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Healthy family functioning:
a cross-cultural appraisal *

HENRY P. DAVID'

It is increasingly recognized that rapid cultural, social, economic, and technological changes are imposing increasing stress on family structures, traditional values,
and the ability to adapt to new environments in different societies. For the purposes
of this paper, " healthy family functioning " is defined in terms of a family unit
(however it is conceived in any given culture) effectively coping with cultural,
environmental, psychosocial, and socioeconomic stresses throughout the family life
cycle. While a review of international literature in the behavioural and biomedical
sciences yields little data on comparative studies, there is growing awareness of the
need for cooperative international research on family coping mechanisms and
determinants of self-reliant communal coping behaviour, as well as more efficient
utilization of already available knowledge. After consideration of methodological
pitfalls of assessment procedures, there is a presentation of an evolving theory of
healthy family functioning with the suggestion that studies of young married couples
constitute a particularly promising vehicle for developing needed cooperative crosscultural research.

Writing about " healthy family functioning" is expected to provoke questions. What
is it? How is it defined? What are its implications for public health services, training, and
research in different countries? As will be seen, adaptation and coping with diverse forms
of sociocultural, environmental, economic, and physical stress are not the province of any
one discipline, research orientation, or ideology. The widely dispersed international behavioural and biomedical literature does not yield any shared or systematic conception of
" healthy family functioning" or its determinants. While environmental circumstances
that place increasing stress on family functioning are generally recognized and family
* Adapted from an overview prepared for the Division of Mental Health, World Health Organization, Geneva,
Switzerland and issued as unpublished document MNH/77.7.
1 Director, Transnational Family Research Institute, 8307 Whitman Drive, Bethesda, MD 20034, USA.
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dysfunction is of growing public health concern, there are few studies that identify elements
likely to strengthen the ability of families to cope with or prevent such problems.
Within these constraints, this paper will briefly examine different concepts of family
health and likely parameters of healthy family functioning, including a suggested definition.
These are followed by a discussion of prevention promotion and the social revolution in
the distribution of health resources and the delivery of services. Effective fertility regulation
is suggested as one example of healthy family functioning. The family life cycle is reviewed,
together with relevant findings from psychosocial studies and research on the ability of
families to cope with environmental stress, such as migration and uprooting and the
interaction between the family and mentally ill family members. Communal coping is
considered in terms of enhanced self-reliance and mutual help. Cross-cultural perspectives
are discussed, together with the need for more efficient utilization of already available
knowledge and assessment of the possibility of transferring experience from one country
to another.
HEALTHY FAMILY FUNCTIONING: AN ELUSIVE CONCEPT
The family

The concept of the family is universal and has existed throughout history, although its
form varies and is changing within societies. While preoccupation with the family as a sociocultural institution is as ancient as humanity, its scientific study in the context ofmental healthand
family functioning in coping with stress is far more recent in origin, provoking the attention
of numerous learned disciplines, including behavioural and biomedical sciences.
The view is widely shared that the family has been and continues to be society's primary
agency in satisfying common needs for survival, sense of loving and belonging, status and
self-esteem, and self-realization. The family provides for the child's biological needs and
simultaneously directs its development towards becoming an integrated person capable
of living in society and maintaining and transmitting culture. While there has been considerable discussion ofpositive mental health, mental health professionals continueto focus more
frequently on family dysfunction and its origins.

Family health
Although the concept of family health has been widely discussed in medicine, it is
rarely applied in the delivery of health care. A cursory review of the massive literature
demonstrates the ambiguity of such terms as family health, family mental health, and
healthy family functioning. For example, family health may refer to the health of individual
family members, the health of the family as a unit, or the sum of the health statuses of
the individual family members. The designation " family physician" usually means that
the physician provides the same health care for all members of the family; formal knowledge
and understanding of family dynamics and their institutional characteristics is a fairly
recent development. Systematic clinical study and research on the family as a group did
not begin until the 1940s.a Even more recent is the growing recognition of health as a social
a

FLECK, S. In: Freedman, A. et al. ed.

Wilkins, 1975.
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value, the relationship of the family to community health, and the need for social action
to enhance family health.
The past two decades have seen a rapidly increasing clinical scientific interest and
appreciation of the family as one of the most significant social forces in human development.
The study of disturbed families has stimulated consideration of the normal. Sociologists
delineated institutional characteristics of the family and the health effects of socioeconomic
status. Anthropologists wrote about family structure in diverse cultures and societies.
Systematic attention began to be given to the role of the whole family in individual illness,
the impact of disorder on family life, and the way the family contributes to illness and
health care. The traditional role of the family as a support system is being re-examined as
more liberal definitions of male and female roles and alternative life styles are increasingly

discussed.a
WHO and social health

Psychosocial factors in health have been given increasing consideration in the deliberations of the World Health Assembly. In 1976, psychosocial factors were defined as those
" influencing health, health services, and community well-being stemming from the psychology of the individual and the structure and function of social groups. They include social
characteristics such as patterns of interaction within kinship or occupation groups; cultural characteristics such as traditional ways of solving conflict; and psychological characteristics such as attitudes, beliefs, and personality factors." The 1976 and 1977 World
Health Assemblies confirmed the importance of the relationship between psychosocial
factors and health and their implication for health services, particularly concerning the needs
of uprooted persons and families in conditions of rapid social change.
A proposed definition

