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Thisstudy compared thefrequency of problem behaviorsin adolescentsof parentswith
chronic health conditions and adolescents of healthy parents. Eighty-one families of
6th, 7th, and 8th gradersinrural Floridacompleted abattery of questionnairesincluding
aheslth history form, the SF—36 Health Survey, the Child Behavior Checklist, and the
Y outh Self-Report. The presence of achronic health conditioninthefather wasstrongly
related to more behavior problemsin adol escents. The presence of achronic health con-
dition in the mother was not significantly associated with adolescent behavior prob-
lems. However, lower health-related quadlity of lifein both mothersand fatherswas as-
sociated with more behavior problems. Contrary to past findings, no significant
interactions between the sex of the child and the health status of the same-sex parent
werefound. Parental health status should be considered in the eval uation and treatment
of adolescent behavior problems. In addition, further research examining the relation
between fathers' health status and childhood adjustment is needed.

Theimpact of parental physical health problems on children and adol escentsis not
well understood, “despite the high incidence and clinical relevance” of such cir-
cumstances (Drotar, 1994, p. 526). Research showed that children who experi-
enced more stressful life events have been judged by both teachers and themselves
to be less well adjusted than those encountering fewer of these circumstances
(Pryor-Brown & Cowen, 1989). Moderate rates of psychologica disorders have
been found in children of familieswith highly stressed mothers, including children
of medically ill women (Hammen et al., 1987). Nonethel ess, theimpact of parental
health problemsasasource of stressin thelivesof children and adolescentshasre-
mained understudied.
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Inareview of theliterature exploring the relation between parental physical ill-
ness and child functioning, Armistead, Klein, and Forehand (1995) “tentatively”
concluded that such arelation does exist, adding that the state of theliteratureisin-
sufficient to delineate what disease factors areimportant and what specific areas of
child functioning are affected. A more recent review of this literature (Worsham,
Compas, & Ey, 1997) also noted thelack of studiesin thisareagiven the number of
familiesthat potentially are affected, but stated two conclusions. First, illnessin a
parent appears to be related to moderate levels of psychological distress and mal-
adjustment in children, most often internalizing symptoms. Second, developmen-
tal level appears to moderate these effects, with higher levels of maladjustment
reported for adol escents than for younger children.

A few studies examining theimpact of parental physical health problemsonthe
emotional functioning of children provide abasefor beginning to understand these
issues. Stein and Newcomb (1994) reported that maternal health variableswere as-
sociated with both internalizing behaviors and externalizing behaviors in their
sample of children. Children of chronic pain sufferers have been shown to have
higher scores than children of healthy parents on scales measuring internalizing
problems, somatic concerns, general adjustment, and delinquency (Dura & Beck,
1988; Mikail & von Bagyer, 1990). Chun, Turner, and Romano (1993) also found
that teachersreported significantly more behavior problemsand lower social com-
petence for children of chronic pain patients than for children of healthy controls.
Patient functional disability was significantly associated with parent-rated child
behavior problemsin this study as well. Physical functioning often has been con-
sidered an important variable in such research. Dura and Beck (1988) suggested
that physical disability isamoreimportant factor than the type of chronic illness.
Similarly, Stein and Newcomb (1994) found that physical symptomatology in
mothers predicted more behavior problemsin their children.

Other studies not only have indicated that children of parentswith health prob-
lems experience more difficulties in adjustment, but also have concluded that,
more specifically, adolescents appear to be at greater risk for mal adjustment than
younger children when a parent has a chronic health condition. One such study
(Compas et a., 1994) found that adolescents of cancer patients had higher scores
on self-report measures of anxiety and depression than younger children. Further-
more, adolescents of ill parents have been shown to have lower self-esteem than
adolescents of healthy parents (Hirsch, Moos, & Reischl, 1985) and have been
shown to perceive their families as having more conflict, lower cohesion, and
poorer organization (Peters & Esses, 1985). In a retrospective study of daughters
of cancer patients, women who were adults at the time of their mother’ s diagnosis
reported the fewest problems in adjustment, those who were children indicated
moderate levels of difficulty, and those who were adol escents had the most adjust-
ment problems (Wellisch, Gritz, Schain, Wang, & Siau, 1992).
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The latter finding raises the question of whether children and adolescents are
differentially affected by the sex of theill parent. Although thisissue has not been
addressed in depth, some researchers suggested that adolescent daughters of fe-
mal e cancer patients appear to be at significant risk for emotional distress (Compas
et a., 1994; Wellisch et a., 1992). In addition, Chun et al. (1993) reported that
children of male chronic pain patients were judged by their parents as exhibiting
significantly less social competence than children of female patients.

