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Census figures point out the increase in the population of step- 
families, families in which one adult is a stepparent. Since it is 
likely that family physicians will have more stepfamilies in 
their patient populations than in previous times, it is important 
for physicians to be aware of the characteristics of stepfamilies 
that are not present in intact nuclear families. These character­
istics are (1) the formation of the stepfamily out of loss, (2) 
a common history of some family members, (3) a parent-child 
bond that predates the couple bond, (4) a biological parent 
elsewhere, (5) children as members of two households, and (6) 
the legal limitations of the step relationship. Functions the 
physician might be able to serve for the stepfamily as its mem­
bers work on the tasks associated with each characteristic are 
described. Recommendations for residency training and re­
sources for physician and patient education are given.

Family physicians and others have been defin­
ing, refining, and debating the meaning!s) offamily 
in family practice for a number of years. The 
standard definition of family given in “ A Glossary 
for Primary Care” is “ a group of persons sharing a 
common household. A relationship (not necessar­
ily by blood or marriage ties) is implied.” 1 The 
family has most frequently been depicted as a 
group of individuals sharing a common past and 
future and bound by emotional and/or blood ties. 
The biologically intact nuclear family and its life 
cycle stages are clearly described in the standard 
family medicine texts.2 5 Recent reports from the
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US Bureau of the Census indicate, however, that 
at any given point in time, the majority of house­
holds in the United States are not intact nuclear 
family structures.6 An increasingly prevalent fam­
ily structure is the stepfamily. The stepfamily as a 
unique family structure with associated specific 
needs has not been reflected in the family practice 
literature.

The purpose of this article is to examine fea­
tures that distinguish the stepfamily from the tra­
ditional intact (biological) nuclear family model 
and subsequently to clarify the physician’s func­
tions in constructively assisting individuals in such 
a family group. In addition, the inclusion of rele­
vant information regarding stepfamilies as part of 
the residency program curriculum will be discussed.

Stepfamily Population
Blended, reconstituted, remarried, and re­

coupled are all terms which have been applied to 
the stepfamily structure. For this discussion a
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stepfamily will be defined as a family in which one 
of the adults is a stepparent, regardless of the ages 
of the children.

The stepfamily structure is important to the 
family physician for at least two reasons. First, 
stepfamilies make up a numerically significant 
proportion of the patient population. By 1979 it 
was estimated that stepfamilies accounted for 10 
to 15 percent of all households in the United 
States.7 By 1978 at least 6.5 million children under 
the age of 18 years lived with a natural parent and 
a stepparent, a conservative figure, since children 
living with their natural father and a stepmother 
were not included in the figures. The 6.5 million 
also does not include children living with a single 
parent who visit a remarried noncustodial parent. 
Glick, who has long done the most careful assess­
ments of family trends based on the census data, 
predicts that by 1990 the number of stepchildren 
will probably exceed 7 million and represent at 
least 11 percent of all children under the age of 18 
years.8

The term step is a derivative of the Old English 
word steop, which denoted the bereaved or or­
phaned. The authors use the term stepfamily with 
full recognition that a minority of such families are 
now created following the death of a biological 
parent. Glick identified the years (1974 and 1975) 
in which the number of marriages disrupted by 
death was equalled and then exceeded by mar­
riages disrupted by divorce. In fact, by 1979 only 
12 percent of all the single-parent families in the 
United States were headed by widows or widowers.9

In addition to the numerical significance of step- 
families in a patient population, stepfamilies are 
significant because they involve issues and devel­
opmental tasks that are in dramatic contrast to 
those of nuclear family units. The authors recog­
nize that adoptive families are generally consid­
ered as nuclear families; however, the adoptive 
family is excluded from the definition of nuclear 
family in this article precisely because the adop­
tion process gives rise to several characteristics in 
common with stepfamilies. Further treatment of 
this point can be found in the Vishers’ comparison 
of stepfamilies and adoptive families.10

Current curricula of medical schools and resi­
dency programs appropriately focus on the intact 
biological family life cycle as a foundation for 
understanding family processes and development. 
In addition, however, curricula should include
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study of the typical issues facing alternative family 
structures such as the single-parent family and the 
stepfamily. It is inappropriate to study these alter­
native forms as aberrations of the nuclear family 
model.