There is growing recognition that rapid cultural, social, economic, and technical
changes are imposing increasing stress on family structures, traditional values, and ability
to adapt to new environments in different societies. It is proposed that healthy family
functioning be defined in terms of a family unit (whatever its concept in any given society),
effectively coping with cultural-environmental, psychosocial, and socioeconomic stresses
throughout the diverse phases of the family life cycle. As will be noted in subsequent
sections, the study of healthy family functioning has posed as many complications as the
concept, partly because empirical inquiry has been theoretically eclectic. With different
views on health and well-being in different societies, it is recognized that there is likely to
be more than one model of healthy family functioning.
While perceptions of families coping with stress have been sensitively portrayed in the
arts and in clinical reports, there is as yet no widely accepted theory of healthy family
functioning. Few testable hypotheses have emerged and only a beginning has been made
towards developing assessment procedures adaptable to different cultures. Social researchers
are groping towards a better understanding of the complex interrelationships between
individuals, family, health, and society, while public health administrators are exploring
new ways of responding to service demands generated by rapid social and environmental
a
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changes. a Of particular relevance are potentially transferable experiences from developing
countries representing different sociopolitical structures and recognizing the influence on
family well-being of changes in socioeconomic sectors of society, the priority given to
preventive hygiene over curative medicine, and the enhancement of self-reliance while
accepting lower standards of comprehensiveness and professional skill.b
PREVENTION PROMOTION: AN EVOLVING CONCEPT
An emerging social revolution
Recognition of the impact on the health sector of environmental change and stress is
accompanied by a global concern with the eroding quality of life and awareness that family
well-being is linked to progress in social and economic development. The relevance of
conventional health services is being reconsidered. Different concepts of health promotion
and delivery of services are being tried, especially in the rural areas of developing countries
where most of the world's population resides. As noted in the Report of the DirectorGeneral to the 1976 World Health Assembly, " Because disease technology has been rather
institutional and patient-oriented, it has been sorely lacking in preventive emphasis...
perhaps we have to restate the case for public health in social terms that will be relevant
to all societies throughout the world ". The Deputy Director-General of WHO has expressed
similar concerns: " It has been made painfully clear in recent years that health services
too frequently lack relevance to the total needs of the people ''.

Prevention terminology
In public health terminology, distinctions are made among (a) primary prevention,
referring to actions taken prior to the onset of disease, (b) secondary prevention, meaning
early diagnosis and treatment, and (c) tertiary prevention or rehabilitation efforts. In this
concept, primary prevention usually has two aspects: (a) health promotion, referring to
efforts to improve the quality of life and general level of health and (b) specific protection,
denoting explicit procedures for disease prevention. To reduce semantic difficulties, it has
been suggested that the use of the term " prevention " be reserved for actions that aim to
anticipate potential mental or emotional disorders or foster optimal mental health, thus
making prevention in mental health synonymous with prevention in public health.
Effective fertility regulation: an example of healthy family functioning
With the evolving worldwide awareness of the interdependence of population growth
and socioeconomic development, the modification of fertility behaviour, motivation for
fertility regulation, and the effective utilization of already available knowledge and service
capabilities have become priority areas for social science and family research. In many
countries, the present generation of families is perhaps the first to engage in the conscious
process of deciding how many children to have and when to have them. For many couples,
a

b
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such deliberate decisions are at times difficult to make, requiring a balance of personal
values, anticipated costs and benefits, and perceived social pressures. Rational fertility
behaviour may well be one example of healthy family functioning.
The pleasure that parents experience in raising their children are highly valued, as
demonstrated in international studies of the value of children. While the economic value
of children was found to be less of a motivating factor for most parents, persisting primarily
in more remote rural areas, the contributions that children made to parental well-being were
most highly prized. The number of children needed to provide the emotional benefits of
parenthood may vary in different societies. With rapid social change, it may well be that
psychosocial pressures on family resource allocations, emphasizing subjective assessments
of costs and benefits, will determine fertility behaviour. The escalating cost of child rearing
may help explain the sudden preference for a family of only two children.
THE FAMILY LIFE CYCLE

