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ABSTRACT

Chemical dependency among the elderly is a serious
problem that atfects every aspect of life. Dependency on
alcohol and/or mood-altering prescription medications occurs
in a significant.numbEP of the elderly. However, few
seniors are receiving treatment to alleviate their dependen—
CY. Sﬁch treatment would engage chemically dependent
seniors in a recovery process and would reduce social,
physical and psychological problems related to chemical
dependency.

| A group worbk approach was taken to:
1. guide the chemical dependent elderly to abstain

from alcohol,

2. achieve responsible mood-altering medication use,
and
3. improve sach member’'s sense of life satisfaction.

Upon evaluation and analysis of this intervention, chemical~
ly dependent seniors were able to benefit from their treat-
ment experierces. By working through the stages of
recovery, most members were able to make some positive
changes with their chemical use and to improve their lifes-—

tyles.
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CHAPTER I

INTRODUCTION

Chemical dependency is considered a prevalent and
growing problem among the elderly population. A wide
variety of negative consegquences are experienced,by those
elderly people who use alcohol and/or mood-altering
prescription medication excessively and/or regularly. A
widespread énd serious problem such as this warﬁants atten—
tion and intervention.

There were a number of reasons why a group was
developed for chemically dependent seniors. Firstly, thig
group addressed the social stigma these seniors faced.
Chemically dependent seniors not only experienced ageism but

experienced the shame of being chemically dependent

H
[
n

a
(Fola % Fosberg, 1981; Shanahan, 1984). They wetre con-—
sidered to be unpwodu;tive, unattractive and worthless in a
society that valued productivity and youthfulness.
Developing a group for chemically dependent seniors was a
way to give a message to this population and society that
they were considered valuable individuals.

The second reason for developing the group was because
few cﬁemically dependent seniors received treatment. Al-
though seniors were treated in the main chemical dependency
program in the city, the numbers treated were very small.
This trend seemed to be consistent in the literature as

well. Fing, Altpeter % Spade (198&) reported that -only 1.4%
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of all clients in & New York chemical dependency treatment
service system were over age &95. Blarer % Fennybacker
(1984) described a study where 9% of alcoholics treated in a
Washington State treatment program were aged 60 or older.
This figure was proportionately less than the demogfaphic
representation of all the elderly in that community. D’Arcy
and Bold (1983) looked at the demographic characteristics of
Saskatchewan residents getting alcohol /drug treatment +rom
1969-1974. They found that the percentage of seniors ad-
mitted for treatment in both age groups of &0 to &9 and ToO+
was disproportionately lower than other age groups.

Chemical Dependency professionals saw so few seniors in
treatment programs that they assumed that this trend
reflected a low prevalence of chemical dependency among
seniors. Thus chemically dependent seniors became a low
priority +for the development of special, age-specific
outreach assessment and treatment services (King et al.,
1798&4). Chemical dependency professionals were not able to
adequately assess for chemical dependency with elderly
clients because they were not familiar with the chemical use
patterns of this age group (King et al., 1984). Chemical
dependency agencies also were known to have believed that
chemically dependent elders were poor treatment rishks
because they were too old to change (Boszetti % MacMurray,
19773 kola et al., 1984).

Fola & Kosberg (1981) learned that seniors were more



likely to be turned away for chemical dependency'treatment
because of policy restrictions to people who were not am-
bulatory and -who had multiple health problems. Lastly,
staff in alcoholism treatment services were not knowledgable
about aging and their special needs (Kola % kKosberg, 1981).
Agencies that provided services to the elderly also
prevented chemically dependent elders from getting treat-—
ment. Many professionals in these agencies were not
knowledgeable about chemical dependency. These profes-—
sionals believed that chemical dependency was not a big
praoblem among the elderly because they saw few chemically
dependent elderly in their work (Eola et al., 1984). Fkola
et al., found that almost half of &1l geriatric profes-
sionals had more negative attitudes about the elderly al-
coholic than about the elderly non—alcoholic. Few of these
agencies had any established policies outlining how
chemically dependent seniors should have been managed.
Chemically dependent seniors freguently used health
care services. Many health care staff considered alcohol or
drug problems among the elderly as a minor problem comparead
to the many illnesses that the elderly encounter (RBenshoff %
Roberto, 1987). Thus, health care staff failed to recognize
chemical dependency in elderly patients (Benshoff % Roberto,
19287 Shanahan, 1984). Curtis et al., (1989} found that
physicians in a major hospital in EBaltimore, Maryland,

intervened with 44&6% of non—-=lderly alcoholic patients, but



intervened with only 16% of elderly alcoholic patients.

Few seniors received chemical dependency treatment
because of the nature of these seniors themselves. Abrahams
and FPatterson (197%9) began to identify characteristics of
seniors that led to a low wtilization rate of community
services, including chemical dependency treatment programs.
They found that seniors wanted to be self-reliant. Thus,
they avoided using services that may have made them look
poor or unable to manage on their own. Mishara (1983)
suggested that chemically dependent seniors avoided treat-
ment because they were not aware of the help available to
them,

Fruzinsky (1987) speculated that seniors who wersa
unwilling or wunable to leave their homes or who were fearful
of being admitted to a nursing home, would have hesitated to
go to an inpatient fweatm@nt centre. Many seniors with
fived incomes believed that they could not have aftforded
treatment. Another reason seniors were not getting into
chemical dependency treatment was that the conventional ways
of convincing a chemically dependent person to go into
treatment did not apply to seniors. They did not have a
boss to threaten job loss. They seldom got into trouble
with the law s0 they were never court mandated to treatment.
Chemically dependent elders did not use alcohol or drugs in
patterns that were commonly used to identify chemical depen-—

dency. For example, smaller amounts of alcohol caused more
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physical, psychological problems with the elderly than with
voung people. Thus the traditional qguantity of alcohol use
used to identify a problem would have failed to identify the
elderly problem drinker (Bordis, 1988).

A third reason a group was developed for chemically
dependent elderly was the need for an age-specific treatment
group. There had been some sources that did not support
age- specific programs for chemically dependent seniors.
Janik and Dunham (1283) used a sample drawn from 350 al-
coholism treatment programs in the United States. They
compared patients 60 years of age or older to patients
hetween the ages of 21 to 5% regarding drinking related
characteristics before going into treatment, the kind of
treatment received and treatment outcome. Comparisons werea
hased on measures taken at intake and 180 days following the
intaké interview. They found that the older patients had
" the same treatment outcome as the younger pafients. Because
all of the older patients participated in treatment with the
vounger patients, Janik and Dunham concluded that age-
specific programs were not necessary. Mishara (1983) sup-—
ported this by saying:

To déte, we have no hard data which SQQgests that older

alcoholics need special types of treatment programs or

respond better to certain approaches than younger
clients. Until such data were available, there was no

justification to support the segregation of older



alcoholics into specialized programs "for their

benefit." (p. 258)

Dnvthe other hand, some literature sources strongly

advocated for age-specific treatment groups for chemically
dependent seniors (Johnson, 19893 kofoed, Tolson, Atkinson,
Tath % Turner 198v). HKofoed e£ al., (1987) challenged Janik
and Dunham’s study by comparing one sample of elders that
was treated in & age-specific group to another sample of
elders that was treated in a mixed-age group. To match both
samples according to age, the age-specific group sample had
to drop B of the oldest group members from the study because
the mixed—age group had no one over the age of &6. They
found the age-specific group sample had gréater treatment
compliance and greater rates of treatment completion than
the mixed age group. The age-specific group sample showed
fewer relapses and had longer periods of time for relapse to
occur than the mixed-age group sample. Kofoed et al.,
(1987) concluded that the oldest alccoholics were only at-—
tracted to treatment when age-specific programs were b%—
fered. Another reason for supporting age-specific ,
specialized programs was that many seniors tended to feel
outnumbered by younger patients. They had difficulty
relating to the issues of younger chemically dependent
people (Kofoed, 1984za; Cchen, 1988).

