher social competence scores were higher family 

scores on cohesion, expressiveness, and harmony in the home. For siblings of children 

without disabilities, social competence was positively related to parents' social support 

from their own parents, relatives, spouse, and friends. These results indicated that the 

presence of a child with a disability does affect the adjustment of his or her siblings. 

However, it is not merely the presence of the child with the disability that exerts the 

effect, rather the effects are mediated through family characteristics and resources. 



McHale and Gamble (1989) also examined potential determinants of 

psychological adjustment of siblings of children with mental retardation. Their sample 

consisted of 62 school-aged children, half with a yoimger brother or sister with mental 

retardation, half with a younger sibling who had no identified disabilities. In this study, 

siblings of children with mental retardation provided reports of their own fimctioning. 

They reported lower levels of functioning than controls in almost all areas measured. 

Siblings of children with mental retardation were more depressed, more aaxious, had 

lower scores of perceived social acceptance, and perceived conduct. With regard to sex 

differences, girls reported being more depressed, while boys reported lower perceived 

competence. There was an interaction for the global self-worth scale, reflecting that 

sisters of children with mental retardation had the lowest scores on the measure of global 

self-esteem. There were no correlations among characteristics of the child with mental 

retardation (i.e., the extent if the handicapping condition) and the sibling's functioning. 

However, more negativity in mother-sibling relationships as well as negativity in the 

sibling relationship was related to children's depression, anxiety, and low self-esteem. 

Additionally, when siblings were less satisfied with parental differential treatment, they 

reported being more depressed, more anxious, and having lower self-esteem. The results 

of this study demonstrated that in addition to considering the contributions of "social 

address variables" such as children's gender or birth order to sibling functioning, it is 
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important to include assessments of family ftmctiomng in studies of factors that may 

influence sibling well-being. 

The purpose of a second study by Gamble and McHale (1989) attempting to 

explain variation in sibling adjustment was to describe the stressors children experience 

with their younger siblings as well as to identify coping strategies older children use to 

deal with these problems. The most frequently reported stressful event by siblings of 

children with mental disabilities were having to babysit and help pick up after their 

siblings, and they reported being subject to physical and verbal aggression the least. 

Siblings of children without handicaps reported that their siblings went into their rooms 

and took things. When siblings of children with mental retardation were compared to 

siblings of children without handicaps in terms of feeluig angry, only one statistically 

significant difference was revealed: siblings of children with mental retardation reported 

being angrier when their brothers and sisters were hurt or sick. Also, girls reported being 

angrier when their brothers and sisters were physically and verbally aggressive. For the 

coping responses, siblings of children with mental handicaps and girls reported using 

"other-directed cognitions" (i.e., thinking one's brother or sister is a creep) more than 

siblings of children without handicaps. 

The experience of stressors was not related to adjustment measures, however the 

total number of stressors was negatively related to relationship satisfaction and their 

behavior toward their siblings. The children's ratings of affect were related positively to 
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ratings of depression and negatively to ratings of self-worth, relationship satisfaction, and 

behavior toward siblings. For the coping strategies, associations were found for cognitive 

strategies, but not for behavioral categories. Specific results showed that thoughts about 

another (e.g., thinking brother or sister is a creep) was negatively correlated with self-

worth and prosocial attitudes and behaviors toward their siblings and was positively 

associated with depression and anxiety. The variable representing cognitions directed 

toward the self (e.g., telling oneself to calm down) was positively related to sibling 

relationship measures and negatively correlated to depression. Multiple regression 

analyses were conducted to determine whether stress and coping variables accounted for 

variance in adjustment and sibling relationship measures. In general, stress and coping 

variables were better predictors of sibling relationship variables than they were of 

adjustment indices. 

In another study of stress and coping on how siblings of children with disabilities 

cope with conflict, Nixon and Cummings (1995) asked children to describe their feelings, 

cognitions, and coping strategies after hearing descriptions of 4 different types of 

conflicts (parent/parent, parent/child, peer, and sibling). Children who had siblings with 

disabilities reported feeling more anger, sadness, and worry than children with normal 

siblings for all four conflicts. In terms of cognitive responses, siblings of children with 

disabilities reported employing more responsibility taking behaviors (e.g., they reported 

feeling more guilty, that the conflict was their fault more often and felt it was up to them 



to make the situation better). Coping strategies were coded as involvement or avoidant. 

Siblings of children with disabilities reported more involvement and siblings of children 

without disabilities reported more avoidant strategies. Siblings of children with 

disabilities may grow up sensitized to conflict and they may have emotional insecurity 

about conflict. According to the authors, this emotional insecurity may lead to emotional 

dysregulation and overinvolvement in the problems of others as an attempt to gain control 

which in turn could lead to maladjustment. These siblmgs also had lower social 

competence scores and more externalizing and internalizing problems. 

The studies of stress and coping (Gamble & McHale, 1989; Nixon & Cummings, 

1995) are interesting in that they demonstrate that siblings of children with mental 

retardation were subject to unique stressors and that the experience of these stressors was 

related to sibling interaction (Gamble & McHale, 1989) and potential interpersonal 

problems (Nixon & Cummings, 1995). An additional consideration is that with a few 

exceptions, most of these reports of adjustment were parental reports. If children 

themselves were asked about their social-emotional adjustment a different picture might 

emerge as it did in McHale and Gamble's (1989) investigation. 

The Effect of a Chronic Illness 

Evidence concerning the effects of growing up with a brother or sister with a 

chronic illness is mixed. Some studies suggest that having an exceptional sibling may 

put the unaffected child at risk for psychosocial difficulties (e.g., Breslau, Weitzman, & 



Messenger, 1981; Lavigne & Ryan, 1979). Other studies found that siblings of children 

with chronic ilkiesses do not exhibit heightened levels of social-emotional problems (e.g., 

Cadman, Boyle, & Offord, 1988; Ferrari, 1984; Phillips, Bohaimon, Gayton, & Freidman, 

1985). In still other investigations, researchers reported that brothers and sisters of 

children with illnesses were well-functioning and in fact benefitting firom the experience 

of living with a sibling with special needs (Gayton, Friedman, Tavormina, & Tucker, 

1977; Harder & Bowditch, 1982). 

The children studied in these investigations included siblings of and children with 

spina bifida (Tew & Laurence, 1973), cystic fibrosis (Breslau et al., 1981; Breslau, 1982; 

Breslau & Prabucki, 1987; Cowen, Mok, Corey, MacMillan, & Levison, 1986; Gayton et 

al., 1977; Harder & Bowditch, 1982; Menke, 1987; Phillips etal., 1985), cerebral palsy 

(Breslau et al., 1981; Breslau, 1982; Breslau & Prabucki, 1987), myelodysplasia (Breslau 

et al., 1981; Breslau, 1982; Breslau & Prabucki, 1987), multiple handicaps (Breslau et al., 

1981; Breslau, 1982; Breslau & Prabucki, 1987; Harvey & Greenway, 1984), autism 

(Rodrigue, GefBcen, & Morgan, 1993), hematology problems (Lavigne & Ryan, 1979), 

cardiology problems (Lavigne & Ryan, 1979; Menke, 1987; Thompson, Curtner, & 

O'Rear, 1994), plastic surgery (Lavigne & Ryan, 1979), asthma (Thompson et al., 1994), 

epilepsy (Feeman & Hagen, 1990; Thompson et al., 1994), nephrotic syndrome (Vance, 

Fazan, Satterwhite, & Pless, 1980), sickle cell anemia (Treiber, Mabe, & Wilson, 1987; 

Yosua, Vannatta, Noll, & Davies, 1993), inflammatory bowel disease (Wood, Boyle, 



Watkins, Nogueira, Zimand, & Carroll, 1988), diabetes (Ferrari, 1984; 1987; Lavigne et 

al., 1982; Tritt & Esses, 1988), cancer (Cairns et al., 1979; Kazak & Clark, 1986; Menke, 

1987; Walker, 1988), rheumatic disease (Daniels et al., 1986; 1987), hydrocephalus 

(Query, Reichelt, & Christoferson, 1990), and end-stage renal failure (Fielding, Moore, 

Dewey, Ashley, McKendrick, & Pinkerton, 1985). 

Some studies indicated that children with chronic illnesses and their siblings were 

experiencing some adjustment difficulties. These difficulties included behavior problems 

(Breslau et al., 1981; Breslau & Prabucki, 1987; Lavigne & Ryan, 1979), low self-

esteem and self-concept (Ferrari, 1987; Harvey & Greenway, 1984), greater anxiety 

(Cairns, Clark, Lansky, & Smith., 1979; Harvey & Greenway, 1984), academic 

difficulties (Feeman & Hagen, 1990), and physical health problems (Daniels et al., 1986; 

1987). Other studies found no evidence of increased problems in children with chronic 

illnesses or in their siblings. These children did not differ from controls in terms of 

behavior problems (Fielding et al., 1985; Lavigne et al., 1982), adjustment problems 

(Cadman, Boyle, & Offord, 1988; Ferrari, 1984; Stewart et al., 1992), depression and 

aiLxiety (Stewart et al., 1992), self-concept (Gayton et al., 1977; Kazak & Clark, 1986); 

Stewart et al., 1992), or social competence (Ferrari, 1984; Yosua et al., 1993). One study 

of 7 to 16-year-old siblings of children with cystic fibrosis (Harder & Bowditch, 1982) 

found surprisingly positive results. These researchers conducted structured interviews 

with a total of 17 siblings from 14 families. These interviews addressed two areas: 
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family centered, which included questions concerning the impact of the illness on the 

family and interpersonal, which included questions about guilt, anxiety, fear, and 

embarrassment experienced by the siblings. In terms of family impact, resxUts were 

overwhelmingly positive. Most siblings reported that the illness had little impact on their 

families and the majority of brothers and sisters said that the ilhiess had brought their 

families closer together. Many siblings indicated that having a brother or sister with 

cystic fibrosis had taught them to be less self-centered and more empathic and 

additionally taught them skills for communicating and coping with people with illnesses. 

With regard to negative effects on the family, the two most often cited problems were 

financial strain and having to do more chores. Several children thought that their parents 

spent too much time with the child with cystic fibrosis, but many were able to justify this 

differential attention because of the cystic fibrosis. 

Results concerning intrapersonal impact also indicated few problems among these 

siblings. Most of the children responded that diey had not experienced any of the 

negative emotions they were questioned about. When they admitted these feelings, they 

were most likely to say they had only experienced them a little bit. Approximately half 

of the children thought they should have become ill themselves, some felt guilty and 

others felt that they should do something to take the burden away. 

Some of these studies examined children's adjustment in relation to certain disease 

characteristics, others compared children across sibling constellation variables; these are 
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reviewed in later sections. However, very few investigators explored other processes by 

which children's adjvistment could be affected by a chronic iUness. These investigations 

are reviewed next. 

Treiber, Mabe, and Wilson (1987) related sibling dysfunction to problems in other 

family members. They studied 13 children with sickle cell anemia and their families in 

order to assess psychological adjustment in the child with sickle cell anemia and his or 

her siblings during a non-crisis period. The depression scores of both children with sickle 

cell anemia and their siblings were compared to national norms. Although siblings' 

scores were higher than the national norm, this difference was not statistically significant. 

Siblings of children with sickle cell anemia showed evidence of intemalizing problems 

through their higher scores (compared to their brothers and sisters with sickle cell 

anemia) on depression, a measure of avoidance, and a trend toward higher scores on an 

instrument assessing the impact of stressful events. A correlation matrix was computed 

in order to determine whether emotional distress in siblings was associated with distress 

levels of other family members. Results indicated that siblings had more difficulty when 

the child with sickle cell anemia was more depressed or having problems with motor 

activity or negative peer interactions. Siblings' distress was also related to mother's 

functioning. Specifically, mothers' reports of depression were significantly and positively 

correlated with siblings' reports of motor activity, and certain scales from the measure 

assessing the impact of stressful events. 



In a study that examined family variables using different methods, Daniels, 

Miller, Billings, and Moos (1986) compared 45 children with rheumatic disease, 59 of 

their siblings, and 52 demographically matched siblings of children without health 

problems. All children ranged in age from 2 to 19 years. Both mothers and children 

completed an instrument which assessed child health and functioning. There were no 

significant differences among children with rheumatic disease, their siblings, and the 

healthy controls on any maternal reports on this instrument. However, siblings of 

children with rheumatic disease reported being more at risk for medical conditions, 

particularly allergies and asthma. Additionally, siblings of children with rheumatic 

disease reported more family activities and more social integration in school than 

controls. Children with rheumatic disease reported spending less time with friends than 

their siblings and controls. Regression analyses were conducted to identify predictors of 

sibling psychosocial flmctioning. Background variables, such as sibling gender and age 

and socioeconomic status, entered first accounted for very little variance in the dependent 

measures. Siblings received higher scores on the physical health problems, psychological 

health problems scales and a multiproblem index when their brother or sister with 

rheumatic disease received a score indicative of more dysflmction and when mothers 

reported having more health problems. Siblings had lower scores on the behavior 

problems and physical health problems scales and the multiproblem index when their 

families were more cohesive and more expressive. 
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In an extension of their earlier study (Daniel et al., 1986), Daniels, Moos, 

Billings, and Miller (1987) examined psychosocial risk and resistance factors in relation 

to psychosocial adjustment of 93 children with rheumatic disease, 72 of their siblings and 

93 children without health problems. Children with rheimiatic disease had more physical 

problems and children with rheumatic disease and their siblings had more adjustment 

problems and higher scores on a multiprcblem index. Three different sets of variables 

were entered in regression analyses as predictors of psychosocial ftmctioning. These 

three sets were parental functioning (including mother and father depression, and physical 

symptoms), family stressors (including negative life events, sibling total adjustment, and 

burden of illness), and family resources (including cohesion, expressiveness and conflict). 

Family background variables were entered in the regression first and the only significant 

result showed that poorer child fimctioning was associated with lower father occupation, 

especially in the control group. 

For the total adjustment problems scale, scores of the child with rheumatic disease 

were related to mother and father dysfunction, sibling dysfunction, stressful life events, 

and burden of illness on the family. For siblings, scores on the total adjustment problems 

scale were predicted by mother and sibling dysfimction and lower family cohesion and 

expressiveness scores. In control children, total adjustment problems were predicted by 

high family conflict and lower family cohesion. For the physical problems scale mothers' 

depressed mood and physical symptoms were significant predictors in all three groups. 
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Higher family cohesion and lack of conflict were related to fewer physical problems m 

controls and siblings of children with rheumatic disease. Additionally, when child 

functioning was better (for both the child with illness and the healthy child) and ilhiess 

burden was lower, children with rheumatic disease and their siblings had fewer physical 

problems and lower multiproblem scores. 

In another investigation that explored family factors related to child adjustment, 

Feeman and Hagen (1990) examined the intellectual, academic and psychological 

development of children with seizure disorders and their siblings closest in age. They 

also explored the impact of the illness on the family and family functioning. The sample 

consisted of 48 families, 24 included a child with a seizure disorder, while 24 served as 

controls. Children with seizure disorders and their siblings were having developmental 

problems. Both the children with seizure disorders and their siblings scored lower on all 

measures of intellectual ability and were not doing as well in school as controls. On 

parents reports of behavior problems, children with seizure disorders again scored the 

lowest, followed by their siblings and then by the controls. Similar results were obtained 

for the self perception scores except for the general self-esteem scale; siblings of children 

with seizure disorders scored the highest. With regard to family impact, siblings were 

affected only by the measure of total impact. The families were divided into high, 

medium, and low impact groups. The siblings firom families in the medium impact group 

scored the highest on general self-esteem and siblings in the high impact group scored 



lower on mathematics and reading than the other two groups. Additionally, parents in the 

high impact group reported lower warmth toward siblings and that these siblings were 

more aggravating. There were differences between families vvath a child with seizure 

disorder and control families in terms of the family enviroimient measure. Control 

families placed more emphasis on expressiveness and intellectual activities and families 

with a child with a seizure disorder placed more emphasis on religion and control. 

These studies demonstrated that it is important to assess family functioning when 

attempting to determine the processes by which a chronic ilbiess affects children. Family 

functioning variables that have been shown to be important were, for example, family 

cohesion and expressiveness and maternal depression. It is also critical to obtain 

children's perceptions of these and other variables. A few investigators have interviewed 

children concerning the effect of the chronic ilhiess on their lives. These important 

studies are reviewed below. 

Menke (1987) conducted a qualitative study of 72 siblings of children with cancer 

(N=20), cystic fibrosis (N=15) congenital heart disease (N=l I), myelomeningocele 

(N=12), and/or severe bums (N=l I). Children participated in a structured interview 

lasting approximately 45 minutes; questions addressed the child's knowledge of the 

sibling's illness, concerns about his or her sibling, concerns, fears, and worries about 

himself or herself and the family, changes in the family, and what health providers could 

do to help. Sixty-eight percent of siblings expressed worry about their siblings (92% of 
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siblmgs of children with myelomeningocele expressed worry) and almost half (49%) 

indicated protective concerns. Older siblings tended to express worries more often. 

When asked what was the hardest part about their brother or sister having a health 

problem, siblings gave a variety of responses including being embarrassed when others 

teased the sibling, and fighting with the sibling. When asked to identify changes in 

themselves and in the family, children reported more changes in their parents than in 

themselves. When child responses to interview questions were compared to information 

obtained from parents, few similarities emerged indicating the importance of obtaining 

sibling perceptions. 

Fifteen families of children with cancer with a total of 26 siblings (ages 7 to 11) 

participated in research conducted by Walker (1988). Walker conducted open ended 

interviews with both parents and siblings. Parents were asked to identify stressors for the 

family and then specifically for the siblings. Ten questions were designed to elicit 

information about the sibling, five concerned physiological, social, and affective changes, 

four questions asked the parents how much siblings knew about the disease and its 

prognosis, and the final question asked the parents to name different coping strategies 

used by the sibling. Siblings were asked how things had been for them since the 

diagnosis and then were asked what behaviors and thoughts the children used to deal with 

stress. Sixty-nine percent of parents responded that siblings experienced one or more of 

the stress responses assessed in the first five questions of the interview. The same 
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proportion of parents were able to identify coping strategies used by siblings; when these 

data were compared to data obtained from the siblings themselves, 22% were in complete 

agreement, 33% were in partial agreement, and 44% were in disagreement. When sibling 

interview data were analyzed, three major themes of stressors were revealed; these were 

loss, fear of death, and change. 

Tritt and Esses (1988) evaluated both behavioral and emotional adjustment in 

their study of 27 siblings of children with chronic illnesses. The study included siblings 

of children with diabetes, juvenile rheumatoid arthritis, and gastrointestinal problems. 

Overall, very few significant differences between the groups were revealed. No 

significant differences between siblings of children with health problems and controls 

were found on self-concept, nor were there differences on the conduct-problem or 

inadequacy-immaturity scale of the Behavior Problem Checklist. Siblings of children 

with health problems received higher scores on the personality-problem scale of the BPC 

and the data showed a difference in anxiety scores that was hard to interpret due to a 

higher order interaction detected by MANOVA analyses. 

The interview assessed a variety of topics concerning the illness. Eighty-nine 

percent of siblings said they had information about the ilhiess, this was true regardless of 

age. Most siblings thought their brother or sister had changed since the diagnosis, this 

was illustrated by one child who said," She doesn't want to play any of my games 

anymore. She likes to read books now all the time" (p. 216) and 65% of siblings said 



their brother or sister was hard to get along with. Many siblings indicated that their 

parents and families were different as a result of the illness. With regard to effects on the 

siblings themselves, approximately half of the siblings said they were required to do extra 

chores and received less attention. One child said, "She doesn't get more material things, 

but she seems to get cared about more. She gets more attention. They listen to her more" 

(p. 216). Thirty-nine percent of siblings said they were jealous of their brother or sister, 

while 71% indicated that their lives were affected by having a brother or sister with a 

chronic ilhiess. The authors pointed out that perhaps the most revealing finding was the 

siblings' responses to the question, "Who in the family do you think is most unhappy 

because of your brother's or sister's illness?". The sibling was named 33% of the time, 

followed by the mother (22%) and father (22%). Although these results seem to paint a 

negative picture of the children's experience of living with chronic illness, some siblings 

reported that they were more patient, more understanding, more sensitive, and more 

aware of how to deal with someone who is sick. 

Query, Reichelt, and Christoferson (1990) conducted a retrospective study of 

families of children who had been shunted for hydrocephalus. A total of 41 siblings 

ranging in age from 12 to 39 years consented to interviews, 12 of their siblings had died. 

When asked about the effect of the illness on the family, these siblings reported very 

negative experiences. Overall, these siblings were extremely distressed by the illness and 

were afraid of fiirther illness. Some siblings related stories of extreme parental anguish 
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(e.g., a father becoming an alcoholic as a result of the sibling's illness, a mother becoming 

very angry with siblings when the child died) as well as embarrassment by the sibling's 

appearance or behavior. Although these experiences seemed overwhelmingly negative, 

most siblings felt protective of their brother or sister and were quite willing to take on the 

responsibility of caring for their siblings if they were unable to care for themselves. 

In another study assessing family climate, Stewart, Stein, Forrest, and Clark 

(1992) studied 10 siblings of children with chronic and life-threatening illnesses and 10 

healthy controls. No significant differences were revealed between the groups on 

children's reports of depression, anxiety, or self-concept or on the parents' reports of 

emotional or behavioral problems. An additional result was that siblings of children with 

illnesses expressed more negative feelings than positive feelings, and the reverse was true 

for controls. 

Interview data showed that younger siblings of children with illnesses tended to 

be more accepting of their brother or sister, while older children mentioned feeling left 

out of the family and were cognizant of financial strains and excess tension caused by 

their siblings' illnesses. Half of the siblings had a clear understanding of their brother's or 

sister's illness while the other half had little knowledge about the illness. All of the 

siblings (except one) reported that their families did not go as many places and reported 

that they had to do more chores at home. There were few positive effects reported by 
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siblings: one boy reported that he was more tolerant and one girl said she was more 

mature as a result of having a sibling with an illness. 

Thus, past research has provided equivocal results concerning the effect on 

siblings of living with a brother or sister with special needs. Some studies report negative 

effects on siblings (e.g., Lavigne & Ryan, 1979), while others report that siblings appear 

the same as brothers and sisters of children without health problems (e.g., Breslau, 1983). 

Still others report that siblings of children with health problems benefit from their family 

experiences (e.g.. Harder & Bowditch, 1982). Gallagher and Powell (1993) have 

suggested that social-emotional outcomes for brothers and sisters of exceptional children 

be viewed on a continuum; positive effects or benefits lie on one end of the continuum 

while negative consequences are found at the other. Thus, it is essential to include 

assessments of competencies as well as measures of maladaptation when examining the 

effects of special needs on children and their siblings. In the past, research on siblings of 

children with special needs has tended to concentrate on negative outcomes (Stoneman & 

Brody, 1992); yet as indicated earlier some studies showed that living with a child who 

has special needs any have beneficial effects when researchers included assessments of 

competence. 

Where a child falls along continuum of mental health or well-being may depend 

upon several factors. According to Gallagher and Powell (1993) these factors include the 

age and gender of both the affected child and his or her brothers or sisters, family size, the 
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family's religion, the level of fimctioning attained by the affected child, and the parents' 

attitudes toward the child and his or her needs. Potential influences Gallagher and Powell 

suggested be included in future research are social relationships between the affected 

child and his or her siblings. 

Three studies (Menke, 1987; Tritt & Esses, 1988; Walker, 1988) reviewed above 

are very relevant to the present investigation because they asked siblings directly about 

their perceptions of their brothers' and sisters' ilhiesses. The results of all of these studies 

indicated that siblings are sometimes deeply affected by the illness of a brother or sister. 

Effects that children reported included worrying about their siblings (Menke, 1987), not 

getting as much attention as their brothers and sisters with illnesses, and expressing 

concern over changes in interactions with their siblings (Tritt & Esses, 1988). 

Additionally, parents did not generally report the same problems as the siblings 

themselves did. Because what is stressful to one child may not be stressful to another 

child, it is crucial to obtain children's perceptions of the illness and its effects. 

Very few studies attempted to explain why these children were experiencing 

adjustment problems. When these studies did include measures of family environment or 

conducted analyses to determine whether illness characteristics were related to outcome, 

they generally found significant associations. For example, Daniels et al. (1987) showed 

that for both the child with the illness and his or her siblings, family variables, such as 

cohesion, conflict and expressiveness, and illness variables, such as illness burden, were 



related to adjustment outcomes. The task of current and future investigations should not 

be to determine whether children with illnesses and their siblings differ from children not 

affected by illnesses in terms of adjustment. Rather the purpose of research in this area 

should be to determine what factors account for variability in adjustment outcomes. 

Finally, a note should be made about sibling constellation effects. Many studies 

have examined the influence of family status variables such as sibling gender 

constellation, birth order, and age spacing on the well child's development (e.g., Breslau, 

1982; Lavigne & Ryan, 1979). In some cases, these variables appear to play a role in 

determining what happens to the well sibling. For example, Lavigne and Ryan (1979) 

found that yoimger siblings of children who had had plastic surgery showed higher levels 

of psychopathology (evidenced in both externalizing and internalizing symptoms) than 

siblings who were older than the child who had undergone surgery. In the same study, 

the results revealed that brothers were more affected than sisters. Others studies indicated 

that older sisters were more negatively affected by the presence of an exceptional sibling, 

particularly those children who were developmentally disabled (Gath, 1974; Breslau et 

al., 1981). Alternatively, it appears that children who are the same gender as the affected 

child fare worse than those children whose ill brother or sister is the opposite sex (Ferrari, 

1984). Still other studies found that these "static" categorical variables had no relation to 

the well sibling's adjustment (Breslau, 1981; Daniels et al., 1986, Ferrari, 1984). 

Unfortunately, in this investigation, the sample size is not sufficient to explore these 
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issues thoroughly. At this point in time, only preliminary analyses examining the effect 

of family status variables can be conducted. Additional methodological limitations of 

this literature are considered next. 

Methodological Considerations-Children with Mental Disabilities 

The literature on siblings of children with mental disabilities is characterized by 

several important methodological limitations. Often studies have asked siblings to recall 

what it was like growing up with a child with a mental disability. Their responses were 

most likely colored by current perceptions and feelings; in some cases, it may be hard for 

people to remember specific instances that would be important to include. The siblings 

who participated in this research may have had particular experiences or reasons that lead 

to participating in the studies that would limit the generalizability of the findings. 