Structure
Each family experiences its own dynamics of formation, growth, maturation, and dissolution. Crises confronted may be divided into those that are transitional in the family life
cycle (e.g., birth of first child or loss of spouse) or nontransitional (e.g., acts of war, uprooting, mental disorders, etc.). Family sociologists have studied effects of sudden shifts in
economic status, migration, uprooting, disasters, physical change or incapacity of a family
member, and the impact of crises at various stages of the family life cycle. It has been
suggested that stress and health hazards are likely to increase when environmental changes
occur at critical developmental periods such as, for example, adolescence, first pregnancy,
menopause, and retirement. The ability to cope in given situations depends, in part, on
perception of threat, motivation and readiness to respond creatively, available emotional
and social supports, and cultural provisions.
Compared with other social organizations, the average family has distinct disadvantages.
Its age composition is heavily weighted by dependents and is of uncertain sex distribution.
No other institution is so exposed to crises and stress yet so potentially capable of resolving
frustration and releasing tension. Still to be studied are successful approaches to providing
emotional security for family members, attaining socialization of children and transfer of
social values, and achieving a productive and responsible adult life style.

Childhood
As noted by a number of observers, the literature on delinquency, psychiatric conditions,
mental disorders, and other childhood disorders has produced considerable knowledge on
insecurity and incompetence, and on the damage done by marital discord, parental rejection,
and institutional rearing. Much less is known about conditions facilitating normal development or why some children with a variety of unfortunate disadvantages still manage to
develop a healthy personality, emotional security, and social competence.
In November 1976, the WHO Expert Committee on Mental Health considered current
trends in childhood mental health and psychosocial development. Persistent and socially
handicapping mental disorders affect between 5 % and 15 % of all children aged 3-15 years
-and there are 1300 million children in the world under the age of 15 years. Concern with
childhood mental disorders is especially appropriate in developing countries where children
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under 15 years of age account for about 40 % of the population (compared to around 25 %
in developed countries). Poverty and low socioeconomic status appear to be associated
with a greater incidence of mental disorder. The Committee recommended that immediate
steps be taken to forestall the rise in psychosocial problems that can be expected to occur
in developing countries with increasing industrialization, urbanization, and affluence and
that " this can be done only if decision-makers are made aware of the psychosocial repercussions of socioeconomic policies ". It was noted that the majority of effective interventions
in childhood mental health are based on human interaction, which can occur in simple
surroundings such as the home, the school, the dispensary, or the health centre. The
recommendation was made to involve families in treatment and to increase parental
skills and confidence.
Parenthood
In modern society, preparation for parenthood is a complex and changing task. Parental
skills do not necessarily come easily and naturally. In part, parents behave the way they
do because of their own childhood experiences. Persons reared in unhappy, discordant, or
disrupted homes are more likely to marry in their teens, to have out-of-wedlock children,
and to experience unhappy marriages and difficulties in child rearing. Such links between
childhood experiences and subsequent parental behaviour are not inevitable. There appears
to be considerable capacity for modification ofparental behaviour, as shown most frequently
in the differential treatment of the second child.
The stereotype roles of parenthood are losing their validity amidst cultural changes.
There appears to be greater social sensitivity to, for example, parent-child communication
when one parent dies, the death of an infant in the family, early childhood intervention,
single-parent families headed by women, and the relationship of family circumstances to
the wider social environment. Many studies are hampered by inadequate samples and
research techniques. Not nearly enough is known about the factors that modify parental
behaviour or how to help parents improve their relationships with their children, who
comprise nearly half of the world's population.
Adolescence
While the age of puberty and physical maturation does not vary greatly throughout
the world, adolescence as a stage of psychological growth is more closely associated with
economic development, social and cultural values, and historical traditions. The age at
which this development phase occurs may differ between countries within the same geographic region. Few nations have adequate information on drug abuse, the sequelae of inapropriate sex behaviour, alcoholism, and related difficulties. Innovative European youth
advisory services have been described by Shore et al.a and trends in adolescent pregnancy
and abortion in different cultural settings were considered at a WHO Meeting in 1974.b

Aging
Psychosocial research on the second half of life is only now beginning to elicit more
interest, even though demographic projections indicate that by the year 2000 one in every
a SHORE, M. F. ET AL. Patterns of youth advisory services. Copenhagen, WHO Regional Office for Europe,
unpublished document ICP/MNH 016 III, 1977.
b WHO Technical Report Series, No. 583, 1975.
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twenty Europeans will be aged 75 years or more, a 100% increase over the figure for 1950.
Similar increases in the population of older persons can be anticipated in other regions of
the world. While gerontologists have become increasingly concerned with patterns of
social adaptation and the role of the family in the lives of older persons, the literature on
the mental health aspects of crises in middle age is sparse.