Theprimary goal of thisstudy wasto further examinetheassoci ation between pa-
rental health statusand adol escent behavior. Becauseseveral studieshavesuggested
that the presence of a chronic health condition is less important than the level of
physical impairment it causes, assessment of physical functioning wasviewed asa
relevant factor involvedinthisrelation. Inaddition, becausefew studieshaveexam-
ined the separateimpactsthat mothersand fathersmay have on adol escent function-
ing, one aim of this study was to evaluate these groups separately. Finaly, as
previousresearch hasfocused primarily oninternalizing disordersinthechildren of
ill parents, assessmentsof externalizing disordersal sowere conducted to determine
possible alternative expressions of distress in an adolescent popul ation.

It was hypothesized that adolescents of parents with chronic health conditions
would bereported to demonstrate agreater number of problem behaviorsthan ado-
lescents of healthy parents. Lower parent ratings of health-related quality of life,
both mental and physical, were hypothesized to be rel ated to greater levels of ado-
lescent problem behavior. In addition, it was expected that behavior problem
scores would demonstrate an interaction between the gender of the parent and the
gender of the child. Specifically, previous literature has indicated that increased
problemsin adjustment may be associated with adolescent girlswhen their mother
reported a chronic health condition.

METHOD
Participants

Participantswere 81 adol escent sixth graders (n= 38), seventh graders(n=29), and
eighth graders (n = 14) from middle schoolsin north central Florida and their par-
ents. Theadolescents’ agesranged from 11 to 15, with an average age of 12.6 years
(SD =.94 years). Thesamplewas 75% White, 17% African American, and 6% His-
panic. Participants were 48 girls (59%) and 33 boys (41%). Information regarding
health statuswas returned for 80 mothersand 68 fathersliving inthe homewith the
adolescents. Mean age for mothersand fatherswas 38.7 years (SD = 6.0 years) and
42.8 years (SD = 7.9 years), respectively. The percentage of parents who had not
completed high school was 21% for mothers (high school graduate, 59%; college
graduate, 17%,; graduate school, 3%) and 29% for fathers (high school graduate,
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52%; college graduate, 15%; graduate school, 4%). Approximate household in-
comewasbelow $30,000 for 51% of the sample (< $10,000, 14%; $10,000-19,000,
25%; $20,000-29,000, 12%; $30,000-39,000, 15%; $40,000-49,000, 10%;
$50,000-59,000, 5%; $60,000-69,000, 7%; did not respond, 12%).

Measures

Demographics. A questionnaire obtaining demographic information was
completed by one parent, usually the mother, regarding basi c background informa-
tion ontheadolescent and hisor her family, including age, race, andincomelevel.

Health history. Both parents were asked to complete a health history ques-
tionnaire related to chronic health conditions and health services utilization in the
past year. The health services utilization questionnaire, which asks questions re-
garding continuing health problems, frequency of work or school days missed due
toillness, doctor visits, hospitalizations, and emergency room visits, wasalso com-
pleted by one parent for the target adolescent. For this study, the only information
analyzed from the health history questionnaire wasasingleitem fromthe mother’s
and father’ s packets assessing the presence of achronicillness (“Doesthe child's
mother have a diagnosed chronic illness or disease?’). Respondents also were
asked to describe the nature of any illnesses listed.

Health-related quality of life. The 36-item Short Form Health Survey
(SF-36; Ware & Sherbourne, 1992) was compl eted for both parents. This measure
assesses health-related quality of life in both mental and physical domains. The
SF-36 yields eight subscales, which can be combined to form two component
scores, a Physical Component Summary (PCS), and a Mental Component Sum-
mary (MCS). Higher scoresindicate better quality of life. Internal consistency and
test—retest reliability have been found to be adequate for both the PCS and MCS
(Ware, Kosinski, & Keller, 1994). Missing data on this measure, less than 2% of
items, were dealt with by following recommended guidelines suggested by Ware,
Snow, Kosinski, and Gandek (1993) whenever possible.