Stepfamily Characteristics
There are six characteristics of stepfamilies that 

are different from those of biological nuclear fami­
lies.10 These characteristics have a strong impact 
on stepfamily development. Development, it is 
assumed, will be enhanced as the family accom­
plishes the tasks associated with each characteris­
tic. The authors have suggested corollary func­
tions for physicians as a way to stimulate and 
complement the family’s tasks (Table 1).

It is important to remember that the charac­
teristics of stepfamilies are mediated by ages of the 
stepchildren, life cycle stage of each blending 
family segment, and socioeconomic status of the 
family. A discussion of how these factors affect 
stepfamily development is beyond the scope of 
this article and must await careful research.

Loss
A stepfamily is born of loss. A stepfamily is 

formed because of the dissolution of the nuclear 
couple unit, either by death or divorce. Both the 
children and the biological parent have lost an im­
portant relationship. It is the remarriage of a 
biological parent that results in the stepfamily. In 
many cases, the stepparent has also been through 
a relationship loss. The implication of this charac­
teristic of stepfamilies is that all members must go 
through a grieving process.

A second major loss for all of the family mem­
bers is the loss or change of the original family 
relationship, with its traditional norms and clear 
expectations. The stepfamily, when it is formed, 
moves into largely uncharted territory. There are 
no clearly set rules, roles, or expectations for step 
relationships. The grieving process over the loss of 
the nuclear family relationship can be a subtle one. 
It is a very real process, however, since the gen­
eral expectation is that one will live happily ever 
after in a nuclear family. (Does a child say he plans 
to be a stepparent when he grows up?)

The task for stepfamily members is completion 
of grieving for relationship losses and the loss of 
the nuclear family pattern. It will be difficult
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Table 1. Physician's Function in Relation to Stepfamilies

Stepfamily Characteristic Physician's Function Stepfamily's Task

Loss Gather in form ation on previous fam ily 
patterns: length of marriage(s), length 
o f divorce or w idow hood, situation of 
absent biological parent 

Educate fam ily  members on the normal 
grieving process

Complete grieving over 
relationship and nuclear 
fam ily losses

Common history Establish record-keeping system to  accomm o­
date various last names w ith in  fam ily 

Encourage couple planning o f discipline 
strategy

Encourage fam ily creativity in developing 
new traditions

Negotiate differences

Develop new patterns and 
traditions

Parent-child bond predates 
couple bond

Support couple bond Establish a strong couple 
bond

Biological parent elsewhere Encourage direct com m unication of adults 

Arrange fo r transfer o f medical records

Establish direct com m uni­
cation between adults

Children in tw o  households Determine visitation arrangements

Discuss im plications o f visitation for 
continu ity  o f medical care

Encourage children to 
enjoy both households 

Establish ground rules fo r 
each household

No legal step relationship Determine necessity of consent form  fo r 
stepparent and noncustodial parent

Draw up legal agreements

for the family to accomplish other developmental 
tasks if this one is not finished.

The physician can facilitate this important fam­
ily task first by gathering family history informa­
tion that may pinpoint difficulty in the grieving 
process. The circumstances surrounding the dis­
solution of the original marriage(s), the ages of the 
children at the time of the original dissolution and 
remarriage, and involvement of biological parents, 
all need to be considered in assessing potential 
unfinished issues of grieving. An additional func­
tion for the physician can be educating family 
members about the normal grieving process they 
may experience in themselves and each other. The 
goal might be for the family to be tolerant of the 
process of grief resolution and foster a sense of 
cooperation as a result.

Common History
Some stepfamily members have a common his­

tory, whereas others do not. This characteristic is
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most evident in daily conflicts such as those that 
arise over the “ correct” way of making a certain 
dish or in planning for holidays. A great deal of the 
initial tension in stepfamilies is the result of con­
flicts based on common histories.

One of the most frequent sources of tension 
within a stepfamily is the differing expectations 
each adult has regarding discipline of children. 
This is particularly a problem if both of the 
spouses are biological parents and both sets of 
children reside in the home. The adults have the 
choice of developing either a mutual system of 
discipline in which each will support the other or a 
system that supports the right of each biological 
parent to discipline his or her own children. The 
difficulty with the latter choice is that, inevitably, 
the stepparent will encounter situations that re­
quire immediate attention despite the absence of 
the biological parent. .