COPING WITH ENVIRONMENTAL STRESS
Definitions
Stress may be defined as a nonspecific physical and/or emotional response to a variety
of psychosocial and environmental conditions of modern life. The effects of stressful
events in the family life cycle are well documented in the clinical literature, particularly
the impact on high risk groups such as the young and the uprooted. Coping consists of
making an effort to solve problems by an individual or family faced with demands highly
relevant to their welfare but taxing adaptive resources.
The concept of being " at risk ", which was introduced by the public health profession,
has been adopted by the behavioural sciences. What makes for strength and mastery of
risk? There is little available knowledge about multimodal coping strategies or common
responses to varied stress categories. Coping behaviour is influenced by the situation in
which it occurs, but there is a paucity of information about how families develop the ability
to cope. What kinds of experiences promote such ability? How can coping skills be identified
and taught? There are few suggestions in the biomedical, sociological, and anthropological
literature.

Migration and uprooting: effects on the ability of families to cope
The concepts of migration anf uprooting have many meanings. Migration may be
intercontinental, intracontinental, internal (e.g., within one country), or local (within the
community). Movements may include brief visits, seasonal work, and/or seeking of a new
habitat in a city or the country. Reasons for migration and uprooting range from environmental catastrophes, economic deprivation, and political and religious persecution to social
and psychological upheavals and industrialization and urbanization often associated with
temporary or longer-term family separation.
Men and women have been on the move since the dawn of human existence. Changing
from one social environment to another is often provocative of social dislocation, with
family adjustment becoming more difficult with the increasing complexity of urbanization
and industrialization. Studies of mental health/adaptation problems of involuntary migrants
have usually been concerned with prevalence, incidence, etiology, and symptomatology,
seldom with coping and family adjustment. Particularly sparse is the literature on healthy
family functioning among voluntary migrants moving from the country to a city.
By 1970, about 864 million (24% of the world's population) lived in 1777 cities, each
of more than 100 000 inhabitants. By the year 2000, 40 % of the population is expected to
live in urban areas, with 25 % of the cities having a population exceeding one million. In
developing countries, about one third of the city dwellers live in slums and shanty towns
and 50 % of these are children. With the accelerated process of urbanization and industrialization in these countries, traditional social systems are changing more rapidly than was
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the experience in developed nations. Patterns of family structure and control are being
invalidated.
Considering the long history of migration and the magnitude of the problem there
is a surprising lack of systematically accumulated knowledge. Discussions with representatives of international, national, and local service organizations suggest that field workers
are often aware of likely adjustment problems, and are interested in helping families to
cope. There is, however, no record of experience gained in different cultures with recommendations for assisting future migrants.
Mental disorders: family interaction effects
Social science studies of families of mentally ill patients began in the 1950s, when
theoretical interest in social deviance, control, and perception provided a conceptual
framework. At about the same time, the then innovative programmes of community care
for mental patients in the United Kingdom and North America turned the attention of
psychiatric researchers to families as agents of rehabilitation and bearers of burden. The
family's emotional responses have usually been assessed through direct questioning or by
the use of semistructured interviews. While it is difficult to draw any clear conclusions
about the response of family members from these studies, the presence of negative feelings
should not be underestimated even where data are reported to the contrary. Situations of
any complexity are likely to distort single variable predictors. For example, a family may
express much affection and warmth for a patient, indicating a desire for his return home.
Yet, doubts about their ability to care for the patient and fear of bizarre behaviour may
surface on his release, thus effectively sabotaging the patient's efforts at rehabilitation.
Most available research confirms the need to examine complex interfamilial relationships.
It is not enough, however, to relate family attitudes to outcome. The attitude of the patient,
its effect on family attitudes, and patient behaviour are equally important and need to be
given more consideration. There is also a paucity of systematic empirical investigations
concerning such factors as, for example, economic and social pressures on the family, the
patient's role in the household, and life cycle variables.
The key role of relatives participating in the treatment of family members in developing
countries has been well described. A relative will stay near the patient day and night; if
he is admitted to hospital, the relative sleeps on a mat beside the bed. The relative thus
learns how to cope with someone in a state of distress and becomes better prepared for
contributing to the patient's rehabilitation, thus strengthening the family's ability to cope.
Such studies need to be replicated in rural areas of other developing countries.
The growing emphasis on community placement of persons handicapped by mental
disorder and/or mental retardation has been accompanied by a gradual awareness of the
increasing risk of unwanted pregnancy. Failure to provide family planning assistance has
been ascribed to restrictive interpretations of existing policies, institutional inertia, or
other people's presumed sensibilities. Cooperation between mental health and family
planning services appears to be minimal in most countries.a Research to date suggests a
need for multivariate studies to evaluate the family's responsibilities to its patient/relative
from several aspects, such as the personalities of family members, sociocultural position,
prior and contemporaneous experience with the patient, attitudes and expectations, and
stresses perceived at any particular time.
a
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COMMUNAL COPING
Paramedical resources
WHO has long given priority to improving health care and health delivery systems and
strengthening the family, especially in rural areas of developing countries.a It is well
recognized that the definition of priority needs involves value judgements and that improved
health care is an important ingredient for improving family socioeconomic conditions.
Since the great majority of mentally ill persons in developing countries have no accessto
any kind of modern, effective mental care, there has been considerable review of needs,
priorities, and suggestions for expanding the training and responsibilities of paraprofessional
mental health workers and traditional healers.b These observations are further supported
by regional reports and by descriptions of innovative training and service programmes
from developing countries. It is, of course, realized that the structure and operation of
health services, as well as their orientation to preventive hygiene or curative medicine, will
be influenced by a country's political system and ideology in addition to realities related
to health manpower and economic resources, especially in the rural areas of developing
countries.
Self-reliance and mutual help
Traditionally, health and community services have assumed a reactive posture, responding to requests for assistance. There is, however, an increasing awareness of the inappropriateness for most developing countries ofthe western model of medicine with its emphasis on
individual care by a highly trained physician or a small team functioning under his/her
direction. It is seldom realized that issues of socioeconomic development were not a major
consideration in the evolution of the western model. The situation is quite different when
policy makers are forced to make difficult choices in the allocation of scarce resources and
must evaluate health sector priorities in terms of their impact on the rate of national
economic development. This socioeconomic-political approach goes some way towards
explaining the emphasis on environmental hygiene for the many rather than curative
medicine for a few, for encouraging citizen participation and community self-reliance,
and for redefining the concept of service.c Little research has been reported on the evolution
of health policies and services as perceived by service providers and users.
Mutual help is an alternative method of coping that involves the positive qualities of
family and community. Mutual help groups most often develop around critical transition
points in the family life cycle and are oriented to shared concerns. Mutual help may also
be organized as a means of encouraging self-reliance and strengthening local resources for
meeting health problems. For example, in recent years considerable information has become
available on the transformation of health services in the People's Republic of China with
its emphasis on preventive and environmental hygiene rather than curative medicine, training
of generalists, utilization of part-time paramedical auxiliaries, narrowing the gap between
NEWELL, K. W., ED. Health by the people. Geneva, World Health Organization, 1975.
HARDING, T. W. In: Baasher, T. A. et al., ed. Mental health services in developing countries. Geneva, World
Health Organization, 1975 (WHO Offset Publication No. 22).
C MEYER, E. E. & SAINSBURY, P., ED. Promoting health in the human environment. Geneva, World Health
Organization, 1975.
a