Most studies of families of children with mental disabilities have begun with a 

deficit assumption. That is, investigators have assvmaed that the disability of one child 

would have detrimental effects on all family members. In light of some positive findings, 

future studies should include measures of competence as well as indices of 

maladjustment. A related problem is that this research has generally considered only 

unidirectional effects, the effect of the child with the disability on other family members. 

To provide a more accurate depiction of families, researchers must also examine how the 

child with the disability is affected by other family members. Older studies also worked 

firom the assumption that siblings were directly influenced by the child with the illness 
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(i.e., they identified with that brother or sister). Newer research has focused on indirect 

effects, such as parental differential treatment. Most likely, both of these types of effects 

need to be assessed. 

Early studies often did not include control groups. However, one of the biggest 

problems is deciding who the comparison group should be. Stoneman and Brody (1984; 

Stoneman, 1989) have considered this issue extensively and have discussed the 

alternatives of matching families on chronological age of the child with the mental 

disability or matching families for the mental age of the child with the mental disability. 

There are problems with both of these approaches. If families are matched for 

chronological age, the children will have very different cognitive skills that may 

influence interactions among siblings. On the other hand, if the children are matched for 

mental age, there will generally be large differences in their chronological ages, a factor 

that would also influence interactions among siblings. An additional consideration when 

addressing control groups is that when these families are compared with control groups, 

these comparisons may reveal differences between special families and normal families, 

but generally do not impart information about why these families are different. By 

utilizing a within family design (i.e., comparing two children in the same family) one can 

examine processes by which certain children are more affected than others. Similarly, by 

utilizing a noncategorical approach to describing stressors experienced by families as a 
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result of one child's illness, one can determine why some families adapt better than others 

as well. The noncategorical approach is described more fiiUy in a subsequent section. 

Methodological Considerations-Children with Chronic Illnesses 

The methodological limitations in this area are very similar to those described for 

families of children with mental retardation. Sample sizes are small and lack diversity, 

and many studies did not include control groups. A problem not encountered in the 

literature on families of children with mental retardation is that these studies have been 

conducted with children with a wide variety of illnesses. One cannot conclude, for 

instance, that results for children with diabetes would be the same for children with heart 

conditions. For this reason, a noncategorical approach is being adopted for this 

investigation. A noncategorical approach allows the investigator to examine similarities 

among families of children with ilhiesses rather than emphasizing their differences. 

Another serious weakness in this literature is that very few investigators have obtained 

children's viewpoints. As some researchers have pointed out, "perception is the process 

that defines the way that one experiences the world, objects, people, and events" (Kleiber, 

Montgomery, & Craft-Rosenberg, 1995, p.48). It is therefore critical to ask children 

about their feelings and experiences with respect to the ilhiess as well as their 

relationships and personal adjustment. Finally, although many studies considered the 

adjustment of siblings in these families, no studies were reviewed that included 



53 

assessments of sibling relationships; it seems important to describe relationships in these 

families. 

Summary 

Overall, this literature supported the notion that children with chronic ilhiesses 

were subject to adjustment problems. However, the studies reviewed above provided 

ample evidence that not all siblings of children with special needs are at risk for 

psychosocial difficulties as a result of having a brother or sister with an illness. Perhaps 

the only conclusion that can be drawn from this review of the literature is that there is a 

great deal of variability in the social-emotional adjustment of siblings of children with 

special needs. Accordingly, the next task was to attempt to determine what factors 

influence this variability. 

First, sibling relationship quality is expected to influence each child's adjustment. 

Because very little is known about relationships between children who have chronic 

illnesses and their brothers and sisters, one purpose of this investigation was to describe 

these relationships. A great deal of variability was expected in sibling relationship 

quality and it was hypothesized that this variability could be explained in terms of 

differential treatment and illness burden. Once siblmg relationship quality was 

adequately described, the next purpose was to determine whether sibling relationship 

quality affected each child's social adjustment. Differential treatment and illness burden 
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were expected to play significant roles in determining social-emotional adjustment as 

well. Studies relevant to each of these purposes are described below. 

Describing Sibling Relationships 

One purpose of the present investigation was to describe sibling relationships 

among dyads including a child with a chronic illness. Few investigators have examined 

the quality of sibling relationships of children with special needs. Sibling relationships in 

families when one child has special needs are likely to be quite different from sibling 

relationships in normal families. If a child is cognitively limited or feels sick often, he or 

she may not be able to participate in the sibling relationship in the same manner as a 

sibling writhout special needs would. Additionally, parental differential treatment may be 

amplified and may have a strong influence on these sibling relationships. Only one study 

(Vance et al., 1980) of children with chronic ilhiesses attempted to describe sibling 

relationships. Their results showed that sibling interaction among children with nephrotic 

syndrome and their brothers and sisters was characterized by less fighting compared to 

controls. Additionally, siblings in these families reported being embarrassed by each 

other more. Thus, studies of siblings without special needs as well as investigations of 

sibling relationships including a member v^dth a mental disability are reviewed. 

Stoneman and Brody and their colleagues have contributed a great deal to our 

understanding of sibling interaction in middle childhood. As noted by Stoneman and 

Brody (1992), very little research has focused on the quality of siblings relationships. 



particularly when one child has a chronic illness. Their observational work has examined 

social interactions of brothers and sisters, in some cases when one was mentally retarded 

(Brody, Stoneman, & MacKinnon, 1984; 1986; Stoneman, Brody, Davis, & Crapps, 

1987; 1988; 1989; 1991; Stoneman, Brody, Davis, Crapps, & Malone, 1991). These 

investigators have considered four dimensions of sibling relationships: sibling social 

engagement, warmth/positivity, conflict/negativity, and roles and role asymmetry 

(Stoneman & Brody, 1992). Research findings regarding warmth/positivity and 

conflict/negativity are discussed together as the affective tone of the relationship. The 

present investigation assessed these dimensions of the sibling relationship. In the text to 

follow, these dimensions will first be defined and findings relevant to understanding their 

significance with regard for siblings of children with special needs will be reviewed. 

Social engagement 

Social engagement is the first dimension of sibling relationships defined by 

Stoneman and Brody (1992). Social engagement is simply the amount of time siblings 

spend with each other, either in play or other activities. With regard to social 

engagement, Stoneman and colleagues (1987) found that brothers and sisters of children 

with mental disabilities spent a good deal of time together and the activities they were 

involved in were quite varied. However, they noted that the amount of time spent 

together varied considerably among sibling pairs (Stoneman et al., 1987), encouraging 

continued research efforts to elucidate the reasons why these differences exist. 
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McHale and Gamble (1987; 1989) also assessed social engagement with siblings. 

In telephone interviews, children were asked about specific activities they engaged in 

with their siblings and how long these activities lasted. Children with disabled and 

nondisabled siblings did not differ in the number of activities they engaged in with their 

brothers and sisters; however, the nature of these activities was different. Children with 

disabled siblings spent more time taking care of their brothers and sisters. 

Affective Tone 

Affective tone can be defined as the experience of emotion within relationships. 

In Stoneman's and Brody's studies (Brody et al, 1991; Stoneman, Brody, Davis, & 

Crapps, 1989) evidence concerning affective tone in the sibling relationships of children 

with mental disabilities was mixed. Again, there was great variability among sibling 

pairs; some sibling pairs experienced a great deal of conflict and negative interaction 

(Stoneman et al, 1989). Often, younger children with mental disabilities displayed 

negative actions, such as hitting, threatening, name-calling, and negative facial 

expressions toward their siblings. In most cases, however, siblings did not reciprocate. 

The authors suggested that siblings of children with mental retardation may be reluctant 

to express negative affect toward their sibling with a handicap either because of guilt or 

parental sanctions on that expression. 

Stoneman and Brody (1992) point out that little research has examined affective 

tone in sibling relationships when one child has special needs. Abramovitch and her 
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colleagues conducted a study in which affect in sibling interaction was the focus 

(Abramovitch et al., 1987). They studied 31 pairs of brothers and sisters, one of whom 

had Down syndrome. All sibling dyads were observed in two one-hour unstructured 

observations sessions in their homes. Initiations of prosocial and antagonistic behaviors 

and responses to those initiations were coded as well as imitative behaviors. Siblings 

initiated more prosocial and antagonistic behaviors and imitated less. Siblings who were 

older than children with Down syndrome initiated more prosocial and more antagonistic 

behavior than siblings who were younger than the child with Down syndrome. The only 

differences between groups in responses to initiated behavior was responses to 

antagonistic behavior: siblings were more likely to counterattack and less likely to ignore. 

Siblings who were older than children with Down syndrome were more likely to respond 

to antagonism from children with Down syndrome positively than were siblings who 

were younger than the affected child. The only other difference was for age-spacing: 

siblings further apart were more prosocial. 

Twenty pairs of siblings were observed again one year later. Longitudinal 

analyses revealed a similar pattem of findings. When compared to normal sibling dyads, 

levels of interaction among siblings was similar; however siblings of children with Down 

syndrome were more nurturant and younger siblings of children with Down syndrome 

directed more prosocial behavior to their brothers and sisters. 



McHale and Gamble (1987; 1989) also included assessments of affective tone in 

their studies. Their data indicated that children's relationships with disabled siblings 

tended to be more positive than negative and also more positive than sibling relationships 

where neither child was mentally disabled. In these studies, positivity and negativity 

were defined in terms of those behaviors children engaged in with each other, for 

example acting kindly or aggressively. 

Affect may play a significant role in relationships (Dix, 1990), thus it seems 

crucial to investigate the emotional dimensions of sibling relationships. Hetherington 

(1988) asked parents to rate the affective tone of their children's sibling relationships. 

She found that children whose sibling relationships were rated as hostile were more 

aggressive and coercive. She also reported that children whose relationships with their 

brothers and sisters were close and caring had fewer behavior problems, better peer 

relationships and less difficulty at school than children whose sibling relationships were 

more hostile. 

Roles and Role Asvmmetrv 

Stoneman and Brody (1992) defined roles as complementary, socially defined and 

predictable macro-units of behavior (p.6). Roles among siblings would include, for 

example, caretaker, teacher, helper, chore-doer, or playmate. Brody and Stoneman and 

their colleagues conducted three studies of sibling interactions of children without special 

needs in which roles and role asymmetry were addressed. In the first descriptive study. 



Brody, Stoneman, and MacBCinnon (1982) observed sibling pairs three different times. 

The first observation session involved the two siblings, in the next, the older sibling and 

his or her best friend were observed and in the final observation session, the older sibling, 

the younger sibling, and the best friend participated. For each observation session, the 

children played the popular children's game Trouble. One observer was assigned to code 

the roles enacted by each child, thus up to three observers were present during child 

interaction. Five different roles were coded: teacher (child explains, models of 

demonstrates some part of the game), learner (child is the target of teaching), manager 

(child commands or requests another child to perform a behavior), managee (child is 

target of management), and playmate (child engages in parallel or cooperative play with 

another child). 

The results showed that in interactions among older and younger siblings, older 

siblings were more often teachers and managers, while their younger brothers and sisters 

assumed the learner and managee roles more often. Older siblings and friends tended to 

assume all of the roles the same amount of time except for the teacher role. In this case, 

older siblings assumed the teacher role more often. The authors suggested that this may 

be because observations were conducted in their homes. With regard to observations of 

the triad, older siblings directed fewer teaching, managing, and playmate roles toward 

their younger siblings when their best friends were present. Lastly, there were no 

significant sex differences found for observations of sibling interaction. Interestingly, 
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when playing with their best friends and in the triadic situation, girls assumed the 

playmate role more often than boys and in the dyadic situation, girls enacted the manager 

role less often than boys. 

The next report (Brody, Stoneman, & MacKinnon, 1984) was similar to the 

previous investigation, but in this case, naturalistic observations were analyzed. In the 

first study, the authors examined role relationships during the observations, while the 

purpose of the second study was to determine whether role relationships were 

complementary. The same roles were coded with three additional codes: solitary activity 

(child is not involved with another child), positive interaction (child hugged, kissed, or 

touched his or her sibling, or smiled, giggled or praised his or her sibling), and negative 

interaction (child hit, kick or teased, or yelled whined, frowned or cried when interacting 

with the sibling). 

Analyses showed that boys played more competitive games with their friends than 

they did with their younger brothers and played more with toys with their brothers than 

with their friends. Girls played games more often with their younger sisters and played 

dolls more often in the triadic situation. The authors proposed that these differences were 

due to different strategies used by older siblings to compensate for the lesser cognitive 

and behavioral capacities of younger siblings. An additional sex difference revealed in 

the data was that boys preferred to play outside while girls preferred playing games 

inside. Although both boys and girls engaged in physical activity, the physical activity of 
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boys contained a competitive component while the physical play of the girls was lacking 

this quality. In interactions among siblings, older siblings assumed teacher and manager 

roles more frequently than younger siblings and the data showed that younger siblings 

accepted the reciprocal roles of learner and raanagee. These results were consistent with 

the earlier study of structured activity. However, in the triadic interaction, siblings were 

less likely to accept the managee role and friends were more likely to accept the managee 

role from younger siblings than were older brothers and sisters. Additionally, younger 

siblings interactions in the triad were more positive than they were in the sibling 

interaction. 

Brody, Stoneman, MacKirmon, and MacKinnon (1985) sought to replicate the 

above results as well as explore whether role relationships changed depending on the age 

and gender of siblings. Ten different roles and behaviors were coded from naturalistic 

observations: teacher, learner, manager, managee, helper, helpee, observer, and solitary, 

prosocial, and agonistic. 

Younger siblings observed their older siblings more and assumed the helpee and 

managee role more than older siblings. On the other hand, older siblings assumed the 

helper and manager roles more often than younger siblings. Interesting age group by 

gender interactions emerged for some roles. School-aged girls directed more prosocial 

behavior than others, preschool-aged boys directed more agonistic behavior than others, 

and preschool-aged girls spent more time in solitary play than preschool-aged boys while 
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the opposite was true for school-aged children (school-aged boys spent more time in 

solitary activity than school-aged girls). In addition, older school-aged girls assumed the 

teacher role more often than older school-aged boys or older preschool-aged boys or girls. 

And yoimger school-aged girls assumed learner roles more often than younger school-

aged boys or younger preschool-aged boys and girls. With regard to differences in role 

relationships, preschool-aged sisters played with each other less than preschool-aged 

brothers, while school-aged sisters played with each other more than school-aged 

brothers. 

Stoneman and Brody (1992) point out that roles in normal sibling relationships 

are generally asymmetrical; older siblings have more power and are more dominant. The 

same patterns are not characteristic of sibling relationships when one child is mentally 

retarded. Younger siblings of children with mental disabilities often have more dominant 

roles and even take on responsibilities such as babysitting that would normally be 

assigned to older brothers and sisters (Brody et al., 1991; Stoneman et al., 1991). In 

addition to studies on sibling relationships in which neither child has a handicap, 

Stoneman and Brody and their colleagues (Stoneman, Brody, Davis, & Crapps, 1987; 

1989; 1991a; Stoneman, Brody, Davis, Crapps, & Malone, 1991b) have done a number of 

studies on the sibling relationships of children with handicaps, primarily assessing role 

relationships between the two siblings. 
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In the first study (Stoneman, Brody, Davis, & Crapps, 1987) 32 same-sex sibling 

pairs were observed in their homes. In half of the sibling pairs the younger child was 

mentally retarded. The authors hypothesized that interaction among children with mental 

retardation and their siblings would occur at much lower rates than interaction among 

normal sibling pairs. In order to describe role relations, the authors defined five different 

roles that siblings might undertake. These included manager (directing social behavior), 

teacher (promoting cognitive and language development), helper (providing help), 

playmate (sharing play activities), and interactor (sharing social experiences). The results 

showed that sibling relationships of children with mental retardation were characterized 

by high rates of interaction, a finding contradictory to the authors' prediction. Compared 

to interaction in relationships where neither child had a handicap, interactions in sibling 

relationships of children with mental retardation were characterized by play involving 

social exchanges rather than toys. Additionally, sibling pairs including a child with 

mental retardation were less likely to play games or watch television together. Older 

sisters of children with mental retardation often engaged their yoimger sisters in rough 

and tumble physical activity, while older brothers of children with mental retardation 

engaged their younger brothers in activities that involved toys. There were, however, no 

differences in the affective quality of interaction in sibling relationships of children with 

mental retardation and sibling relationships of children with no handicap. 



As expected, a great deal of asymmetry was depicted in interaction between older 

siblings and their younger sibling with mental retardation. This result was primarily 

accounted for by the large amount of managing done by the older sibling. In both groups, 

older sisters took on roles of manager and teacher more than older brothers; however, 

older sisters of girls with mental retardation were four times more likely to assume 

teacher roles than older sisters of girls without mental retardation. 

A succeeding study (Stoneman, Brody, Davis, & Crapps, 1988) examined 

childcare responsibilities and experience of sibling conflict in older siblings of children 

with mental retardation. Older sisters in both groups engaged in more personal and self-

care tasks and meal preparation (with older sisters of mentally retarded children having 

the most responsibilities) while older brothers in both groups had more outdoor 

responsibilities. Older sisters babysat more than older brothers and older sisters of 

children with mental retardation babysat most often. Older brothers of children with 

mental retardation, however, babysat as often as older sisters of children without 

handicaps. 

Correlations (for siblings of children with mental disabilities) among older 

siblings' assumption of household responsibilities and sibling relationship variables 

indicated that the assumption of more childcare responsibilities was related to more 

conflict and less positive behavior in the sibling relationship. Additionally, the 

assumption of more household tasks was associated with less sibling conflict. Lastly, 
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when younger mentally retarded children were less competent, older siblings were 

required to take on more childcare responsibilities. 

In the next study on sibling relationships, Stoneman, Brody, Davis, & Crapps 

(1989) observed children with their older siblings in a more structured context. 

Stoneman et al. (1989) speculated that results from the 1987 study might be due to a 

difference in activities selected by the two different types of sibling pairs. Results 

indicated that sibling relationships of children with mental retardation were characterized 

by more asymmetry than the relationships of two siblings without handicaps, 

demonstrating that the results of the previous study were not just an effect of a difference 

in activity selection by the two groups. Additionally, the results of this study indicated 

that different activities elicited different amounts of interaction and different role 

relationships between the siblings. There was more interaction between children with 

mental retardation and dieir older siblings during a snack activity and during television 

watching, but siblings without handicaps interacted more during toy play. Role 

relationships between children with mental retardation and their older siblings were very 

asymmetrical. Older siblings frequently assumed the roles of manager, teacher, and 

helper. For example, older sisters and brothers helped their younger siblings during the 

snack activity by opening juice cartons and they redirected their younger brother's or 

sister's attention when they were distracted during television viewing. Rather than acting 

in symmettical, playmate roles during the toy play, older siblings, particularly sisters. 
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used that time to teach their younger siblings how to use the toys appropriately. As 

expected, the level of asymmetry increased with age, while the opposite was evident in 

pairs where neither child had a handicap. 

A subsequent study (Stoneman, Brody, Davis, &. Crapps, 1991a) examined the 

role relations between children with mental retardation and their same sex younger 

siblings. Thirty-two same-sex sibling pairs participated, half of which included an older 

child with mental retardation. As predicted, younger siblings of children with mental 

retardation assumed more dominant roles of helping, teaching, and managing more than 

younger siblings of children without mental retardation. The results from this study 

support Farber's (1960) conclusion that there is a "role crossover" when the older child in 

a sibling pair has mental retardation. As with older siblings of children with mental 

retardation (Stoneman et al., 1987; 1989), there was no difference in affect in the sibling 

relationships of children with mental retardation compared to the sibling relationships of 

normal children. Only one gender difference emerged and the finding was that younger 

sisters of children with mental retardation helped their older sisters during the snack 

activity than did younger brothers of boys with mental retardation. Even so, younger 

brothers of boys with mental retardation helped their older brothers much more than did 

younger brothers of children without handicaps. This finding indicated that parents 

placed caregiving demands on younger children of children with mental retardation 

regardless of whether that younger child is a boy or a girl; conversely, if the sibling is 
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older, girls tend to take on more responsibility for their younger sibling with mental 

retardation. 

With regard to interaction in different contexts, the results revealed that both the 

child with mental retardation and his or her younger sibling attempted to help each other 

during the snack activity. During toy play, there was more general play behavior (with 

each child acting as playmate) and during television viewing there was more positive 

affect between siblings. 

The next study conducted by Stoneman and Brody and their colleagues 

(Stoneman, Brody, Davis, Crapps, & Malone, 1991b) concerned ascribed roles played by 

siblings, or those roles assigned by parents. Mothers and younger siblings were 

individually interviewed concerning information about childcare responsibilities, 

household tasks, contact with friends, and out-of-home activities. Mothers were also 

asked about conflict between siblings and to rate the competence of the child with mental 

retardation. Results concerning the comparison of ascribed roles of children with older 

brothers and sisters with mental retardation to children with normal older siblings 

indicated that there was a role reversal for younger siblings of children with mental 

retardation. These children were expected not only to take on more child care tasks than 

children in the comparison group, but judging from comments made by children from the 

comparison group, these tasks were wholly nonnormative experiences. Younger sisters 

were expected to provide physical care more often than younger brothers and both 
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brothers and sisters were expected to help more with physical care when the child with 

mental retardation was less competent. With regard to household tasks, however, 

younger siblings of children with mental retardation were not required to perform more 

household duties than comparison children; in fact they performed fewer than their 

counterparts. However, when household task data was analyzed with respect to the 

competence of the child with mental retardation, children whose older siblings were less 

competent were expected to take more responsibility for themselves and provide more 

help with preparing meals. 

Predictions concerning the potential negative effect of this increased caretaking 

were not supported. In fact, children with older siblings with mental retardation had more 

positive relationships with their siblings and there was no suggestion in the data that these 

children had fewer peer contacts or engaged in fewer out-of-home activities. Consistent 

with the authors' expectations, children with mental retardation had fewer out-of-home 

activities and fewer peer contacts than other children. They had fewer friends visit them, 

made fewer visits to friends themselves, and participated in fewer out-of-home activities. 

This was especially true for children who were less competent. 

Similar to the results reported by Stoneman and Brody and colleagues, McHale 

and Gamble (1987; 1989) found that children with disabled siblings spent more time as 

caretakers than did children with nondisabled siblings. Additionally, according to 

mothers' reports, children with disabled siblings, particularly girls, spent more time doing 
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chores around the house. Thus, it appears that there are differences in the role 

relationships among children who have brothers and sisters with special needs. 

A similar pattern of results may be evidenced in sibships where the older child 

has a chronic illness. Having to care for an older brother or sister is a reversal of one's 

expectations regarding sibling caretaking. Usually, the older sibling must take on these 

responsibilities. Thus, role asymmetry should not be a problem when the younger child 

is the one with the chronic illness; however, if the child with the chronic illness is older, 

one might expect more difficulties. 

It has been suggested that additional caretaking and household responsibilities 

may be the cause of adjustment problems evidenced in siblings of children with special 

needs (McHale & Gamble, 1987). It was proposed here that it is not necessarily that 

children have to perform more of these duties, rather it is how they feel about performing 

these extra chores and duties that may exert influence. Therefore, in this study, children's 

roles in the sibling relationship was operationalized in terms of perceived burden. An 

additional measure of role asymmetry is Furman and Buhrmester's (1985) relative 

power/status scale. 

Stoneman's and Brody's research program has provided a great deal of 

information about dimensions that can be used to describe sibling interactions. Other 

investigators have obtained siblings' perceptions of their relationships, a different, but 

equally important source of information on sibling relationship quality. Because the 
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children are the participants in the sibling relationship, it seems particularly critical to 

obtain assessments of their perceptions of their own relationships. Studies are reviewed 

that addressed sibling relationship quality in dyads that include a child with special needs 

as well as in dyads that do not. 

Furman and Buhrmester (1985) developed the Sibling Relationship Questionnaire 

in order to describe and assess the qualities of sibling relationships. They accomplished 

this goal in two steps. First, they interviewed 49 fifth and sixth graders in an open-ended 

fashion about their relationships with their brothers and sisters. They were asked to think 

about one particular sibling and discuss 1) what their relationship was like, 2) what it was 

like to have a brother or sister, 3) the good things about their relationship, 4) the not so 

good things about the relationship, and 5) how important the relationship was to them. 

Children's responses were then coded into sixteen categories. This list was considered 

comprehensive in that each category was reported often. The positive qualities 

mentioned most often were: companionship, admiration of sibling, prosocial behavior, 

and affection. Children mentioned antagonism and quarreling most often as the negative 

aspects of their sibling relationships. 

In the next step, the investigators developed the Sibling Relationship 

Questionnaire so that it reflected 15 of the 16 qualities previously identified as well as 

two others reflecting satisfaction with the relationship and importance of the relationship. 

The questionnaire was then administered to 198 fifth and sixth grade children; most of 



these children were Euro-American and came from middle to upper class backgrounds. 

Reliabilities for each scale were computed and all alpha coefiBcients were above .70, 

except for competition (alpha=.63). A principal components factors analysis revealed 

four underlying factors: warmth/closeness, relative power/status, conflict, and rivalry. 

The next analyses evaluated these dimensions with respect to family constellation 

variables. Children in same-sex sibling dyads rated their relationships higher in 

warmth/closeness; this was true, however, only for dyads who were closely spaced. No 
\ 

other significant findings emerged for the warmth/closeness dimension. The results for 

relative status/power indicated that when children were older than their siblings they 

reported more dominance of and nurturance of their brothers and sisters and that they 

were admired more by siblings. Parallelly, younger siblings reported that they were 

nurtured by and dominated by their brothers and sisters more. When age spacing was 

wide (four or more years) these differences were even more pronounced. Conflict was 

more frequent among siblings close in age. With regard to rivalry, siblings who were 

younger reported more parent partiality and rivalry than when they were older, this was 

especially evident when children were members of families with four or more children. 

Additionally, when the direction of partiality was considered, siblings who were older 

reported that their younger siblings were favored more. Finally, when children were 

farther apart in age, they reported being more satisfied with their relationships. 
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Buhrmester and Furman (1990) have continued to examine the qualities of 

sibling relationships and to explore developmental changes in these qualities. In this 

study, the authors administered the SRQ to children in four different £^e groups: third 

graders, sixth graders, ninth graders, and twelfth graders. Three general statements about 

the developmental course of sibling relationships were asserted. First, as children grew 

older, their relationships became less asymmetrical and more egalitarian. The findings 

indicated that nurturance and dominance of siblings decreased for the most part by age 

12. This change in relationship status was attributed to the growing competence of 

younger siblings. Next, the intensity level of sibling relationships decreased as children 

aged. Scores on each dimension of sibling relationships decreased over time. However, 

scores on the intimacy, affection, and admiration scales declined the least, indicating the 

maintenance of strong emotional bonds between siblings. Finally, family constellation 

variables seemed to affect what experiences children have as siblings. For example, later-

bom siblings reported a steady decline in conflict with age, but this was not the case for 

earlier-bom siblings who did not report decreases in conflict. Additionally, children who 

were widely spaced appeared to enjoy more positive relationships than children who were 

closer in age. This was evidenced in higher nurturance, prosocial behavior, and affection 

scores and lower quarreling, antagonism, and dominance scores. Also, same-sex siblings 

tended to report being closer to their brothers or sisters than did opposite sex sibling 

pairs. 