Stepfamily members need to negotiate their dif­
ferences and explore their various expectations. 
Stepfamilies have an opportunity for increased
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Names: Couple — Smith
Daughter — Jones
Ex-wife — Brown, by remarriage

Visitation: Sons visit on weekends and majority of summer. 
They live 150 miles away.

Custody: Ex-wife has legal custody.
Consent forms signed.

Custodial physician for sons: Jane Doe, M.D.
Medical Park 
Anytown, USA 
phone 000-0000

Key:-------= household registered with program
Symbols: Q  Male

O  Female 
E3 Death 

[ k o  Divorce 
Ca Cancer

Figure 1. Family genogram

intimacy as a result of the negotiation of the dif­
ferences that must occur. The various family 
members can develop creativity as they devise al­
ternative plans for accomplishing desired goals.

The physician has several ways of dealing with 
the idiosyncrasies that arise from the common his­
tories of family members. Initially the physician 
will need to determine whether the office record 
system allows for the variety of surnames possible 
in a stepfamily. A family genogram with the rec­
ords might also be helpful as a quick reminder of 
the specific family arrangements (Figure l).11

Healthy family functioning occurs most easily 
when the adults have clear executive roles in rela­
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tion to the children.12 The physician can encourage 
couple planning of discipline strategies that take 
into account the new family patterns. Opportuni­
ties may also arise to stimulate flexible attitudes 
among family members that will encourage crea­
tive ways of perceiving and developing family 
traditions.

Parent-Child Bond Predates Couple Bond
One of the most striking characteristics of the 

stepfamily is that the parent-child bond predates 
the couple bond. The typical nuclear family has a 
period of time during which the couple bond be­
comes established prior to the arrival of children.
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This is not true for the stepfamily. Consequently, 
jealousy and resentment may arise between a 
stepparent and stepchild who feel that they are in 
competition for the favor of the spouse who is the 
biological parent. The stepparent may feel guilty 
about his or her jealousy of stepchildren. The 
biological parent often feels caught in the middle 
between his or her own children and the spouse.

Establishment of a strong couple bond within 
the stepfamily is the central task related to this 
characteristic. This bond is essential for the sur­
vival of the stepfamily. The physician can support 
the couple bond by encouraging the couple to plan 
time and activities together.

Biological Parent Elsewhere
There is another biological parent elsewhere. 

Whether the absent biological parent is living or 
dead, the concept of that parent has an impact on 
the stepfamily. If the biological parent is living, 
then there is another adult who influences the ac­
tivities of the stepfamily, since often visitation 
schedules have been arranged. The stepfamily ei­
ther sends the children to visit the noncustodial 
parent or it receives visits from the stepchildren 
who reside primarily with the other biological par­
ent. Stepfamilies’ plans for vacation and holidays 
must take into account the children’s need to see 
both biological parents as well as their grand­
parents. For this reason, such plans usually cannot 
be made solely by the couple unit in the stepfamily 
alone.

If the remarriage has occurred following the 
death of a spouse, the reality of the deceased par­
ent must still be considered by the stepfamily. In 
addition to having time to work through the griev­
ing process, the children also need to know that 
their original parent is remembered appropriately. 
The grandparents and extended family of the de­
ceased parent may be living and may still need to 
have some role in the children’s lives. Many step­
parents find that confronting memories of the 
deceased parent is more difficult than working 
with a living parent. As one stepmother put it, she 
had the feeling that she was “ competing with an 
angel.”

Ideally, all adults involved with the children 
would make plans directly with each other. For 
joint custody cases in which the biological parents 
put the welfare of their children and their parent­
ing responsibilities above and separate from their
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previous marital difficulties, this arrangement has 
been worked out satisfactorily.13 Realistically, 
however, in most families this attitude does not 
occur. The physician may be able to encourage 
one or more adults to assume the responsibility for 
communicating with other family members. It is 
important to emphasize that the child’s welfare is 
facilitated when adults communicate directly and 
avoid using the children as message-bearers.