Adolescent behavior. The Child Behavior Checklist (CBCL; Achenbach,
1991a), a parent report measure of child behavior for children 4-16 yearsold, was
completed by one parent, typically the mother. It consists of two sections aimed at
assessing both social competence and behavior problems; for this study, only the
113-item latter section wasused. Parentsrated each behavior asnot true, somewhat
or sometimestrue, or very true or often true during the past 6 months. The CBCL
yields three composite scores for Internalizing Behavior (e.g., anxious or de-
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pressed), Externalizing Behavior (e.g., aggressive behavior), and Total Behavior
Problems. Higher scores indicate greater levels of problem behavior.

In addition to the parent report format, the Youth Self-Report (YSR;
Achenbach, 1991b), a self-report version of the CBCL for children ages 11-18,
was completed by the target adolescent. The Y SR includes 112 items similar to
those of the CBCL rated on the same scale. Adequate reliability and validity data
have been provided for both the CBCL and Y SR (Achenbach, 1991a, 1991h).

Procedure

Families were recruited through four middle schoolsin rural Florida. A letter de-
scribing the study and asking interested families to return the letter to the school
was given to approximately 2,000 students. Packets were sent home with students
of these families containing a cover letter with instructions; consent forms; and
questionnaires labeled for the adolescent, mother, and father of the household.
M easures were sent home through the school sto participating families, where they
were completed and returned via the school setting.

RESULTS

Independent sample t tests revealed that adolescents whose mothers reported a
chronic health condition did not differ significantly from those whose mothers did
not on either maternal reports (CBCL) or self-reports (Y SR) of problem behaviors.
However, adol escents whose fathers reported a chronic health condition were re-
ported by mothers as demonstrating significantly greater levels of total behavior
problems, t(61) =—3.08, p < .05; internalizing problems, t(61) =-1.98, p <.05; and
externalizing problems, t(61) =—2.89, p < .05, when compared to reports of adoles-
cents whose fathers did not report a chronic health condition. In addition, adoles-
cents of fathers with a chronic health condition reported greater levels of total be-
havior problems, t(61) =—1.95, p< .05, and externalizing problems, t(61) =—2.18, p
<05, when compared to adol escents whose fathers did not. Adolescents’ self-re-
portsof internalizing behaviorsdid not differ significantly between thetwo groups,
t(61) =—.74, p>.05. Effect sizesof significantly different comparisonsranged from
.6310.99. Accordingto Cohen (1977), effect sizesof .2, .5, and .8 should be consid-
ered small, moderate, and large, respectively. Thus, the effects on behavior prob-
lem scoresin this study were moderate to large. None of themean CBCL or Y SRt
scoreswasintheclinical range (> 67) for any of the groups. However, as presented
in Table 1, a higher percentage of adolescents whose parents had chronic health
conditions had externalizing behavior problemsintheclinical rangerelativeto ad-
olescents of healthy parents.
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TABLE 1
Percentage of Adolescents in the Clinical Range

Condition n Total Internalizing Externalizing
CBCL
Mothers
With 21 .24 19 .24
Without 56 A1 .09 .09
Fathers
With 12 .25 .08 .25
Without 51 .08 .06 .08
Overall 78 14 12 13
YSR
Mothers
With 18 17 A1 17
Without 55 .09 .07 .07
Fathers
With 11 .09 .09 18
Without 52 .10 .06 .08
Overadll 74 A1 .07 .09

Note. CBCL = Child Behavior Checklist; Y SR = Y outh Self-Report.

Correlation analyses suggested that lower mental health-related quality of life
(SF-36) in mothers was associated with more mother-reported behavior problems
in adolescents (p < .01), whereas physical functioning was not. Greater |levels of
behavior problems, as reported by mothers, were associated with both the mental
health-related (p < .05) and physical health-related (p < .01) quality of life of fa-
thers. Adolescents' self-reports of behavior problems were significantly associ-
ated with both their mothers' and their fathers' mental health-related quality of life
(p < .05), but not with their physical health-related quality of life (see Table 2).

Two 2 (Child Sex) x 2 (Parental Health Status) multivariate analyses of vari-
ance (MANOVASs) were performed to test whether greater levels of behavior
problems were associated with the presence of a chronic health condition in the
same sex parent. M others and fatherswere analyzed separatel y because no hypoth-
eses were made regarding the relation between the mother’ s health status and that
of thefather, and because of small sample sizesthat were available for some cells.
Because they were conceptually related and demonstrated asignificant correlation
of .61, the Total Problemst scoresonthe CBCL and Y SR were used asasingle be-
havior problems construct as the dependent variable in the analysis.