73 

In addition to these three generalizations, the authors posited that sibling 

relationships during preschool and middle childhood would have a distinct impact on 

adolescent personality. If relationships influence personality development, it is likely that 

the amount of influence would be related to the scope and intensity of the relationship. 

Sibling relationships are very intense during middle childhood and this declines as 

children enter adolescence. Behavior geneticists contend that siblings create different 

environments for each other, thus creating a nonshared influence on each other's 

development (Rowe & Plomin, 1981). Buhrmester and Furman (1990) suggest that 

reciprocal aspects of the sibling relationship, such as relative power/dominance would 

play more of a role in this process than would complementary featiires like warmth. 

Wilson, Blacher, and Baker (1989) interviewed 24 siblings of younger children 

with severe handicaps, aged 9 to 13 years, in order to describe the nature and extent of 

interactions among these brothers and sisters. A second purpose was to obtain accounts 

of siblings' feelings about and perceptions of family life. Interviews asked children to 

describe: the extent of their interactions with siblings, their attitudes toward siblings, the 

degree to which they took care of their siblings and felt responsible for them, the effect of 

their siblings on their families, and their attimdes about sibling help groups. Other 

questions asked siblings to rate how much fun the sibling made family activities. Further, 

siblings were asked to indicate how much they agreed with 13 statements about living 

with a child with a handicap, for example, "I really like taking care of my brother/sister". 
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For the most part, these siblings reported positive experiences with their 

handicapped brothers and sisters. The sibling statements endorsed most often were, 

"living with my brother/sister has taught me a lot about handicapped people", "it's fim to 

play with my brother/sister", "even though my brother/sister can't talk the way I do, I can 

usually figure out how he/she is feeling". These boys and girls did not pretend that there 

were not negative aspects to living with a child with a handicap and for some these 

negative experiences were intense; for instance, one 9-year-old girl said that having a 

younger sibling with a handicap was "like a nightmare" (p. 170). 

A study conducted by McHale, Sloan, and Simeonsson (1986) also highlights the 

variability in sibling relationship quality among dyads that include a child with special 

needs. These researchers compared sibling relationships in families that included a child 

with autism to sibling relationships of children with mental retardation and sibling 

relationships of children without disabilities. 90 siblings aged 6 to 15 years participated, 

30 from each group. Children were interviewed about three areas of their sibling 

relationships. These three aspects of relationships included their attimdes toward their 

siblings, the perceptions of their siblings' roles in the family, and the nature and extent of 

the effect of their siblings on their relationships with peers. Two additional questions 

asked siblings what their brothers and sisters looked like and what was wrong with their 

brothers and sisters. Siblings of children with disabilities also completed a sibling 

problems questionnaire that consisted of nine scales including concerns about the 



75 

handicapped child's future, feelings of rejection toward the sibling, parental favoritism, 

positive reactions of peers and parents toward sibling, how much the child should cope 

with his or her sibling's disability, how much a burden the sibling is, self-doubts, and 

feelings of responsibility. Mothers were asked to rate older siblings behavior toward their 

younger siblings. 

Only one significant group difference emerged in the sibling relationship 

interview; siblings of children with autism or mental retardation reported that their 

siblings had a less positive role in the family. However, mean scores indicated that for all 

scales, all three groups of siblings reported positive experiences. When ratings of sibling 

behavior were compared, mothers reported that siblings of children with disabilities were 

more embarrassed by their brothers and sisters. An important point made by McHale et 

al. (1986) was that although group means were generally not significantly different from 

each other, there was a great deal of variability in the reports of siblings of children with 

disabilities. That is, some siblings reported very positive experiences and some reported 

very negative experiences. On the other hand, scores of siblings of children v^thout 

disabilities tended to cluster around the mean. 

Sibling relationships were more positive when future concerns, feelings of 

rejection, and parental favoritism were low and when peers and parents reacted positively 

to the child with the handicap and when the child felt able to cope with the handicap. 

Results regarding family structure variables indicated that siblings younger than the child 
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with the handicap had more negative feelings and brothers with handicaps were reported 

as having less positive family roles. Further, fewer feelings of embarrassment and burden 

were evident in larger families. 

McHale and Gamble (1987; 1989) also studied sibling relationships of children 

with mental retardation. Although some of their results are cited above, their study is 

more fully described here. Their sample consisted of 62 school-aged children, half with a 

younger brother or sister with mental retardation, half with a younger sibling who had no 

identified disabilities. Their results showed that siblings in both groups spent similar 

amounts of time together; however, siblings of children with mental retardation reported 

performing more caretaking activities and spending more time in these activities than did 

siblings of children without mental disabilities. There were no differences in the numbers 

of positive and negative interactions. There were significant sex differences in reports of 

daily activities, reflecting more negative experiences for girls. For example, girls 

reported that they spent more time in caregiving and household tasks and reported more 

negative interactions with their siblings and mothers. 

When asked about satisfaction with their sibling relationships, siblings of children 

with mental retardation reported moderate levels of satisfaction. The only difference 

between the two groups emerged for how they "got along" with their brothers and sisters; 

siblings of children with mental retardation reported being more satisfied with how they 

got along with their disabled sibling. When considering children's perceptions of their 
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sibling relationships, siblings of children with mental retardation reported that they were 

less aggressive toward their siblings. Parents reported that siblings of children with 

mental retardation behaved less aggressively and more kindly to their brothers and sisters. 

Brothers and sisters were also asked about problems experienced with siblings. 

The results indicated that there were no differences between the groups in the overall 

number of problems experienced by siblings. But when specific problems were 

considered, siblings of children with mental retardation reported the younger sibling 

being sick or hurt more and being concerned about his or her well-being more often. An 

additional finding was that siblings of children v^thout disabilities reported more mutual 

fights than siblings of children with mental disabilities. When asked about intensity of 

the problems, siblings of children with mental retardation reported that the problems were 

"bigger" than did siblings of children without disabilities. 

In general, relationships among siblings including a child with a mental disability 

were more positive than negative and also were more positive than sibling relationships 

among children without special needs. The activities of siblings of children with mental 

retardation were somewhat different than the activities siblings of children without 

disabilities engaged in. For instance, siblings of children vnth mental retardation had 

more childcare responsibilities. However, the amount of time these siblings spent 

together was not significantly different between the groups. 
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The evidence cited here indicated that sibling relationships in families with a child 

with a disability are not wholly negative. In some cases, investigators reported that they 

were more positive than siblings relationships among children without special needs. 

One conclusion that can be drawn is that these sibling relationships are different from 

sibling relationships where neither child has special needs. Whether this would be true 

for families including a child with a chronic illness is an empirical question. It was 

expected that sibling relationship quality in these dyads would exhibit great variability. 

The nature and severity of the child's illness as well as other family factors (parental 

differential treatment is under specific consideration in the present investigation) are very 

likely to be influential in determining sibling relationship quality. 

Additionally, these studies demonstrated that sibling relationship quality should 

be described along different dimensions. The dimensions that have generally been 

considered important are warmth/closeness, conflict, rivalry, and power/status as well as 

the amount of time children spend together. 

Explaining Variability in Sibling Relationship Quality 

In this investigation, it was expected that there would be a great deal of variability 

in sibling relationship quality among sibling dyads including a member with a chronic 

illness. Thus, the third purpose of the present study was to examine factors that might 

account for that variability. Stoneman's and Brody's (1987; 1992) family context model 

describes potential determinants of sibling relationship quality and served as a starting 



point for determining which factors were to be studied in this investigation (see Figure 

two). The family context model can account for variability in relationship quality in 

sibling relationships between children without health problems and includes additional 

components specific to families who include a child with a chronic illness. 

The family context model argues that the quality of siblmg relationships is 

determined by a number of variables (Brody & Stoneman, 1987; Stoneman & Brody, 

1992). Two classes of individual child characteristics are expected to influence sibling 

relationship quality directly and through their influence on parenting. The first class of 

characteristics are those that are common to all sibling relationships, such as age and 

gender. The second class consists of characteristics which are specific to the families of 

children with special needs, for instance, care demands and serious health risks. 

Individual parent characteristics are assumed to influence sibling relationship quality 

through their influences on parenting. Examples of individual parent characteristics 

included in this model are age and temperament. Family characteristics, for example, 

marital satisfaction and problem solving style, are hypothesized to exert both direct 

effects and indirect effects through their effects on parenting. The parenting variables are 

expected to influence sibling relationship quality directly; these are factors such as 

differential parental attention and behavior and sibling socialization goals. Although the 

model is depicted with these variables influencing the sibling relationship, the authors 

recognize that all of these arrows are bidirectional, that is, the quality of the sibling 
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relationship influences these factors as well. Investigators have increasingly focused their 

attention on determining what influences make siblings different from one another or on 

aspects of siblings' envirorunent that are nonshared (Hetherington, 1994; Hetherington, 

Reiss, & Plomin, 1994). One component of nonshared environment that could make 

siblings different from one another and is also included in Stoneman's and Brody's 

contextual model, is parental differential treatment. In families where one child has a 

chronic illness, differential treatment is likely to be exaggerated, perhaps clarifying the 

effect of differential treatment on sibling relationships and children's adjustment. 

Children in these families may perceive differential treatment and may be able to 

rationalize it's existence. Other children may resent preferential treatment shown one 

child (most likely the child with the illness). Differential treatment may be amplified in 

these families and therefore it was expected to influence sibling relationship quality. 

Differential treatment can be measured in several different manners. It has been 

suggested that children's perceptions and appraisals of differential treatment are important 

for determining how parental differential treatment influences sibling relationship quality 

and sibling adjustment (McHale & Pawletko, 1992). Accordingly, this investigation 

included assessments of children's perceptions of matemal differential treatment. 

In addition to matemal differential treatment, for these families that include a 

child with a chronic illness, illness burden was expected to play a critical role in 

determining sibling relationship quality. Stoneman and Brody included characteristics of 
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the illness as determinants of sibling relationship quality, designated objective illness 

burdens in this study. In this investigation, a noncategorical approach to describing 

illness burden was adopted. It has been suggested that characteristics common to all 

chronic ilhesses can be identified, for example, the chronicity of the disease (Pless & 

Pinkerton, 1975). Stein and Jessop (1982) wrote. 

The essence of a noncategorical approach is that children face 
common life experiences and problems based on generic dimensions 
of their conditions rather than on idiosyncratic characteristics 
of any disease entity. The lives of children and their families are 
affected by whether the condition is visible or invisible; whether 
it is life-threatening, stable, or characterized by unpredictable crises; 
and whether it involves mental retardation, has a cosmetic aspect, 
affects sensory or motor systems, or requires intrusive or demanding 
routines of care (pp. 354-355) 

Thus, proponents of the noncategorical approach believe that rather than trying to identify 

disease-specific characteristics that influence children (both the child with the illness and 

his or her siblings), one can regard families of children with chronic illnesses as one 

group with similar problems (Pless & Perrin, 1985). The present investigation included 

children with a variety of chronic illnesses and asked their mothers to provide 

information about a number of noncategorical characteristics of their diseases. 

Not identified by Stoneman and Brody as potentially influential was children's 

appraisals of stressors related to the illness. Stress can be conceptualized in a number of 

different ways when describing the potential experience of stressors in families where a 

child has special needs or health problems. Three different ways of discussing stressors 
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in these families have been described; these are a stimulus/event oriented view, a 

response-oriented view, and stress as a transaction between the child and the environment 

(Gamble & Woulbroun, 1992). 

The first conceptualization of stress, the stimulus/event oriented view, has also 

been described as a life events approach. Life events are stimuli that people may 

potentially be exposed to. In this case, the definition of stress considers the number and 

nature of life events that a person experiences in a specified amount of time. This 

approach is limited in that it assumes that changes m life events scores will be associated 

with adjustment; this is true only for some children. An additional drawback is that often 

life events scales do not include events that may be specific to the experiences of a child 

with a sibling who has health problems. 

Researchers espousing the response-oriented view typically utilize measures of 

children's fimctioning in order to determine whether a child's life is stressfiil. In this case, 

it is assumed that stressful situations cause adjustment difficulties. However, these 

responses may be present even if it is not possible to make these causal judgments. 

The measure of objective illness burdens in this investigation can be compared to 

a life events checklist; that is, if the family experiences a certain number of 

hospitalizations of the child with the illness, for example, they can be assumed to be 

under stress. However, some families may not find hospitalizations to be as distressing 

as another family might. Thus, the third position, the transactional perspective, was 



adopted to develop an additional measure of stressors children experience as a result of 

the illness of one child. Lazarus and Folkman (1984), proponents of the transactional 

perspective, defined stress as, "...a particular relationship between the person and the 

environment that is appraised by the person as taxing or exceeding his or her resources 

and endangering his or her well-being" (p. 19). Thus, whether a specific person-

environment transaction is experienced as stressful depends primarily upon the person's 

cognitive appraisal of the situation. Lazarus and Folkman (1984) describe appraisal not 

as information processing, but as an evaluative process, whereby an individual assigns 

meaning. 

The concept of cognitive appraisal may be useful in explaining variation in 

children's reactions to a chronic illness. Similar to the vulnerability vs. resilience 

literature, there is variation in how much children are affected by an illness. Some 

children may not be able to cope with certain stressful situations and this inability to cope 

may be reflected in poor social adjustment. Variability can be expected because children 

are exposed to a different number of stressors, different kinds of stress, and stress of 

varying intensity (Gamble & Woulbroun, 1992). Most importantly, how they perceive 

the stressor and the resources they have available to help them cope with these stressors 

will differ. The concept of cognitive appraisal was of primary interest in this 

investigation because it was thought that how children evaluate the effects of one child's 



85 

illness, in addition to the objective reality of an illness, could have implications for their 

relationships and social adjustment. 

Studies addressing these two influences, maternal differential treatment and 

ilhiess burden, on sibling relationship quality are reviewed below. Literature concerned 

with their influence on social adjustment is considered later. 

Differential Treatment and Sibling Relationship Quality 

Several studies examined the effect of differential treatment on siblmg 

relationship quality. The first studies reviewed were conducted by Brody and Stoneman 

and colleagues. Brody, Stoneman, and Burke (1987) examined associations among 

sibling relationship quality and two different nonshared influences: maternal differential 

treatment and each sibling's temperament. Matemal differential behavior was represented 

by proportions of behavior directed toward each child. For each behavior, mothers 

directed more of the behavior toward the younger child than to the older child 

(interestingly, siblings directed equal amounts of behaviors to mothers). More matemal 

differential verbalizations were related to fewer total verbalizations and prosocial 

behaviors among siblings. When mothers received higher scores on differential positive 

behaviors, siblings engaged in less prosocial behavior and when there was more matemal 

differential management, sibling pairs directed fewer verbalizations and younger siblings 

directed fewer agonistic behaviors toward their older brothers and sisters. 
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In their most recent investigations, Brody, Stoneman, and McCoy (1994a, 1994b) 

examined the power of their family contextual model m predicting sibling relationships 

during early adolescence. Included as predictors were direct parental positive and 

negative treatment, differential treatment, child temperament, and marital conflict. The 

sibling relationship variables were positive and negative qualities derived from the SRQ. 

With regard to differential treatment, the authors reported that less differential negativity 

on the part of both mothers and fathers resulted in less negativity in the sibling 

relationship four years later. 

Other investigators have also focused on differential treatment. Stocker, Dunn, 

and Plomin (1989) conducted a study to examine the variance in sibling relationships 

accounted for by maternal differential treatment, child temperament and family structure 

variables. Mothers' control-intrusiveness, affection, attention, and responsiveness were 

coded from videotaped interactions and codes of sibling conflict, cooperation, control and 

competition were derived from these same interactions. Differential treatment was 

represented by absolute difference scores. Each dimension of maternal differential 

behavior was related to more conflictual sibling relationships. Multivariate analyses 

comparing the predictive power of these sets of variables revealed that family structure 

variables accounted for relatively small amounts of variance in sibling relationship 

quality. Rather, maternal differential treatment and child temperament were better 

predictors. Specifically, maternal differential responsiveness, affection and control 
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directed to the older sibling predicted less positive and more negative sibling 

relationships. 

Hetherington (1988) reported some interesting findings on siblings in her study of 

families six years after a divorce. Hetherington examined associations among parent-

child interactions and sibling relationships. Overall, if parents were punitive, 

unaffectionate and unresponsive to children and erratic in enforcement of discipline, 

sibling relationships were characterized by high levels of hostile, rivalrous, and 

unaffectionate interactions. As one might expect, differences in parental treatment had 

more effect on sibling relationships than durect treatment of siblings. If one sibling was 

treated with less warmth and affection and more coercion, punitiveness, irritability and 

restrictiveness both siblings displayed more aggressive, avoidant, and unaffectionate 

behavior toward each other. Additionally, sibling relationships appeared worse if both 

parents treated the same child better than the other child than if the mother and father 

treated different children preferentially. 

Bryant and Crockenberg (1980) studied correlates of prosocial behavior among 50 

pairs of sisters where the older sisters were in fourth or fifth grade and younger sisters 

were 2 or 3 years younger. Analyses were conducted to determine whether maternal 

behavior directed toward one child had effects on the other. Similar to Hetherington's 

(1988) findings, when either child was favored by the mother both siblings behaved in 

negative ways toward each other. 
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One study examined differential treatment in families including a child with a 

mental disability. McHale and Pawletko (1992) had three main goals in conducting their 

study of differential treatment. The first purpose was to explore the associations among 

differential treatment and child adjustment and sibling relationships. These associations 

had not previously been studied together. Findings regarding adjustment are reviewed in 

a later section. The second goal was to examine different dimensions of differential 

treatment. They identified three dimensions of differential treatment; these were maternal 

involvement (time spent with each child across 28 activities), children's chore 

performance (18 possible chores), and maternal discipline. Maternal discipline was 

divided into three strategies: positive love (e.g., reflect child's feelings: tell or show 

child that parent understands how she/she feels), negative love (e.g., isolation: send child 

to other room, have him/her sit in chair or stand in comer), and power assertion (e.g., 

scold, threaten, or command: yell, speak crossly or sternly, or warn the child that he/she 

will be punished if she/he doesn't stop). The third purpose was to examine differential 

treatment in two different family contexts: one in which the younger sibling was 

mentally retarded and the other in which neither sibling had a disability. 

First, these investigators found that as expected, there was a greater degree of 

differential treatment in families where one child had a mental disability. Mothers spent 

more time with all younger siblings, but this difference was even greater when the 

younger child had mental retardation. An important qualification though, is that siblings 



of children with mental disabilities still spent more time with their mothers than siblings 

of children without problems. Additionally, older children were expected to do more 

"chores" and again this difference was larger in families that included a child with mental 

retardation. For children without disabilities, no significant differences were found in 

mothers' disciplinary strategies. However, when the younger sibling had a mental 

disability, the mother used more "power assertive" strategies with that child and more 

"positive love" strategies with the older brother or sister. 

Findings regarding differential treatment and sibling relationship quality revealed 

complex interaction effects. First, older siblings of children without disabilities reported 

more negativity in their sibling relationships when they were more involved with their 

mothers and had more conversations with their mothers. Siblings of children without 

disabilities reported having less positive sibling relationships when they experienced 

more power assertive discipline and less positive love. For siblings of children with 

disabilities, the pattern of results differed. Siblings of children with disabilities reported 

more positivity in their sibling relationships when they had more conversations with their 

mothers. These siblings also reported more positive sibling relationships when they 

experienced more power assertive discipline as well as more positive love. 

The authors stress the significance of obtaining information fi-om the children 

themselves. They point out that children may perceive things differently, and they also 

may have contradictory feelings. An example they provided was that a child with a 
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brother or sister with a mental disability may feel guilty for extra attention given by 

parents, even though it makes them feel good about themselves at the same time. 

Quittner and Opipari (1994) conducted a study in order to document the presence 

of differential treatment in families where one child had cystic fibrosis. Children with 

cystic fibrosis were chosen because the treatment of this disease requires a great deal of 

time at home and it was thought that differential treatment would be highlighted in this 

high risk context. The first question addressed by this research was whether the 

consequences of differential treatment were due to the presence (vs. absence) of 

differential treatment or whether the magnitude of differential treatment was important. 

The authors pointed out that previous studies have used only measures of differential 

maternal affection, control and verbalization (see however the studies of McHale and 

colleagues), thus, the next purpose of the study was to utilize an analysis of activity 

patterns to reflect differential treatment. These researchers believed that a measure of 

daily activities would provide a more naturalistic assessment of differential treatment. 

Overall, the results indicated that there was a great deal of variation in how much 

differential treatment existed in families. As expected, mothers treated their children 

more differently when one child had cystic fibrosis. These mothers spent more time with 

the younger child with cystic fibrosis and rated the quality of time spent with older 

children as more negative. Mothers of children without health problems also treated their 

younger children more preferentially, but the magnitude of this difference was not great. 



These authors reported considerable convergence among the measures of differential 

treatment, however, the greatest differences between groups were revealed in daily diary 

measures. The authors suggested that the daily diary was a less obtrusive measure of 

differential treatment and by not asking mothers explicitly to compare their treatment of 

their children they obtained a better approximation of how much differential treatment 

existed. However, this method seems quite time-consuming and considering the amount 

of stress these families are subject to, it may not be the best choice when trying to obtain 

information from a large number of families. Additionally, it has been suggested that 

information regarding differential treatment may be best when it is obtained from 

children themselves. 

Taken together, these studies provide a great deal of support for the notion that 

differential treatment plays a relatively large role in determining sibling relationship 

quality. Specific results indicated that younger children were often treated more 

preferentially than older children (Brody et al., 1987; McHale & Pawletko, 1992; 

Quittner & Opipari, 1994). No gender differences were reported, however. The results 

of two studies clearly indicate that there is a greater degrees of differential treatment 

when one child has special needs than in families that do not include a member with 

special needs. All of these studies indicated that sibling relationship quality was 

compromised when one child was treated preferentially. 
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Illness Burden and Sibling Relationship Quality 

Very few studies have considered the effect of illness or disability characteristics 

on sibling relationship quality. Operating from the deficit model usually employed, in 

general, one might expect that the more severe the illness or disability, the more negative 

the relationship. The results of existing studies were mixed. Stoneman et al. (1987) 

reported correlations that revealed that children with mental retardation with higher 

adaptive competencies engaged in less solitary activity, spent more time with their 

siblings, took on playmate roles more often, and had more symmetrical role relationships 

with their siblings. Additionally, children with mental retardation who had higher 

language skills spent more time playing with their older siblings. 

Stoneman et al. (1988) found that older siblings' assumption of more childcare 

responsibilities was related to more conflict and less positive behavior in the sibling 

relationship. Additionally, older siblings' assumption of more household tasks was 

associated with less sibling conflict. Lastly, when younger mentally retarded children 

were less competent, older siblings were required to take on more childcare 

responsibilities, perhaps resulting in more negativity m the sibling relationship. 

Stoneman et al. (1991a) predicted that greater language and adaptive skills in the child 

with mental retardation would result in greater symmetry in their sibling relationships; 

this prediction was confirmed. 
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In another study Stoneman et al. (1991b) predicted potential negative effects of 

increased caretaking responsibilities for the younger siblings of children with mental 

retardation. The &st negative effect hypothesized was that the sibling relationship would 

be characterized by more negativity. The second negative consequence the authors 

predicted was that the younger siblings of children with mental retardation would have 

less time to spend with friends or engage in out-of-home activities. Neither prediction 

concerning the potential negative effect of this increased caretaking were supported. In 

fact, children with older siblings with mental retardation had more positive relationships 

with their siblings and there was no suggestion in the data that these children had fewer 

peer contacts or engaged in fewer out-of-home activities. 

Finally, McHale et al. (1986) reported that sibling relationships were more 

positive when future concerns, feelings of rejection, and parental favoritism were low and 

when peers and parents reacted positively to the child with the handicap and when the 

child felt able to cope with the handicap. 

These few studies indicated that there is variability in how a sibling relationship is 

affected by a child's special needs. Sometimes, the assumption of additional chores and 

duties resulted in more negativity in the relationship (Stoneman et al., 1988), other 

investigators found that sibling relationships were not adversely affected by illness 

characteristics. It is suggested here that illness characteristics and burdens may have 

different meanings for different children. In some cases, children may understand and 
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accept why they need to take on extra responsibilities and why their families are different. 

On the other hand, some children may resent extra responsibilities and changes in their 

families and that resentment may be reflected m their sibling relationships. 

Explaining Variability in Adjustment 

Sibling Relationships and Adjustment 

Only a few studies have examined associations among sibling relationship quality 

and social-emotional adjustment. Stocker (1994) investigated these associations. 

Warmth in sibling, mother-child relationships and friendships was associated with less 

loneliness, and higher scores on behavioral conduct. Warmth in sibling relationships and 

friendships was positively correlated with self-worth and warmth in friendships only was 

negatively associated with depression. Additionally, children reporting high levels of 

rivalry in their sibling relationships reported lower levels of self-worth and being more 

lonely and more depressed. Interestingly, no effects of gender, birth order or sex 

composition of sibling or friendship dyads on relationships or adjustment measures were 

revealed. The direction of effects cannot be determined in these analyses. It may be that 

relationship qualities affect adjustment or it may be that well adjusted children are able to 

form better relationships (Stocker, 1993). With respect to associations among 

relationships, warmth was positively correlated between sibling relationships and 

friendships, and between mother-child relationships and sibling relationships and 

between mother-child relationships and friendships. Additionally, warmth in mother-



child relationships was negatively associated with rivalry between siblings and conflict in 

fnendships. However, correlations between relationships were not high. Overall, the 

findings indicated that children who had either warm mother-child relationships or warm 

friendships (or both) reported higher adjustment levels. Interactions representing mother-

child relationships and sibling relationships were not significant, suggesting that positive 

features in one family relationship cannot compensate for a lack of positivity in another 

family relationship (Stocker, 1993). Only one significant interaction effect between 

sibling relationship and friendships emerged, this was for behavioral conduct. 