b
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urban and rural health facilities, strengthening and integrating traditional medicine with
western medicine, and common identification and resolution of problems through fostering
self-reliance within the family.
Cross-cultural perspectives
There is little information on whether the features of family interaction that appear to
characterize dysfunctional families occur as often, to a lesser degree, or not at all in healthy
families in different cultures. In the absence of research findings, clinicians speculate on
whether healthy families invariably demonstrate a single feature, a limited group of features,
or a wide variety of interactional features that distinguish them from dysfunctional families.
Families in developing countries are experiencing social changes that constantly present
them with new problems to solve and with new options for problem solving.
Because healthy family functioning is a dynamic interaction, it is rarely possible to
study selected determinants in isolation. A holistic approach to social change offers social
scientists a unique way of elucidating determinants and effects of healthy family functioning.
This means going beyond traditional variables, and using in-depth microanalytical approaches to understand the components of healthy family functioning under different
circumstances reflecting the social, economic, and cultural aspects of a given society and
family perceptions. Within such a research context, case studies might be conducted in,
for example, rural villages experiencing agrarian reform, mushrooming urban slum communities, and middle-class areas integrating into modern life. While quantitative data are
necessary for comparisons over time, research combining qualitative elements can be
particularly important in clarifying the concept of healthy family functioning in various
segments of changing societies and in assessing the eventual transferability of concepts.
Utilization and dissemination of information
The Member States of WHO comprise countries with different stages of economic
and technical development, political systems and values, social systems and traditions,
and environmental pressures from industrialization, urbanization, and changing life styles.
They also share similar human problems and their influence on healthy family functioning.
Although solutions must be country specific, the fact that stress situations are common to
all countries is conducive to coordinated and cooperative international research.
Another major need is the more efficient utilization of already available knowledge. The
capability of information clearing houses has been well demonstrated in several areas of
health education and research, and a relatively modest investment is likely to produce a
high yield. Another means of disseminating health information to the public is the use
of media resources. Inexpensive transistor radios have already proved of value in several
countries of Asia and Latin America where low literacy levels limit dissemination of the
written word. Counselling can be offered in imaginative " down-to-earth" ways, thus
strengthening self-reliance and family and communal coping.