A 2 (Child Sex) x 2 (Maternal Health Status) MANOV A did not reveal statisti-
cally significant main effects for child sex, F(1, 65) = 2.89, p > .05, or maternal
health status, F(1, 65) = .26, p> .05. A test of theinteraction between child sex and
maternal health status was also not statistically significant, F(1, 65) = .98, p > .05.
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TABLE 2
Correlations Between Ratings of Parental Health-Related Quality of Life Scores and
Ratings of Adolescent Behavior

Mother’'s PCS Mother’s MCS Father’'s PCS Father’'sMCS

CBCL Tota -14 —37** —.35%* —.28*
CBCL Int. -16 —45%* —.22* —.24*
CBCL Ext. -14 —.32F* —.32%* —.26*
Y SR Total -.08 -20 -.16 —.22%
YSRInt. -08 —.22* -.02 —.22%
Y SR Ext. -04 -19 -14 =17

Note. PCS=Physical Component Summary; MCS=Mental Component Summary; CBCL = Child
Behavior Checklist; Int. = internalizing; Ext. = externaizing; Y SR = Y outh Self-Report. Correlations
computed using t scores for CBCL and Y SR. Significance tests were one-tailed.

*p<.05. **p<.01.

A 2 (Child Sex) x 2 (Paternal Health Status) MANOVA did not indicate asignifi-
cant main effect for child sex, F(1, 55) = 1.13, p >.05. However, the effect of pater-
na health status was significant, F(1, 55) = 5.58, p < .05. No interaction effect
between child sex and paternal health status was found, F(1, 55) = 1.23, p > .05.
Mean CBCL and Y SR scores for both boys and girls are reported separately by
parent health statusin Tables 3 and 4.

DISCUSSION

This study’ s main objective was to examine the behavioral adjustment of adoles-
centsasafunction of the health statusof their parents. Overall, theseresults suggest
that both the presence of aparental chronic health condition and the health-related
quality of life of parents are associated with higher levels of problem behaviors.
Theeffect sizesof thesefindings support the conclusionsof Worsham et al. (1997),
who noted moderatelevelsof distressin studiesof childrenwithill parents. Indeed,
our data indicate that some of these effects are relatively large. They also suggest
that this distress is expressed most often through internalizing symptoms. How-
ever, this study found that externalizing problems al so appearsto be an expression
of thisdistressin adol escent populations, adding tothesmall list of studiesthat have
found thisrelation (e.g., Mikail & von Baeyer, 1990; Stein & Newcomb, 1994).
However, important caveatsto these findings must be noted. First, the presence
of achronic health condition in mothers was not associated with adolescent inter-
nalizing, externalizing, or total behavior problemsin this sample. Maternal physi-
cal health, as represented by physical health-related quality of life, also was not
related to behavior problems, unlike previous work (e.g., Stein & Newcomb,
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TABLE 3
Mean CBCL Total Problem t Scores by Sex of Child and Parental Health Status

Boys Girls

Condition n M D n M D
Mothers

With 12 45,58 15.79 9 57.67 18.13

Without 20 53.10 13.07 36 50.31 12.75
Fathers

With 6 63.50 8.85 6 57.83 11.53

Without 20 44.80 12.21 31 49.87 14.04

Note. CBCL = Child Behavior Checklist.

TABLE 4
Mean YSR Total Problem t Scores by Sex of Child and Parental Health Status

Boys Girls

Condition n M D n M D
Mothers

With 10 44.60 16.89 8 56.38 16.34

Without 16 46.31 11.55 39 50.10 10.23
Fathers

With 5 55.00 12.75 6 54.83 6.18

Without 18 41.00 11.50 34 50.18 12.30

Note. Y SR = Youth Self-Report.