McHale and Gamble (1987; 1989) examined correlations among sibling 

relationship quality and personal adjustment for siblings of children with mental 

retardation and siblings of children without disabilities. They reported that when siblings 

reported more negativity in their relationships with their brothers and sisters, they were 

more depressed and anxious and had lower self-esteem. 

Additionally, Sandler (1980) and East and Rook (1991) both demonstrated that 

having a sibling served as a buffer when children were under stress. In Sandler's study, 

poor children were not as maladjusted when they had an older brother. Similarly, in the 

study conducted by East and Rook, when isolated children received support from a 

favorite sibling they were less anxious and less immature. 

Although very few investigations have considered the effect of sibling 

relationship quality on social-emotional adjustment, sibling relationship quality is 



expected to be influential in this study. Sibling relationships have been recognized as 

special and important and it is likely that the quality of these relationships affects social 

development. As Buhrmester and Furman pointed out (1990), the intensity and scope of 

relationships are likely to determine how much influence they have on personality and 

adjustment. Sibling relationships, especially during middle childhood, are very intense 

and interactions within these relationships vary immensely. The role that sibling 

relationship quality plays in determining social-emotional outcome may be highlighted 

by studying sibling relationships that are subject to unique experiences, including when 

one child has special needs. 

Differential Treatment and Adjustment 

Several mvestigators have examined connections among parental differential 

treatment. In a longitudinal study, Stocker (1993) examined associations among behavior 

problems and direct maternal behavior as well as maternal differential treatment. In 

terms of mothers' direct behavior toward siblings, for both older and younger siblings 

mothers' reports of controlling behavior were associated with internalizing and 

externalizing problems. Her reports of positive behavior were related to lower 

internalizing and externalizing scores in older siblings and lower extemalizing scores in 

younger siblings. For maternal differential behavior, when older siblings received more 

control firom mothers, they had more extemalizing problems; if they received more 
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affection, they had fewer internalizing problems. Similarly, when younger siblings 

received more control and less affection, they had more externalizing problems. 

Daniels, Durm, Furstenberg, and Plomin (1985) studied a variety of nonshared 

influences, including maternal differential treatment, and adjustment differences in a 

sample of adolescent siblings. Their sample consisted of 348 families, including two 

siblings aged 11 to 17. The study was designed to answer two research questions. The 

first was whether the two siblings experienced their environments differently and the 

second purpose was to determine whether differences in their experiences were related to 

adjustment differences. Nonshared environment measures included family cooperation, 

family stress, parental rule expectations, parental chore expectations, maternal closeness, 

paternal closeness, child's say in decisions, sibling friendliness, and peer friendliness. 

Adjustment was operationalized in terms of emotional distress, delinquency, 

disobedience, and dissatisfaction. Parent, self, and teacher reports were obtained for all 

of these adjustment variables. 

Sibling difference scores were created by subtracting the score of one sibling from 

the other for both environmental and adjustment measures. Eight adjustment measures 

were analyzed: parental perception of emotional distress, parental perception of 

delinquency, parental perception of disobedience, self-perception of emotional distress, 

self-perception of delinquency, self-perceptions of dissatisfaction, teacher perception of 

disobedience, and a parent-teacher, sibling aggregate of disobedience. Regression 



analyses were conducted with each of the eight adjustment indices as dependent variables 

and six matemal perception variables reflecting nonshared environment as predictors. A 

second set of regressions were conducted with nine sibling perceptions of nonshared 

envirormient as predictors. Both sets of predictors accounted for significant, but modest, 

portions of the variance in adjustment measures. The most important predictors were 

differential maternal closeness, differential peer friendliness, differential sibling 

friendliness, and differential child's say in decisions. 

Dunn, Stocker, and Plomin (1990) explored associations among differential 

experiences in the family and internalizing and extemalizing problems. The results were 

reported for older siblings' adjustment only. Correlational analyses indicated that older 

siblings had lower internalizing scores when the mother was less differentially 

affectionate to them. Additionally, older siblings had higher internalizing and 

extemalizing scores when their mothers were more controlling to them than to then: 

younger brothers and sisters. Multiple regression analyses, entering family structure 

variables first, showed that family characteristics accounted for 1% of the variance in 

both adjustment scores, while matemal differential behavior accounted for 34% and 27% 

of additional variance in internalizing and extemalizing problems, respectively. 

McHale and Pawletko (1992) reported interesting results regarding differential 

treatment and adjustment, too. Specifically, they found that siblings of children with 

disabilities had higher levels of depression and anxiety when they were more involved in 



their younger siblings' activities and were more anxious than siblings of children without 

disabilities when they had more conversations with their mothers. With regard to chores, 

siblings of children with disabilities who were required to do more chores reported the 

highest levels of anxiety. These siblings also experienced more anxiety when they were 

the subject of more power assertive discipline and more anxiety and more depression 

when they experienced more positive love. In general, associations between differential 

treatment and children's adjustment and sibling relationships were difficult to interpret. 

Overall, when children spent more time with their mothers (compared to siblings), had to 

do more "chores", and their mothers used more power assertive discipline (compared to 

siblings) they reported poorer outcomes. For siblings of children without mental 

handicaps, these problems were evidenced in more negative evaluations of their sibling 

relationships while siblings of children with mental retardation had poorer adjustment 

under these conditions. 

McHale and Gamble (1987; 1989) showed that although there were few 

associations among satisfaction with the sibling relationship and adjustment, when 

siblings were less satisfied with differential parental treatment, they were more depressed, 

more anxious and had lower self-esteem. Thompson et al. (1994) also reported 

associations among differential treatment and adjustment. The measure of differential 

treatment employed in this study was a difference score firom a measure of emotional 
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support. The results showed that when there was greater differential treatment, siblings 

showed more headstrong behaviors. 

These results provide evidence that maternal differential treatment can result in 

adjustment problems for both children. These adjustment problems were manifested in 

terms of internalizing and externalizing problems (Dunn et al., 1990; Stocker, 1993), 

emotional distress, delinquency and disobedience (Daniels et al.,1985), and anxiety and 

depression (McHale & Gamble, 1989; McHale & Pawletko, 1992) and low self-esteem 

(McHale & Gamble, 1989). Dunn et al. (1990) cited evidence from a variety of sources 

that support the notion that maternal differential treatment could result in maladjustment. 

First, Duim and her colleagues showed that when a new sibling joins the family, older 

brothers and sisters are very attentive to interactions that take place between the mother 

and the newborn and they are often upset when the mother directs more of her attention to 

the baby (Dunn & Kendrick, 1982; Duim & Murm, 1985; Kendrick & Duim, 1982), A 

second line of evidence demonstrated that when children were interviewed, they 

definitely noticed differences in parental treatment and were upset by it. Dunn et al. 

(1990) pointed out that these data may provide support for the idea that differential 

treatment may contribute to anxiety or depression in the child who is less favored. It is 

also plausible that the child who is more favored would be subject to feelings of 

depression and anxiety because they are treated preferentially and do not perceive this as 

fair. Older children may be more likely to experience these feelings because they are 
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more cognitively mature and can make more sophisticated social comparisons as well as 

experience more sophisticated emotions, such as empathy. 

Illness Burden and Adjustment 

Quite a few studies of children with chronic illnesses indirectly examined the 

effect of ilhiess characteristics or burdens on social-emotional adjustment. Results 

relevant to this issue are summarized below. Once again, there was a great deal of 

variation in the findings; some investigators found significant associations among illness 

characteristics and burdens and adjustment while others did not. 

With regard to studies on families of children with mental retardation, Gath and 

Gumley (1987) reported the child's level of competence (for example, helplessness, level 

of intrusive behaviors) was related to siblings' level of behavior problems. Dyson et al. 

(1989) reported that siblings' self-concept was influenced by the condition of the child 

with mental retardation and problems associated with the care of their disabled brothers 

and sisters. On the other hand, McHale and Gamble (1987; 1989) found no significant 

correlations among disability characteristics (e.g., extent of handicapping condition) and 

siblings' fimctioning. 

Studies on families of children with chronic illnesses also provided conflicting 

results. Among the researchers reporting no associations were Lavigne and Ryan (1979) 

who found that disease severity was not related to behavior problems in siblings. Breslau 

et al. (1981) reported that neither diagnostic category nor level of disability were related 
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to psychological problems. Finally, Wood et al. (1988) found that sibling dysfunction 

was not related to disease activity in their brothers and sisters. 

The majority of studies that examined this issue reported associations among 

certain illness characteristics and adjustment. Cowen et al. (1986) showed that siblings' 

behavior problems were positively related to the number of times the child with the 

ilhiess was hospitalized and to that child's lower height/weight ratio. Daniels et al. (1986) 

indicated that siblings experienced more physical health problems, more psychological 

health problems and higher scores on a multi-problem index when their brothers and 

sisters were rated as more dysfimctional. Tew and Laurence (1973) found that siblings of 

children with slight handicaps fared worse compared to siblings of children with severe 

handicaps. Perhaps the most detailed results were reported by Daniels et al. (1987). 

Other studies found positive associations. Thompson et al. (1994) reported that 

when the child with the illness had more limitations, siblings had fewer behavior 

problems. Lavigne et al. (1982) found that the length of the child's illness was negatively 

related to internalizing problems in girls with diabetes and fewer externalizing problems 

in brothers of children with diabetes. Finally, Ferrari (1984) demonstrated that fewer 

behavior problems and higher self-esteem in siblings was associated with longer periods 

of time since the diagnosis and the child being diagnosed at a younger age. 

For the most part, these investigators reported results of noncategorical 

characteristics of illnesses, such as number of hospitalizations (Cowen et al., 1986) and 
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sibling functioning (Breslau et al., 1981; Daniels et al., 1986; Gath & Gumley, 1987; 

McHale & Gamble, 1989; Thompson et al., 1994; Wood et al., 1988). The present 

investigation included noncategorical characteristics, but rather than including only one 

or two attributes, a composite was created reflecting a number of problems families with 

children with chronic ilhiesses may have to face. This provided an objective assessment 

of how much stress families were experiencing. 

An important addition to the present study was an assessment of appraisals of 

illness burden. This measure obtained information regarding children's evaluations of 

stressors associated with one child's ilbiess, a variable hypothesized to be more salient 

when examining individual's reactions to stressful situations. 

The Present Investigation 

The overall goal of this investigation was to examine the processes by which a 

chronic illness affects two children in a family. Given the significance of sibling 

relationships as a developmental context, and the possibility that an illness could alter 

characteristics of those relationships in significant ways, this study had four primary 

objectives. 

I. The first purpose was to describe and compare three different levels of potential 

nonshared influence that could be affected by an illness, nonshared influences capable of 

impacting each child's social emotional development. These included individual child 

characteristics, dyadic influences, and influences outside the dyad. In this investigation. 
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these were represented by each child's appraisals of the illness, each child's perceptions of 

sibling relationship quality, and each child's perceptions of maternal differential 

treatment, respectively . To date, no investigation has obtained the perceptions of both 

the child with the illness and his or her sibling. 

A. The first nonshared influence was an individual characteristic; in this 

investigation this was each child's appraisal of illness burden. For both children 

with illnesses and their siblings, it was hypothesized that there would be a great 

deal of variability in how the children appraised burdens of the illness. It was 

expected that children with illnesses would report more negative appraisals of 

their illnesses than would siblings. Additionally, significant and positive 

correlations were expected between children's appraisals of illness burden and the 

objective illness burden, although these correlations were not necessarily expected 

to be large. 

B. The second level of influence examined was the dyadic level; children's 

perceptions of their sibling relationships were described and compared. Although 

some siblings of children with special needs have been questioned, the affected 

child has not provided information about her perceptions of the relationship. As 

was stated earlier, sibling relationships among dyads including a child with 

mental retardation appear to be different from the relationships of siblings v^dthout 

special needs. Based on the results of studies of children with mental retardation. 
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one might expect these relationships to be high in warmth and low in conflict. 

However, because the participants are likely to be more similar than sibling pairs 

where one child has mental retardation, these relationships may more closely 

resemble the sibling relationships of children without special needs. Although no 

specific hypotheses were posited with regard to this aim, a great deal of variability 

in the quality of these relationships was expected. 

C. The third level of influence, maternal differential treatment, was also expected 

to show a great deal of variability. Differences between the children are 

hypothesized with children with illnesses receiving more maternal affection and 

more maternal control than siblings. 

II. The second goal of this study was to examine the direct associations among 

these nonshared influences and social emotional adjustment for each child. Specific 

hypotheses concerning associations among each nonshared influence and social 

emotional adjustment are parallel to those delineated under goal four. 

HI. The third aim was to determine whether parental differential treatment and 

two measures of illness burden accounted for variation in sibling relationship quality. It 

was expected that both mothers' reports of objective illness burdens and children's 

appraisals of illness burdens would fall along a continuum; in other words, these scores 

would exhibit great variability. 
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A. If the children are affected by illness btirdens, it is likely that this would be 

evidenced in disturbances in their relationships. It was hypothesized that both 

objective illness burdens and illness appraisals would be associated with sibling 

relationship dimensions for both children. 

1) Specifically, more objective burden was expected to be associated with 

more conflict and less warmth for each child. 

2) Similarly, more negative appraisals were expected to be related to 

higher levels of conflict and lower levels of warmth for each child. 

3) It was predicted that higher levels of objective ilhaess burdens would be 

associated with perceptions of more power by siblings and with 

perceptions of less power by children with illnesses. 

4) More negative ilhiess appraisals were hypothesized to be negatively 

associated with each child's perceptions of less power in the sibling 

relationship. 

5) It was predicted that the associations among illness burden appraisals 

and the dimensions of the sibling relationship would be stronger and more 

significant, especially for the child with a health problem. 

B. The extant research supports the notion that parental differential treatment 

affects sibling relationship quality. In this investigation, children's perceptions of 

differential treatment were obtained. 
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1) For both children, perceptions of more maternal differential affection 

was expected to be positively associated with more conflict and less 

warmth in children's perceptions of sibling relationships. When children 

perceived that they received more maternal affection it was predicted that 

they would perceive having more power in the sibling relationship. 

2) For both children, perceptions of more maternal control was expected 

to be positively associated with more conflict and lower levels of warmth 

in children's perceptions of their sibling relationships. When children 

perceived that they received more maternal control, it was expected that 

they would perceive having less power in the sibling relationship. 

3) Differential treatment was expected to account for more variance in 

siblings' perceptions of their relationships. 

IV. The fourth purpose was to examine associations among parental differential 

treatment, both assessments of illness burden, and sibling relationship quality on each 

child's social-emotional adjustment, as reported by both mothers and children. 

A. Both assessments of illness burden were hypothesized to be negatively 

associated with social emotional adjustment. 

1) It was hypothesized that mothers who reported more objective illness 

burdens would have children who were more distressed simply because 

they were subject to more stressors. 
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2) It was predicted that the objective illness burdens score would have 

stronger associations with social emotional outcome for the child with the 

illness because he or she is so directly affected by these burdens. 

3) Because appraisals represent the child's assignment of meaning to these 

burdens, even stronger and more significant associations were expected 

among the children's appraisals of illness burdens and indices of social 

emotional adjustment. 

4) Distress was not expected to be revealed in severe pathology (McHale 

& Gamble, 1987). Rather, children who were negatively affected by 

illness burdens were expected to show less than optimal personal and 

social adjustment. Thus, it was predicted that children who appraised their 

experiences of illness burden less negatively would appear more socially 

competent. Because it is likely that the experience of stress affects the 

child in many areas of social emotional adjustment, the outcome variables 

expected to show this variation include children's reports of anxiety, 

depression, loneliness, self-esteem, and self-efBcacy and mothers' reports 

of social competence and internalizing and externalizing behaviors. 

B. In ail children, parental differential treatment seems to affect children 

negatively, whether they are the child treated more preferentially or not. 



1) It was predicted that higher levels of maternal differential affection and 

maternal differential control would be associated with higher levels of 

internalizing and externalizing problems, higher levels of depression and 

anxiety and lower levels of self-esteem. 

2) Additionally, it was hypothesized that differential treatment variables 

would be more significant for siblings of children with chronic ilhiesses. 

C. While theorists have posited significant associations among sibling 

relationship quality and adjustment generally, they have not always been clear as to what 

aspects of sibling relationships are important for particular social emotional outcomes. 

The relationship dimensions included warmth/positivity, conflict/negativity, and relative 

power/status. 

1. In this investigation, it was expected that for both the child with the 

chronic illness and his or her sibling, children who rate their sibling 

relationships as high in warmth would report higher self-esteem and 

higher self-efHcacy and maternal reports would reflect lower externalizing 

and internalizing problems and higher social competence. 

2. Higher levels of conflict were expected to be associated with higher 

levels of depression, anxiety, and loneliness for both children. 

3. Although no studies were found that addressed associations among 

relative status/power and adjustment, it seems likely that having higher 
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status in a relationship would enhance self-esteem as well as feeUngs of 

efficacy. Thus, in the present investigation it is hypothesized that when 

children perceive having more power, they will report higher levels of 

self-esteem and self-ef5cacy. 
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CHAPTER THREE 

Methods 

Participants 

One hundred and twenty-eight families including a child with a chronic health 

problem participated in this study. Only families including a child aged 8 to 16 with a 

chronic health problem were eligible to participate. If there were siblings between the 

ages of 8 and 16, the sibling closest in age was asked to participate as well. Because a 

much larger sample size was anticipated, the sample was not limited to only brothers or 

sisters nor was it limited to only oldei or younger siblings. Three family members from 

all families did not always participate, therefore numbers of mothers, children with 

illnesses and sibling do not equal 128. Information was provided by 122 mothers, 89 

children with health problems (15 of whom were singletons), and 56 siblings. In the 

subsequent discussion, children with illnesses will be referred to as CHILD A and 

siblings will be referred to as CHILD B. Examples of the reported health problems were 

diabetes, asthma, cerebral palsy, spina bifida, and heart defects (See Table 1). Although 

children with neurological implications were not originally to be included in this 

investigation, some mothers and siblings of children with these problems completed 

questionnaires. Due to the low response rate, these families were also included in the 

analyses to be reported here. 
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The average age of the 89 children with health problems was 12.14 years, 45.9% 

were boys. Approximately fifty-eight percent of siblings were boys and the average age 

of siblings was 12.4 years. Approximately half of the siblings were older than the child 

with the health problem (45.9%); the average number of years between the children was 

2.62. 

The families came from ethnically and socioeconomically diverse backgrounds. 

The majority of mothers were of Euro-American descent (73.8%) and 16.4% were 

Mexican. Mothers also provided information about their own the child's father's level of 

educational attainment, mothers' employment status, and mothers' current occupation. 

Sixty-three percent of mothers and 55% of fathers had completed at least some college. 

The majority of mothers were employed, working an average of 35 hours per week. 

Example occupations included teacher, social worker, medical office administrator, and 

retail salesperson. Most households included 4 members or fewer. The majority of 

mothers were married (72.1%), 21.3% were divorced, and the remainder reported their 

marital statuses as single-never married, single-separated, or widowed. Most families 

reported having a religious preference (71.3%) and these families attended religious 

services on average once a week. See Table 2 for demographic frequencies of the 

sample. Demographic information obtained from the clinic indicated that this sample 

was representative in some areas, but not in others. The two were similar in the illnesses 

represented and the age range and gender composition of the children with illnesses. 
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However, the ethnic distribution was quite different. The clinic population was 44% 

Hispanic, half of whom spoke only Spanish, and 37% Euro-American. While income 

information was not available for the present investigation, clinic staff" members 

estimated that 60% of the families earned $17,000 per year or less. Another possible 

difference was that the mothers participating in this study were, for the most part, highly 

educated. 

Measures 

The majority of the instruments selected for this investigation have been used in 

other studies and evidence exists attesting to internal reliability and construct validity. 

Only instruments which could be completed without the help of an interviewer were 

included. The first purpose of this investigation was to describe three different nonshared 

influences. Assessments of objective illness burden and illness appraisals are described 

first, followed by descriptions of instruments used to assess sibling relationships quality 

and maternal differential treatment. An additional purpose of the study was to account 

for variability in each child's social-emotional adjustment. The independent variables in 

this case were sibling relationship quality, differential treatment, and illness burden. Both 

positive and negative indicators of social-emotional flmctioning were included in the 

present investigation. 
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Illness Burden Measxires 

Objective Illness Burdens ("Gamble &HoImquist 19931 This measure was 

created as a measure of the objective extent of burden involved in caring for a child with 

a chronic illness and was constructed especially for this project. As suggested by Perrin 

(1986) and others (Gallo & Knafl, 1992; Stein & Jessop, 1982), this is a noncategorical 

assessment. By utilizing a noncategorical measure, it is possible to identify common 

characteristics of various illnesses which affect families. Questions assessed the practical 

burdens involved in caring for a child with a chronic illness. Questions addressed 

burdens and characteristics of chronic illnesses in general as well as burdens and 

characteristics unique to specific illnesses. Important characteristics and burdens were 

identified using a pediatric medical text. Mothers completed this instrument. This scale 

consisted of 13 items, which were chosen because they had been most often identified in 

the literature on noncategorical assessments. These included the number of 

hospitalizations, emergency room visits, and doctor visits in the past, the number of 

different treatments and medications, whether surgical procedures had been performed, 

the number of school days missed, the severity of physical modifications, dietary 

modifications, social restrictions, and household duty restrictions, the prognosis of the 

illness, and the child's current health (see Table 3). Each of these scores were 

standardized and averaged to create a total score. Cronbach's alpha for this scale was .74. 

Scores ranges from -.87 to 1.52 with higher scores representing more burden. 
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Illness Burden Appraisals TGamble & HolmquisL 1993V It is hypothesized here that 

children's appraisals (or the meaning children assign to stressors) are important 

determinants of their relationship quality and social-emotional adjustment. This measure 

was created in order to assess children's appraisals of stressors related to the chronic 

illness of one sibling. This questionnaire was completed by CHILD A and CHILD B. 

Children rated 22 items indicating how much CHILD A's illness (or his or her sibling's 

ilhiess) made things easier or more difficult. These responses were rated on a scale of 

l(much easier) to 5 (much more difficult) and were averaged to create the appraisal score. 

For example, the children were asked to indicate whether the illness had an effect on 

having fun with other children, having the same chances as other kids, and getting along 

with their fathers. Internal reliabilities as assessed by Cronbach's alpha for this scale 

were .92 and .95, for the child with the illness and his or her sibling, respectively and 

children's scores ranged from 1.14 to 4.40 for Child A and from 1.32 to 5.00 for Child B. 

Sibling Relationship Measures 

Sibling Relationship Ouestiormaire (SRO: Furman & Buhrmester. 19851 Both 

CHILD A and CHILD B were asked to complete the SRQ as an assessment of sibling 

relationship quality. This is a widely used instrument designed to assess siblings' 

perceptions of sibling relationship qualities. It was developed with fifth and 
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Table 1 

List of chronic illnesses included in the sample 

diagnosis N di^osis N diagnosis N 

osteogenesis imperfecta I neural axonal dystrophy 1 Legg Pepthes disease I 

type I diabetes 5 deaf 5 Tourette's syndrome 3 

hurler Scheie I trisomy x-f- 2 brittle bones disease I 

asthma 7 pulmonary atresia 1 autism 3 

spina bifida 7 bilateral occipital lobe 
infarction 

1 scoliosis 5 

epilepsy/seizures 9 disabled outlet of right 
ventricle 

I microtia I 

cystic fibrosis 5 learning disability I undiagnosed 1 
neuromuscular disorder 

William's syndrome 1 problemas en la mano 1 PKU 1 

multiple strokes 1 enlarged heart 1 tricuspid atresia 1 

cleft palate 3 VSD 1 post severe traumatic 1 
brain injury 

tetralogy of fallot 2 sickle cell thallassemia 2 Marfans syndrome 1 

cerebral palsy 11 hydrocephalic 1 arthrgyrposis 1 

juvenile rheumatoid 
arthritis 

I congenital adrenal 
hyperplasia 

I charcot marie toothe I 
disease 

pacemaker/heart defect 7 neurofibromatosis 2 Von Ricklenhouse 1 
disease 

orthopedic disorder 1 Marschsprung disease 1 Wolff-Parkinson-White I 
syndrome 

meningitis I ADHD 1 no right hand 1 

multiple 
osteochromotosis 

1 AARSKOGS I 



Table 2 

Demographic information 

Variable Value N* 

Mother's marital status single; never married 5 

married 83 

single; separated 3 

single; divorced 26 

widowed 5 

Mother's ethnicity Euro-American 90 

African-American 5 

American Indian 3 

Mexican 10 

Mexican-American 10 

Asian-American 2 

Other 2 

Mother's employment status homemaker 32 

student 11 

unemployed 5 

retired 2 

disabled 6 

employed 66 



Table 2-continued 

Variable Value *N 

Mother's education 8th grade or less 1 

some high school 8 

high school graduate 21 

vocational, technical or 15 
commercial school 

some college 40 

college graduate 23 

post graduate university 12 
degree 

Child A age 8 7 

9 5 

10 15 

11 7 

12 15 

13 11 

14 7 

15 9 

16 6 

17 2 

18 1 



Table 2-continued 

Variable Value N* 

Child A gender female 39 

male 46 

Child B age 8 3 

9 5 

10 4 

11 9 

12 9 

13 3 

14 6 

15 5 

16 7 

17 1 

Child B gender female 30 

male 26 

Relative birth order B older than A 

B younger than A 

B same age as A 

29 

19 

4 
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Table 2-continued 

Variable Value N* 

Age difference of siblings 0 years 4 

1 year 6 

2 years 17 

3 years 14 

4 years 4 

5 years 5 

6 years 1 

7 years 1 

* All three family members did not always complete questionnaires; numbers that do not 
total expected values are due to missing questionnaires. 
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Table 3 

Variables comprising objective illness burden score 

variable range (N) mean(SD) 

hospitalizations (past 0-5 (115) .48 (.85) 
year) 

emergency room visits 0-10 (112) .64 (1.46) 
(past year) 

doctor visits (past year) 0-36 (115) 6.62(6.45) 

variable value N 

different treatments 0 69 

1-2 41 

3-4 8 

5-6 1 

>7 1 

different medications 0 57 

1-2 37 

3-4 14 

5-6 10 

>7 3 
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Table 3-continued 

variable value N 

school days missed 0 21 

I-3 30 

4-6 23 

7-10 10 

II-15 11 

16-20 8 

>20 16 

surgical procedures yes 27 
performed 

no 90 

prognosis of illness get better 30 

stay the same 43 

get worse 15 

unknown (recoded as 29 
get worse) 

child's current health excellent 40 

good 47 

fair 27 

poor 6 
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Table 3-contmued 

variable severity (N) 

not severe 
or none 

somewhat 
severe 

pretty 
severe 

extremely 
severe 

physical modifications 87 15 10 8 

dietary modifications 84 21 5 11 

social restrictions 107 5 4 4 

household duty 
restrictions 

101 4 5 8 
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sixth graders, but has been used with children as young as eight (Buhnnester & Furman, 

1990) and adults (Begun, 1989). Fifty-one items comprise this instrument; in this study, 

each item was rated by siblings on a Likert scale ranging from 1 (not too much) to 4 

(extremely much). The response scale was changed from Furman and Buhrmester's 

(1985) scale that ranged from 1 (hardly at all) to 5 (extremely much) in order to simplify 

the questionnaire completion process. From these 51 items, 17 different subscales were 

created that were subjected to principal components factor analysis by Furman and 

Buhrmester (1985). The factors revealed represented four domains: warmth/closeness, 

relative status/power, conflict, and rivalry. Test-retest reliabilities on Furman and 

Buhrmester's (1985) sample were relatively high (mean r=.71). These authors did not 

report any evidence of validity; however, the scale construction was based upon 

interviews with fifth and sixth graders asking them to describe their sibling relationships. 