ASSESSMENT APPROACHES
Techniques
An extensive review of assessment techniques relevant to the concept and measurement
of adaptive behaviour suggests " a rapidly expanding area of inquiry still in its develop-
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mental infancy". a Investigators concerned with understanding the coping process have
tended to rely on more complex, intuitive, clinical, and global assessment methods that
permit intensive and detailed observations. Researchers interested primarily in accurate
prediction have emphasized simple, objective, specific, and actuarial methods. Major goals
of research have been to identify adaptation, prevent maladaptation, and effect changes
in adaptive behaviour and the coping process.
Inferences drawn from descriptive statistics found in public records and reports have
initiated research on social indicators of the quality of life and social well-being in different
countries. So far, however, there is little substantial knowledge on the life experiences of
families in different cultures. Major dimensions of well-being remain to be identified,
as do the means for measuring them, for analysing their relationship to each other, and for
building time series for the study of the nature of change.
The work of WHO
WHO has from time to time convened study groups and technical seminars on the
family as a unit in health studies. For example, the Division of Health Statistics has organized consultations on statistical aspects and on statistical indices of family health, while
the Division of Family Health has considered implications for the training of health
workers and the provisions of services. Extensive consideration was given to epidemiological,
social, economic, and demographic approaches to the study of the family. Problems of
measurement and of information collection and treatment were reviewed, with particular
emphasis on demographic structures of the families and indices of family health.
The report of the Consultation on Family Health held in 1973 b noted the ambiguity
of concepts and terms. It was suggested that each family has its own dynamics of formation,
growth, maturation, and dissolution, affected by numerous biological, psychological,
sociocultural, economic, and educational variables. It was recognized that not all families
have functions in every area and that not all areas appertain to each family for the whole
of its natural history.
The report of the WHO Study Group on statistical indices of family health c noted that
over the past two decades the family has variously been treated as an independent, dependent, and intervening variable, as well as a precipitating, predisposing, and contributing
factor in the etiology, care, and treatment of both physical and mental illness, and as a basic
unit of interaction and transaction in health care. It was concluded that " no satisfactory
measure of family effectiveness has yet been developed" and that the concept of family
functioning "remains ill-defined ". Considerable research is needed in the development
of methods more appropriate, more sensitive, and more useful than have been produced
so far.

Methodological considerations
There are major pitfalls in devising methodologically sound, administratively feasible,
and cross-culturally relevant assessment techniques. For example, the complexity of the
a

b
c
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relationship between attitudes and behaviour, and the influence of intervening variables,
is frequently noted. Studies should be designed not merely to predict a criterion, but to
compare the efficacy of alternative methods of assessment and prediction. Coping and
adaptive behaviour cannot be studied apart from the environmental context and situational
determinants. Particularly relevant is the need for behavioural tests to closely approximate
real-life tasks and to assess the task requirements of different types of naturally occurring
situations.
Questions of ethics and the protection of human rights have gained importance. For
example, describing family behaviour as " healthy " or " dysfunctional " has great potential
for misuse: there is the danger of subjective values being used as " objective " criteria of
health in conflict with the views of others. The role of the family as a social unit within
society is interwoven with ideological concepts; normality may be defined as what is
expected rather than what exists. The impact of culture, history, and social class is particularly relevant in defining family health. What is adaptive or creative in one era, culture,
or socioeconomic class may not be so in another. In this period of rapid social change
the social relevance of the research approach must be carefully scrutinized in each country.

TOWARDS A THEORY OF HEALTHY FAMILY FUNCTIONING
Choice

Individuals comprising a family unit are constantly faced with choices and alternative
courses of action that will determine, at least in part, healthy family functioning and their
ability to cope with stress. Awareness of these points, the extent to which alternative
courses are recognized, and the degree to which choices are based on realistic appraisals
of different costs and consequences are believed to be the keystones of healthy family
functioning. Public policies and their implementation, the provision of information,
education, and services, and the social-motivational factors that encourage or discourage
various alternatives are subjective aspects of the environment which must be appraised by
family members along with their own needs and desires. Family functioning involves more
than one person and is subject to change with time; understanding the communication
process and the perceptions of family members is essential to an understanding of healthy

