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Abstract
A substantive theory that explained the experience of caring for a person with a mental illness was developed using
grounded theory methodology. When participants began caring
they were overwhelmed by the role and consumed by what was
happening to the ill family member, to themselves and to their
family. This state was conceptualised as a social psychological
problem called being consumed. In managing the experience of
being consumed, all carers engaged in a social psychological
process, call seeking balance. During this process, carers moved
to a state where their commitment to the ill family member was
more balanced and proportionate to other areas of their lives.
Key Words: mental illness, primary carer, burden of caring,
being consumed, seeking balance

The implications of this research include the need for increased collaboration between health professionals, policy
makers and carers along with the recognition that mental illness
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impacts on the individual, their family and the community at
many levels. The findings also provide health professionals
with a valuable insight into caring. The need to decrease the
stigma directed towards people with a mental illness is important to facilitate the person’s integration into the community
and sustain a cohesive level of family life. To support this, the
general population requires increased education to be better
prepared at a community level to effectively support the ill
person and their family.

goals are affected by caring (Jeon & Madjar, 1998). To
date, most research on caring has focused on measuring
burden and not the experience from the carer’s perspective. This experience remains largely hidden and greatly
undervalued in society (Wynaden et al, 2006). Hence, the
theory presented here makes a significant contribution to
this important area.

INTRODUCTION AND BACKGROUND

Context of the Study

In Australia, one in five people suffer the burden of
mental illness and one in four families have an ill member
(Australian Bureau of Statistics, 1997). Mental illnesses
are among the ten leading causes of disease burden accounting for 13% of Australia’s total disease burden
(Australian Institute of Health and Welfare, 2006).
Improvements in the human and legal rights afforded
to mental health consumers has led to the global trend
of providing care in the least restrictive environment,
preferably the consumer’s home. The family is now one
of the most significant supports (Mohr, 2000) and their
involvement is an important factor in determining the ill
family member’s quality of life.

This study was completed within the context of the
Western Australia community. The original grounded
theory method developed by Glaser and Strauss (1967)
was followed in all stages of this research. Grounded
theory is based on the symbolic interactionist school of
thought and provides a unique way of studying human
behaviour and interaction. It places emphasis on social
process, the perceptions, thoughts, intentions and actions
of individuals, as well as how individuals define their
situation. The goal is the construction of theory that
provides understanding and explanation of identified
major categories, their properties, and the relationships
between them (Calloway & Knap, 1995). It is a powerful way of interpreting reality (Strauss & Corbin, 1990).
Grounded theory was chosen for this study as it had the
potential to discover new perspectives on caring not currently identified in the literature.

Caring can be both an emotional and a challenging
experience with the associated burden first being identified by Grad and Sainsbury as early as 1963. The move to
community care has shifted many of the responsibilities
associated with the ill family member’s health care needs
and costs from the health care system to the family (Smitka, 1998). Many families have been thrust into the role
of caring and display a range of responses and emotions
such as fear, anger, self-blame, or guilt (Paternelj-Taylor &
Hartley, 1993). King, Collins, and Liken (1995) identified
four main themes as to why families make a commitment
to care and these were that families: are obligated to care,
are owners of their difficulties; should protect vulnerable
members; and are self-reliant units. These reasons often
account for a family’s ongoing commitment to care even
when the personal cost is considerable. However, failure
to understand the caring experience along with reinforcing societal expectations that all families will take on this
role, can place abnormal levels of stress on the family
(Jeon & Madjar, 1998).
Many who take on the caring role are already vulnerable.
Jablensky et al, (1999) found that 42 percent of carers
were mothers and the role impacted on their domestic,
social, occupational, and leisure routine. In addition, financial security and stability, relationships, mental health,
coping and adjustment, and achievement of personal

METHODOLOGY

Ethics Approval
Ethics approval to conduct this study was obtained from
Curtin University of Technology.

Sample population
Participants were recruited through carer groups, advertisements in local newspapers and over radio stations. An
information sheet was given to participants and informed
written consent obtained prior to each interview. Participants had to be over 18 years of age, speak English well
enough to be interviewed without an interpreter and be
a primary carer for a person with a mental illness.
Participants’ age ranged from 31 to 85 years. The caring
experience ranged from one to 33 years with a mean of
nine years. Twenty-two participants were female and most
(n=20) were caring for a son or daughter with disorders
such as schizophrenia, bipolar disorder and/or depression.
Five were caring for more than one ill family member
and four were raised in a family where one parent had a
mental illness.
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Data Collection
Data collection occurred over a twelve month period
and data collection methods included: semi structured
in-depth interviews, memoing and the use of existing
literature in the subject area. The mean interview time
was one hour and 15 minutes.