Rivalry items were similar to questions on the differential treatment measure, therefore 

only the items representing warmth/closeness, relative status/power, and conflict were 

included in this investigation. The warmth/closeness scale consists of 12 items (e.g., 

"How much do you and (brother's/sister's name) do nice things for each other?") and 

Cronbach's alphas for this scale were .80 and .79 for CHILD A and CHILD B, 

respectively. The conflict scale consists of 9 items (e.g., "How much do you and 

(brothers'/sister's name) try to out-do or beat each other at things?"), Cronbach's alphas 

coefficients were .88 and .87 for CHILD A and CHILD B, respectively. Finally, 8 items 
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make up the power/status scale (e.g., "How much do you teach (brother's/sister's name) 

how to do things he or she doesn't know how to do?"); .50 and .60 were the Cronbach's 

alpha coefBcients for CHILD A and CHILD B, respectively. Means and standard 

deviations are reported in Table 3. 

Social Engagement. In their social context model, Stoneman and Brody (1992) 

included social engagement as an important dimension of sibling relationships. This 

questionnaire is a list of 31 activities that people may engage in together and was used to 

assess how much time siblings spent together. Both CHILD A and CHILD B were asked 

to indicate (yes or no) whether they had done each thing together m the past week. The 

list utilized in this study is a revised version of the original questionnaire that was 

intended for adults (Berscheid, Snyder, & Omoto, 1989). Items such as engaging in 

sexual activity or going to a bar were replaced with items such as playing Nintendo or 

renting a movie. Example items include, "fixed something to eat," "went to school 

together," and "watched TV." An additional item asked whether the children went to the 

doctor or the hospital together. Internal reliabilities as assessed by Cronbach's alpha for 

this scale were .88 for CHILD A and .91 for CHILD B. 
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Differential Treatment Measure 

Sibling Inventory of Differential Experience TSIDE: Daniels & Plomin. 1985X 

Both children were asked to complete the SIDE. The SIDE was developed with children 

and young adults aged 12 to 28 as a measure of nonshared environment and asks siblings 

to compare their experiences to the experiences of a brother or sister. Siblings are asked 

to make comparisons in four different domains: sibling interaction, parental treatment, 

peer characteristics, and events specific to the individual completing the questionnaire. 

For this investigation only scores reflecting differential maternal treatment were included. 

The two scales measuring differential maternal treatment are: differential maternal 

affection (e.g., "mother has been more proud of) and differential maternal control (e.g., 

"mother has been more strict with"). Siblings were asked to think about how their mother 

treated them and rate that treatment on a scale of 1 (sibling much more) to 5 (me much 

more). Cronbach's alpha coefficients were .50 and .80 for CHILD A's report of 

differential maternal affection and differential maternal control, respectively and .72 and 

.73 for CHILD B's report of differential maternal affection and differential maternal 

control, respectively. 

Adjustment Measures 

Adjustment measures assessed both positive and negative indices of social-

emotional adjustment. All of these indices of adjustment have been identified as 

important for this group of siblings in previous investigations. 



127 

Rosenberg Self-Esteem (Tlosenberg & Simmons. 1972. This questionnaire was 

designed to assess global-self-worth in children aged eight to nineteen. Items were 

generated to measure how iiighly children regarded themselves. It consists of six items, 

scored on a three point scale. An example item is, "A kid told me, 'there's a lot wrong 

with me'. Do you ever feel like this? (yes/no). If yes, do you feel like this a lot or a little 

(lot/little)." In this case, an answer of no would be assigned a 3, an answer of "yes, a 

little" would be assigned a 2, and an answer of "yes, a lot" would be assigned a 1. The 

authors reported coefficients of reproducibility and scalability as indices of internal 

consistency. These were 90.2 percent and 67.6 percent, respectively. The authors also 

reported good face, trait, and construct validity. Scores on each of the six items were 

averaged to create a total self-esteem score and ranged from 1.00 to 3.00 for Child A and 

from 1.67 to 3.00 for Child B with higher scores indicating higher self-esteem. Internal 

reliabilities as assessed by Cronbach's alpha for CHILD A and CHILD B were .78 and 

.66, respectively. 

Loneliness Scale CAsher. Hvmel. & Renshaw. 1984V CHILD A and CHILD B 

both completed this 16 item measure designed to assess feelings of loneliness and social 

dissatisfaction in children aged 8 to 12. Children were asked to rate each item (e.g., "I 

have nobody to talk to.") on a five point scale ranging from I (not true at all) to 5 

(always true). These sixteen items were averaged to comprise the loneliness score, with 

higher scores representing more loneliness. Scores for Child A ranged from 1.00 to 3.94 
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and from 1.00 to 3.69 for Child B. The authors reported that the instrument was 

internally consistent and reliable. In this investigation, this instrument demonstrated 

Cronbach's alpha coefficients of .90 and .91 for CHILD A and CHILD B, respectively. 

Revised Children's Manifest Anxietv Scale fRevnolds & Richmond. iggO't. This 

measure is also called "What I Think and Feel". This self-report measure was designed to 

assess the level and nature of anxiety experienced by children ages 6 to 19. Both CHILD 

A and CHILD B completed this questionnaire. The original scale asks children to rate 37 

statements a "yes" if it descriptive of his or her feelings or actions and "no" if it is not. 

There are four subscales: physiological anxiety, worry/oversensitivity, social 

concerns/concentration, and a lie scale . These subscales can be used or a total anxiety 

score can be created. The total anxiety scale was utilized in this study and to minimize 

the amount of time necessary for completing questionnaires, the lie scale was dropped. 

The final version consisted of 24 items (e.g., "Do you have trouble making up your 

mind?,""Do your hands feel sweaty?," "Do you wiggle in your seat a lot at school?"). 

Scores were created by summing all the items; higher scores indicated higher anxiety. 

Reynolds and Richmond (1990) reported test-retest reliabilities on two samples. Over a 

period of nine months, the test-retest reliability coefficient was .68; however, over a 

shorter period of time (three weeks), the test-retest coefficient was .98. Validity was 

demonstrated by high correlations with the State-Trait Anxiety Inventory for Children 

(Spielberger, cited in Reynolds & Richmond, 1990). Scores ranged from 0 to 23 for 
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Child A and 0 to 24 for Child B. Internal reliabilities as assessed by Cronbach's alpha for 

this sample were .89 for CHILD A and .88 for CHILD B. 

Self-Efficacv Scale TSherer. Maddux. Mercandante. Prentice-Dunn. Jacobs. & 

Rogers. 1982V This instrument consists of 23 items assessing two dimensions of self-

efficacy: general self-efficacy and social self-efficacy. The researchers sought to create a 

scale that assessed self-efficacy that was not specific to certain behaviors or situations. 

This questionnaire was designed to assess self-efficacy among children and adolescents. 

Again, to minimize the amount of time necessary for completing questionnaires, only the 

general self-efficacy scale was utilized in this investigation. This scale consists of 15 

items (e.g., "When I make up my mind to do something, I am sure I can do it," "If I make 

mistakes I just try harder"). The authors reported a Cronbach alpha reliability coefficient 

of .86 for the general self-efficacy. Construct validity was demonstrated by significant 

correlations with an internal orientation of control, a measure of personal control, a 

measure of ego strength, self esteem and interpersonal competency. For each item, each 

child was asked to rate statements on a four point scale ranging from 1 (not true at all) to 

5 (always true), these scores were averaged with higher scores reflecting higher self-

efficacy. The scores for Child A ranged from 2.27 to 5.00 while the scores for Child B 

ranged from 2.33 to 5.00. Alpha coefficients for CHILD A and CHILD B were .86 and 

.88, respectively. 
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Children's Depression Inventory fCDI: Kovacs. 19811 The original scale 

consisted of 27 items assessing each child's feelings of depression. Kovacs (1985) 

reported that this scale, based on the Beck Depression Inventory for adults but designed 

for children and adolescents (ages 8 to 15), was created to assess a variety of symptoms 

of depression, including disturbed mood, vegetative flmctions, self-evaluation, and 

interpersonal behaviors. She also included several items to measure the consequences of 

depression in contexts relevant to children. Reliability was reported for two samples, a 

group of children diagnosed with diabetes and one group of children referred to a child 

guidance center. Internal reliabilities as assessed by Cronbach's alpha for these two 

groups were .86 and .70, respectively. Once two outliers were removed, test-retest 

reliability over one month was .82. The author reported good concurrent validity and 

discriminant validity. 

For this investigation, the scale was shortened to 20 items. Children were asked 

to choose which of three statements best described their feelings. For example, question 

1 asked them to choose from, "I am sad once in a while.", "I am sad many times.", and "I 

am sad all the time.". A "once in awhile" response was coded as 0, a "many times" 

response was coded as 1, and an "all the time" response was coded as 2. The scores were 

summed with higher scores reflecting higher levels of depression. For Child A, scores 

ranged from 0 to 20 and for Child B, scores ranged from 0 to 30. Cronbach's alpha 

coefficients for CHILD A and CHILD B were .84 and .88, respectively. 
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Child Behavior Checklist fAchenbach. I99n. Mothers (or primary caregivers) 

completed the Child Behavior Checklist (for child aged 4 to 16) as an index of each 

child's behavioral adjustment. The CBC consists of questions assessing both social 

competence and problem behaviors. To assess problem behaviors, primary caregivers 

were asked to rate 113 statements as "not true" (0), "somewhat or sometimes true" (1), or 

"very true or often true" (2) regarding both CHILD A and CHILD B. Subscales 

reflecting specific types of problems can be created or two more global subscales can be 

utilized. For this study, the two more global subscales, internalizing problems and 

externalizing problems were created. In addition, the social competence scale was 

included in these analyses. The internalizing scale consists of 31 items (e.g., "Likes to be 

alone"), the externalizing scale is comprised of 33 items (e.g., "Doesn't seem to feel guilty 

after misbehaving") and the social competence scale consists of 16 items (e.g., "How 

many close friends does your child have"). This instrument is widely used and 

demonstrates good reliability and validity. Internalizing scores ranged from 0 to 42 for 

Child A and firom 0 to 51 for Child B. Ranges for externalizing scores were 0 to 36 and 0 

to 39 for Child A and Child B, respectively. Cronbach's alpha coefficients for 

internalizing problems were .89 and .91 for CHILD A and CHILD B, respectively. For 

externalizing problems, internal reliabilities as assessed by Cronbach's alpha were .88 and 
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.93 for CHILD A and CHILD B, respectively. Finally, social competence reliabilities 

assessed by Cronbach's alpha were .70 and .83 for CHILD A and CHILD B, respectively. 

Procedures 

Families were recruited primarily through the Children's Clinic for Rehabilitative 

Services in Tucson, Arizona. This clinic serves all of Southern Arizona and has access to 

over 5000 patients. Approximately 2400 hundred families met the criteria for this 

investigation and were sent a letter of introduction from the Clinic, a letter describing the 

study, and a stamped postcard to return if they were interested in participating in the 

investigation. Letters and postcards were printed in both Spanish and English. The 

researchers provided the Clinic with stamped letters and clinic staff members placed their 

own mailing labels on the letters sent to the families. This step was taken in order to 

ensure confidentiality and anonymity. 

Families who were interested in participating were mailed three packets of 

questionnaires, one for the mother (or primary caregiver), one for the child with the 

health problem, and one for a sibling closest in age. An informed consent form for the 

mother and assent forms (a form informing the child about the study and how long it 

would take to complete questionnaires) for the children were also included. The mothers' 

questionnaires were expected to take 60 to 90 minutes to complete and children's were 

expected to take approximately one hour to finish. Pictorial and written encouragements 

appeared every couple pages in the packets. If children needed help completing 
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questionnaires, they were told that this was all right, but were instructed to indicate 

whether they received help and who helped them. Seventy of the children (47 CHILD A, 

23 CHILD B) indicated that they had received help; mothers were most often the cited 

helper. In order to determine whether receiving help affected children's responses, 

ANOVA's were conducted comparing the scores of children who received help and the 

scores of those who did not. The only difference that emerged was in Child A's report of 

maternal differential control, where one might most likely expect a difference. If 

children's questionnaires were obviously completed by mothers or it was apparent that 

children had not taken the task seriously (i.e., skipped pages or made designs in their 

responses) they were not included in the data set. Each family member had his or her 

own postage paid return envelope in order to maintain privacy. 

Approximately three hundred and twenty letters were returned by the post office 

because the family had moved or the address was incomplete. Two hundred and fifty 

families returned postcards. Of these families, 64 completed questionnaires, reflecting a 

26% response rate. An additional 2700 letters were mailed, this time offering to pay each 

participant five dollars for the return of his or her questionnaires. Approximately 150 

were returned by the post office and 174 families returned postcards, and 50 of these 

completed questionnaires, reflecting a 29% response rate. At the time of the second 

mailing, additional questionnaires were mailed to families who had not yet returned their 

packets with the offer of five dollars for each packet. Thirteen of these families 
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completed their questiomiaires. There may be many explanations for this seemingly low 

return. Approximately 22% of the clinic population lived in Mexico and letters could not 

be sent out of the United States. Additionally, many children were seen only once in the 

clinic and the family would most likely have selected themselves out of a chronic illness 

group. The very low response rate may be attributed to the extraordinary number of 

stressors these families experience. They may have had little time to devote to 

completing even an hour's worth of questionnaires. 
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Results 

Nonshared Influence: Individual Child Characteristics 

The individual child characteristic examined in this investigation was each child's 

appraisal of how Child A's illness affects his or her life. Mean levels, standard 

deviations, Cronbach's alpha coefficients, and results of a t-test comparing the children's 

appraisals are reported in Table 4. Children's scores on the appraisal measvire indicated 

there was a great deal of variability in how much each child thought his or her life was 

affected by their own or Child A's illness. Scores ranged from 1.14 to 4.40 for Child A 

and from 1.32 to 5.00 for Child B (with higher scores reflecting more stressful 

experiences). Contrary to hypothesis I A, the scores of Child A were not significantly 

different from the scores of Child B. No significant gender or relative birth order 

differences were detected by ANOVA analyses for Child A. For Child B, there were no 

significant gender differences, however children who were younger than Child A reported 

that Child A's illness made things easier for them than children older than Child A 

(F(l,49)=3.88, p<.055). Correlations with age were not significant for either Child A or 

Child B. Interestingly, neither Child A's appraisals nor Child B's appraisals of the effect 

of Child A's illness were related to the mother's report of the objective burden of the 

illness (r(84)=.l6, r(55)=.22, respectively). Thus, an illness may not be objectively 
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Table 4 

^feans• standard deviations. Cronbach's alpha coefficients, and t-tests comparing Child A and 

Child B 

variable N Child A 
Meaii(SD) 

Child A Child B Child B t-value 
Cronbach's Mean (SD) Cronbach's 
alpha alpha 

Individual Child 
Characteristic: 

Appraisal 44 3.04 (.48) 0.92 2.92 (.56) 0.95 1.33 

Sibling Relationship 
Quality: 

Warmth 42 2.21 (.52) 0.8 2.17 (.49) 0.79 -0.69 

Conflict 46 2.45 (.74) 0.88 2.33 (.71) 0.87 0.65 

Power 43 -.18 (.91) 0.5 .18 (.94) 0.6 -1.68 

Shared Activities 42 10.22 
(6.22) 

0.88 10.74 (7.62) 0.91 -1.33 

Family Context: 

Maternal 
Differential Affection 

44 3.00 (.44) 0.5 3.10 (.50) 0.72 -0.83 

Maternal 
Differential Control 

46 3.05 (.83) 0.8 2.75 (.61) 0.73 1.52 

Adjustment: 
Maternal Report 

Externalizing 
Problems 

70 10.51 
(8.57) 

0.88 8.81 (9.23) 0.93 1.49 

Internalizing 
Problems 

68 9.20 (7.01) 0.88 6.77 (8.29) 0.91 2.63* 

Social Competence 128 13.82 
(6.45) 

0.7 9.91 (8.98) 0.83 4.62* 
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Table 4-coiitiiiued 

variable N CMdA Child A Child B ChUdB t-value 
Mean (SD) Cronbach's Mean (SD) Cronbach's 

alpha alpha 

Adjustment: Child 
Report 

Loneliness 42 2.13 (.79) 0.9 2.05 (.76) 0.91 0.66 

Depression 43 6.91 (4.88) 0.84 6.53 (6.61) 0.88 0.33 

Anxiety 43 9.70 (6.29) 0.89 9.23 (5.76) 0.88 0.36 

Self-Esteem 43 2.52 (.41) 0.78 2.59 (.37) 0.66 -0.86 

Self-Efficacy 44 3.64 (.67) 0.86 3.69 (.62) 0.88 -0.48 
•p< .05; •• p< .01 



138 

stressful, however, the child with the illness and his or her sibling may perceive the 

illness as having a major impact on their lives. 

Nonshared Influence Within the Dvad: 

Children's Perceptions of Sibling Relationships 

Four dimensions of sibling relationships were described: social engagement, 

warmth, conflict, and relative power status. Mean levels, standard deviations, Cronbach's 

alpha coefficients, and the results of t-tests conducted to compare Child A's and Child B's 

perceptions are reported in Table 4. Social engagement scores ranged from 0 to 29 for 

Child A and from 0 to 31 for Child B. Standard deviations were also relatively large for 

this dimension, indicating a great deal of variability in the number of activities siblings 

report engaging in with each other. Warmth ratings ranged from 1.00 to 3.60 for Child A 

and from 1.07 to 3.27 for Child B. Conflict scores also had a large range, from 1.11 to 

4.00 for Child A and from 1.22 to 3.89 for Child B. Finally, power scores ranged from -

2.00 to 2.25 for Child A and from -2.50 to 2.25 for Child B. Descriptive information is 

provided on the relative status/power variable, however due to relatively low reliabilities, 

the relative power/status variable was dropped from subsequent analyses. Non

significant t-tests indicated that Child A and Child B perceived their relationships with 

each other similarly. For Child A, age was significantly and negatively correlated with 
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conflict (r(73)=-.28, p=.016) and shared activities (r (68)=-.33, p=.006), indicating that 

older children reported less conflict and fewer shared activities than younger children. 

Age was also negatively correlated with shared activities for Child B (r(54)—.37, p=.006) 

and positively correlated with relative status/power (r(53)=.35, p=.011) indicating that 

older children reported fewer shared activities and more power in their sibling 

relationships than younger children. MANOVA analyses were conducted to determine 

whether these sibling relationship dimensions were influenced by gender and relative 

birth order. For Child A, relative birth order had a significant main effect on conflict (F 

(1,51)=5.18, p=.027) and power (F(l,51)=14.39, p=.000). When siblings were older than 

Child A, Child A reported more conflict and less power. For Child B, birth order had a 

significant main effect on power (F(l,46)=7.60, p<.008). Children older than Child A 

reported more power in their sibling relationships than did children who were younger 

than Child A. 

Nonshared Influence Outside the Dvad: Maternal Differential Treatment 

In this investigation, influences outside the dyad are represented by children's 

perceptions of maternal differential treatment. Mean levels, standard deviations, 

Cronbach's alpha coefficients, and the results of t-tests comparing Child A's and Child B's 

perceptions are reported in Table 4. Child A's scores ranged from 1.60 to 4.00 for 

differential maternal affection and from 1.20 to 5.00 for differential maternal control. For 

Child B, differential maternal affection scores ranged from 1.50 to 4.60 and differential 
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maternal control scores ranged from 1.00 to 3.80. According to t-tests, Child A's and 

Child B's perceptions of differential treatment did not differ from each other. There were 

no significant correlations with ^e for either Child A or Child B and ANOVA analyses 

detected no significant differences due to gender or birth order. 

Direct Associations Among Nonshared Influences and Social Emotional Adjustment 

Maternal and child reports of Child A's and Child B's social-emotional adjustment 

were compared using t-tests (see Table 4 for means, standard deviations, Cronbach's 

alpha coefficients, and t-test results). The only differences between the two children were 

in maternal reports of social competence and internalizing problems. The difference in 

internalizing problems could be expected because 7 of the 31 items comprising the 

internalizing problems subscale assess physical symptoms. 

MANOVA analyses were conducted to ascertain whether gender and relative birth 

order influenced adjustment scores. For Child A, significant results were obtained for 

children's reports of self-esteem and mothers' reports of externalizing problems and social 

competence. A significant gender by relative birth order interaction indicated that boys 

with younger siblings and girls with older siblmgs reported higher levels of self-esteem 

than boys with younger siblings (F(l,51)=6.99, p=.011). With regard to externalizing 

problems, a significant gender by relative birth order interaction showed that boys with 

older siblings had higher levels of externalizing problems than boys with younger 

siblings or girls (F(l,72)=3.79, p=.055). Additionally, a main effect of relative birth 
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order indicated that children with older siblings had more extemalizing problems than 

children with younger siblings (F(l,72)=6.14, p=.016). For social competence, girls older 

than their siblings and boys younger than their siblings had higher social competence 

scores (F(l,72)=3.00, p=.05). For Child B, significant results emerged for all the child 

reports of adjustment but not for mothers' reports. There were no significant main effects, 

however, significant gender x relative birth order interactions were revealed for children's 

reports of anxiety, depression, loneliness, self-esteem, and self-efficacy. Older sisters 

reported higher levels of anxiety (F(l,45)=3.73, p=.06) and depression (F(l,45)=7.88), 

p=.007) than younger sisters or brothers and older sisters and younger brothers reported 

higher levels of loneliness (F(l,45)=7.80, p=.008) than younger sisters and older brothers. 

Younger sisters and older brothers reported higher levels of self-esteem (F(l,44)=9.50, 

p=.004) and self-efficacy (F(,144)=9.80) than older sisters and younger brothers. 

In order to reduce the number of analyses including children's self-reported 

adjustment and to make maternal and child reports more comparable, correlations among 

adjustment variables were examined and highly correlated variables were standardized 

and summed. See Tables 5a and 5b for correlations among adjustment variables for 

Child A and Child B, respectively. All the adjustment variables were significantly 

intercorrelated for both Child A and Child B. However, negative correlations among 

adjustment and maladjustment were obtained. Conceptually, too, self-esteem and self-

efficacy are different fi:om loneliness, anxiety, and depression. Thus, two composites 
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were created for each child. One reflecting internalizing problems, which consisted of 

loneliness, depression, and anxiety and a second reflecting children's self-perceptions 

which consisted of self-esteem and self-efficacy. In order to evaluate direct associations 

among nonshared influences and social emotional adjustment, two separate correlation 

matrices were created (See Tables 6a and 6b). There were very few significant 

correlations among the nonshared influence variables and indices of social emotional 

adjustment for either child. For Child A, objective illness burden was negatively 

associated with mother's reports of social competence, ilhiess appraisals were positively 

correlated with children's reports of intemali2dng problems, and children's perceptions of 

warmth in the sibling relationship were negatively related to mother's reports of 

internalizing problems and positively associated with children's reports of social 

competence. Finally, a marginally significant correlation was obtained between 

children's perceptions of conflict in the sibling relationship and children's reports of social 

competence. For Child B, illness appraisals were positively associated with children's 

reports of internalizing problems as were children's perceptions of power in the sibling 

relationship. 

Nonshared Determinants of Sibling Relationship Oualitv 

Hierarchical multiple regressions were conducted separately for each sibling 

group to examine associations among objective illness burden, illness appraisals, and 



Table 5a 

Intercorrelations among child report adjustment variables for Child A 

variable 1 2 3 4 5 

1. Anxiety 1.00 

2. Depression .69** 1.00 

3. Loneliness .60** .53** 1.00 

4. Self-esteem -.56** -.59** -.64** 1.00 

5. Self-efficacy _ 24** -.31** -.50** .36** 1.00 

**p<.01 



Table 5b 

Intercorrelations among child report adjustment variables for Child B 

variable 1 2 3 4 5 

1. Anxiety 1.00 

2. Depression .81** 1.00 

3. Loneliness .60** .68** 1.00 

4. Self-esteem -.51** -.58** -.67** 

5. Self-efficacy -.42** -.47** -.68** 

**p<.01 
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maternal differential treatment and sibling relationship quality. In order to reduce the 

number of regressions conducted, only the warmth and conflict dimensions taken from 

the SRQ were included. Gender and relative birth order consistently emerge in studies of 

sibling relationships as important. Therefore these variables and an interaction term 

representing different dyadic combinations (i.e., older sisters, older brothers, younger 

sisters, younger brothers) was entered in the first step of equations. For each child, the 

variables reflecting his or her perceptions (as opposed to the perceptions of his or her 

brother or sister) were entered. For each regression, the sibling relationship dimension 

variable was the dependent variable and the gender and relative birth order variables were 

entered in the first step. In the second step, objective illness burden, appraisal and 

differential maternal affection and control were entered. 