family functioning.
The decision-making process
In nearly all sociocultural contexts, the individual's idea of his or her partner's perceptions is of critical importance. However clever social scientists may be in unearthing valid
information about knowledge, attitudes, and even the individual practices of one person,
false conclusions may be drawn about the behaviour of this individual in conjunction
with his/her partner and, consequently, on how healthy family behaviour is determined or
modified. Valuable lessons can be drawn from the psychosocial model of fertility choice
behaviour, which emphasizes the subjective assessment of the environment by the individual
and the importance of the two partners in a couple in determining each other's choice.
Where possible, both parents of a nuclear family should be included in a research study
of family decision making.
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Research planning
In studies of healthy family functioning, it is critical to know not only what is available
in the environment of the community but, even more critically, what family members believe
to be available. Receptiveness to health information can be restricted by conceptually
elusive yet nonetheless powerful psychological forces, such as alienation. Similarly, decisions
have to be reached on how study populations might be defined, the stage in the family life
cycle of the population groups studied, the nature of the data to be collected, and methodological design factors.
The possibility of defining populations for study on the basis of self-selecting biopsychosocial factors makes cross-cultural comparisons more meaningful. While cultural and
environmental factors differ, the principles of the dynamics of healthy family functioning
do not. It is these principles that form part of the theory of healthy family functioning
and, in a classical pattern, the development of new hypotheses for behavioural testing.
THE YOUNG FAMILY:
A PROPOSAL FOR COOPERATIVE CROSS-CULTURAL RESEARCH
The basic unit of healthy family functioning
While much attention has been devoted to the relationship between sociodemographic
variables and indicators of dysfunction, relatively little consideration has been given to
mutable psychosocial variables such as healthy family functioning, health maintenance,
and coping behaviour. Already available knowledge is used primarily by a minority of
families who appear to engage in planning behaviour encompassing all parts of family life,
including health. To gain a comparative cross-cultural perspective, it is proposed that
coordinated research be carried out into the behavioural attributes of healthy family
functioning in the early years of marriage (or consensual unions or other marriage-like
longer-term relationships). What distinguishes young families who plan effectively from
others at similar stages of the life cycle in different cultures experiencing rapid social
change? What information and practical recommendations can be provided to policy
makers to enlarge this group of effective early planners and copers? How can successful
coping be defined, taught, and communicated?
The basic unit of successful coping and healthy family functioning is likely to be the
young family. Categories of variables of seemingly universal relevance will have to be
delineated and a set of structured data needs prepared to test hypotheses concerned with
coping behaviour in developed and developing countries. The focus could be on coping
with specific concerns ranging from migration and uprooting to fertility regulation. While
cultural differences exist, comparisons within and between cultures offer tests for hypotheses,
especially if selected families can be followed through the family life cycle.

Methodological advantages
There are major methodological advantages to studying recently formed family units.
This population is relatively small in any given society, is usually definable, and (with proper
precautions) can be approached. It is likely that a proportionately large, representative,
and relatively good sample can be obtained in most countries willing to cooperate. Since
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in most societies nearly all individuals " marry ", the proposed group usually represents a
thorough cross-section of the population (albeit at one point in their life cycles) so that
information about them is likely to cut across all socioeconomic classes and provide
useful information for the nation as a whole. At this stage in the life cycle, the couple
is also a self-determining social unit, comparable across cultures, because the basis for
the group is a universal stage in a person's existence. By letting the group " self-select'"
rather than selecting them on the basis of age or other variables, which have different
social significance in different cultures, more cross-culturally comparable populations
are obtained.
With increasing awareness of psychosocial factors in health, the time has come for
greater sharing of lessons already learned in different countries, for a better understanding
of family coping, and for international cooperation in seeking new knowledge about
healthy family functioning. That has been the aim of this paper.
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RESUMIE

Une vie familiale saine:

aperqu transculturel

Dans cet article, une vie familiale saine est definie comme celle d'une unite familiale capable
de faire face aux tensions causees par les changements culturels, environnementaux, psychosociaux et socio-economiques au cours de son existence. L'etude comporte huit sections consacrees
respectivement 'a une approche de la notion de vie familiale saine, a la promotion de la prevention,
au cycle de vie de la famille, a la capacite de faire face au stress du milieu ambiant, aux ressources
communautaires, aux approches de l'evaluation des reactions d'adaptation, 'a l'esquisse d'une
theorie de la vie familiale saine, enfin 'a la presentation d'une proposition de recherche collective
transculturelle portant sur la jeune famille.
On admet generalement que la famille est le premier milieu social capable de repondre aux
besoins fondamentaux de survie, d'amour et d'appartenance, d'identite et de promotion personnelle. La comprehension et la connaissance formelles de la dynamique familiale et des caracteristiques de l'institution familiale sont recentes, leur etude scientifique clinique et la reconnaissance
de la famille comme l'une des forces sociales les plus importantes du developpement humain
datant des deux dernieres decennies. Les Assemblees mondiales de la Sante de 1976 et 1977 ont
confirme l'importance des relations existant entre les facteurs psycho-sociaux et la sante et celle
de ces facteurs pour les services de sante. La variete des concepts de sante et de bien-etre dans
differentes societes a pour corollaire l'existence de plusieurs modeles possibles de vie familiale
saine. Un monde en evolution rapide, a l'aube d'une revolution sociale, impose 'a l'action de sante
de s'orienter vers la prevention, et notamment de prevoir les risques d'apparition de troubles
mentaux ou emotionnels et de favoriser un etat de sante mentale optimal, condition de la prevention
en sante publique.
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Particulierement menacee et exposee a de nombreuses crises, la famille n'en est pas moins
specialement apte a dissiper les frustrations et 'a relacher les tensions. I1 faut etudier les moyens
de procurer la securite emotionnelle a ses membres, d'assurer 1'int6gration sociale des enfants et
de leur transmettre les valeurs sociales, et de promouvoir chez l'adulte un style de vie responsable
et productif. Ces taches sont urgentes. La vie moderne met les individus et les familles aux prises
avec des tensions variees. Le stress peut etre defini comme une reponse non specifique, d'ordre
physique et/ou emotionnel, a ces tensions et l'adaptation consiste dans l'effort de recherche
necessaire pour resoudre les problemes poses. Mais quels sont les moyens de l'adaptation, comment
et oiu trouver la force de faire face, de quelle nature sont les experiences qui en rendent capable?
Comment reconnaitre les dispositions a l'adaptation et comment les apprendre? Les familles sont
soumises au stress par suite des migrations ou du d6racinement, ou bien encore lorsque l'un ou
l'autre de leurs membres souffre de troubles mentaux. Les changements de milieu social entrainent
souvent une dislocation sociale de la famille. Compte tenu du vaste mouvement d'emigration des
populations rurales vers les villes qui a eu lieu dans les pays en developpement depuis un certain
temps, l'ampleur des lacunes dans les connaissances syst6matiques est surprenante.
La collectivit6 dispose par ailleurs de capacites d'adaptation qui recourent a des moyens tels
que les ressources paramedicales, l'autoresponsabilite et l'entraide mutuelle. Cette derniere favorise
la manifestation de qualites positives au sein de la famille et de la collectivite. Souvent des groupes
d'entraide se constituent dans des situations transitoires critiques du cycle de vie de la famille.
L'entraide mutuelle peut egalement etre organisee comme un moyen de renforcer les ressources
locales pour faire face aux problemes de sante.
Une vie familiale saine etant un processus d'interaction dynamique, son etude appelle une
demarche globale depassant les variables traditionnelles et utilisant des methodes de microanalyse en profondeur pour refleter la realite sociale, economique et culturelle d'une societe
donnee et des concepts de la famille qui y ont cours. Des etudes de cas pourraient etre effectuees,
par exemple dans des villages faisant l'experience de la reforme agraire, ou dans des taudis d'une
ville champignon, ou encore parmi les classes moyennes en voie d'integration dans la vie moderne.
Tous les pays connaissant des situations de stress, un effort international de recherche collective
coordonnee et une meilleure utilisation des connaissances disponibles sont necessaires, meme si
les solutions doivent etre specifiques de chaque pays.
Les techniques d'evaluation applicables aux reactions d'adaptation du groupe familial sont
dans leur enfance. II s'impose donc d'elaborer des methodes plus appropriees, plus sensibles et
plus utiles, mais la mise au point de techniques d'evaluation valables, administrativement realisables
et transculturellement significatives est une tache difficile. En outre, les questions d'ethique et de
protection des droits de l'homme ont pris beaucoup d'importance. Ainsi, dire d'un comportement
familial qu'il est # sain >) ou < dysfonctionnel )> ouvre la voie a l'abus lorsque des valeurs subjectives
risquent d'etre utilisees comme des criteres <i objectifs > de la sante, par exemple. L'impact de la
culture, de l'histoire, de la classe sociale est particulierement important lorsqu'on definit la sante
de la famille et il importe donc d'avancer avec prudence.
L'elaboration d'une th6orie de la vie familiale saine implique une bonne connaissance des
raisons des choix et des processus de prise de decision des familles, ainsi qu'une planification
appropriee de la recherche. Les sociologues devront notamment tenir compte du climat reel des
relations intrafamiliales (couple, enfants, parents) et les plans d'etude devront prendre en consideration l'ensemble des donnees concernant le stade de la vie familiale, le milieu social, etc.
Aux fins d'une recherche collective transculturelle, I'auteur estime qu'il faudrait choisir la
jeune famille nouvellement formee comme modele d'etude approprie. On a consacre beaucoup
d'attention aux relations entre les variables socio-demographiques et les indicateurs de dysfonction,
mais on en a peu accorde a des elements tels que la sante de la vie familiale, le maintien de cette
sante, la capacite d'adaptation et leurs causes. Des recherches coordonnees sur le comportement
des jeunes couples au cours des premieres annees de mariage devraient permettre de repondre,
dans une perspective transculturelle, a des questions comme celles-ci: quels sont les caracteres
distinguant les jeunes familles qui s'organisent de maniere effective de celles qui ne le font pas,
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a des stades identiques du cycle de vie et dans difftrents milieux culturels connaissant des changements sociaux rapides? quelles informations et recommandations pratiques peut-on fournir aux
responsables de la politique sociale pour elargir ce groupe de familles capables de s'organiser et de
s'adapter de fagon precoce et effective? comment d6finir I'adaptation reussie, 1'enseigner et la
communiquer? Pour repondre it ces questions il faudra esquisser des categories de variables de
signification universelle et preparer une serie de donnees structurees requises pour tester les hypotheses concernant les comportements d'adaptation dans les pays developpes comme dans les pays
en developpement.