The writer Jjoined those who supported developing age-

specific programs for the reasons and findings given above.
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Also, because the chemically dependent elderly were a
heterogenous group with a wide range of abilities and needs,
Funz, Stanmers, Fashko, % Druley (1983) and Canter and
Foretzky (1989) added caution about deciding whether a
chemically dependent senior should go into an age—-specific
group or a mixed—age group. BRoth sources recommended that
psycholngical and physical health factors be considered
rather than age alone when referring a senior.to chemical
dependency tresatment.

The fourth reason why a treatment group was created for
chemically dependent seniors was that chemical dependency
existed among the elderly in significant numbers. His-
torically, society has responded to social problems if it
affected a large number of people. The writer believed
chemical dependency was widespread among the elderly which
demanded human service resources. Also, chemically depen-—
dent elderly experienced many problems that were cauvsed by
the chemical dependency. An intervention was necessary to
try to address the problem. If interventions were directed
to alleviate the chemical dependency many of the seniors’
problems would have also diminished or disappeared. This
would have enhanced many seniors’ abilities to maintain
independent living and improve the quality of their lives.

The last reason why the group was developed was that
this population seemed to be treatable. The iiteraﬁure

showed that elderly chemically dependent patients responded
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as well as younger patients to chemical dependency treatment
(Benshoff % Roberto, 1987; Gordis, 198B; Fofoed et al.,
1987; Fruzinsky, 19287). Benshoff and Roberto (1287)
reported on a pilot progrem in Florida that did research on
late~onset, elderly alcohcolics who had completed treatment.
At the end of a year long fellow—up periond, 74% of these
elderly alcoholics had maintained their treatment goals.
Many had maintained abstinence. KEnowing such outcomes could
occur elsewhere, it was possible that a program could be

developed in Winnipeg to treat this population successfully.

OBJECTIVES OF THE PRACTICUM

. Objective of the Fracticum Intervention:

To develop and facilitate a treatment group faor

chemical dependent seniors and their significant

others.
E. Objectives of Frofessional Learning.
1. To become comfortable with facilitating groups.
2. To increase group work skills.
3 To be able to identify and to begin to resolve

issues common to chemically dependent seniors and

their significant others.

An Overview of the Practicum Project

This practicum report was developed to describe

thoughts and experisnces about a treatment group foar



chemically dependent elders which was developed and
facilitated. The writer began this report by providing a
comprehensive, multi-dimensional literature review about the
elderly dependents on alcohol and those dependent on mood-—
altering prescription medications. A theoretical +foun-—
dation was created that provided an understanding of the
problem and assisted with creating a treatment approach. A
description of the actual experience follows. An analysis~
of ohservations and an evaluation of the results was done.
Lastly, some recommendations were offered for any one or any

agency considering the implementations of a treatment group

for the chemically dependent elderly.

THE PROBLEM OF CHEMICAL DEPENDENCY AND THE ELDERLY: A

LITERATUORE REVIEW

This literature review will describe the prevalence,
problems and behaviours relatéd to chemical dependency among
the elderly. This information will be organized according
to the type of chemical used Frevalence, problems and common
behaviours encountered by the elderly who are dependent on
alcohol will be discussed. Secondly, these same factors
will be explored among the elderly who are dependent on
mood—-altering prescription drugs. Elderly illégal drug
users will not be addressed because the literature suggested
that few seniors used illegal drugs (Glantz, 1981). Also,

the practicum project had no experience with elderly illegal
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drug users, so attention to this population does not fit
within this report. The elderly who are dependent on over-
the—éounter drugs will not be included in this review
because no mood-altering over—the-counter drugs were used by

clients participating in this project.

CHARACTERISTICSIOF THE ELDERLY DEPENDENT ON ALCOHOL

Prevalence

Frevalence rates vary depending on the specific
population under study. Alcohol problems occurred between
3-5% of people aged &0 and over in COMMUNITY SURVEYS (Cu-
rtis, Geller, Stokes, Levine & Moore 198%). Community based
studies vielded a lower rate of alcohol abuse among the
elderly than studies done in institutions. For example, in
a study done in Winnipeg, Manitoba, (Jacyk, Tabisz, Badger %
Fuché 1921 found that 17% of all people over age 65 presen-—
ting in the emergency department of a major hospital were
screened as alcoholic. Also, prevalence rates can vary
across institutional settings. For example, Atkinson and
Mofoed (1982) reported a range of 2-25% of clients in &al-
cohol treatment programs were over the age of &0.

Frevalence rates of alcoﬁalism among the elderly ranged from
A0% to 44% in medical centres such as nursing homes,
veterans hogpitals and general hospitales (Curtis, et al.,
1989) .

The wide variation of prevalence rates may have besn
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due to a number of reasons. Studies used identifying fac-—
tors that may have missed the elderly drinker. For example,
studies using quantity and frequency measures would not
identify the elderly drinker who was only able to drink two
ounces of alcohol per day. to maintain intoxication (Curtis
et al., 198%9; Mishara, 1985). The varied prevalence of
alcohol abuse among seniors may have been due to how seniors
resﬁondad to ressarch surveys. Mishara (1985) suggested
that senicrs may not report the actual use of alcohol.
Mayer (197%) believed that seniors tended to de-emphasize
negative aspects of life, so they were not iikely to report
ercessive, daily drinking. Atkinson (1988) and BGordis
(1988) stated that clinical features common in old age, such
as depression or dementia, can mashk alcoholism making iden-—
tification of alcecholism difficult. Symptoms common to
alcoholism such as withdrawal or intoxication may not have
appeared in the elders (Blazer & FPennybacker, 1984). Many
chemically dependent elderly were retired, widowed and live
alone which again made identification of alcoholism dif-
ficult because they were not under the scrutiny of the
public‘s observation (Blazer % Pennybacker, 1984; Johnson,

198%9).

Sociodemographic Characteristics

Most sociodemographic characteristics of seniors depen—

dent on alcohol remained sketchy and inconclusive. However,



with tregard to sex differences, study after study found
males more likely to be heavy drinkers or alcoholics than
females (Rusby, Campbell, Borrie, % Spears 1988; Curtis et
al, 198%9; Smart % Adlaf, 1988). The relationship of marital
status to dependency on alcohol remains inconclusi&e.
However, some studies have found elderly alcohol abusers to
remartry more often and to be separated or divorced more
often than elderly non—abusers (Brown and Chiang, 1984;
Schuckit and Miller, 197&).

The ethnic background of seniors dependent on alcocohol
tended to vary depending on where the sample size was taken.
For example, in an inner city hospital in Baltimore, most of
the elderly dependent on alcohol were black (Curtis et al.,
1989y . Whereas, in Ontario and in a suburb in New Jersevy,
most of the sample was white (Hyman, 1983533 Smart & Adlat,
19€). Level of education was also inconsistent. For
eample, Hyman (1985) found that elderly chemically depen-
dent men were less educated than younger chemically depen-—
dent men, but Smart and Adlaf (1288) found that heavy
dr-inkers were likely to be more highly educated than elderly
people who drink less or abstain. Religion was not included
in many studies. Meyers (1983) and SEmart and Adlatf (19288)
found that in their sample of elders who were dependent on
alcohol, most were likely to be Roman Catholic. However,
these are only’two studies and they are not representative

of the entire population of the chemically dependsnt elder-—



ly.