No significant results emerged for Child A. For Child B, however, each 

regression equation was significant. The gender and relative birth order variables 

accounted for modest amounts of the variance in sibling relationship quality. For warmth 

and conflict the total R- values were .14 (p=.012)and .12 (p=.024), respectively. For the 

equation predicting warmth, significant beta weights showed that objective illness burden 

and maternal differential control were positively related to Child B's perceptions of 

warmth in sibling relationships. For conflict, high levels of maternal differential control 

and illness appraisals were associated with more conflict. See Table 7 for specific results. 
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Nonshared Determinants of Child Adjustment 

An additional data reduction step was taken in order to examine nonshared 

determinants of each child's social-emotional adjustment. Children's and mother's reports 

of adjustment were correlated (See Tables 8a and 8b) and for both Child A and Child B, 

mother's reports of maladjustment (internalizing and externalizing problems) were 

positively associated with children's reports of internalizing problems. Similar results 

emerged for mothers reports of social competence and children's reports of self-

perceptions. Two composites, one reflecting adjustment difficulties and the other 

reflecting adaptive functioning were created for each child by standardizing and summing 

these variables. The literature on families of children with special needs suggests that 

gender and relative birth order are important child characteristics to be included when 

examining the adjustment of the children (e.g., Breslau et al., 1981; Gath, 1972; Lavigne 

& Ryan, 1979). Therefore the same gender and relative birth order variables were entered 

in the first step of these equations. Because correlations among independent variables 

revealed inconsistent patterns across Child A and Child B these data could not be 

reduced. Therefore, differential maternal affection and control, illness appraisals, 

objective ilhiess burden, warmth, and conflict were all entered in the second step (See 

Tables 9a and 9b). These variables accounted for significant portions of the variance only 

in negative adjustment for Child B. The total R- was .14 (F=2.33, p=.038) and a 
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significant beta weight (beta=.24, p=.01) was obtained for conflict only. For Child B, 

more conflict was associated with more negative adjustment. 
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Table 6a 

Correlations among nonshared influences and social emotional adjiistment for Child A 

Maternal Report Child Repon 

Social 
competence 

InTemaliTing 

problems 
Externalizing 
problems 

Social 
Competence 

Internalizing 
problems 

Objective 
Qlness 
Burden 

-J2* .16 .09 -.07 -.03 

niness 
Appraisals 

-.03 .05 -.08 -.03 .18 

Differential 
Maternal 
Control 

-.05 -.05 -.18 .06 -.11 

Differential 
Maternal 
Affection 

-.17 -.08 .03 .06 -.12 

Warmth. -.01 -.35'* -.06 .34** -.12 

Conflict .16 -.13 .10 -.20 -.15 

Power 1 o
 

.04 .00 -.18 .09 
+p<.lO; * p<.05; ** p<.Ol 
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Table 6b 

Correlations among nonshared influences and social emotional adjustment for Child B 

Maternal Report Child Report 

Social 
competence 

Internalizing 
problems 

External iTins 
problems 

Social 
Competence 

Tntpn^almng 

problems 

Objective 
Illness 
Burden 

-.01 -.05 -.16 .00 .10 

niness 
Appraisals 

-.03 -.05 .04 -.14 .36*' 

Differentiai 
Maternal 
Control 

-..03 1 O
 

C
O

 

-.05 .11 -21 

Differential 
Matemal 
Affection 

-.10 11  ̂ 24 -.14 .04 

Warmth -.15 .05 .01 .17 -.03 

Conflict 23-r .13 24 -.06 .22 

Power .09 -.11 -.08 -.19 .30-
• p<.05; p<.Ol 
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Table? 

Multiple regression of sibling relationship quality on obiective illness burden, illness appraisals, and 

maternal differential treatment for Child B 

Sibling Relationship R' Change F (7,49) B SE B Beta 
Quality and significant R-
associations 

WAjO/'rrH .14 im** 

step I: .02 n.s. 

Geader and Relative n.s. ils. q.3. 
Birth Order 

step 2: .11 ' 2.96*^ 

Maternal Differential .22 0.07 JO"* 
Control 

Objective niness .10 0.06 .16-!-
Burden 

CONRICT .12 2.41-

step I: .05 n.s. 

Gender and Relative n.s. n.s. n.s. 
Birth Order 

step 2: .07 2.39* 

Maternal Differential .27 O.I .25** 
Control 

niness Appraisals 0.22 .11 .18" 

•(-p<.I0;*p<.05;**p<.0I 



Table 8a 

Intercorrelations among child and maternal reports of adjustment variables 

for Child A 

variable 1 2 3 4 5 

1. Internalizing Problems 
(Child Report) 

1.00 

2. Self-Perceptions 
(Child Report) 

-.62** 1.00 

3. Internalizing Problems 
(Maternal Report) 

AO** -.48** 1.00 

4. Externalizing Problems 
(Maternal Report) 

.35** -.36** .67** 1.00 

5. Social Competence 
(Maternal Report) 

-.11 .19+ -.20* -.16+ 1.00 

+ p<.10; * p<.05; ** p<.01 



Table 8b 

Intercorrelations among child and maternal reports of adjustment variables 

for Child B 

variable 1 2 3 4 5 

1. Internalizing Problems 
(Child Report) 

1.00 

2. Self-Perceptions 
(Child Report) 

-.69** LOO 

3. Internalizing Problems 
(Maternal Report) 

.43** -.34* 1.00 

4. Extemalizing Problems 
(Maternal Report) 

.22 -.53** .43** 1.00 

5. Social Competence 
(Maternal Report) 

-.00 .10 -.35** -.31** 1.00 

* p<.05; ** p<.OI 
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Table 9a 

Intercorrelations among independent variables for Child A 

variable 1 2 3 4 5 6 

1. appraisal 1.00 

2. objective illness burden .16 1.00 

3. warmth .12 .01 1.00 

4. conflict .00 -.05 -.11 LOG 

5. maternal differential control .10 1 o
 

-.19 -.07 1.00 

6. maternal differential affection .15 .19 .17 -.01 -.46** 

** p<.01 



154 

Table 9b 

Intercorrelations among independent variables for Child B 

variable 1 2 3 4 5 6 

I. appraisal LOO 

2. objective illness burden .22 1.00 

3. warmth -.12 .16 1.00 

4. conflict .10 -.13 -.12 1.00 

5. maternal differential control -.34* -.28* .30* .18 1.00 

6. maternal differential affection -.01 -.09 1 o
 

.07 -.06 

* p<.05; ** p<.Ol 
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CHAPTER FIVE 

Discussion 

This investigation examined three potential influences on social-emotional 

adjustment; individual characteristics (in this case, each child's appraisal of the ilhiess), 

within sibling dyad relationship quality, and family level effects (in this investigation, 

maternal differential treatment). Studying families of children with chronic illnesses 

provided a unique opportunity to examine these different influences. First, children with 

chronic illnesses and their siblings provided their appraisals or evaluations of how the 

ilhiess affected him or her personally. This is an individual influence that would 

undoubtedly differ for every child. Next, each child provided his or her perceptions of 

the sibling relationship. Interactions within these dyads are likely to differ from 

interactions that take place among siblings when neither one has special needs. Finally, 

asking each child to make comparisons between him or herself and his or her brother and 

sister in terms of maternal treatment provided a measurement of a family level influence, 

the first purpose of the present investigation was to describe and compare the children's 

perceptions of these three nonshared influences. The remaining goals involved 

examining the associations among these nonshared influences and their relationships with 

social emotional adjustment. 
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In general, there were no differences between children with illnesses and their 

siblings in terms of social-emotional adjustment, their appraisals of the illness, their 

perceptions of sibling relationship quality, or their perceptions of differential treatment. 

However, the patterns of relationships among these constructs were quite different for 

each child. 

For both Child A and Child B, mean scores on the appraisal measure indicated 

that these children did not perceive the illness as affecting their lives. However, there 

was a great deal of variation around the mean, suggesting that Child A's illness affected 

the two siblings in different ways. Additionally, neither child's appraisal was correlated 

with the objective ilhiess burden measure. This is particularly interesting for Child A; 

one would expect that variables such as the number of hospitalizations that child had to 

undergo would be related to how much she thought the illness affected her live. 

In terms of perceptions of sibling relationship quality, there were no differences 

between children with illnesses and their siblings. Both members of the sibling dyad 

perceived similar levels of warmth, conflict, relative power/status, and shared activities. 

Most mean scores ranged from "some" to "very much", indicating that children perceived 

moderate levels of each of these qualities in their sibling interactions. 

There were no differences between children with illnesses and their siblings in 

terms of their perceptions of differential treatment. Recent investigations (McHale & 

Pawletko, 1992; Quittner & Opipari, 1994) documented higher levels of differential 
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treatment in families including a child with special needs. In both studies, maternal 

reports of differential treatment were obtained, while in the present study, children 

provided their own perceptions of maternal differential treatment. Nonetheless, for this 

sample, it was expected that perceived differential treatment would be heightened. 

Although an examination of the means indicated that this was not the case, there was a 

great deal of variability in these scores. Additionally, regression analyses showed that 

differential maternal control was related to sibling relationship quality for siblings of 

children with chronic illnesses. 

Regression analyses indicated that sibling relationship quality was not related to 

objective illness burden, illness appraisals, or differential treatment for children with 

illnesses. However, for siblings of children with illnesses, sibling relationship quality 

was significantly associated with their appraisals of the ilhiess and their perceptions of 

maternal differential control. Specifically, when siblings received more control relative 

to their siblings, they experienced more conflict and more warmth in their relationships 

with brothers and sisters. The results regarding conflict were consistent with the 

literature (Brody et al., 1987; 1994a; 1994b; Bryant, 1980; Hetherington, 1988; Stocker et 

al., 1989), however the finding that the perception of more maternal control is associated 

with higher levels of warmth is puzzling. Siblings, as opposed to children with illnesses, 

may be more active both inside and outside the home. They may, therefore, be in 

positions where they need more discipline. The items on the maternal differential control 
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scale are primarily about discipline (e.g., "Who has mother been more strict with?", "Who 

has mother checked up on more often in terms of friends?"). If this is the case, then 

siblings may see mother's differential control as justified; they may feel sorry for their 

siblings who cannot participate in as many activities and compensate for their brothers 

and sisters lack of social involvement by being especially nice to them. 

Overall, these findings suggest that perceptions of the effect of an illness and 

differences in maternal treatment, perhaps as a result of the illness, are more salient for 

siblings than they are for children with illnesses, at least with regard to reports of sibling 

relationship qualities. Illness effects may not be associated with sibling relationship 

quality for children with illnesses because they may see having the ilbess as part of their 

identity. Thus, in the same way one would not expect hair color to be salient v^dth regard 

to sibling relationship quality, the illness is not a critical determinant. With regard to 

differential treatment, children with illnesses may expect to be treated differently and 

because it is expected, when differential treatment exists it does not impact their 

perceptions of sibling relationship quality. Perhaps other unmeasured variables, such as 

direct parental treatment or socialization practices would be significantly associated with 

sibling relationship quality for children with illnesses. 

Interestingly, the appraisal variable was related to sibling relationship quality for 

siblings, but not for children with illnesses. Therefore, the illness did not appear to be 

significantly associated with how children with illnesses perceive the quality of their 
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sibling relationships. One would expect Child A's illness to affect interactions within 

sibling dyads, and for siblings it does appear to make a difference. 

Social adjustment scores were not at clinical cutoff points for either children with 

illnesses or their siblings. However, similar to the siblings in McHale's and Gamble's 

(1989) study, both of these groups of children do appear distressed. Children with 

illnesses and their siblings did not differ across any adjustment measures except maternal 

reports of internalizing problems and social competence. However, 7 of the 31 items 

comprising the internalizing score request information about physical health; items which 

would obviously differ for children with illnesses and tlieir healthy siblings. Mothers 

also reported that children with illnesses were more socially competent than siblings. 

Perhaps mothers overestimate levels of social competence in children with ilhiesses 

because they make judgments in light of the child's illness rather than comparing the 

child with the illness to all other children. Or it may be that these children develop social 

skills and compassion as a result of their illness-related experiences. On the other hand, 

siblings of children with chronic ilhiesses may appear less socially competent because 

they undergo different kinds of stressors that mhibit their development of social skills. 

Similar to previous research (Breslau et al., 1981; Gath, 1972; Grossman, 1972; 

Lavigne & Ryan, 1979), gender and relative birth order were associated with adjustment. 

Older sisters of children with chronic illnesses reported higher levels of anxiety and 

depression and older sisters and younger brothers of children with chronic illnesses 
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reported higher levels of loneliness. These two subgroups of siblings also had lower 

levels of self-esteem and self-efficacy. As has previously been suggested (Gath, 1972; 

1974; Grossman, 1972), older sisters may be required to provide the more care for the 

child with the chronic illness or may have to perform more household chores, therefore 

affecting their social-emotional adjustment. Breslau and her colleagues (Breslau et al., 

1981; Breslau, 1982) also found that younger brothers exhibited more adjustment 

problems. Breslau (1982) found that mothers of younger brothers reported higher levels 

of aggression. She suggests that it may not be that younger brothers are more at risk for 

adjustment difficulties, but that these problems are manifested differently and in a very 

obvious way, in this case acting out behaviors. In the present investigation, however, 

younger brothers exhibited similar adjustment difficulties to those experienced by older 

sisters, hence Breslau's explanation is not relevant. Interestingly, there were no gender or 

relative birth order differences in children's reports of differential treatment or illness 

appraisals. In future studies, an examination of individual items from the appraisal scale 

may be enlightening. A brief review of the frequencies of these individual items to 

determine what children perceived as problems indicated that the greatest numbers of 

children reported that the illness made it harder for the family to do what it wants, to feel 

comfortable with how their parents treated them versus how they treated the brother or 

sister with the illness, to be able to do what they want, and for their families to be able to 
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go places. If each item were analyzed separately, perhaps reasons for these adjustment 

differences would be illuminated. 

Associations among adjustment and independent variables indicated that for 

siblings, negativity in their sibling relationships was related to more negative social-

emotional outcomes. Conceivably, conflict in sibling relationships may cause additional 

strain for siblings in that they feel guilty or sad when they hurt their brothers or sisters 

with illnesses. Or parents may express considerable disapproval when siblings are 

involved in conflict, affecting siblings' well-being. 

It was disappointing that more significant associations did not emerge. McHale 

and Pawletko (1992) found that siblings of children with mental disabilities report higher 

levels of depression and anxiety when they experienced relatively more of a discipline 

technique termed "positive love" and when they spent more time with their mothers. 

Surprisingly, maternal differential treatment was not associated with social-emotional 

adjustment for siblings in the present investigation. However, maternal differential 

control was associated with conflict in the sibling relationship and conflict in turn was 

associated with social-emotional adjustment for siblings, conceivably suggesting a 

mediating relationship between these variables. 

In previous smdies of children with chronic illnesses and their siblings, 

investigators have typically compared adjustment scores of these children to controls 

(e.g., Ferrari, 1987; Harvey & Greenway, 1984; Gayton et al., 1977). This study 
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improved upon earlier work by examining several potential nonshared influences on 

social emotional adjustment for these children. Behavioral geneticists suggest that 

siblings create different environments for each other, a proposal that is supported by the 

present investigation. Interestingly, associations among nonshared influences and social 

emotional adjustment were not significant for children with illnesses. However, siblings' 

perceptions of the effect of an illness as well as their perceptions of maternal differential 

treatment were associated with their perceptions of sibling relationship quality. In turn, 

siblings' perceptions of conflict in the sibling relationship were related to adjustment 

difficulties. Thus, a nonshared influence brought to the sibling relationship by one child 

(one child's illness) that intuitively would have a profound influence upon the child with 

that characteristic actually affects siblings more. This is a clear demonstration of a true 

nonshared influence on development. Further research will be necessary to clarify these 

processes as well as to identify what factors influence social emotional adjustment for 

children with ilhiesses. 

Limitations and Future Directions 

The most serious limitation of this investigation was the small sample size and the 

difficulties associated with a small sample size. While the overall response rate was 

somewhat low, approximately one third of the families indicating interest returned 

completed questionnaires. There are several explanations for the low return rate. Forty -

four percent of the clinic's population identified their ethnicity as Hispanic and according 
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to clinic staff member, half of these families resided in Mexico. Unfortunately, the 

letters describing the study could not be sent to Mexico because of limited fimds. 

Additionally, half of the 44% also spoke only Spanish. While letters were sent in 

Spanish, these families may have worried about participating in a study conducted by 

only English speakers. Clinic staff also indicated that families of children who had only 

been seen once in the clinic (perhaps for a short procedure) would have received the letter 

describing the study. Because they had only been seen once and would not perceive 

themselves as fitting the description of having a child vdth a chronic illness, they would 

have been unlikely to respond. 

An examination of available clinic demographics indicated that the sample was 

representative in some respects and unrepresentative in others. The health problems most 

often treated in the clinic were: cerebral palsy, spina bifida, orthopedic congenital 

deformities, craniofacial problems, and neurological problems. These were all 

represented in the sample. Percentages of boys and girls with illnesses were 

approximately equal in the sample and in the clinic demographic information and age 

ranges for children with illnesses were similar. However the ethnic composition of this 

sample and that of the clinic population were quite different. That majority of this 

sample identified their ethnicity as Euro-American (73.8%) while only 37% of the clinic 

population was of Euro-American descent. The majority of the clinic population 

identified their ethnicity as Hispanic compared to 16.4% of this sample who were 
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Mexican or Mexican-American. Additionally, clinic staff indicated that 70% of their 

patients received ACCCHS or ALTEX (financial assistance with health care costs). 

While some of these families received assistance regardless of family income, the 

majority of families earned less than $17,000 a year. While specific information was not 

available in this sample, the mothers were generally highly educated, with 63% having 

completed at least some college. If education level can serve as proxy variable for family 

income, this would indicate a large disparity in the socioeconomic status of the families 

m this sample compared to the clinic population. 

Another limitation of the extant literature in this area that restricts the 

generalizability of the findings is that samples have not been very diverse. Particularly 

lacking are studies of ethnic minorities and less advantaged families. Many studies have 

included only families of Euro-American descent. Even though the majority of families 

in this sample were primarily of Euro-American descent, this sample included families 

whose ethnic origin was not Euro-American. Although this is a step in the right 

direction, better efforts need to be made to include ethnic minorities and less advantaged 

families in future research. These better efforts may include qualitative studies allowing 

investigators to identify similarities and differences between the experiences of less 

studied families and families whose experiences have been documented. It may be 

suggested that the qualitative approach could have been adopted to answer the questions 
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of the present study. However all the associations examined have been suggested by 

theory, therefore stepping back to the qualitative level was not deemed necessary. 

Another concern related to the small sample size is that there was a great deal of 

variability in the scores. One would expect a great deal of variability in data collected 

from these families so this was not surprising. The danger of a small sample size 

combined with great deal of observed variability lies in accepting the null hypothesis 

when in fact, two variables covary (Cook & Campbell, 1979). In the first set of 

regression analyses, two of four equations were significant, while in the second set of 

regression analyses, one of four equations were significant. These figures are well over 

the 5% one might obtain by chance, indicating that while some expected associations 

may not have been found, one can have confidence in those that were significant. 

If a larger sample had been obtained, information from families including a 

member with neural complications could have been studied separately. Presumably the 

stressors associated with neural complications are quite different from the those 

experienced by a family who includes a member with, for example, asthma (Gallo & 

BCnafl, 1992). Sibling interactions would be expected to vary as well depending on 

whether neurological complications had been diagnosed. Although the noncategorical 

approach takes this into account, the difference between these families may be a 

categorical difference (based upon disease characteristics, not diagnosis) rather than one 

that can be distinguished along a continuum. A larger sample would permit the use of 



166 

more sophisticated analytical techniques, including structural equations modelling. By 

utilizing statistical methods such as path analysis and structural equations modelling, one 

can not only evaluate latent constructs, but one is capable of examining mediating 

relationships that can only be hinted at using multiple regression methods. 

Another concern is that with mail survey data collection techniques, one carmot be 

assured of obtaining quality data. As one indication that children and mothers took the 

task seriously, most questiormaire packets were completely filled out. In order to fiarther 

reduce this possibility, children's questionnaires that were obviously completed by 

mothers or in a nonserious fashion (i.e., patterns in the marking of responses) were not 

included in the data set. Additionally, while data quality is not assured with this method, 

it does have some distinct advantages. By allowing participants to complete 

questionnaires at their own pace, they are less likely to become fatigued in the process 

and may therefore think more carefully about their responses. Also, children can feel free 

to ask parents or older siblings for help. Another advantage is that participants' responses 

can remain completely private which would not be the case if an interviewer were 

present. Thus, while there are limitations of mail surveys, there are advantages as well 

and stringent efforts were made to reduce potential negative effects of the limitations. 

There are other problems in the literature on families of special needs that were 

not remedied in the present investigation. First, very few longitudinal studies of these 

families have been reported. In order to examine causal relationships, such as those 
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between illness burdens and adjustment and between relationship quality and adjustment, 

data collected over time will be necessary. Some researchers (Brody et al., 1992; Brody 

et al., 1992; Brody et al., 1994a; 1994b; Stocker, 1993) have begun to examine 

determinants and consequences of sibling relationship quality over time, however many 

more studies are needed. 

When studying families of children with chronic illnesses and even families in 

general, fathers have been relatively neglected. Because this was a questionnaire study 

conducted through the mail, it seemed highly unlikely that fathers could be persuaded to 

participate, hence securing mother's participation was emphasized. However, in a study 

of children without special needs, Brody et al. (1992) found that ten of the paternal 

predictors accounted for unique variance in sibling relationship quality while only two of 

the eight matemal predictors were significant. Similar results emerged in longitudinal 

analyses; six of eight paternal predictors accounted for a significant portion of the 

variance while only four of seven maternal predictors were significant. Additionally, 

interactions among mothers and older sisters of children with mental retardation were not 

different from interactions in comparison families and older brothers of children with 

mental retardation actually interacted with their mothers more than comparison brothers. 

However, the fathers of children without handicaps interacted with their older daughters 

eight times more often than fathers of sisters of children with mental handicaps. No 
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differences in paternal attention were found for brothers (Stoneman et al., 1987). It 

therefore seems crucial to include fathers in future studies. 

Stoneman's and Brody's family contextual model specifies other potential 

determinants that were not examined in the present study. One of these is the effect of 

direct parenting on sibling relationship quality. Investigators have shown that direct 

parenting does indeed have implications for interactions among siblings (Brody et al., 

1992; Brody et al., 1994a; 1994b; Stocker & McHale, 1992; Volling & Belsky, 1992). 

Other studies of families with and without children with special needs have demonstrated 

that variables reflecting family climate, such as marital conflict, family cohesion, and 

family conflict, affect sibling relationship quality (Brody, Stoneman, & McCoy, 1994a; 

1994b) and children's adjustment (Daniels et al.,1987; Dyson et al., 1989; Feeman & 

Hagen, 1990; Lynch, Fay, Funk, & Nagel, 1993). Thus, there are numerous other 

influences that must be taken into account in future examinations of these families. 

As is the case with many studies on all types of siblings, this investigation only 

considered one dyad. Research on more than one sibling pair will be difficult; as Durm 

and McGuire (1992) point out, there are 26 different types of siblings one could have 

(including step, adopted, and half siblings). However, in order to fully depict the 

influences that brothers and sisters have upon each other, obtaining information from all 

siblings in a family will be essential. 
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Previous investigations have obtained information only about either children with 

chronic ilbiesses or their siblings. In order to identify significant nonshared influences on 

children's development, we must include more than one child fi:om the same family in 

research (Dunn & Plomin, 1990). One such nonshared influence is one child's chronic 

ilbiess. While the results of this study were not powerfiil, an ilhiess and it's associated 

problems and triumphs are likely to profoundly affect family members and family 

relationships. Thus, one of the strengths of this study is that it included both children 

with illnesses and their brothers and sisters. 

Utilizing a transactional perspective of stress and coping was an advantage as 

well. As expected, children's appraisals were more significantly associated v^ath 

dependent variables than was the objective assessment of stressors associated with the 

illness. This finding encourages continued efforts to obtain children's perceptions of their 

developmental contexts and their evaluations and assignment of meaning to such 

contexts. 

As Henry James wrote, "To live other people's lives is nothing unless we live over 

their perceptions, live over the growth, the change, the varying intensity of the same since 

it was by these things that they themselves lived" (cited in Dunn & Plomin, 1990). 

Children are no exception, particularly when the goal is to examine processes by which 

they become who they are. Perhaps the most important contribution of this study is that 

it obtained children's perceptions of their own developmental contexts. Children were 
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asked to provide information about their perceptions of a nonshared influence in the 

family (one child's chronic illness), their own sibling relationships, and their own 

fimctioning. While significant associations were found between children's reports of the 

three different influences and their social-emotional adjustment, very few significant 

associations emerged including mother's reports. This implies that obtaining children's 

perceptions is critical to our understanding of their development. 

Siblings have long been suspected to mfluence children's development. They are 

present in fairy tales and folk tales, such as Hansel and Gretel and Cinderella, as well as 

in biblical and classical writing. They are also mentioned often as significant individuals 

in autobiographies and biographies of famous people (Dunn, 1992). And if questioned 

about the influential people in their lives, most people would mention siblings. Some 

would probably relay warm memories of companionship and mutual support while others 

would tell stories of vicious fights and betrayals; most would probably offer an account 

including both. Barbara Kingsolver, a contemporary author, wrote, "In the final 

accounting, a hundred different truths are likely to reside at any given address" (1995, 

p.43). Although she was not specifically addressing siblings, undoubtedly siblings help 

define one's "different truths". This study was conducted in hope that it would elucidate 

some of the processes by which siblings influence each other. 
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School of Fjsnly jnd Cansomcr Roouicet 
OHnsioti or Famiy Stndie 

ARIZONA TiiaDB.Ahtana SiS 
TriBlBBE («0&§n-7U7 TUson Akcona 

Dear Parent, 

We would like co leani more abont &aiify rela&'ooslups is &milies where there is a 
child with a chronic illness. We are writing to aiUc if you would help. 

* Whether you dedde to panidpate or not b complexly up to you. 

* We are looking for Eunilies with a child who is be?»esa the ages of 8 and 16 and who has 
a chronic or health problesi (Gsr example, asthma, diabetes, seizure disorder, 
orthopedic impairments, congenital hean disease, nstic Sbnasis, sickle csH anemia, or 
hemophilia). 

* If you want to help, we will send you a packet of questionnaires for you and your child (if 
an oniy child) or children (if you have two children benveen 8 and 1  ̂to 511 out. 

* You could Snish these quesnonnaires m your home and mail them back in stamped 
envelopes we will give you. If you would lil̂  we could meet with you at your home or 
another place you choose to 511 out questioimaires toge±er. 

* The quesQons are about you, your health, bsdSy reianonships, and your child'j health and 
well-being. Children would answer similar questions. 

* Your questionnaires take about 60-90 minutes to complete and the children's packets take 
about 30 minutes. 

" Your name would not be anywhere on these questioimaires, we give you a numfaer instead. 