1994). However, maternal mental health-related quality of life was significantly
related to mothers’ reports of internalizing, externalizing, and total behavior prob-
lems. Boyle and Pickles (1997) concluded that although maternal depressed mood
isalikely source of behavior rating bias, an independent rel ation between maternal
depression and child behavior also exists. Therefore, one interpretation of this set
of findingsisthat the objective physical status of mothersis not related to adoles-
cent behavior until it hasan impact on amother’ s psychological well-being. It may
be that it is through the mother’'s psychological functioning that the effects of
health status are exerted on the adol escent. However, it isimportant to note that the
nature of thisstudy doesnot allow for causal conclusions. It may be equally plausi-
ble that adolescent behavior problems exert a differential effect on the mental
health of mothers undergoing the stress of physical illness as opposed to those who
are not.

With regard to fathers, the presence of a chronic health condition, decreased
mental health-related quality of life, and decreased physical health-related quality



PARENTAL HEALTH AND ADOLESCENT BEHAVIOR 87

of lifeall were associated with higher levels of internalizing, externalizing, and to-
tal adolescent behavior problems as reported by mothers. The difference between
findings for mothers and fathersis noteworthy. Minuchin’'s (1974) structural fam-
ily therapy model provides one possible explanation. Many families may be cen-
tered on fathers as primary sources of financial stability, discipline, and decision
making. Theeffectsof achronic health condition on afather’ sability to functionin
these roles may have widespread effects directly on the adolescent and the fam-
ily’sfunctioning in general. These effects may increase risk factors for the devel-
opment of behavior problems if the family cannot reestablish homeostasis. It is
difficult to determine the extent to which the proposed father-centered family
structure may reflect attitudes toward family life held specifically by the low-in-
come, rural Florida samplethat participated in this study or more common cultural
values of American families. The former conclusion would suggest that these re-
sults are not generalizable; the latter would imply that they are.

A second possible explanation for the different findings for mothersand fathers
lies in the methodology of the study. In the vast majority of cases, mothers com-
pleted the CBCL. Therefore, it ispossible that the significant correlations between
parent reports of adolescent behavior and paternal health status reflect stress expe-
rienced by mothers who have chronically ill spouses. It may be that stress experi-
enced by these mothers increases their sensitivity to problem behaviors, causing
increased ratings of these behaviors. However, it isnoteworthy that this pattern did
not occur with mothers who themselves had a chronic health condition. The hy-
pothesized stress-induced sensitivity to problem behavior does not appear to have
occurred in that group. Regardless of the origins of these findings, the results sug-
gest that future research should consider fathers an understudied group when com-
pared to research involving mothers.

Finally, in considering these resultsit isimportant to note that, contrary to pre-
vious research (e.g., Compas et al., 1994), statistically significant higher levels of
behavior problems were not found for adolescents whose same-sex parent had a
chronic health condition. Health status of fathers appearsto be most strongly asso-
ciated with adolescent behavior problems regardless of the sex of the child. How-
ever, visual inspection of mean CBCL and Y SR scoresindicated that, although the
interaction was not significant, the pattern of scores was similar to that found in
other studies. Specifically, daughters of mothers with a chronic health condition
were found to have higher levels of total behavior problems on the CBCL than
weresons. A similar, but lessdistinct, pattern on the CBCL emerged for sonsof fa-
thers with a chronic health condition. On both the CBCL and Y SR, problem be-
havior scoreswere higher for daughtersof ill mothersthan for daughters of healthy
mothers. Scoreswere also higher for sons of ill fathersthan for sons of healthy fa-
thers, however none of these differences were statistically significant. This sug-
geststhat, although notabl e discrepancies devel oped, this sample may have lacked
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adequate statistical power to detect the observed differencesin the behavior prob-
lem scores.

Compared with parental reports of behavior problems, adolescent self-reports
did not indicate as many significant relations between their behavior and parental
health. Nonetheless, self-report measures indicated significantly more total prob-
lems and externalizing problems, but not internalizing problems, among adoles-
centswhosefatherswere reported to have achronic health condition. Thissuggests
that externalizing behaviorsmay beoneway inwhich adol escentsrespondtohaving
anill parent. It also may be that adol escents are more likely to report externalizing
behaviorsthaninternalizing behaviorsand that both represent aspectsof adjustment
to family illness, as parental reports would suggest. Despite the lack of significant
findings related to internalizing disordersin comparisons of parental health status
groups, both maternal and paternal mental health-related quality of lifewere corre-
lated with adolescents’ self-reports of internalizing problems.