Drinking Behaviours with The Elderly Dependent on Alcochol

Schuckit and Fastor (1978) found that almost all elder-—
ly alcoholics had begun heavy drinking in their 50's.
Schuckit and Miller (1976} learned that many elderly al-
coholics began social drinking in their teens and then got
into trouble with their drinking after age 40. Hoffman %
Harrison (1989) found that of 127V chemically dependent
plderly in treatment, none had started drinking before the
legal age. Once elderly people had established & drinking
pattern in their adult lives, some researchers found that
pattern seldom changed after age 60 (Adams et al. 1990;
Busby =2t al. 1988; Glynn et al. 1985; LaGreca et al, 1988,
Two sources, however, strongly advocated that drinking
patterns did change as people aged. Dunham (1981) was able
td identify six drinking patterns that occurred over a
lifetime. Four patterns most likely to apply to the elderly
who are dependent on alcohol were:

1. The rise and sustained pattern where the heavy
drinker continues heavy dwinhing into old age.

2. The light and late-riser pattern where the
drinking is very light through ... life and rises
when one reaches old age.

3. The late starter pattern where the person does not

drink regularly until later in life [and] rises to
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moderate or heavy drinking.

4.  The highly variable pattern where the second rise
is during later life. (p. 130-151).

Giordano and Beckham (19285) identified four different
drinking patterns that occurred among the elderly late onset
drinkers:

1. The crisis drinker was someone who binges drank
throughout life as a reaction to personal problems
and had long periods of abstinence or light
dirinking in between binges.

2. The progressive drinker dranlk moderately with no
drinking related problems and began heavy drinking
in later years.

3. The switched drinker used beverages with low al-
cohol content throughout adulthood and began using
beverages with higher alcohol content as he or she
became old.

4. The newcomer never drank until later in life and
then started drinking freqgquently.

With such conflicting findings in the literature, the
drinking patterns of elderly who are dependent on alcochol
remains inconclusive.

In general, the amount of alcohol consumed has been
shown to decrease as people grow old (Adams et al., 19703
Busby et al., 1988; Glynn et al., 1985; Emart % Adlaf,

1988). The elderly were the least likely group to drink



five drinks or more in a single setting as compared with
yvounger age groups (Smart & Adlaf, 1988). Those elders who
did haVe five drinks in a single setting were usually 60 to
&5 years old rather than from an old-old age group.

'However, Smart and Adlaf (1988) found that the elderly were
just as likely to drink daily as the middle-aged group and
they were more likely to drink daily than the young adult
group. Hoffman and Harrison (198%) found both qlder men and
older women who were in chemical dependency treatment to be
daily drinkers. Elderly heavy'drinkers (that is, using more
than 30 grams per day) seldom stopped drinking as they got
older, but a decline in the mean alcohol consumption over
time did occur (Adams et al., 1990).

The elderly, dependent on alcohol drink in a variety of
places. Giordano % Beckham (1985) said that late onset
mlderly alcoholics usually drank at home. This was sup-
ported by Busby et al., (1288) who found the home as the
most common place to drink for &1.5% of elderly female
drinkers énd 69.2% of elderly male drinkers. Busby et al.,
also found that 3% of elderly female drinkers drank in clubs
and no elderly women drank in hotels. For elderly men, 4.3%
usually drank in hotels and 14.9% drank in clubs. On the
other hand, Hoffman and Harrison (198%9) found that elderly
women usually drank alone at home, whereas only a few elder-—
ly men drank at home. Elderly drinkers’ choice of alcoholic

beverage was determined by gender. Busby et al (19BE) showed
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44£.9% of women drank fortified wine, 29.3% dEanH spirits,
17.4% choose wine'and 6. 2% preferred beer. For men, spirits
was the drink of choice for 44.35%, beer #DP 34.0% fortified

wine for 14.6% and 6.0% preferred wine.

Physical Consequences

Betore discussing specific physical problems, it may be
helpful to briefly explore the biological effects of alcohol
on the elderly. Most experts égreed that the elderly enx-—
perienced greater sensitivity to the effects alcohol (Go—
mberg, 19?0). Thus, slderly people experienced a greater
effect from one ocunce of alcohol at the age of &5 than when
the same ounce of alcohol was taken at age 35, GComberg
(1990) wrote that one study found elderly people to have
higher blood alcohol concentrations than younger people,
whereas another study found older rats to produce lower
blood alcohol levels than younger rats. Eome studies found
old people to metabeolize alcohol slower than young people
and other studies showed no differences in metabolic rates.
In a study using rats, there was enhanced elimination of
alcohol in older subjects, but another study showed no
difference in elimination rates between young and old bhuman
subjects. The findings above varied greatly mainly becauss
it was impossible to compare studies that used animal sub-~
Jjects and studies that used human subjects.

There were many physical problems experienced by



seniors who were dependent on alcohol. Elders who were
dependent on alcohol tended to develop irreversible organic
brain syndrome (Benshoff % Roberto, 1987; Finlayson et al.,
19228; Mever et al., 1984). Bﬁain damage caused by mal-
nutrition during drinking. episodes could have been rever—
sible by being treated with good nutrition, vitamin sup-
plements and abstinence from alcochol (Gomberg, 1990; Meyer
et al., 1984:; Vandeputie, 19B%9). Organic brain syndrome may
not have occurred as a result of alcohol use since causation
had not vet been confirmed. Riege, Tomaszewski, Lanto, %
Meter, (1984) found that age seemed to affect memory more
than alcoholism did. Mellstrom, Rundgren & Swvanborg, (1981)
found that senior drinkers had lower psychometric test
scores than senior non-drinkers. Cermak (1983 found that
chronic alcoholics had trouble with memory. When comparing
global intelligence tests, the elderly dependent on alcohol
did not differ from their matched control group. More of a
difference occurred when comparing specific cognitive
functions Gomberg (1990). Gomberg reported that seniors who
drank regularly were likely to have impaired abstract
thinking and difficulty with learning, short term memory,
and visual-spacial relationships.

Finlayson et al (1988) and Mellstrom et al., (1981)
both found a high mortality rate among elderly alcoholics.
Fhysical problems common to elderly alcoholics were

peripheral neuropathy, gastrointestinal disturbances,



hepatic changes, chronic obstructive pulmonary disease and
electrolyte imbalances (Benshoff % Roberto, 1987; Cohen,
1988; Finlayson et al, 1988). Simon, Elpstein & Reynolde
(12&8) found that elderly alcoholics presented with.poor
personal hygiene. Another indirect danger that alcohol
dependency posed to the physical health of seniors was that
even a small amount of alcohol may.have masked physical
symptoms from serious medical conditions, for example,

cancer, ot heart conditione {(Schuckit and Pastor, 1978).

Peychological Characteristics

Feychological characteristics of elderly alcoholics has
been considered in the literatuwe. However, some findings
were contradicfohy of one another. Elderly alcoholics
tended to show less anti-social behaviouwr, less
psychopathology, and less adjustment difficulties than young
alcoholics (Fauwlstich, Carey, Bellatte, % Delatti, 1985;
Schuckit & Fastor, 19782; Schmitt, 1974). However, some
research suggested that the elderly who drank for many years
and experienced more alcohol related problems seemed to have
mor-e psychopathology than the elderly with fewer years of
drinking and fewer alcohol related préblems (Atkinson,
Turner, kKofoed & Tolson, 19835). Comparing MMFI scores for
young and old alcoholics, Faulstich et al.,; (1985) found old
alcoholics had lower levels of paranocia and higher levels of

responsibility than young alcoholics.
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Among the elderly dependent on alcohol, depression was
a psychological state that had not been adequately addressed
in the literature. In their sfudy of 216 seniors who had
received chemical dependency treatment, Finlayson et al.
(1988) found that only 8% had a major depression. Fruzinshky
(1987) reported that elderly alcoholics were more likely to
attempt suicide than elderly non—alcoholics. Comparing
depression scores between elderly alcoholics and elderly
non—-alceoholics, Funkhouser (1977-78) showed depression to be
higher with the non-alcoholics than with the alcoholics.
Funkhouser also found elderly alcoholics were more anxious
and hostile than elderly non—alcoholics. Conflicting fin-
dings occur again with Finlayson et al. (1988), who reported
that less than one percent of his sample were diagnosed with
an anxiety disorder.