* We cannot give you anything Sar the time you spend, but if you are interested, vve csn «nd 
yuu a repun of what we learn. Your name or any informatfon spedacally about you or your 
Eimily would not be in this report. 

' If you have any quesdons please feel free to call Dr. Wendy Gamble at 621-7127. 

* [f you would tike to learn more about our study please 611 out and renim the postcard 
anached. 

* Thank you for your interest!! 

Sincerely, 

Wendy C Gamble, Ph.D, 

E. Jeanne Woulbroun. M.S, 

Srhcwi or Renewable Macunl Resources 
College oc Ai^RCiinire 

Schooi ur Famtiy and Consumer Rexmcces 
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Children's 
Clinics 
for 
Rehabilitative Services 

Dear Paran.c/Legal Guar: 

Re: ATTAC-2D INFORMATION ON RESEARCH PROJECT 

The School of Family/Consumer Resoiirces at the Univarsity of 
Arizona is doing a study on relationships in families with children 
who have special health care needs. The Children's Clinics has 
reviewed the attached information about this research project. 

We hope you will consider participating in this study, but you are 
under no obligation to do so. Yoiir family's involvement in this 
project is strictly voluntary. 

In order to protect your privacy, we added the mailing labels here 
at the clinic. The researchers will not know who received this 
information unless you contact them; and we at the clinic will not 
know which of you decide to participate. 

If you are interested in additional information or in participating 
in the research, please contact Dr. Wendy Gamble directly at 521-
7127 or return the enclosed postcard to her attention. 

Thank you for your consideration. 

Sincerely, 

Executive Director 
Children's Clinics for Rehabilitative Services 

JCK/ls 



APPENDIX C: RETURN POSTCARD 



CD Y«s. I Qffl (nt«r»st«d in knowing mora obout your sludu 
(Si", tenoo mteres en entefOfme de moa irtcfmofcn '.orrhtf̂  '.u 

Plaosa sand Informotion to: 
(Fovof de mondof Ud tnfcrtnonon q t 

Noma 
(Ncmbre y opellido) 

Address 
(DifSCCiCn) 

Cl-i^ CLr^L tip 
Number of dtlldran botweon 8-16 uaon old 

(Numsfo de mfios de saad de entr© 8-16 ofios) 

Would you prabr forms In Sponlsh? 
(<^Pf©fiere I02 cuesUononos 5© escnbon ©n e^ponoP) 

Ygs ot) No (Gda ooe) (Indique <.on ciirutj 1 iffj) 

For witom? Paent ChJd 
(̂ Pofo quien?) (Podre) (Nino) 

Oo both dtlMron hovo on lilnoss or hoollh probism? 
(^Tienen ombos ninos uno enferrrredod o un pfoblemo coo lo oqIix-J'') 

Yes (SO No 

Ploosa provido jjour pfran* numbor If you would lika 
to moot with (omaono to fill out quatllofinoiri*? tsg«ther 
(Fovof d© indicor su nOmero d© tefephooo a desoQ rounifs© 

coo olgiflon poro relienor los cu©5b<3nQftos juntos) 
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Child Guardian Conseat Fora 
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I AM ASKED TO READ THE FOLLOWING CONSENT FORM TO ENSURE THAT 
I AM INFORMED OF THE NATURE OF THIS RESEARCH STUDY AND OF HOW 
MYSELF AND MY CKILD(REN) WILL PARTICIPATE IN FT, IF WE CONSENT TO 
DO SO. SIGNING THIS FORM WILL INDICATE THAT I HAVE BEEN SO 
INFORMED AMD THAT I GIVE CONSENT. FEDER-  ̂REGLTATIONS REQUIRE 
WRTITEN INFORMED CONSENT PRIOR TO PARTICIPATION IN THIS RESEARCH 
STUDY SO THAT I CAN KNOW THE NATURE AiND THE RISKS OF OUR 
PARTICIPATION AxND CAN DECIDE TO PARTICIPATE OR NOT PARTICIPATE IN 
AFREE ANTD INFORMED MANNER. 

Dr. Wendy Gamble of the Division of Family Studies at the University of Arizona wiH be 
examinicg family and parsnt-cfaild relations in femOies where there is a child with a chronic 
health ccnditicn. When there are other children in the fsiaiiy we are interested in the 
sfoiing (brother/sister) relations as we!L My panicipation in this study will assist researchen 
in Ending out about the factors that influence hew children in these feoilies feel about and 
relate toward one another. The information we win provide will be shared only with the 
researchers on this project and will be kept completely confidential (private). Only 
combined or aggregate infonnarion will be reported from the srady. The information 
provided by you or your child(ren) would never be ideatifed with your name or other 
identifiable characterisncs. I understand that this projea has been approved by the Human 
Subjects Committee of the University of Arizona. A copy of this consent form has been 
prc'vided. 

My child or children are being invited to vcluntariiy participate in this research srjdy 
because: 

1. they are beweer. and the ages of 8 and 16. 

2. my child or at least one child has been diagnosed as havjig a chronic illness or 
health problem such as asthma, diabetes, seirjre disorder, ccngenital hean defect, 
or q/sric fibrosis. 

If I agree and allow my chfid(ren) to participate, I will be expected to do the following: 

1. I will complete the questiotmaire packet sent to n:e and provide the requested 
information. 'Tnis should not take more than one hour. I mav resuest the 

* 4 

infcrmaticn packet either in English or Spanish. 

2. I will allow my children to complete their questionnaire packets and provide the 
requested infcrmarion. Each child will soend no more than acorc-ximatciy one half 
hour. Tney too may request questioimaires in either English or Scanish. 

I understand that there are no risks associated with pamcpating this srjcy. 



Tae beseStt that we will recsrve from paitidpatiiig in this stmfy are: 
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1. There are no direct bene2ts from partidpating ia this :tucfy. If I chccse to do so 
I cay provide my name and address to Dr. Gamble who wiH send to se a rocziaiy 
of the results of this smdy at a later date. I understand that this summa-y will 
contain information about all the partidpants, in general My or my chiidrsa's names 
would not appear on this report. 

I HAVE RE.4JD THE ABOVE INFORMATION AND UNDESSTA^•D WHAT IS 
EXPECTED OF ME AND MY CHILD FROM THIS STUDY AND KNOW THE RISKS 
AND BENEFTTS THAT WE WILL RECEIVE FROM PARTICPATING. I 
UNDERSTAND THAT "£ MAY VJHSTIO:  ̂AT ANY TIME DURING THE 
STUDY, AND WE MAY FREELY WTIKDRAW FROM THE STUDY AT ANT TIME. 
I UNT)ERSTANT) THAT WE DO NOT GIVE UP ANY OF OUR LEGAL RIGHTS BY 
SIGNING THIS FORM. BY SIGNING THIS FORM AND REIURNING OUR 
COMPLETED QUESTIONNAIRES WE ARE INDICATING OUR WILLINGNESS TO 
PARTICIPATE. 

IF I HAVE ANY QL^ESTIONS CONCERNING THE STUDY I M\Y Cm. DR. 
WENDY GAMBLE AT (602) 621-7127. IF I HAVE ANT QUESTION CONCERNTNG 
BY CHILDREN-'S RIGHTS AS ARESE.'kRCH SUBJECTS, I .MAY C\LL THE KLW-N 
SU'BJECTS COMMmEE OFHCE AT THE U^NXVERSuY OF ARIZONA-\T 602-626-
6721, 

Guardian's Signature Date 



APPENDIX E: CHILDREN'S CONSENT 



CHILDREN'S AND ADOLESCENTS ASSENT FOELVI 

This packet contains quesrions about you, your health, your relationships with a brother or 
sister (if you have a brother or sister), your family and friends. Please read each question, 
think about it, and choose your answer. You can mark your answers right on the forms 
provided. Tnere are no right or wrong answers to any of these questions. Just pick the 
answer that best matches what you think. 

If you do not want to answer a question you do not have to. 

It should take about 30 minutes to complete all of the questions. 

If you do not know what a question is, what it is asking, PLEASE ASK SOMEONE 
IN YOUR FA\tILY FOR HELP. Please try not to skip any questions just because you 
don't know how to answer it.' It is very helpful to us if do not just skip questions because 
you forgot them or you were in a hurry. 

By completing this questionnaire and returning it to us in the envelope provided, you are 
indicating your willingness to be a part of this study. 

Tnank you in advance for the time you wiU spend on this and your willingness to help. 
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KEEP UP THE GOOD WORK! 
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YOUR OPINIONS AND FEELINGS 
MEAN A LOT TO USL 

MORE THAN HALF WAY THROUGH: 

ONLY TWO MORE TO GO! 
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ALL YOU HAVE TO DO NOW IS MAIL THEMI 



APPENDIX G: PICTORIAL ENCOURAGEMENTS FOR CHILDREN 
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KEEP UP THE GOOD WORK! 

WE ARE SO HAPPY YOU CAN HELP US! 

YOU ARE DOING A GREAT JOB! 

YOU ARE GETTING THERE 
ONLY A FEW MORE TO GO! 

YIPPEE — THE LAST ONE! 



ALL YOU Have to do now is iVLAiL THEM! 



APPENDIX H: HUMAN SUBJECTS APPROVAL 



Th[ UNivtnsiri or 

ARIZONA 
m Sciences Ce 
"=^S5F=-

Miinun Subtccis CummillK ' * -vi*—l 1690N.WarrenlBUi;.52SB) 
He-auk Sciences Clnter Tucsoa ananu ssni 

(602) 626-6721 or 626-7575 

March 31, 1994 

Wendy C. Gamble, Ph.D. 
B. Jeanne Woulbroun, Graduate Student 
Family/Consumer Resources Department 
FCR-210 
Main Campus 

R£: FAHXLY AOASTATZOM TO % CaZI.D'3 CBKONIC ILLNESS 

Dear Investigators: 

We have received documents concerning your above cited project. 
Regulations published by the U.S. Departaent of Health and Human 
Services [45 CFR Part 46.101(b) (2)] exempt this type of research 
from review by our Committee. 

Thank you for informing us of your work. If you have any questions 
concerning the above, please contact this office. 

Sincerely yours, 

cf 
William F. Denny, M.D. 
Chaiirman 
Hunan subjects Committee 

WFD:rs 

cc: Departmental/College Review Committee 



APPENDIX I: BACKGROUND INFORMATION FORM 



Today's Date: 

Background Information 

1. Including yourself^ who is living with you in your home or apartment? (Please 
provide the first name of everyone in your household). 

1 First Name Relationship Age Gender M = Male, F = Female 

1. SelPMother 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

Please circle the name of the child who has a chronic illness or disabling condition as 
identified in the cover letter. Now selea a brother/sister following directions in the cover 
letter. Draw a box around that child's name. 

2. Marital status of children's mother (place an X by choice) 

Single; Never married: Married: Single; Separated: 

Single; Divorced; Widowed: 

3. Marital status of children's biological father. 

Single; Never married: Married: Single; Separated: 

Single; Divorced:. Widowed: 



Ethnidty of chfldren's mother (Circle one or tvro): 

Anglo/Caucasian-American A&ican-Ainerican American Indian Mexican 

Mexican-American Asian-American Spanish American (Cuban, Puerto Rican) 

Othen 

Ethnicity of children's biological father (Circle one or two): 

Anglo/Caucasian-American African-American American Indian Mexican 

Mexican-Ajnerican Asian-American Spanish American (Cuban, Puerto Rican) 

Othen 

IT you are presently married to your children's father, how long have you been 
married? 

does not apply 

years 

If you are presently married to someone other than the children's father, how long 
have you been married? 

does not apply 

years 

If you are presently separated or divorced and not remarried or cohabitating (living 
with your panner), how long have you been a single parent? 

does not apply 

years 

Language preference of family for speaking with one another. English 
Spanish 
Other 

Is the target child bOingual? Yes No 



10. Circle mother/primaty caretaker's current employment status. (Circle choice) 

Homemaker Student Unemployed Retired Disabled 

Employed Part Time (hours per week ) 
Employed Full Time (hours per week ) 

If employed, what is your current occupation? 

11. Do you have a religious preference? Yes No (Please circle) 

If so, how often do you attend religious services? 

12a. What is the highest level of school you have completed? 

8th grade or less 
some high school 
high school graduate 
vocational, techm'cal or commercial school 
some college 
college graduate 
post graduate university degree 

13. What is the highest level of school the children's father completed? 

8th grade or less 
some high school 
high school graduate 
vocational, technical or commercial school 
some college 
college graduate 
post graduate university degree 

14. Have you had any serious or chronic health problems during the past year? Yes N'o 

If so, describe: 

15. Have you had any of the following symptoms during the past year? (Please Circle) 

Yes No Felt weak all over 
Yes No Poor appetite 
Yes No Difficulty sleeping 
Yes No Headaches 
Yes No Constipation 
Yes No Lack of energy 
Yes No Nervousness 
Yes No Hands trembling 
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16. The next set of questions are about the health of the children in your Einiily besides 
Che child who has a chronic health problem. Please think about the non-ill child 
identiSed earlier and indicate if any of the following common conditions have 
bothered him/her during the past year. 

Yes No Allergies 
Yes No Anemia 
Yes No Ansdety, nervousness, or tension 
Yes No Asthma 
Yes No Feeling sad or blue 
Yes No Frequent colds, coughs, or ear infections 
Yes No Problems with schoolwork 
Yes No Disdpline problems at school 
Yes No Frequent headaches 
Yes No Nightmares 
Yes No Overweight or underweight 
Yes No Serious physical problem 
Yes No Mental or emodonal problem 
Yes No Repeated stotnach ache or indigestion 
Yes No Problems getting along with other kids 

17. If and when your child needs assistance or caregiving related to their chronic illness 
are you the one who usually provides it? 

Yes No 

If not you, who has primary responsibility for care? 

IS. Approximately how many hours each day do you spend in caregiving aaKi'ties or in 
assisting this child? hours 

19. What additional caregiving assistance do you receive in your home? That is, who 
helps you to provide care for your child? (Circle aH that apply) 

Spouse/Panner Neighbor Friend/s 

Visiting Nurse Sitter 

Other (Please specify) 



If your heritage is Mexican or Mexican-American, please answer the following questions. 
If your herit^e is something other than Mexican or Mexican-American please go to question 
# . 

Please indicate your language preference in the foUowing situations. 

a. Telephone conversations 

1. only English 
2. mostly English 

b. Conversations with children 

1. only English 
2. mostly English 

c. Conversations with adults 

1. only English 
2. mostly English 

What generation American are you? 

a. New immigrant (# years in country ) c. 2nd generation 
b. Ist generation (your parents were the first in 

(your parents were bom outside of the U.S.) family to be bom in the L"5.) 
d. 3rd generation 
e. 4th or more generation 

3. both equally 5. only Spanish 
4. mostly Spanish 

3. both equally 5. only Spanish 
4. mostly Spanish 

3. both equally 5. only Spanish 
4. mostly Spanish 



APPENDIX J: OBJECTIVE ILLNESS BURDEN QUESTIONNAIRE 



We vrauld like to know something about the course of your child's illness. Please answer the following 
questions about illness in geneiaL Then please fiad the section about the diagnosis that best fiis your 
child's Olness and answer the questions specific to that illness. For those questions asking "how many 
times please estimate as be^ you can. 

Diagnosis: (describe as best you can) 

1. How many times has your child been hospitalized in the past year? 
Since the diagnosis? 

2. On average, how long were those hospital stays? 

3. How many times has your child had to visit the emergency roons because of hi^er illness in the oast 
v^? Since 'the diagnosis? 

4. How many times has your child had to visit the doctor in the oast vear? 

5. How many days of school has your child missed m the oast vear as a restilt of his/her mness? 

1) 1-3: 2) 3-6; 3) 7-10; 4) 11-15; 5) 16-20; 6) > 20 

6. How long has it been since the diagnosis of yo\ir child's illness? . 

7. V#"hat was the approximate date of the diagnosis of your child's illness? (month,7ear) 

S. How many different medications must your child currently take? . 

1) none: 2) 1-2; 3) 3-^: 4) 5-6; 5) > 7 

9. How many different ffsannents does your child currently have? 

1) none: 2) 1-2; 3) 3-4; 4) 5-6; 5) > 7 

a. Do ycu have to perform special procedures? Yes No 
b. On the following scaie, please rate how easy or bow difficult it is to get your child to comply with 

his/her medical regimen, or to take his/her medicanons or to follow your physician's advice? 

Very Neither Easy Very 
Difficult Di@cult or Difficult Easy Easy 

10. Does your child have any restrictions on physical activity? Yes No 

If yes. how severe are the restrictions? (Check one) 

Not severe Somewhat severe 
Pretty severe Ettremeiy severe 

a. Are there onhopedic problems (deformity or diseases of the skeletal system) 
present absent 



11. Does your child have any special nunitional requiremeno? Yes No 

If yes, bow much did you have to modify his/ber diet? 
No modificarions Some modificatiotis 
Quite a few modificariotu Many modificarions 

12. Does your child have any resnictions on social activity? Yes No 

If yes, how severe are the restrictions? 
Not severe Somewhat severe Pretty severe Extremely severe 

13. Does your child have any restrictions on household duties? Yes No 

If yes, how severe are the restrictions? 
Not severe Somewhat severe Pretty severe Extremely severe 

14. How often does your child experience pain? 

On average, how long do these painfiil episodes last? . 
On average, how severely would you rate that pain? 

Not severe Somewhat severe Pretty severe Excemely severs 

15. Have any of the following been affected by your child's Qlness such as to create moderate to major 
probiems: (If yes, please check which ones) 

Vision 
Hearing 
Language 
Appearance 
Sodal behavior (such as being more aggressive, non-compliant, or disobeys more) 

16. Prognosis - you expect your child will: 

Get bener 
Stay the same 
Get worse 
Unknown 

17. Is your child's care divided among different fiacilities? That is, do you have to go to a variew of 
different care providers in different dinics or offices? Yes No 

18. Have there been major surgical procedures performed in the past year? Yes No 

19. In general, would you say this child's health is excellent, good, £air or poor? 
(Circle one) 

Excellent 1 
Good 2 



8. Does your child use an elecoic home nebulizsr? 

Yes 
No 
I'm not sure 

9. Has your child taken steroids in the last 3 months? 

Yes (Please circle whether by 1) mouth or 2) inhaler 
No 
Fm not sure 

10. When your chilc* <> taking the medicadons you checked above, what percent of days in a month does 
he,'she have astiuaa symptoms? Check one answer. 

0% 
10% 
20% 
30% 
40% 
50% 
60% 
70% 
80% 
90% 
100% 

DIABETES 

1. To control his/her diabetes, does your child need: 

no medicadons. 
oral medications. 
injections. 

1 If your child needs injections, how often does he/she need them per day? 

3. How often must your child's glucose level be mom'tored? 

4. Who mom'tors your child's glucose level? 

5. How many times since diagnosis has your child had bypo^cemic reactions? (approximately) 

6. How many times since diagnosis has your child had ketoaddosB reactions? (approximately) 

EPILEPSY 

1. How many times since diagnosis has your child had grand mal seizures? 

2. How many times in the oast vear has your child bad petit mal seizures? 



20. During the Izst 3 months, how much have you worried about the child's health? 
(Circle one) 

A great deal 1 
Somewhat 2 
A little 3 
Not at all 4 

2L During the last 3 months, how much distress has this child's health caused him or her? 

A great deal 
Some 
A little 
Not at all 

(Circle one) 

Below are questions about specific illness types. Please find the diagnosis that is closest to the label for 
your child's ilbess and answer the quesnons that follow. If you can't find the appropriate group of 
questions, please proceed to the next section. 

ASTTiMA 

1. How many asthma attacks has your child had in the oast vear? 

2. KQW many times in the oast vear has an emotional event triggered an asthma attack? . 

3. Kow manv times in the past vear has an attack been so severe that your child could not walk and/or 
talk? " 

4. Kow many times in the past vear has your child not been able to parricipate in ctrain activitits 
because of his/'her asthma? . 

3. KQW many times in the oast vear has your child bad his/her sleep interrupted as a result of his/'her 
asthma? . 

6. Does your child take medications: 
only when he/she has an asthma attack 
all the time. 

7. How much medicine do you think your child curremlv needs to prevent asthma problems (such as 
wheedng, coughing, waking at m'ght, activity limitanons}? Please check the SQe answer which best 
describes your child. 

Needs no medicine at alL 
Needs no regular medicine but takes medicine (by mouth or inhaler) at the first sign of cold. 
Needs no regjlar medicine but takes medicine by mouth or iniialer) when asthma symptoms 
occur. 
Needs to take one kind of medicine daily. 
(Name of medicine, if you can remember ). 
Needs to take more than one kind of medicine daily. 
(Names of medidnes, you can rememben ). 



JUVEyTLg RHEUMATOID ARTHRITIS 

L Kow many tnnes tn the oast vear has your child espeaeacsd jwollea joints? 

2. Kcw aany tisres m the oast vear has your child asaeiiwcgd tender Joints? 

3. Kcw aanv tfces in the tiast vear has vour child espetieacad pain and a limited ranee of asctfen in the 
joina? 

4. On average, how long does moraing time jtffiiea last? . 

ORTHOPH3IC PROBLgMS 

L Dees your child require a wheelchair for moving about? Yes No 

Z Dees your child require any other type of appliance Ssr movmg about? Yes No 

3. Dee; ycur child require physical therapy? Yes No 

Kss ycur child needed surgery since ±e diagnosis? Yes No 



APPENDIX K: ILLNESS APPRAISALS QUESTIONNAIRE-CHILD A 



Having an illness probably affects your life in different ways. Sometimes it may make things better or 
easier for you or your family and other tiroes it may make things more difficult or create problems for you 
or your family. 

PLEASE READ THE FOLLOWING SENTENCES. HOW MUCH IS THE ILLNESS YOU HAVE A 
PROBLEM WHEN YOU THINK ABOUT THE FOLLOWING THINGS QR HOW MUCH DOES 
THE ILLNESS MAKE THESE THINGS EASIER OR BETTER FOR YOU? 

The illness or my health problems mate it: 
Much 
Easier Easier 

No 
Effect 

More 
Difficult 

Much More 
Diflicult 

1. To have fun with other children. 

2. For your family to do what it wants. 

3. To be able to have or buy things you want. 

4. To Uiink about what your life will be like in the future. 

5. To gel to do what you want. 

6. To visit your friends or have your Blends visit you. 

7. To be happy. , 

8. To make friends. 

9. To like how you look. 

10. To feel good about with how your parents treat you 
versus how they treat your brother/sister? 

11. To do things to lake care of yourself. 

12. To have the same chances as other kids. 

13. To Tit in with other kids. 

H. To get along with your mother. 

15. To be good ai sports. 

16. For your fatnily to be able to go places. 

17. To get away with things you are not supposed to do. 

18. To do well in school. 

19. To get along \vith your brothers/sisters. 

2U. Tj be J successful person. 

21. To like yourself and who you are. 

2i To get along with your father. 



How Much Do You Worry About the PoltQwing? 
Don't Worry 
At All 

Worry 
Some 

Worry 
A Lot 

Worry 
All TTte Time 

1. Other people having to help or take are or you. 

2. TIii: amount of medicine you have lo take. 

3. The time you have to spend getting treatments for your illness 
or taking care of it. 

4. Kow your family would be if you did QSi have health problems. 

S. The amount of time you have to spend in hospitals or medical 
clinics. 

6. Whether your parents make a bigger deal of your 
accomplishmeats or a bigger deal over the things you do welt 

7. What your life will be like in the future. 

8. Getting the information you need about you' health. 

9. Having to do things with other people, only because someone 
thinks you can^c do them by youiselt 

10. Being overprotecied. 

11. Your parents having different expectations for you. 

Not 
Upsetting 
At All 

Sl-'htly 
U. -.-Iting 

Very 
Upsetting 

Extremely 
Upsetting 

1. Ove.'all. how upsetting is the illness or your 
health problems for you? 

2. How upsetting is the illness or your health for 
your family? 

No Control 
At All 

Slight Amount 
of Control 

Large Amount 
of Control 

Total 
Control 

3. Kow much can you do about your illness or bow 
much control do you have? 

Never Sometimes A Lot Always 

I. How often do people in your (amily praise you for taking care of 
yourself? 

2. How often do you get nagged about taking your medications or testing 
your glucose levels or other treatments? 

y How often do people in your family make suggestions for things that 
might help you to take better care of younelf? 

i .  How often do people in your family plan activiues so that they (ii with 
your self-care sCtedule? 

S. How often do people in your family talk with you about your illness and 
what you need lo do to take care of • urself? 

6. How often do people in your fam-'- let you make your own decision 
about how to take care of yoursc'.i 



APPENDIX L: ILLNESS APPRAISALS QUESTIONNAIRE-CHILD B 



Becausc your brother or sister has an illness or health problems, it probably affecw you and your family 
in different ways. Sometimes it may make things better or easier for you or your family and other times 
it may make things more difficult or create problems for you or your family. 

PLE.ASE READ THE FOLLOWING SENTENCES. HOW MUCH IS THE ILLNESS YOUR 
BROTHER OR SISTER HAS A PROBLEM WHEN YOU THINK ABOUT THE FOLLOWING 
THINGS OR HOW MUCH DOES THE ILLNESS NL^lKE THESE THINGS EASIER OR BETTER 
FOR YOU? 

My brother's/sister's illness or health problems make it: 
Much 
Easier Easier 

No' 
Effect 

More 
Diflicult 

Much More 
Difficult 

I. To have ftin with other children. 

2. For your ramily to do what it wants. 

3. To be able to have or buy things you want. 

4. To think about what your life will be like in the future. 

5. To get to do what you want. 

6. To visit your frteads or have your feieads visit you. 

7. To be happy. 

8. To make friends. 

9. To like how you look. 
\ 

lU. To fe:l comfortable wiih how your parents treat you 
venus how ihev treat your brother.'sister? 

11. To do things to take care of yourself e-.-ea though ihey 
might be difficult. 

12. To have the same chances as other kids. 

1j. To fit in with other kids. 

U. To get along with your mother. 

15. To be good at sports. 

16. For your family to be able to go places. 

17. To get away with things you are not supposed to do. 

13. To do well in sc.'iooL « 

19. To gel along with your brothers/sisters. 

2U. To be 3 successful person. 