Data analysis
Data was analysed using the constant comparative
method of analysis which underpins the grounded theory
method. Initially, purposeful sampling was used to recruit
participants who had experience in caring and were able
to provide detailed descriptions and reflect on their
experiences. When categories began to emerge during
data analysis carers who were seen to have expanded
or specific experiences and/or knowledge were sought,
for example, prominent carer advocates. In addition,
participants who were viewed as fulfilling the criteria of
atypical carers, for instance, carers who also had a mental
illness were interviewed.
Sampling continued until saturation occurred and no
new information was being obtained. In addition, the
findings were then reviewed and integrated with current
literature on the topic. Hence the developed theory was
grounded in both the experiences of participants and
available scientific literature.
Thirty eight interviews with 27 primary carers were
completed. Nine participants were reinterviewed to
clarify/expand on issues from the first interview. Using
the constant comparative method of analysis a social
psychological problem common to all participants was
identified along with a social psychological process that
participants engaged in to manage the problem.

The social psychological
problem of being consumed
The social psychological problem was called being
consumed. When participants began caring they were
consumed by the loss of things that they had once taken
for granted, for example, established patterns of family
life, ability to work and financial security. Being consumed
encompassed a bewildering sense of preoccupation, absorption, and engrossment with what was happening to
them, the ill family member and their family. Participants
reported that being consumed meant that they experienced
threats to their integrity, identity, self-esteem and selfequilibrium. They were overwhelmed by the impact of
the experience on their life goals and dreams and felt

crushed by the enormous load placed upon them. At this
time their own well being was also threatened: “Things
got so bad with John [son] that I thought I am going to
jump in front of the next train. I really thought that it
was the only solution” (P3). They began to question their
ability to continue to be there and this was articulated
as: “How can I go on?” (P15, 20, 23). Being consumed
comprised two stages: “disruption to established lifestyle”
and “sustained threat to self-equilibrium”.

Stage 1: Disruption to the established lifestyle
In this stage, participants’ feelings of being consumed
were related to the period before the family member was
officially diagnosed with a mental illness. Participants
reported changes to established pattern of family life
when the family member’s abnormal behaviour became
pronounced. Initially, while participants recognised that
something was wrong they became preoccupied with
the fact that they did not know what was wrong. The
preoccupation consumed their time and impacted on
their ability to accomplish their planned life goals. As a
result, participants were unable to meet established obligations, for example, work and experienced increasing
isolation from family and friends. The duration of stage
one differed for each carer but consisted of three main
aspects: 1) the recognition that something was wrong; 2)
preoccupation with not knowing what was wrong and 3)
being overwhelmed.
Initially participants recognised little things of increasing
concern to them: “I had a few concerns…..John [son]
was always in the back of my mind as a concern. … I
was scared, I didn’t know what was happening” (P5).
The recognition that something was wrong occurred for two
main reasons: the warning signs displayed by the ill family
member and the increasing disturbance to established
family life. For some participants the warning signs began
when the family member was very young. However, most
commonly they presented during the adolescent period
and included indicators such as poor school attendance/
refusal, physical problems, rebellious destructive and/or
out of character behaviour. Most participants had no understanding of mental illness but noticed a change in the
family’s established pattern of life in the form of increasing: family conflict; family dysfunction; family isolation;
and, disturbances in other vulnerable family members.
The recognition that something was wrong made participants preoccupied with not knowing what was wrong. During this stage, all participants believed that the family
member had a mental illness. However, when reassured
that this was not the case by professionals such as teachers
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or school counsellors, participants began to experience
periods of self blame believing that, for example, their
parenting style was the cause of the problem.
Throughout the stage, participants experienced being
overwhelmed when they became embroiled in a crisis
situation, for example, managing aggression or suicide
attempts. This was distressing as they realised that they
no longer really knew the ill family member and could no
longer predict how they would behave: “I never believed
that I would ever see my daughter well again. She was
somebody else” (P10). While not all participants were
exposed to violence, some were overwhelmed that their
family member might be violent in the future:
Tony [husband] never hurt the girls or me, only himself.
But I worry that he might get up one night and shoot the
girls, or shoot me as we have guns. They are locked up
and he does not know where the key is but I can’t get rid
of them, as he would get mad. (P24)