Regardless of conflicting findings about depression,
Ferez (1989) insisted that professionals should have been
willing to make dual diagnoses of depression and alcoholism
among the elderly. The elderly may have denied the depres-
sion by frequently expressing physical complaints. The
common signs of depressioﬁ could have been caused by the
chemically dependent elderly patient’s reaction to physical
illness or they could have been.caused by medications given
to treat an illness. Perez stated that the depression may
have lifted once a chemically dependent senior was abstinent

[ 4
from alcohol for three to four weeks. I+ depression still
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existed at that time, treatment with antidepressants may

have been considered.

Social Consegquences

There was some attention focused on social problems
among the elderly who were dependent on alcohol, yet the
information available remained sparse and inconclusive.
Atkinson % Kofoed (1982) cited that older drinkers tended to
be over-represented with arrests for public drunkenness and
for driving while intoxicated. Eighteen percent of 214
elderly alcoholics who had received treatment, reported that
legal problems were the main motivating factors for entering
treatment (Finlayson et al., 1988). Schuckit % Miller
(i??é) found that elderly alcoholics were more likely to
have been in jail than eslderly non-—-alcoholics.

Frouzinsky (1987) suggested that, with regard to elder
abuse, seniors who were dependent on alcohol tended to leave
themsel ves vulnerable to financial, physical, and/or
psychological abuse. This population was thought to have
had employment problems as well. Finlayson et al., (1988)
f+ound that 17% of their sample had reported that work
related problems led them to treatment. Rathbone-McCuan and
Triegaardt (19?9) described tHis problem as follows: the
worlk role for the older alcoholic can be cut short through
premature forced retirement ... the policies of some com-

panies are to force the older worker to take optional



retirement.... It may cut him off from health benefits
wHich could cover the cost of ... comprehensive treatment.

(p. 9

There was widespread agreement in the literatuwre that
many elders who were dependent on alcohol tended to be
socially isolated from others (Cohen, 198E8; Benshoff %
Roberto, 19873 Fruzinsky, 1987). Brown & Chiang (1983-84)
reported that elderly substance abusers were more likely to
be separated or divorced than elderly non-abusers. Those
alderly substance abusers in treatment wers more likely to
live with someone than elderly substance abusers who were
not in treatment. The elderly substance abusers were more
likely than elderly non—-abusers to have moved in the past
two vears. The glderly substance abusers were less likely to
have a significant other living nearby. They were also more

likely to have a disrupted social networlk than non—-abusers.

Early Onset and Late Onset Alcoholiem

There had been much controversy in the literature about
the existence of two types of chemically dependent seniors.
These two types were called early onset and late onset.
Atkinson et al., (1985) defined early onset as "typical,
lifelong alcoholics grown old." Late onset was defined by
Giordano and Beckham (19€85) as "the onset of problem

drinking occurring later in life." Atkinson et al., (19835)
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added to this definition by saying that the late onset
alcoholism was created by "adversity in later life."

There were two problems in defining what was early
onset and what was late onset. The first problem was the
age criterion that identified early and late onset varied
from study to study. One study used a criterion for sarly
onset as drinking problems otcurtring before age 40 and late
onset as drinking problems ccocurring after age 40 (Atkinson
et al., 19885). However, according to this criterion, a
person aged &5 who had been drinking for 28 years would have
been considered a late onset problem drinker (Gomberg,
1990). Also, wsing an age such as 40 to determine late
onsat may have implied that the elderly were a homogeneous
group: but, a great number of differences exist among the

cohorts between 40 and 80 years of age (Giordano & Reckham,

The second problem with the definition of early and
late onset was that only alcohol use was involved. This
left put the elderly who had used mood-altering prescription
drugs exclusively or had switched to alcoheol.

The adversity Atkinson et al., (1985) were retferring to
was léte life stressors including bereavement, retirement,
poor health and loneliness. Finlayson st al., (1988) sup-—
ported the link between late onset alcoholism and late life
stressors. The group of late onset alcoholics were more

likely to identify late life events as causing problem
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drinking than the group of egrly onset.alcoholics. However ,
many sources stated that there was no empirical proof that
such causation actually existed (Atkinson, 1988; Giordano %
Beckham, 1985; Gomberg, 1990; Lalreca et al, 1988; Nowak,
1983). The main points that created a strong argument
against making a link between late onset alcoholism and late
life stressors were the following:

1. 0ld men who were divorced or separated had greater
rates of alcohol abuse than old widowers. 8So,
marital problems had a stronger relationship to
alcohol abuse than death of a spouse (Gomberg,
1990 .

2. 0ld men who were employed were more likely to be
heavy drinkers than elderly who were not working.
Retirement may have led to a decrease rather than
an increase in drinking (Barnes, 1982).

3. Usiég life stress to explain late onset was too
simplistic. It left out other possible factors
such as family history, biological reactions to
alcohol, and changea in drinking habits (Gomberg,
1990) .

4. Atkinson (1988) wondewed.if elderly people gave
late lite stressors a rationalization for chemical
dependency. Thus these stressors may not have had
an actual direct effect on drinking.

5. The late onset alcoholism concept seemed to assume
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that alcohol was being used as & coping mechanism
for stress in old age although this coping
mechanism had not ever occurred in earlier years.
Giordano & Beckham (1985) strongly doubted that
personal styles of coping could have chanéed =0
dramatically becausevof aging alone.

More research is needed to prove that two types of
chemically dependent elders exists. The guestions of what
causes late onset alccocholism and at what age does late onset

actually occur requires more study and clarification.

Summary

To summarize what can be interpreted from the
literature about the elderly who were dependent on alcohol,
it can be seen that serious consequences were related to
regular excessive drinking or binge drinking not only by
yvoung to middle—aged peoples, but also by seniors. Eeniors
were just as physically, socially, and pgycholoéically
vulnerable to becoming dependent on alcohol as younger
people. A person who is 453 years old and a person who ig BO
vears old may develop stomach ulcers due to excessive
regular drinking. Young and old persons dependent on al-
cohol may seek out others who also deink. A 78 year old
woman and a 30 year old woman may develop a dependency on
alcohol because they both drank to subdue depressed feelings

resulting from memories about being sexually abused. Much
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has been learned about this specific population in a wide
variety of studies. However, research needs to explore this
problem at greater depth, and to replicate studies so that
findings could begin to be generalired and compared to each

other.

CHARACTERISTICS OF THE ELDERLY DEPENDENT ON MOOD-ALTERING

PRESCRIPTION DRUGS

Prevalence

The elderly in the United States were found to have
used 285% of all drugs that are prescribed (Carty & Everitt,
198%). The five majior classes of drugs most often
prescribed to seniors were cardiovascular drugs, central
nervous systems drugs, diuretics, sedatives and analgesics
(German % Burton, 198%; Somberg, 1290; Lamy, 12853; % Nolam %
O'Malley, 197). Researchers found high levels of mood-
altering prescription drug use among seniors (Glantsz, 1985
Buttman, 197TE8: Smart & Adlaf, 1988). A study specific to
moad—altering prescription drug use among elders in Manitoba
was conducted by Mitenko, Sitar, % Acoki (1¥832). During 1975
and 1978 they found that two thirds of people over 65 who
were Pharmacare claimants had been prescribed mood-altering
drugs. Most of these drugs included benzodiazepines,
sedative-hyprnotic barbiturates, antidepressants and antip-

sychotics. Codeine and other opiates were also @idely used.
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Surprisingly, barbiturates continued to be prescribed
although they were recognized as obsolete and potentially
dangerous to seniors. Many of the seniors in this sample
were getting multiple and concurrent mood—-altering prescrip-
tion drugs. Jacyk, et al., {(1921) found that 146.8% of all
people over age &5 presenting in the Emergency unit of a 750
bhed hospital in Manitoba were identified as being possibly
drug dependent.