Children in Two Households
The children are members of two households or 

extended families. This characteristic is especially 
applicable if both biological parents are living. The 
majority of custody agreements provide for some 
visitation arrangements, which means that chil­
dren will be switching households on a variable 
schedule. Stepfamilies have to deal with “ culture 
shock” as the stepchildren shift from one living 
environment to another. While most children are 
able to make the adaptation and learn what is 
appropriate in each environment, it is not unusual 
to find that at some point they will test the limits of 
discipline.

Also, children may feel some confusion about 
where they belong and may have some conflicts 
over loyalty. A common concern voiced by chil­
dren of divorced parents is that they want to give 
equal time and attention to both parents.

Adults and stepfamilies can help the children 
adjust to the confusion of membership in two 
households by establishing clear ground rules 
within their own household. The adults can then 
encourage the children to enjoy both households 
and to see the differences between them as an op­
portunity for an increased variety of experiences. 
Such an approach relieves the child of having to 
label one household as “ good” and the other as 
“ bad.”

The physician’s functions related to this fifth 
characteristic of stepfamilies center around visita­
tion. Part of the basic information necessary for 
treating stepfamilies is the visitation arrange­
ments. If the primary patients are the noncustodial 
parents/stepparents, care of the children may be 
episodic or crisis oriented. If the patients are the 
custodial stepfamily, the physician may want to 
suggest that some health information on the chil­
dren be sent to the noncustodial parent’s family 
physician. These points need to be discussed with 
the adults prior to an emergency.
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No Legal Step Relationship
There is no legal relationship between the step­

parents and stepchildren. Their relationship ends 
when the marriage ends unless a legal adoption has 
taken place. One important factor of the step rela­
tionship for the medical setting is that the step­
parent is not a legal guardian and therefore in 
many cases is not able to sign consent forms for 
nonemergency procedures. In some states the 
noncustodial parent also does not have the legal 
right to sign consent forms.

Because of the lack of a legal relationship, the 
important task the stepfamily must accomplish is 
the development of legal agreements such as wills 
and (possibly) consent forms. The physician’s 
function is to learn what local laws apply regarding 
medical treatment of stepchildren.

Discussion
Clearly, the physician has a unique set of oppor­

tunities to foster the positive growth and develop­
ment of stepfamily members who are in his or her 
clinical practice. In addition, there are important 
issues to be considered when the legal custody of a 
minor is a crucial factor.

The Essentials for Residency Training in Fam­
ily Practice state that the 4 ‘family practice resident 
must understand the importance of communica­
tion and interaction within the family under his 
care.” It goes on to say that the resident “ must 
have enough exposure to recognize stages of 
stress in the family life cycle.” 14 Current family 
medicine literature has only recently begun to pay 
attention to normative patterns of family struc­
tures other than those of the nuclear family. Since 
census figures indicate that stepfamilies are on the 
increase, it seems advisable for family medicine 
educators to prepare residents who are able to 
work with the types of families they are likely to 
encounter. The intact nuclear family is not a suffi­
cient model for norms within stepfamilies or other 
nonnuclear family structures. Residency training 
needs to provide data on normative family inter­
action and development, not only for stepfamilies, 
but for all types of family structures.

Family physicians now in practice may have 
had little exposure to information on stepfamilies 
and also may not know what to suggest to their 
families for patient education on this subject. 
Listed below are resources the physician may find
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helpful for continuing education. These resource 
references are also appropriate to suggest for pa­
tient education. They are commonly available as 
paperbacks in bookstores and in public libraries.

Suggested Reading

Nonfiction
Maddox B: The Half-Parent. New York, Evans, 1975 
Roosevelt R, Lofas J: Living In Step. New York, Stein & Day 

1976
Visher EB, Visher JS: Step-Families: Myths and Realities. 

Secaucus, NJ, Citadel, 1979

Fiction
Klein N: Taking Sides. New York, Avon, 1976

A preteen describes her adjustment to her parents' 
divorce and to the possibility o f a stepmother.

Oppenheimer JL: One Step Apart. New York, Grosset & 
Dunlap, 1978

A book for young people that describes stepchil­
dren’s feelings well.

Thayer N: Stepping. New York, Doubleday, 1979
Written from the stepmother's viewpoint, this book 
depicts the evolution o f fam ily relationships with 
visiting stepchildren over time. The portrayal o f the 
stepchildren's reactions to their stepmother's preg­
nancy is well done.
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