Stage 2: Sustained threat to self-equilibrium
All participants entered the second stage of the social
psychological problem of being consumed entitled, titled
sustained threat to self-equilibrium when the ill family
member was formally diagnosed with a mental illness.
For participants the sustained threat occurred for several
reasons: 1) the commitment made to care for the family
member; 2) feelings of grief and loss; 3) the personal cost
of caring; 4) the need to manage future crisis situations;
5) the need to put the family member’s needs above their
own; and, 6) the disruption to achieving their own life
goals/dreams. The stage consisted of four aspects: the day
to day caring experience; grief and loss; the personal cost
of caring and being overwhelmed.
The day to day caring commitment made to the ill family
member varied between participants. However, for most
it centred on providing food, support, socialisation, caring for physical needs, financial support and monitoring
the ill family member’s mental state. Two prominent
components were participants need to ‘be there’ and
accommodation and financial issues. The need to ‘be
there’ was for some carers based on choice while for
others it was based solely on obligation. Irrespective of
the reason ‘being there’ was consuming and impacted
heavily on participants’ lives. Similarly, many participants
experienced feelings of being consumed by the ongoing
financial and accommodation commitments they had to
constantly make.
Another aspect of this stage was the experience of grief

and loss. Participants grieved for the loss of the person
they once knew or expected to know, along with the loss
of a ‘normal’ family life. Grief and loss impacted on all
members of the family with some members developing
emotional problems or leaving home at the earliest opportunity. Participants also felt guilty because the time
they spent caring for the ill member impacted on the
other children’s development.
The family also experienced a loss of interactions with
the broader community, for example, changes in established relationships with friends: “It was very difficult to
bring anyone home because you never quite knew what
John [son] would do” (P3). Participants also related experiences of stigma: “Joan [daughter] got a lot of teasing
at school because of Jan [ill sister]. She only brings one
girlfriend home” (P22).
Another aspect of a sustained threat to self-equilibrium
was the personal cost of caring. Participants’ life goals and
dreams were threatened by their caring commitment.
They reported changes in their physical and emotional
health, for example, depression which they believed was
directly related to caring. Participants felt alone expressing
that not many people understood what they were going
through. The female carers reported that their marriage/
relationship ended or was affected by the caring role. If
present, their spouse/partner left most of the responsibility
of caring to them.
The last aspect of sustained threat to self-equilibrium was
being overwhelmed. Participants continued to be frightened
by the affected family member’s violence or escalating
behaviours. They were also overwhelmed by their own
response during these times. There was a realisation when
confronted with, for example, aggression that participants
no longer really knew the person they were caring for.
Some carers were overwhelmed by having to manage the
family member’s recurring suicidal behaviours. Moreover,
they were distressed by their own responses in these situations and were left with immense feelings of guilt:
There were occasions where I thought that if Rose [wife]
was going to kill herself I would give her room … I don’t
feel good about that because she doesn’t deserve that …
In the back of my mind I thought that was a solution. (P7)

The social psychological
process of seeking balance
In an attempt to manage the two-stage problem of being
consumed participants engaged in a process called “seeking
balance”. For participants, seeking balance allowed them to
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move towards neutralising their experience as they search
for, obtained, and tried to maintain a state where their
self-equilibrium, mental steadiness, and other aspects of
their lives were increasingly more balanced, harmonious,
and calm. The process of seeking balance consisted of
three phases: “trying to make sense of what was happening”, “restoring self-identity”, and “reaching out to make
a difference”. Phase one was prominent prior to the time
when the affected family member was diagnosed with a
mental disorder. The remaining two phases occurred after
participants became aware their affected family member
had a mental illness.