There were some methodological problems influencing
research results about drug dependency among seniors.

Glantz (1985 identified these problems, starting with
difficulties related to research of the elderly. It was
often difficult to get a random sample that was large enough
arnd geographically widespread enough to be generalizable.
Foor health and social isclation made accessing this
subgroup troublesome. Administering forms posed definite
obstacles for seniors with hearing, visual or motor impair-
ments.

The second set of problems with research were related
to the drug dependency research. Only one study - by Jacylk
et al., (1991} - directly addressed drug dependency. All
others focused on gquantity, duration and freqgquency of use
without assessing specifically for dependency ( Johnson,
192%9; Nplan & D'Malley, 12883 Smart & Adlaf, 1988). Many
operational definitions of drug usage and drug clas-—

sifications differed among the studies. Most studies used
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different research tools. Measurement tools were used that
lacked the ability to determine the more subtle and dif-
ferent behaviour patterns of drug dependency in the elderly.
Few studies were done in the general community, most were
done in clinical settings. Doing studies in clinical set-
tings did not access those elderly who tended to self-
medicate themselves and avoided clinical settings. Lastly,
elderly people who were drug dependent may not have been |
aware of the dependency:; thus, they would have been unable

to admit to the excessive drug use.

Sociodemographic Characteristics

The sociodemographic characteristics of seniors depen-—
dent on mood-altering prescription drugs began with con-
sidering gender differences. Women were more likely to be
using mood-altering prescription drugs and to be using more
of these drugs than men (Nolan & 0'Malley, 1988; Smart %
Adlat, 1988; Stephens et al., 1981; Whittington et al.,
1981). However, this finding was inconclusive because
Gomberg él??@) stated that elderly men were more likely to
use mood-altering prescription drugs than women. Also,
German and Burton (198%) reported that men and women showed
no differences with drug usage. Swanson (1973) found moéd—
altering prescription drug abusers to have high levels of
academic and occupational achievement. German & Burton

(1289) reported that higher drug use was related to
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increased age, low income, low education level,
unemployment, being white and widowed. Yet, Smart and Adlaf
(1988) found that no sociodemographic variables were related

to mood—altering prescription drug use except age.

Behaviocur Patterns of Use of Mood-altering Prescription

Drugs

In studies of abuse of mood-altering prescription
medications, 1t appeared that there was a wide duration of
dr-ug use spanning 2 to 40 years, with a mean duration of 14&
vears (Finlayson, 1%984). Many began their drug dependency
before they were considered elderly (Swanson et al., 19273;
Finlayson, 1984). Glantz (1983) described how some of the
elderly took alcohol at the same time as mood-altering
prescription drugs over the years. Others alternated their
use of alcohol or drugs, thus creating a single pattern of
drug dependence by only changing the chemical of choice.
Finlayson (1984) suggested that the continued use of anal-
gesics despite the lack of pain relief was a sign of
chemical dependency.

0f 100 elderly women, 45% took a benzodiazepine every
night (Johnson, 1989). In ten percent of all benzodiazepine
users, more than one kind of benzodiazepine was used every
day (Nolan & O0'Malley, 19287). Among elderly respondents in
a study by Smart and Adlaf (1988) approximately seven per-

cent used sleeping pills and tranguillizers daily.



Some seniors who were dependent on mood-altering
prescription drugs hoarded medications. They kept old
prescriptions, sought out extra mood-altering prescription
drugs from friends and family, and obtained refills of their
prescriptions over and over (Glantz, 1981). Also, a widely
recognized pattern of drug dependency was to use multiple
physicians and multiple pharmacies (Finlayson, 1984; Glantz,
19813 Raffoul, 1984). Dirug dependent elderly took twice as
much or more of the prescribed dose of one or more drugs
(Ellor & Furz, 1982:; Ratfoul =t al., 1981).

There were many reasons for seniore to become dependent
on mood-altering prescription drugs. Glants (1981) men-—
tioned that seniors legitimately believed that they were
“Hdust following doctors orders.” Some used the drugs for
se@lf-medication (Raffoul, 198&). Ellor and Eurz (1282}
stated the attitude of "if one is good, two is better”
indicated intentional abuse. Raker (192%) stated that drug
dependent elders believed that attending to the demands of
daily living depended upon the use of mood-—-altering
prescription drugs. Chronic pain and insomnia were frequent
reasons given for the use of analgesics or bencodiarepines
(Finlayson, 1984). Another reason given for the elderly
becoming dependent on these drugs was to act as & coping
mechanism with multiple losses related to aging (Mckie,
19833 Raffoul, 198463 Ranalli, 1988).

However, some of the responsibility for the behaviour
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of seniors dependent on mood-altering prescription drugs not
only rested with the patient, but also with the physician
and pharmacist. The physician may have lacked knowledge
about mood-altering prescription drugs and about the normal
aging process (RBozzetti & MacMurray, 19773 Blant=z, 1981;
Levenson, 1981). The physician could have made errors in
Jjudgment b} gquickly prescribing mood-altering prescription
drugs before making an accurate diagnosis (Ranalli, 1988).
They may have prescribed these drugs to help the elderly
deal with normal aging issues or to Jjust keep the patient
guiet (Glantz, 1931). These prescribing habits were due tno
"the attitude that, since old age is "irreversible"
patients with late-life psychiatric disorders must be
heyond recovery ... psychopharmacologic palliation and
control of symptoms may constitute the mainstays of
treatment with little effort to achieve remission and
optimal rehabilitation. (Levenson, 1981, p. 194)
Mandolini (1981) added that the physician felt the
"meed with every office visit to offer a technical solution
to his/her clients ... Drugs, particularly psychoactives,
solve both the physicians need for providing & scolution and
the client’s expectation that s/he will receive one" (p.
138).
Fhysicians and pharmacists were known to provide lit-
tle, if any, direction about the type of medication

prascribed, the specific scheduling for taking the drugs,



the addictive potential of the drugs, and about side effects
(Lundin, 1978).

To summarize, the prevalence studies have made it clear
that the elderly use a disproportionate amount of mood-
altering prescription medications compared to younger
populations. However, more of these studies needed to
identify drug dependency. This would have provided a
clearer sense of the size of this specific problem. Very
little could have been concluded from the sociodemographic
characteristics which made it difficult to target those
elderly who were likely to have a drug dependency. This
problem was a socially acceptable condition that seemed to
be present at every level of the medical system from drug
companies, to physicians, to pharmacists and to the

patients,

Pharmacological Effects of Mood-Altering Prescription Drug

Use in the Elderly

To fully understand the physical and psychological
problems that these drugs caused, it was helpful to learn
how the elderly physically responded once the drugs were
taken. One pharmacological factor was pharmacokinetics.
This was defined as "the movement of a drug toward and away
from receptor sites, specifically the absorption,
distribution, metabolism and elimination of the drug" (Leve-

nson, 1981, p. 193). Organic changes in the body as it ages
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have been related to drug overdose and increased sensitivity
to mood-altering prescription drugs. The elderly have
decreased muscle mass and decfeased total body water, th
increased total body fat (Baker, 1985, Carty % Everitt,
198%9; Cherry % Morton, 198%; German % Burton, 1989). As &
person ages, the blood +low in the liver and the liver sire
decreased (RBaker, 1785; BRerlinger % S8pector, 1984; Carty &
Everitt, 198%; Cherry & Morton, 198%9; German % Burton,
1988} .