This study does not allow conclusions regarding potential mediating variables
affecting these differences to be drawn. However, mechanisms previously sug-
gested to affect the adjustment of children have included disrupted parenting
(Armistead et al., 1995); reduced attention, emotional resources, and material re-
sources (Wellisch et a., 1992); focus on physical symptoms (Stein & Newcomb,
1994); and family processes, such as parental affect and parent—child relationships
(Steele, Forehand, & Armistead, 1997). Others have indicated that chronic illness
can create role changes that especially can be difficult for families (Bruhn, 1977;
May, 1992). Minuchin (1974) suggested that changes in cohesiveness or family
roles can cause distress if mechanisms for reestablishing the family’s balance are
not available. This especially may be important to the adjustment of adolescents,
who may be asked to take on new responsihilities as a result of parental health
problems (Compas et a., 1994).

Other developmental hypotheses have been generated to explain those studies
that have found more adjustment problems in adol escents than other age groups.
Armsden and Lewis (1993) suggested that the needs for family cohesiveness and
cooperation contradict the adolescent’s needs for separation and individuation at
that time of development. Classic developmental theories (Erikson, 1963; Freud,
1958), suggest that the individual has asignificant need for individuation and sep-
aration from parents during adolescence. Another factor that may put adolescents
at greater risk istheir increased cognitive awareness of the meaning of diseasein
thefamily and the likelihood that more information may be shared with older chil-
dren (Compas et ., 1994).

Limitationsof thisresearchincludethedichotomousgroupingsof parental health
status as with or without a chronic health condition. Thisadmittedly allowsagreat
rangeof severity withinthechronichealth conditiongroup, whichislikely tohavean
effect ontheimpact of theillnessonfamily members. A concept suchasphysical ill-
ness contains many other parametersnot fully considered herethat may have an ef-
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fect on behavioral adjustment, including timesincediagnosis, parental depression,
andfamily attitudestoward theillness. Anattempt to addressthisissuewasmadeby
using the SF—36 quality of life compositescores, althoughitisrecognized that there
are many aspects of the illness experience not captured in these scales.

Also of concern arefactorsinvolving sample selection, asasmall percentage of
those contacted to partici patebecameinvol vedindatacollection. It may bethat fam-
ilies that chose to participate viewed the topic as personally relevant and may not
represent thetarget popul ation. However, itisal soimportant to notethat themethod-
ology used in this study provided several obstaclesto returning complete packets.
Nodirect contact withfamilieswaspossibleto answer questionsandto ensuredeliv-
ery and return of packets. In addition, cooperation of three peoplewas necessary to
complete a packet in many cases, further decreasing the likelihood that a packet
would bereturned. The nature of datacollection also presentssomeconcerns; itwas
impossible to determine whether measures were compl eted as intended.

IMPLICATIONS FOR PRACTICE

According to this and other studies, adolescents who have a parent with a chronic
illness are more likely to have both internalizing and externalizing behavior prob-
lems. Therefore, inquiring into parental health status during adol escent psychol ogi-
cal evaluations for most presenting complaintsis both justified and necessary. Re-
sultsfrom this sample suggest that, although adolescents of ill parents are reported
by themselves and their parents as having more behavior problems than adoles-
cents of healthy parents, the majority of adol escents whose parents have a chronic
health condition did not demonstrate behavior problems in the clinical range.
Therefore, it seemslikely that the distress experienced by these adol escents may go
undetected by most people, thus preventing treatment. Special attention should be
given to adolescentsin these circumstancesto better servetheir mental health care
needs, especially when it isthe same-sex parent who isill.

Knowing this, and given that parental reportsfrom thisstudy suggest nearly one
fourth of adolescents in this group exhibited clinically significant scores on total
problems and externalizing problems, the utility of routine psychological screen-
ings of children and adolescents of chronically ill parents deserves consideration.
This suggestion is strengthened when the devel opmental and family systemstheo-
ries noted earlier are considered. Their descriptions of developmental processes
such as individuation explain ways in which parental chronic illness can have a
particularly negative impact for some adolescents. Although the mechanisms of
causation are not understood well and cannot be concluded from this study, previ-
ously presented hypotheses involving development, family processes, and coping
can provide a framework for approaching treatment when working with adoles-
centsin these situations. For example, examining role changes that have occurred
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in the family asaresult of aparent’sillness can provide important insight into the
ways in which an adolescent’s life may be affected, in turn allowing a starting
point for understanding his or her reactions.
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