Phase 1: Trying to make sense of what was
happening
Trying to make sense of what was happening consisted of
three aspects: the use of coping mechanisms; seeking
knowledge and understanding of mental disorders; and,
trial and error responses. In trying to manage the stress
associated with being consumed participants utilised
conscious and unconscious coping strategies. Most participants used denial at some time finding this helpful as
it allowed them to carry on with their daily routines, to
block distressing thoughts and not to think too deeply
about what was happening. They focused on the present
and tried not to think of the future as these thoughts were
often problematic. Work was helpful as it provided an
avenue to forget and, thus, protected participants’ mental
well-being. Religion was a valued resource as was physical
exercise, socialisation and recreation. Participants made
conscious changes to their established daily routines to
free up time to assist them to cope and developed a different mental framework to use in stressful situations. They
found journaling helpful while others spoke of concentrating on staying positive with an optimistic mindset and
being able to appreciate humour.
Seeking knowledge and understanding was the second
aspect of the first phase and most participants believed,
long before the official diagnosis that their family member
could have a mental disorder. In trying to make sense of
what was happening, they began to access information on
mental illness as they realised increased knowledge and
understanding may provide some answers. This was helpful as it confirmed their established beliefs and assisted
them to face reality and continue to search for a solution.
The use of trial and error approaches was the third aspect
of this phase and participants sought help from a variety
of sources including their doctor. Others lost confidence
and experienced feelings of self-blame which lead them to
change their parenting style. Some participants compiled

dossiers on health professionals whom they thought would
be most helpful. A common manifestation of the trial and
error approach was that participants began to exaggerate their affected family member’s problems when they
contacted health professionals, hoping that this would
ensure they received help. They also resorted to seeking
professional help for themselves as they realised they
could not continue alone to manage what was happening.

Phase 2: Restoring self identity
When the family member was diagnosed with a mental
disorder, participants entered the second phase of the
social psychological process of seeking balance called restoring self identity. All participants expressed relief that
they finally knew what was wrong. This phase consisted
of four aspects: continued use of coping mechanisms;
seeking further knowledge and understanding of mental
disorders; regaining self-control; and, becoming empowered. Participants continued to utilise established coping
responses. For many, exercise and religion provided escape
and support and became part of their daily routine. Participants also sought more knowledge and understanding
of the mental illness, the medications the family member
had been prescribed and how to effectively manage crises. Many sought help from and completed educational
programs conducted by carer organisations.
The third aspect of this phase was called regaining selfcontrol. Participants began to regain self-confidence as
they realised that they had not caused the problem. The
realisation that the ill family member would never achieve
previously established goals forced participants to set new
goals and expectations. This allowed the resolution of
many of feelings of grief and loss and to look towards the
future with new goals and dreams for both themselves and
the family member. It provided participants with some
control and direction over their situation.
The final aspect of this phase was called becoming
empowered and during this time participants refined
their skills and developed mastery over their caring role.
They refined their communication strategies with health
professionals, for example, they became more assertive as
this increased their accessibility to doctors. They began
to mentally prepare for their interactions and to write
down questions they wanted to ask and to document
what happened during the meeting.
The mobility of health professionals impacted on participant as they had to continually re-negotiate their role with
new professionals. In seeking balance, participants realised
this would be an ongoing problem and began negotiating
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their involvement as soon as they encountered the new
health professional. They developed strategies to manage
the pressure often placed upon them to take their family
member home following periods of hospitalisation. This
occurred even when the affected family member did not
normally live with the participant. Health professionals
continually made assumptions about participants and
they began to correct those assumptions and define limits
around their caring commitment. This was particularly
important for participants in seeking balance.
Most participants reported difficulty in accessing support during emergency situations. In becoming empowered,
they focused on strategies that increased their chances of
gaining the required help. They realised that they were a
very important link to the success of community mental
health care and this provided them with bargaining power
that enabled them to set limits and not to be placed under
pressure at times when they were vulnerable. Participants
began to speak and write to authority figures, for example, members of hospital management team, lawyers,
politicians, or members of the media as these people had
the authority to quickly effect change and, hence, help
participants. Acquiring these “tricks of the trade” was
summarised in the following comments: “there are tricks
of the trade [caregiving] you learn” (P7); “you learn little
tricks of the trade as you go along” (P8).
Participants also acquired special skills that helped
them to communicate more effectively with their affected
family member, for example, not to argue or to get upset
with them. They also learnt skills which were particularly
helpful in: assessing the affected family member’s mental
state; managing crisis situations; setting limits with the
affected family member; acknowledging improvement in
the affected family member; and, issues surrounding the
family member’s prescribed medication. This allowed participants to more effectively manage the ill person during
crisis situations and decreased their experiences of being
overwhelmed. When participants obtained this degree of
mastery they moved to the last phase of the core process
entitled reaching out to make a difference.