The second pharmacological effect was pharmacodymanics.
This was defined as "the effects of a drug on the target
tissue and other PECéDtDP sites and the desired and un-
desired therapeutic responses" (Levenson, 1981, p. 195).
Elderly people have greater responses to analgesics and
benzodiarepines than younger people (Baker, 1985; Carty &
Everitt, 198%9; German % Burton, 198E). For example, the
elderly were sedated with lower levels of diazepam in the
blood than younger people (Raker, 1983; % Berlinger % Spec-—

tor, 1984; German & Burton, 198%).

Phyesical, Psychological & Social Characteristics and Conse-

gquences
Fhysical problems caused by mood-altering prescription

drug dependency among seniors has been described in the

literature. Ray, Griffin, Schaffner, Baugh, % Melton,

(1987 found a consistent relationship between the current
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use of long acting hypnotic—anxiolytics and the risk of hip
fracture. He also showed a relationship between flurazepam,
diazepam and chlordiazepoxide and an increased rishk of
developing confusion, drowsiness and ataxia. These physical
symptoms most likely led to an increased risk of falling.
Although mood-altering prescription drugs were often given
to treat insomnia, prolonged, regular usé of these drugs led
to a longer length of time to fall asleep, more nighttime
awalkenings, earlier morning arousals, poorer quality of
sleep, and less total sleep time (Raker, 1985; Carty %
Everitt, 198%; John=zon, 192%9; Ranalli, 1288y. Johnszon
(198?) also found that women who took benzodiazepines daily
for longer than fourteen days reported increased difficulty
with concentration, increased drowsiness and more trouble
doing daily tasks. Mood-altering prescription drugs caused
confusion or exacerbated dementia (Baker, 1985; EBerlinger &
Spector, 1984; Cherry % Morton, 1989; Ranalli, 1988).
Movement disorders and hypothermia were associated with
prolonged, regular use of these medications (RBerlinger %
Spector, 1984; Ranalli, 198£). |

There was nothing described in the literature about
social consequences experienced by elderly who were depen-
dent on mood-altering prescription drugs.

There appeared to be psychological characteristics
related to mood-altering prescription drug dependency among

the elderly. Blantz (1%21) identified psychological factors



that predisposed the elderly to drug dependency. Some of
these factors included dependence, depression, alienation,
apathy, anxiety, a positive attitude of drug use among
peers, and a social environment that favoured drug use.
Blantz also proposed that drug dependency among the elderly
was related to lowered self-esteem and low self-assessment
of personal capabilities. These elderly pecple tended to
have difficulty coping with problems. Fsychological defen—
ces such as denial and projection prevented the senior drug
abuser from becoming aware of a drug dependence.

Finlayson (1984) also cautioned that "one should not
assume ... that addiction in older persons typically begins
as result of failure to cope later in life" (p. 63). He
found that patterns of drug abuse and dependsnce by the
elderly seemed to start long before troubles related to
aging occurred, The psychological consequences to drug
dependency among the elderly also involved the creation or
eracerbation of anxiety, or dépﬁession (Baker 1985; Cherry &
Morton, 1989: Berlinger % Spector, 1984). Also, mood-al-
tering prescription drugs flatten the expression of pesr-—
sonélity in a patient. {(Rarmnalli, 1988, p. 3

In summary, long—term, regular use of mood-altering
prescription drugs created seriocus, negative consequences
that Jjeopardized the health and well-being of many seniors.
The +aith and trust of the elderly to utilize personal

resources to cope with loss, insomnia, anxiety or pain has
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been lost. Instead, they were given a "quick fix" that
resulted in worsening their original problems. More needs
to he learned about the elderly who are dependent on mood-

altering prescription medications.

THE EFFECTS OF CHEMICAL DEPENDENCY AMONG SENIORS ON FAMILY

MEMBERS .

Mot only did chemically dependent seniors sxperiencs
difficulties with physical, psychological and social aspects
of life, they also affected the lives of those who cared
about them, such as family and friends. The literature that
addressed drug and alcohol abuse among the elderly only
"hinted" at this idea. Only a few researchers even gave
mention to families (Gaitz % Basr, 12713 Rathbone-McCuan %
Triegaardt; 1978) . Rathbone-McCuan & Triegaardt 1279)
offered a descriptive report on older families and issues of
chemical dependency. There was little elaboration on the
effects a senior’s chemical dependency had on the family,
except that families may have attributed some of the
problems a chemically dependent senior experisesnced to the
aging process. Rathbone-MzCuan and Triegaardt (1979
reported that the destructive impact of alcoholism was felt
across the generations no matter what generation of family

member was alcohol dependent.
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CHAPTER 1II

THEORETICAL FRAMEWORK

Concept of Aging

As a foundation for developing the practicum project,
the Social Reconstruction Model (Bengtson, 1973) offered the
most appropriate theoretical perspective on aging. Com-
bining labelling theory with systems theory, it was applied
to the difficulties of adiusting to the aging process.
Society’'s attitudes about aging and social policies related
to aging were interwoven into this theory. The impact of
these attitudes and policies on the elderly were also il-
lustrated by Bengitson. This model began with a description

of the Social Breakdown Syndrome. Refer to Figure 1 shown

balow.
Figure 1
A SOCIAL BREAKDOWN SYNDROME:
A Vicious Cycle of Increasing Incompetence
2. SBocial labelling
as a deficient
or incompetent
(=3
1. FPFrecondition or X. Induction into a sick

susceptibility to or dependent role:
peycholagical atrophy of previous
breakdown skills.

BN e

4. Eelt-identification
as sick or inadeguate

(Bengtson, 1273, p. 47



Many elderly people were vulnerable to psychological
breakdown because they lacked norms about aging to use as a
guide as they grew old. Many of the elderly were also
predisposed to psychological breaktdown becauée of the loss
of roles associated with becoming old, such as no longer
being employved or being a spouse. Without these norms or
roles to help determine what identity and behaviour was
appropriate for old age, elderly péople then looked to
external sources to  identify or label who they were.

Bengtson wrote that many of these external sources poritrayed

the elderly as unproductive and worthless members of
sociely. The eslderly person who accepted this negative
labelling would have let go of any previous skills and

abilities and also, slowly adopited a negative gself-identity
as worthless and inadequate. This poor self-identity served
as a predisposition to Further psychological brealkdown
reinforcing the vicious cycle.

The Social Reconstruction Model showed the interaction
between the elderly person and society adding interventions
that could have been done to prevent social breakdown. This
model had five goals that may have prevented social break-
down:

1. decreasing vulnerability and increasing self-con-

fidence,

2. reducing dependency and promoting self-reliance,



3. self-labelling as able,
4. increasing and maintaining coping skills, and
S. establishing internalization of 'self-identity as

effective and valuable.
Each of these goale led to accomplishing the next goal,
creating & cycle of increasing competénce among the elderly.

The Social Reconstruction Model incorporated interven-—
tions intn the cycle that may have achieved any of the
goals. These were shown outside the cycle to illustrate
that the interventions came Ffrom the external environmenti
such as government policies or professionals in  service
agencies. These interventions could be applied at any point
in the cycle.

One drawback to this model was that it seemed to be
directed to the elderly as & homogenous group assuming that
all 2lderly people possessed a predisposition  for
psychological decline. However, a large percentage of the
elderly are managing well and are very active. It may have
been more appropriate to apply this model to segments of the
alderly population that have specific types of social break-
down such as poor  health or mental illness. Another draw-—
back was the assumption that the social breakdown was
related to the stresses of aging which began in old age. A

vulnerability to social breakdown may not have had anything
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Figure 2

THE SOCIAL RECONSTRUCTION SYNDROME:
A Benign Cycle Of Increasing Competence
Through Social System Inputs

INPUT B: Improved maintenance
conditions (housing, health,
nutrition, transportation)

J. Self-labelling

(+)’/;7 as able.