11. To like yourself and who you arc. 

12. To g« along wiih your father. 

5 



How Much Do You Worry About The Following? 
Don't Worry 
At All 

Worry 
Some 

Worry 
A Lot 

Worry 
All TT>e Time 

1. Being able to help your bcoiher^ister? 

2. The amount of medicine your brotherAsister has to take? 

3. The lime you have to spend taking care of your biotberAister? 

4. How your bmity would be if your brotberftister did not have a 
health problem? 

S. The amount of lime your brotherAister has to spend in 
hospitals or medical clim'cs? 

6. Whether your parents make a bigger deal of your 
accomplishments or a bigger deal over the things you do well? 

7. What your life will be like in the future? 

8. Getting the information you need about your health and your 
brother/sister's health? 

9. Having to do thing; with your brother or sister because of 
hisyher health? 

10. Being overproteaed? 

11. Your parents having different expectations for you? 

Not 
Upsetting 
At All 

Slightly 
Upsetting 

Very 
Upsetting 

Extremely 
Upsetting 

I. Overall, how upsetting is your brother's/sister's 
illness for you? 

2. How upsetting is the illness for your family? 

Ko Control 
At All 

Slight Amount 
of Control 

Urge Amount 
of Control 

Total 
Control 

3. Huw much can you do about the illness or bow 
much control do you have? 



APPENDIX M: SIBLING RELATIONSHIP QUESTIONNAIRE 
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ID # 

Sibling Reladonship Quesdonnatre 

WHEN THE QUESTION ASKS YOU TO THINK ABOUT A BROTHER OR SISTER PLEASE 
THINK ABOUT THE BROTHER OR SISTER WHO IS ALSO DOING THESE QUESTIONS. THAT 
BROTHER OR SISTER'S NAME WOULD GO IN THE fblankl PIACE 
AN X OR • IN THE BOX UNDER YOUR ANSWER. 

KotToo 
Much Some 

Veiy 
Much 

EXTREMELY 
Much 

1. How much do vou and rbrotherfeister's name1 
do nice things for each other? 

Z How much do vou teach how to do 
things he or she doesn't know how to do? 

3. How much does teach vou how to do 
things you don't know how to do? 

4. How much do you tell what to do? 

S. How much does tell you what to do? 

6. How much do vou and ffO olaces 
and do things together? 

7. How much do vou and insult and call 
each other names? 

S. How much do vou and like the same 
things? 

9. How much do vou and tell each other 
things? 

10. How much do vou and trv to out.da or 
beat each other at things? 

11. How much do vou and Bsht with each 
other? 

12. How much do vou and cooperate or 
work with each other? 

13. How much do vou help with thin^ he 
or she can't do by him or henelf? 

14. How much does helo vou with thin^ 
you can't do by yourself? 

15. How much do you make do things? 

16. How much does make vou do thines? 
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Not Too 
Much Some 

Very 
Much 

EXTREMELY 
Much 

17. How much do you and love each other? 

18. How much are vou and mean to each 
other? 

19. How much do you and hawe in common? 

20. How much do vou and share secrets 
and private feelings? 

21. How much do vou and compete with 
each other? 

22. How much do vou and eet mad at and 
get in arguments with each other? 

23. How much do vou and share with 
each other? 

24. How much is there a strong feeling of love between 
you and ? 

25. How much do vou and bu? and pick 
on each other in mean ways? 

26. How much are vou and alike? 

27. How much do vou and tell each other 
things you do not want other people to know? 

2S. How much do vou and trv to do thines 
better than each other? 

29. How much do vou and ar?ue with 
each other? 

30. How much do vou and care about 
each other? 
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Not Too 
Often Sometimes 

Very 
Often 

EXTREMELY 
Often 

31. How often do you feel an^ at ? 

32. ChildreQ sometimes go into their brother's^ter's 
room without permission. How often do you go into 

's room without permission? 

33. ChildreQ sometimes use or take their brother's/sister's 
things without asking. How often do you use or take 

's thin^? 

34. How often does embarrass or uoset vou in 
front of your Kends? 

35. How often are you ashamed to be with ? 

36. How often is ashamed to be with you? 

37. How often do you try to stay away from ? 

38. How often does trv to stav awav from 
you? 



APPENDIX N: SOCIAL ENGAGEMENT QUESHONNAIRE 



Hungs You Do Together 

The following is a list of different actfvin'es that brothers and sates might do with each other. For 
each of the activities listed, please check ALL of those that you have done alone with your brother 
or siister in the last week. Check only those activities that were done alone with your brother or sister 
and not done with anyone else. Other people may ha:ve been around, but you were still mostfy 
spending time with your brother or sister. 

I. Did laundry 

Z ]^ced something to eat 

3. Watched TV 

4. Went to a restaurant 

5. Went to a grocery store 

6. Went for a walk or a drive 

7. Talked about ourselves or our feelings 

8. Went to school together 

9. Geaned the house or apartment 

10. Went to church or a religious function 

11. Worked on homework 

12. Talked about music, books, or other pieople 

13. Talked on the phone with each other 

14. Went to a movie 

15. Rented a movie 

16. .A.te a meal together 

17. Did sports together 

IS. Played an outdoor game together 

19. Went to a friend's house together 

20. Went to a department store, bookstore or the mall together 

21. Played cards or a board game together 

22. Played Nintendo, Sega, TV Remote, or computer games together 

23. Attended a sporting event, like a baseball game 

24. Etercised 

25. Went on an outing, like to the beach or the zoo or on a picnic 

26. Did a wilderness activity, like hiking or camping or fishing 

27. Went to the park 

28. Went to a party 

29. Played music or sang together 

30. Did arts and crafts together 

31. Went to the doctor's or the hospital 



APPENDIX O: SBLING INVENTORY OF DIFFERENTIAL EXPERIENCE 



Now, please think about how your mother treats you and (brother/sBter name). 

Think about iE she treats the two o£ you the same, or different Think about the last couple of 
months. 

There are some sentences on the next pages. As you read them, think about how she usually treats 
the two of you. 

For example, the fist sentence says Has been stiia with us.* 

If you think she is much stricter with you, yon would put a check in 1st box. 

If you think she is a bit stricter with you, you would put a check in 2nd box. 

If you think she is strict with each oFvou about the same amount you would put a check in 3td box. 

If you think she is a bit stricter with fbrother's or sister's name^ than with you, you would put a 
check in 4th box. 

If you think she is much stricter with fijrother's or sister's name^ than with you, you would put a 
check in 5th box. 

Go on and answer the rest of the statements in this way. 
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1 2 3 4 5 

Who bos mother 
me 
much more 

me a 
bit more 

both the 
same 

much 
more Who bos mother 

me 
much more 

me a 
bit more 

both the 
same 

a bit 
more 

much 
more 

1. been more strict with? 

2. been more proud of? 

3. enjoyed doing things with more? 

4. Whose thoughts and feelings has mother been 
more sensitive to? 

S. punished more for misbehavior? 

6. shown more interest in? 

7. blamed mote often for what another family 
member did? 

8. tended to favor? 

9. disciplined more? 

10. checked up more often in terms of Griends? 



APPENDIX P; SELF ESTEEM QUESTIONNAIRE 



Direcuons: Below are sentences that describe the way people may thinlc about thcmsehres. Please 
read each sentence and circle the answer that applies to you. 

1. A kid told me. There's a lot wrong with me*. 

Do you ever feel like this? Yes No 

If yes, *Do you feel like this a lot or a little?* A Lot A Little 

2. Another kid said, Tm not much good at anything.' 

Do you ever feel like this? Yes No 

If yes, "Do you feel like this a lot or a little? A Lot A little 

3. Everybody has some things about him/her which are good and some things about him/her which 
are bad. Are more of the things about you good, bad or are they both about the same? 
(Grcle one) 

Good Same Bad 

4. Another kid said, 1 am no good.* 

Do you ever feel like this? Yes No 

If yes, "Do you feel like this a lot or a little?" A Lot A Little 

5. How happy are you with the kind of penon you are? Are you happy, pretty happy or not at all 
happy with the ta'nd of person you are? (Circle one) 

Happy Pretty Happy Not AT All Happy 

6. Another kid said. "I think I am no good at alL' 

Do you feel like this? Yes No 

Do you feel like this a lot or a little? A Lot A Little 



APPENDIX Q: LONELINESS SCALE 



Direcu'oas: Please read (be fonowing sentences and decide bow weQ tbey describe )0«. Put as X ta the box 
that tells how tnie the sentence is about you. 

NocTne 
Al AO 

Kudljr Ever 
Tnie 

Tnie TrQeMoB 
oCTbetuDe 

Always 
Tme 

1. It's easy for me to make new friends at 
schooL 

2. I have nobody to taOc to. 

3. Tm good at woridng with other 
chndreiL 

• 

4. It's hard Tor me to make friends. 

S. I have lots of friends. 

6. I feel alone. 

7. I can End a friend when I need one. 

8. It's bard to get other kids to like me. 

9. I don't have anyone to play with. 

10.1 gel along with other kids. 

11.1 feel left out of things. 

12. There's nobody I can go to when I 
need help. 

13.1 don't get along with other children. 

14. Tm lonely. 

15.1 am well-liked by the kids in my class. 

16.1 don't have any friends. 



APPENDIX R: ANXIETY QUESTIONNAIRE 



V/bat I Thmk and Feel 

Here are some sentences that tell how some people think and feel about themseWes. Read 
each sentence. Circle the word "Yes" if you thinfc it is true about you. Circle the word "No" 
if you think it is not true about you. Try to answer every question even if some are hard to 
dedde. 

There are no right or wrong answers. Only you can tell us how you think and feel about 
yourself. 

1. Do you have trouble making up your mind? Yes No 

2. Do you get nervous when things do not go the right way for you? Yes No 

3. Do you often have trouble getting your breath? Yes No 

4. Do you worry a lot of the time? Yes No 

5. Are you afraid of a lot of things? Yes No 

6. Do you get mad easily? Yes No 

7. Do you feel that others do not like the way you do things? Yes No 

8. Is it hard for you to sleep at night? Yes No 

9. Do you worry what other people think of you? Yes No 

10. Do you feel lonely even when you are with other people? Yes No 

11. Do you often fee! sick in your stomach? Yes No 

12. Do your feelings get hun easily? Yes No 

13. Do your hands fesi sweaty? Yes No 

14. Are you tired a lot? Yes No 

15. Do you worry about what is going to happen? Yes No 

16. Are other people happier than you? Yes No 

17. Do you have bad dreams? Yes No 1 

18. Are you afraid that someone will tell you that you do things the 
wrong way? 

Yes No 

19. Do you wake up scared some of the time? Yes No 

20. Do you worry when you go to bed at m'ght? Yes No 

21. Is it hard for you to keep your mind on your school work? Yes • No 

22. Do you wiggle in your seat a lot at school? Yes No 

23. Are you nervous? Yes No 

24. Do you often worry about something bad happening to you? Yes No 



APPENDIX S: SELF-EFFICACY SCALE 



Directions: Plense read tbe followiag statements and dedde how well thqr describe jou. Put an X 
m tbe box that tells how true the sentence is about pu. 

KotTrae 
At AH 

HactDy &cr 
Tcuc 

Tne 
SootctiiiKS 

TraeMott 
ofTbeTlaie 

Atfxy% 
Tree 

1. When I make up my mind to do 
somerhing, I am sure I ao do it. 

2. Often, I cauiot get started on 'work 
when I should. 

3. If I can't do something the fiist time, I 
keep tiying antil I can. 

4. When I set important goals for myself^ 
I hardly ever aciiieve them. 

5. I give up on things before Snishing 
them. 

6. I avoid doing hard things. 

7. If something looks too bard, I won't try 
it. 

8. When I have something I don't want to 
do. I finish it anyway. 

9. When I dedde to do something, I go 
right to work on il 

10. When trying to learn something ne*, I 
give up if I can't leam it right away. 

U. [ av\:id trying to learn new things when 
they look too hard for me. 

IZ If [ make mistakes. I just tiy harder. 

13.1 fee! insecure or unsure about being 
able to do things. 

1-t. I give up easily. 

IS. I deal with most problems ihac come 
up. 



APPENDIX T: CHILDREN'S DEPRESSION INVENTORY 



FEELINGS 

Directions: Below are groups of statements. Read each one and pick out the statement that best 
describes the way you have been feeling the PAST WEEK, INCLUDING TODAY. There arc no 
right or wrong answers. Remember, pick out the sentences thai describe your feelings and ideas during the 
past weefc. Circle either the 0,1, or 2 next to the sentence that describes jrour feelings. 

1. 0 I am sad once in a while. 
1 I am sad many times. 
2 I am sad all the time. 

Z 2 Nothing will ever work out for me. 
1 I am not sure if things will work out for me. 
0 Things will work out for me OJC. 

3. 0 I do most things OJC 
1 I do many things wrong. 
2 I do everything wrong. 

4. 0 I have fun in many things. 
1 I have fiin in some things. 
2 Nothing is fun at alL 

5. 2 I am bad all the time. 
I I am bad many times. 
0 I am bad once in a while. 

6. 2 I hate myself. 
1 I do not like myself. 
0 I like m^'self. 

7. 2 I feel like crying e%'ery day. 
1 I feel like crying many days. 
0 I feel like crying once in a while. 

8. 2 I cannot make up my mind about things. 
1 It is hard to make up my mind about things. 
0 I make up my mind about things easily. 

9. 2 I have trouble sleeping every nighL 
1 I have trouble sleeping many nights. 
0 I sleep pretty welL 

10. 0 I am tired once in a while. ~ 
1 I am tired many days. 
2 I am tired all the time. 

11.2 
I 
0 

Most days I do not feel like eating. 
Many days I do not feel like eating. 
I eat pretty welL 



12. 0 I do not feci alone. 
1 I feel alone many times. 
2 I feci alone all the time. 

13. 2 I never have Cim at school 
1 I have fan at school only once in a while. 
0 I have fiin at school many times. 

14. 0 I have plenty of friends. 
1 I have some Griends, but I wish I had more. 
2 I do not have any friends. 

15. 2 I can never be as good as other iads. 
1 I am often not as good as other kids. 
0 I am just as good as other kids. 

16.2 Nobody really loves mc. 
1 I am not sure if anybody loves me. 
0 I am sure that somebody loves me. 

17. 0 I like being with people. 
1 I do not like being with people many times. 
2 I do not want to be with people at ^ 

18. 0 I look OK. 
1 There are some things bad about my looks. 
2 I look ugly. 

19. 0 My school work is alright. 
1 My school work is not as good as before. 
2 I do very badly in subjects I used to be good 

20. 2 I get into Bghts all of the time. 
1 I get into fights many times. 
0 I get along with people. 



APPENDIX U: CHILD BEHAVIOR CHECKLIST 
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CHILD BEHAVIOR CHECKLIST FOR AGES 4-16 For oinctt Utt only 
10 « 

CHILD'S 
HAME 

PARENTS' USUAL TYPE OF WORK, «v«n if not working now. fPteut 
0* S9«a/fe—/or auro mtcfitnic. tiign seftoo/ rMcffer. hctnemaker, 
iMOetwr. /aiAt op*f9iar. tint salesman, a/my sergeant; 

FATHERS 
TYPE of work 

SEX 

• soy Daitl 

AGE ETHNIC 
GflOUP 
OR RACE 

PARENTS' USUAL TYPE OF WORK, «v«n if not working now. fPteut 
0* S9«a/fe—/or auro mtcfitnic. tiign seftoo/ rMcffer. hctnemaker, 
iMOetwr. /aiAt op*f9iar. tint salesman, a/my sergeant; 

FATHERS 
TYPE of work 

TOOArS DATE 

Yf. 

CHILD'S birthoate 
MOTHERS 
TYPF op work-
THIS FORM RLLEO OUT BY: 

n unthm (itifMi-

n pa(h*r ftuniM-

Q Othtr-namt & riutioflSfiip to child: . 

MOTHERS 
TYPF op work-
THIS FORM RLLEO OUT BY: 

n unthm (itifMi-

n pa(h*r ftuniM-

Q Othtr-namt & riutioflSfiip to child: . 

GRADE IN 
SCHOOL 

MOT ATTENOINQ _ 
SCHOOL • 

Please fill out this fomt to reflect your 
view of the child's behavior even if other 
people might not agree. Feel free to write 
additional comments beside each Item 
and in the spacs provided on page 2. 

MOTHERS 
TYPF op work-
THIS FORM RLLEO OUT BY: 

n unthm (itifMi-

n pa(h*r ftuniM-

Q Othtr-namt & riutioflSfiip to child: . 

Picas* list th« sports your child most Itkts 
to take part In. For example: swimming. 
baseOalt. skating, skate boarding, bike 
riding, fishing, etc. 

O None 

b. 

c. 

Compared io other children of the 
same age. about how much time 
does he/she spend In each? 

Don't 
Know 

• 
• 
• 

Compared to other children of the 
same age. how well does he/she do 
each one? 

LMS 
Than 
Average 

Avenqe 
Mara 
Than 
Average 

Oont 
Know 

Below 
Average Average 

Above 
Average 

• • • • • • • 
• • • • • • • 
• • • • • • • 

Please list your chUd*s favorite hobbies, 
activities, and games, other than sports. 
For example: stamps, dolls. booKS. piano, 
crafts, singing, etc. (Oo not include 
listening to radio or TV.) 

Q None 

Compared to other children of the 
same age. about how much time 
does he/she spend in each? 

Don't 
Know 

Compared to other children of the 
same age. how well does he/she do 
each one? 

Lns 
Than 
Average 

Average 
More 
Than 
Average 

Don't 
Know 

Below 
Average Average Above 

Average 

• • • • • • • 
• • • • • • • 
• • • • • • • 

III. Please list any organizations, clubs. Compared to other children of the 
teams, or groups your child belongs to. same age. how active is he/she In 

Q None each? 

Dent 
Know 

Lesa 
Active Average 

Mere 
Aethe 

a. • • • 
h n • • • 
c. n • • • 

IV. Please list any {obs or chores your child Compared to other ctiildren of the 
has. For example: paper route, babysitting. same age. how well does he/she 
making bed. etc. (Include both paid and carry them out? 
unpaid jobs and chores.) 

Below Above 
unpaid jobs and chores.) 

Oont Below 
Average 

Above 
Q None Know Averago Average Avenge 

a. • • • • 
h- • • • • 
e • • • • 

Copyngnt 1988 T,M. Acnenbacft, U. of Vermont. 
1 S Prospect SI.. Burlington. VT OSiOt UNAUTHORIZED REPBOOUCTIOM FOHBlDOeN BY LAW "-aa Edition 

PACE 1 



V. 1. About how many close friends does your child have? Q None Q 1 D 2 or 3 Q 4 or more 
(Do not Include brothers 4 sisters) 

2. About how many times a week dots your child do things with friends outside of regular school hours? 
(Do not incJuds brothers ft sisters) 0 than 1 LJ 1 or 2 Q 3 or more 

VI. Compared to other children of his/her age. how well does your child: 

Worse AtMut Average Bitter 

t. Get along with his/her brothers & sisters? • o O O Has no brothers or jislers 

b. Get along with other children? • • • 
c. Behave with his/her parents? • • • 
d. Play and work by himseif/herself? • • • 

VIL t. For ages 6 and o/der~performaneo In academic subjects: (If child is not being taught, please give reason) 

Pilling Below tnnga Average Above average 

a. Reading. English, or L^guage Arts • o 

•
 

•
 

b. History or Social Studies • • 

•
 

•
 

c. Arithmetic or Math • • 

•
 

•
 

d. Science • • 

•
 

•
 

Other academic 
vtihjMTtx.fnr AV. e. • • 

•
 

•
 

ample: comouter 
MitnM, fnr^gn f. • • 

•
 

•
 

language, bust* • nesa. Do not in. p. • • 
•
 

•
 

elude gym, snop. 
driver's ed.. etc. 

2. Is your child In a special class or special school? C No •  Y e s w h a t  k i n d  o f  c l a s s  o r  s c h o o l ?  

3. Has your child repeated a grade? C No •  Y e s g r a d e  a n d  r e a s o n  

4. Has your child had any academic or other problems in school? G No Q Yes • please describe 

When did these problems start? 

Have these problems ended? Q No Q Yes—when? 

Does your child have any Illness, physical disability, or mental handicap? a No C Yes->pfease describe 

WiMt eoncflms you most about your child? 

Pl«js« dascribs tho best things about your child: 



Below is a list of items liiat describe children. For each item that describes your chiid now or within the past S montlis, please 
circle the 2 if the item is very true or often true of your child. Circle the 1 if the item Is somewhat or sometimes true of your 
child. If the item is not true of your child, circle the 0. Please answer all items as well as you can, even if some do not seem 
to apply to your child. 

OsNot True (as far as you know) 1 sSomewhat or Sometimes True 2=:Very True or Often True 

0 1 2 31. 
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Acts too young lor his/her age 
Allergy (describe): 

0 1 2 3. Argues a lot 
0 1 2 4. Asthma 

0 1 2 5. Behaves like opposite sex 
0 1 2 6. Bowel movements outside toilet 

0 1 2 7. Bragging, boasting 
0 1 2 a. Can't concentrate, can't pay attention for long 

0 1 2 9. 

Q 1 2 10. 

0 1 2 11. 
0 1 2 12. 

0 1 2 13. 
0 1 2 U. 

0 1 2 15. 
0 1 2 16. 

0 1 2 17. 
0 1 2 18. 

0 1 2 19. 
0 1 2 20. 

0 1 2 21. 

0 1 2 22. 

0 1 2 23. 
Q 1 2 24. 

0 1 2 25. 
0 1 2 26. 

0 1 2 27. 
0 1 2 28. 

Can't get his/her mind ofl certain thoughts; 
obsessions (describe): 

Can't sit still, restless, or hyperactive 

Clings to adults or too dependent 
Complains ol loneliness 

Contused or seems to be in a fog 
Cries a lot 

Cruel to animals 
Cruelty, bullying, or meanness to others 

Day-dreams or gets lost in his/her thoughts 
Deliberately harms sell or attempts suicide 

Demands a lot of attention 
Destroys his/her own things 

Destroys things belonging to his/her family 
or other children 
Disobedient at home 

Disobedient at school 
Doesn't eat well 

Doesn't get along with other children 
Doesn't seem to feel guilty alter misbehaving 

Easily jealous 
Eats or drinks things that are not food — 
don't include sweets (describe): 

29. Fears certain animals, situations, or places, 
other than school (describe); 

30. Fears going to school 

Fears he/she might thinic or do something 
bad 

0 1 2 31 Feels he/she has to be perfect 
0 1 2 33. Feels or complains that no one loves him/her 

0 1 2 34. Feels others are out to get him/her 
0 1 2 35. Feels worthless or inferior 

0 1 2 36. Gets hurt a lot, accident-prone 
0 1 2 37. Gets in many fights 

0 1 2 36. Gets teased a lot 
0 1 2 39. Hangs around with children who get in 

40. 

trouble 

Hears sounds or voices that aren't there 
(describe); 

0 1 2 41. Impulsive or acts without thinking 

0 1 2 42. Likes to be alone 
0 1 2 43. Lying or cheating 

0 1 2 44. Bites fingernails 
0 1 2 45. Nervous, highstrung, or tense 

0 1 2 46. Nervous movements or twitching (describe); 

0 1 2 47. Nightmares 

0 1 2 48. Not liked by other children 
0 1 2 49. Constipated, doesn't move bowels 

0 1 2 50. Too (earful or anxious 
0 1 2 51. Feels dizzy 

0 1 2 52. Feels too guilty 
0 1 2 53. Overeating 

0 1 2 54. Overtired 
0 1 2 55. Overweight 

56. Physical problems without known medical 
cause: 

0 1 2 a. Aches or pains 
0 1 2 b. Headaches 
0 1 2 c. Nausea, feels sick 
0 1 2 d. Problems with eyes (describe): 

0 1 2 e. Rashes or other skin problems 
0 1 2 f. Stomachaches or cramps 
0 1 2 g. Vomiting, throwing up 
0 1 2 h Otht>r(rt("trrihPl-

: 
Please see other side 



0 = Not True (as (ar as you know) 1 sSomevthal or Sometimes True 2-Very True or Ollen True 

0 1 2 57. Physically attaclts people 
0 1 2 58. Picks nose, skin, or other parts of body 

(describe): 

1 

0 1 2 59. 
0 1 2 60. 

0 1 2 6t. 
0 1 2 62. 

0 1 2 63. 
0 1 2 64. 

0 1 2 65. 
0 1 2 66. 

0 1 2 67. 
0 1 2 68. 

Refuses to talk 
Repeats certain acts ove 
compulsions (describe): 

0 1 2 69. Secretive, keeps things to self 
0 1 2 70. Sees things that aren't there (describe): 

0 1 2 71. 
0 1 2 72. 

0 1 2 73. 73. Sexual problems (describe): 

0 1 2 87. Sudden changes in mood or feelings 
0 1 2 88. Sulks a lot 

0 1 2 89. Suspicious 
0 1 2 90. Swearing or obscene language 

0 1 2 91. Talks about killing self 
0 1 2 n. Talks or walks in sleep (describe): 

74. Showing off or clowning 

75. Shy or timid 
76. Sleeps less than most children 

77. Sleeps more than most children during day 
and/or night (describe): 

0 1 2 78. Smears or plays with bowel movements 

0 1 2 79. Speech problem (describe); 

80. Stares blankly 

81. Steals at home 
82. Steals outside the home 

83. Stores up things he/she doesn't need 
(describe): 

0 1 2 84. Strange behavior(describe):_ 

0 1 2 85. Strange ideas (describe): 

0 1 2 88. Stubborn, sullen, or irritable 

0 1 2 93. Talks too much 
0 1 2 94. Teases a lot 

0 1 2 95. Temper tantrums or hot temper 
0 1 2 96. Thinks about sex too much 

0 1 2 97. Threatens people 
0 1 2 98. Thumti-sucking 

0 1 2 99. Too concerned with neatness or cleanliness 
0 1 2 too. Trouble sleeping (describe): 

0 1 2 tot. Truancy, skips school 
0 1 2 102. Underactive, slow moving, or lacKs energy 

0 1 2 103. Unhappy, sad, or depressed 
0 1 2 104. Unusually loud 

0 1 2 105. Uses alcohol or drugs lor nonmedical 
purposes (describe): 

0 1 2 106. Vandalism 

0 1 2 107. Wets sell during the Cay 
0 1 2 108. Wets ihe bed 

0 1 2 109. Whining 
0 1 2 110. Wishes to be of opposite sex 

0 1 2 111. Withdrawn, doesn't get involved '«ith others 
0 1 2 112. Worrying 

113. Please write in any problems your child has 
tha) v<ere not listed above: 

0 1 2 

PLEASE BE SURE YOU HAVE ANSWERED ALL ITEMS. UNDEHUNE ANf YOU ABE CONCERNED ABOUT, 
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