Phase 3: Reaching out to make a difference
Successful passage through the first two phases of the
core process resulted in participants’ lives becoming more
balanced. When this occurred, they began to feel the
need to help new carers. Not all participants had reached
this phase at the time of being interviewed for this study.
Furthermore, participants’ successful passage through
the first two phases was not related to the length of time
they had been caring but to their experience of seeking

balance. The phase consisted of two aspects: participants’
continued use of coping responses and using knowledge and
understanding of mental disorder to make it different for others.
Participants continued to utilise their coping responses.
However, these responses were now refined and well
practised. Work, exercise, and religion remained valuable
for participants in moving towards seeking balance in their
lives. These responses facilitated participants’ ability to
make further adjustments to their life. Another coping
strategy employed was the reflection on the positive
contribution the affected family member had made to
their life. Similarly, they obtained satisfaction when their
affected family member’s condition improved. In seeking
balance, participants also began to evaluate the overall
impact of caring on their own lives.
The second aspect of the phase was entitled using
knowledge and understanding of mental disorder to make it
different for others. Participants joined a variety of groups
to educate people about mental disorders, for example,
the police. Several participants became involved with
policy and planning at a state and national level through
membership to committees, review groups, and stakeholder groups. Some expressed that they had participated
in this study because they wanted to make a difference:
“I want to help others so they don’t have to experience
what I experienced” (P24); “It is important to try to make
a difference [bring about understanding and change]”
(P19). Other participants believed that it was very important for health professionals to fully understand what
carers told them and for them to work with, and value
the contribution made by carers. Others spoke to school
children about mental disorders taking every opportunity
during the contact to try to make them understand the
carer’s experience.
One participant provided a different perspective of
reaching out to make a difference. Early in her caring experience she had been deeply touched by the work of
Anne Deveson an Australian celebrity whose son had
schizophrenia. When she was unable to express her feelings, she felt Anne’s work in this area was an accurate
representation of her experience. Now that she was
mentally stronger and had achieved more balance in her
life, the participant knew she must become a role model
for other carers who were not yet ready to speak.

Summary of theory
The substantive theory of seeking balance (see Figure 1)
saw participants move from being consumed to a situation
where they had obtained balance in their lives. When
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in a state of seeking balance participants had developed
a sense of mastery, had regained their self-identity, felt
empowered and wanted to reach out and make the
experience different for new carers. The movement to a
state of balance was greatly affected by carers’ interactions

and communication with health professionals along with
the level of support they experienced from friends and
neighbours. Obtaining knowledge and understanding of
mental disorders also facilitated the movement towards
balance in their lives.

THE SUBSTANTIVE THEORY OF SEEKING BALANCE TO OVERCOME BEING CONSUMED

THE SOCIAL PSYCHOLOGICAL
PROBLEM:
BEING CONSUMED

THE SOCIAL PSYCHOLOGICAL
PROCESS: SEEKING BALANCE

PHASE ONE
Trying to make sense of things

STAGE ONE
Disruption of established
lifestyle

Aspects
1.	Recognition that something was
wrong
2. Preoccupation with not
knowing what was wrong
3.	Being overwhelmed

STAGE TWO
Sustained threat to
self-equilibrium

Aspects
1.	The day-to-day caring
commitment
2. Grief and loss
3.	The personal cost of caring
4.	Being overwhelmed

Aspects
1. Participants’ use of established coping
	Responses
2.	Seeking knowledge and understanding
3. Using trial and error approaches

PHASE TWO
Restoring self-identity
Aspects
1. Participants’ further use of coping
	Responses
2. Increased knowledge and understanding
3.	Regaining self-control
4.	Taking control

Influencing Conditions
1. Participants’ prior exposure to, knowledge of, or
experience with mental disorders
2.	Communication with health professionals
3.	The type and quality of emergency services
4. Mobility of health professionals
5. Health professionals’ management strategies
6. Level of support

PHASE THREE
Reaching out to make a difference
Aspects
1.	Continued use of coping mechanisms
2. Using knowledge and understanding to
help others

Influencing Conditions
Aspects
1. Participants’ prior exposure to, knowledge
of and/ or experience with mental
disorders
2. Participants’ level of social support
3. Participants’ level of well being
4. Availability and support of health
professionals