2. Reduced

dependence: (-+)
self-reliance 4. Build-up and
maintenance of
7ﬂ coping skills
1. Reduced {(+7

susceptibility;
self-confidence

‘<\\\\?. Internalization
(+) of

self-view
as eftective

INPOT A: Liberation +from the INPOT C: Encmﬁrage internal
functionalistic ethicy locus of control; build
adaptive problem solving.

(Bengtson, 1973, p.48)

to do with chronological age. Rather, lifelong personal
coping skills and attitudes aboqt aging may have been just
as likely to serve as predisposing factors to social brealk-
dowrt among the elderly.

Despite the drawbacks, the reason this model of aging
was chosen for the practicum was because it addressed the
problems faced by the chemically dependent slderly. This

segment of the elderly population was known to breakdown
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socially and psychologically. Chemically dependent elders
needed interventions from the external énvironment such as
treatment for chemical dependency, medical care, good
transportation, and home making services. These interven-—
tions seemed to apply to the goals outlined by BRengtson in
the Reconstruction Modél.

This practicum project was considered as an input into
the Reconstruction Model in Figure 2 and designed to
decrease  vulnerability, and dependency among the chemically
dependent elderly. The practicum project could have been
applised as an input anywhers on the cyole Eecause it had the
potential to alleviate any factor related to the social
breakdown cycle. The practicum projsct may have also  been
able to help the chemically dependent elderly increase self-
reliance, establish self-labelling as able, increase and
maintain coping skills and create an internalized self-
identity as effective and valuable. These goals in the
Social Reconstruction Model provided ideas for therapeutic
approachss during the treatment group that were well
received by the members. For example, to establish an
internalized self-identity as able, the topic of self-esteem
was incorporated into the treatment group. The main exer-
cise in that sessions was for members +to focus on  the
positive qualities they liked about themselves and other

members.



CONCEPT OF CHEHICALADEPENDENCY

For- the purpose of the practicum, the concept of
chemical dependency was chosen as part of the theoretical
framework. It was chosen over such concepts like ;ubstance
abuse, addiction or alcoholism for a couple of reasons. It
included users of any mood-altering chemical including
alecohol and mood-altering prescription drugs. It included
individuals who used more than one type of @Dod—altering
chemical over time. The term chemical dependency seemed to
be connected to few negative mental images and reasanably
frese +$rom moralistic Jjudgement. Concepts like abuse or
addiction seemed to conjure up thoughts of heroine addicts
o shid row  alcocoholics. Eeniors, who already possessed
strong Judgements about this problem, were likely %o have
grealt difficulty accepting themselves as alcoholic or as a
drug addict. They may have had less resistance to accepting
the idea of being chemically dependent.

The disease model of chemical dependency was chosen as
part of the theoretical framework. It was defined by the
Rlcoholism Foundation of Manitoba (1984):

Chemical dependency is an illness where dependency upon

mood-altering substances had attained such a degree as

to disrupt academic or work performance, interfere with
family and interpersonal relationships, disrupt smooth
social and economic functioning, and impair the state

of physical and/or mental health. (Chemical Dependency

&



Intervention Course Resource Book p. 2&)

Chemical dependency was cpnsidered a primary disease
which must be dealt with first before any other problems
were addressed. It was progressive, meaning symptoms wor-—
sened over time if chemical use continued. Chemical depen-—
dency was predictable, with an identitiable course of
progression common to most people who have the disease. It
was permanent, so once someone was  chemically dependent he
or she would have remained chemically dependent. It was
treatable, but if it progressed without tresatment, it may
have been fatal. {(Alcoholism Foundetiom, 1284)

The disease model of chemical dependency was integrated
into the practicum project for & few reasons. Firstly, most
Lreatment programs in the community used the disease model.
If thé practicum project served clients who had gone to
other chemical dapenaency programs  in the past, the tran-
sition %rom one resource to anocther may have been easier
because the philosophies about chemical dependency were
consistent. 8Secondly, this perspective had been adopted by
many experts on chemical dependency such as Vernon Johnson
(1980  and Gorski and Miller (1982) . lLastly, personal
comfort with using the disease model of chemical dependency
was considered since this perspective had been used in past
clinical work with chemically dependent clients.

To further describe the concept of chemical dependen;y,

the Elders Health Frogram defined the term  “chemicals" to
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include all legal mood-altering substances including a&l-
cohol , prescription medications and over-the-counter drugs.
Mood-altering substances suppressed central nervous system
activity. Frescription medication that acted in this way
included barbitwates, benzodiarepines, and narcotic and
opiate analgesics. Over—the-counter drugs that were mpod-
altering included antihistamines, some cough syrups, anal-—
gesics and slesping medications. Taking motres than one kind
of mood-altering substance can have a magnified depressant
etfect (Jacyk et al., 19%1).
The term ‘'dependency" was defined as chronic habituél
use of substances beyond their efficient, Eeneficial effect

o in spite of significant negative consequences or side

i

effects. All of the prescription and over—-the—-rounter

14

medications were only to be used for a short period of time,
but no longer than about three months. I+ they were used
for a longer period of time. Use of these drugs prevented
the consideration or searching out of therapeutic alter-
natiQes that could be just as effective or less prone *o

negative consequences.

WORKING CONCEPTS OF RECOVERY

Once & chemically dependent senior decided to seel
treatment, recovery from chemical dependency had begun.
Gorski and Miller (1983) defined recovery as a process which

unfolded and changed as time passed. It reguired daily,
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never ending activity. This activity could have included
attending A.A. meetings, maintaining sobriety-based values
of honesty and helpfulness, and meditation. Once the ac—
tivity of maintaining reéovery stopped, then relapse oc-
curtred. Relapse was detined as a - progressive
psychological /physical /behavioral deterioration that ul-
timately lead=s to chemical use again (Gorski & Miller,
1983 . |

Recovery was developmental, meaning that a chemically
dependent person moved through various stages of growth and
maturation. Each stage was built upon  the ksuccess%ul
completion of a previous stage. I+ a person resumed
chemical wse and later retuwrned fto treatment, +the person
'usually started the recovery process from the beginning
(Eoréki  Miller, 1983).

There were sin  stages in  the Developmental Model of
Recovery created by BGorski and Miller &1983). A detailed,
complete reference of the developmental model of recovery is

given in the table below.



Table 1
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The Developmental Model of Recovery (DMR)

THE PRE-TREATMENT
PERIOD

1.1 Learn by the
Law of Conse-
quence that al-
cohol and drug
use was not safe

]
1
i
i
]

THE STABILIZATION :

PERIOD

2.1 Screening and
Differential Diag-
nosils

THE EARLY
RECOVERY PERIOD

3.1 Self-As-
sessment with
knowledge help.

1.2 Experience a
motivational
crigis

2.1 Compliance
with a
stabilization
program for al-
coholisgm

3.2 Establishment
of an externally
regulated
recovery program.

1.3 Recognize the
pattern of crieis

2.3 Discon-
tinuation of al-
cohol and drug
use.

3.3 Acceptance of
alcoholism as a
primary disease
that requires
treatment.

1.4 Recognize the
need to find the

underlying cause

of the crisis
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2.4 Withdrawal
management.
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3.4 Patient and
family education.

1.5 Recognize the
need for outside
help

2.5 Stabilization
of life crisis

3.5 Management
of the Post Acute
Withdrawal and
other sobriety-
based symptoms of

alcoholism.
1.6. Acceptance 52.6 The 33.6 Development
of help. ! preliminary as- } of personal
| sessment | strengths and
i i communication
skills.
2.7. The 3.7 Management of

preliminary diag-
nostic presen-
tation

complicating fac-
tors.

2.8 Initial

motivational coun-

selling.