Figure 1: A substantive theory of seeking balance to overcome being consumed
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DISCUSSION
The substantive theory described here highlights that
the journey that carers complete has a major impact
on them. However, with most experiencing incredible
losses along the way, they are still able to demonstrate
individuality, purpose, resilience and strength of character. All carers in this study expressed the need to be
acknowledged and valued by health professionals and to
be seen as partners in the caring experience. Although
policy documents refer to this level of engagement with
carers, in reality, it is the clinician who determines how
carers are received at point of contact. While positive
engagement and communication have long been identified in the literature as influencing health care outcomes
(Budd & Hughes, 1997; Irurita, 1996b; Kruijver, et al,
2000) more emphasis needs to be placed on the importance of this partnership to mental health outcomes for
the consumer and their families.
Successful engagement requires revision of patient
confidentiality laws in relation to carers. Marshall and
Solomon (2000) and Wynaden & Orb (2005) found
confusion among health professionals concerning what
constitutes confidential information and what information should be freely shared with carers. As a result
carers were often deprived of all information regarding
their family member’s illness and these actions are not
accordant with the partnership model of care. Szmukler
(1999) claimed that a lot can be achieved when health
professionals, carers, and consumers use an ethically
sensitive approach to family engagement at the outset
of treatment. This ethically sensitive approach involves
spelling out, through the process of obtaining informed
consent from the patient, the basis on which family involvement will proceed.
Increased knowledge and understanding of mental
illness was helpful to participants in their movement
towards seeking balance. However, most carer information programs have traditionally focused on, for example,
using communication patterns that are low in expressed
emotion and critical comments (Miklowitz, Goldstein,
Nuechterlein, Snyder & Mintz, 1988). More recently, a
movement has occurred to provide carers with socially
focused information promoting networking between families, fostering practical and emotional support networks,
and developing social understanding about mental disorders (Porter-Smith, 2001). These programs have been
valuable to carers, particularly in resolving feelings of
grief and self-blame. While each carer, their caring situation, and their assets and strengths should be assessed
and acknowledged by health professionals the emotional

support provided by health professionals should focus on
facilitating the carer’s strengths rather than the affected
family member’s illness and pathology (Doornbos, 1996).
In addition, as carers are regularly exposed to crisis situations they would benefit from education and training
that ensures their physical and emotional safety within
their own home. The provision of emotional support is
especially valuable during emergency situations. They also
require education on how to access, for example, respite
care and/or avenues for obtaining financial assistance that
is essential if carers are to make ongoing commitments to
care for family members.
As participants were initially consumed by their caring
obligations, there is a significant need for education of
the general population about the causes, presentation,
and treatment of mental disorders. This approach is supported by other researchers, for example, those studying
chronic illnesses such as cancer and dementia. These
researchers have reported that such an approach enabled
those affected by the condition, and their carers, to cope
with the experience more successfully (Shaw, Wilson &
O’Brien, 1994).
The general population’s increased education and
understanding may also decrease the stigma experienced
by people who have a mental illness, their carers, and
their families. Stigma is acknowledged globally as one
of the major problems to the success of community
mental health care (Sartorius, 1998) and it prevents
a person from being fully accepted in society. Current
research suggests that the media plays a pivotal role
in the stigmatisation of mental illness and, therefore,
could also play a role in the de-stigmatisation process.
Governments should aim to use the media effectively
to improve the preparation of the general population’s
understanding of mental disorders.
Front line professionals such as teachers, counsellors,
psychologists, nurses and general practitioners also require education on prodromal behaviours linked to the
development of mental disorders to more accurately assess and manage people who may be “at risk”. Whilst the
difficulty of prospectively predicting a mental disorder is
acknowledged, prodromal indicators, when used appropriately, could facilitate the early diagnosis and treatment
of young people with mental disorders. This education
should include raising the awareness of the importance of
listening to parents and providing them with appropriate
support, informative education, and advice in response
to their expressed concerns about the affected family
member’s abnormal behaviours.
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CONCLUSION
Globally, the trend is to provide mental health care in
the least restrictive environment and, preferably, in the
ill person’s home supported by their family. While community mental health care has been viewed as a dramatic
step forward in treatment the impact of providing care
in the home affects the family in numerous ways. This
article provides a unique insight into the experience of
caring and how health professionals and society can better
support the family in the community.
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