-




THE MIDDLE
RECOVERY PERIOD

4.1 Resolving

THE LATE RECOVERY;
H

PERIOD

5.1 Personal his-

6.1 M

The Developmental Model of Recovery (DMR)
THE MAINTENANCE

PERIOD

aintain a

and drug related
life problems

demoralization tory examination recovery program
crigis :

4.2 The 5.2 Establishment 6.2 Be alert for
stabilization of of a low stress relapse warning
long term alcohol life style. signs

4.3 The accep-
tance of al-
coholism and the
loss of the old

5.3 Psychotherapy
to create a low

stress integrated
personality style

ving

6.3 Problem s0l-

and daily

coping skills.
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]
i
1
1
!
H
H
t
H
i
i
i
2
]
H
H
1
1
1]
1
i
i
lifestyle. (if necessary). 5
4.4 Review and 5.4 Life planning ! 6.4 Continued
self-application and learning to t1life planning.
of information live again. H
about alcoholism b
and recovery. i
4.5 Values 56.5 Live produc-
clarification of | tively.
the separation of i
alcohol centered !
and sobriety }
centered valued. H
4.6 Establishing ! ! 6.6 Sobriety
a gelf-regulated ! i check-ups.
structured ! { Periodic formal
recovery program s i inventories of
1 Aiprogress.
4.7 Habituation E E
of sobriety H H
centered lifes- H i
tyle. i i
(Gorski & Miller, p. 48-54)
This modsl had some drawbacks. It was based on

chemically d@p@ndént peoplse

treatment centres

For

who got help from

example, refer

professional

ences to



48
agencies. The recovery process seemed closely linked to
these kinds of events. It was unknown if recovery main-

tained the same process if people recover on their own.

This model may not have applied to those who recover in

self-help groups like A.A. A second drawbaclk appeared to
be the model ‘s narrow reference to alcohol users
exclusively. The model was not generalizable to mood-al-

tering prescription drug users.

Thirdly, no evidence had been given to support the
assumption about starting the recovery process over again if
a relapse occurred. Anything learned from previous recovery
attempts may have assisted with moving through recovery in
the future. Maybe some tasks or some stages did not need to
be dealt with over and over again. For example, a person
had a brief relapse of drinking a couple of drinks and then
stopped drinking and returned *to A.A. again. This person
may not have needed to be admitted to a stabilization
program. It may not even have been necessary to move
through the stabilization stage especially if a strong
commitment to recover already existed.

In spite of the;e drawbacks, the model did provide a
framework 4for recovery that could be applied to chemically
'dependent seniors and the practicum project. It provided
some guidelines about what elements could be integrated go
into & treatment program. This insured that the recovery

process was strengthened and encouraged in  treatment. For
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example, learning about chemical dependency and applying it
to personal experience as a part of middle recovery sug-

gested that education should be offered in treatment.

To summarize, chemical dependency is a complex issue
that does not offer a&a concise, absolute - conceptual
framework. Any social worker dealing with chemical depsn-—

dency is likely to be faced with choosing a concept that
zeems to fit with a personal working style and value system.
The model of recovery was helpful to identify the challenges
chemically dependent seniors need to address. However, this
recovery model would be even more helpful for the purpose of
this practicum if it had been adapted to the specific and

unigue recovery stages that seniors experience.



CHAPTER III

THEORETICAL FRAMEWORK OF GROUP WORK

This chapter is designed to establish the theoretical
foundation for the intervention approach used in this prac-
ticum. The literature offered many perspectives and con-—
cept; describing group work and the activities that occurred
in a group setting. The concepts chosen in this chapter
assisted with describing the approach taken in this prac-
ticum.

Rationale for Group work

Why was group work chosen as a method of intervention
with chemically dependent seniors® With the help of Corey %
Corey (1977 and Toseland & Rivas (19£4), the advantages of
group work were outlined below:

1. Group members can explore their style of relating
to others and can use the group to learn better
social skills.

2. The group setting can offer support for new

behaviours and encourages exparimentation.

3. A group 1is often a reincarnation of the everyday
world wherse members recreate problems that exist
for them. Members can get helpful feedback about
how the part they plan in creating their problems.

4. Groups help members know that they are not alone

with their problems.



5. Groups give members the chance to help others.

&. Group members can learn through the euperience of
others.

T It can be beneficial for those who were socially

isolated.

Group work had some limitations (Corey % Corey, 1977).
Frnowing these pitfalls helped the leader to identify the
problems as they arose in group. As problems occurred, the
leader could deal with them. The disadvantages to group

work ares

1. Groups are not "cure-alls.”
2. There is pressure for group members to conform to
group norms and expectations. This can be

troublesome for members who 'compromise themeelves
by conforming to group norms that go against their
beliefs and values.

3. Some people get hooked on groups, making the group
experience an end in itself.

4. Not all people are suited to groups.

5. Some people make the group & place to “dump"®

their miseries without intending to make any

change.
& Sometimes people who Self—disclosg can be faced
with a barrage aof harmful, unsupported responses.
T Groups can focus on  the members who are talkative

or assertive, neglecting those who are quiest or



less assertive.

The advantages of using a group approach for chemically
dependent seniors outweighed the potential disadvantages.
Group work offered the best way to address the problems
chemically dependent seniors experience such as social
withdrawal and the lack of non—clinical coping mechanisms,
and low self~esteem. Group. work has been used successfully
with chemically dependent seniors. This point will be

discussed later in this report.

Definition of Group Work and Type of Group Chesen for the

Practicum

The concept of group work has a wvariety of definitions
throughout the group worlk literature. For the purposes of
this practicum, group work is defined as a “"goal directed
activity with small groups of people &imed at meeting
spcioemotional needs and accomplishing tasks. This actiwvity
was directed to individual members of a group and to the
group as a whole within' a system of service delivery®
(Toseland & Rivas, 1984, p. 12

The kind of group that was most useful for chemically

dependent seniors was a treatment group defined by Toseland

¥ Rivas (1984). Treatment groups had members with common
needs or common problems. Roles developed as members
interacted with each other. Verbal and nonverbal com-—

munication was open with members talking to esach other.
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Procedures for an actual meeting in a treatment group was
flexible, depending on the needs of the group members.
Members were encouraged to self-disclose about concerns and
problems which were confidential.

The treatment group. for chemically dependent elders
seemed to work best with two components: an education
component and & remedial component. The main purpose of the
educational component was to  help group members lesarn aboﬁt
themselves or society. Increasing members’ knowledge or
skille was usually done by formal presentations by guest
speakers or group leaders. Group discussions often followed
the presentations. If the group was small, member—-to—-member
interaction and a minimal to moderate degree of self-
disclosure was achieved. Group leaders often utilized the
experience and knowledge of more advanced members, so new
members learned from the more advanced ones.

The remedial component had the primary purpose of
changing group members’ behaviours and helping them cope
with problems, or rehabilitating them after a social or
health trauma. The group leader was often seen as an expert
or authority Ffigure. Group members had individual goals.
The focus was often upon the individual in the group. Group
member interaction was encouraged, accompanied by & high

level of self-disclosure.



Group Development

The group as a whole went through definable and
predicable stages of development called group development
(Toseland & Rivas, 1984). These stages changed throughout
the 1life of the group. Toseland % Rivas offered a simple,
vet complete model Ffor stages of group development. They

included the planning phase, beginning, middle and end

The planning phase invol ved any planmning and
preparation a group leader needed to do before the group mest
for the first time. The first and most important task was
to decide on the group’s purpose. The next task was to
ASSesSs potenfial sponsorship and membership (Ehulman, 1984;
¥ Wickham & Cowan, 1984). The planning phase also involved
recruiting members, assessing  their suitability Ffor the
group, and preparing them for their first group session.

The beginning phase ot group work set the tone for the
rest of the time the group got together. The group leader’s
main task was to begin developing communication and interac-
tion patterns, and task accomplishment patterns (Toseland %
Revis, 1984). The middle phase of group development focused
on  goal achievement of the group as a whole and of its
members (Toseland % Revis, 1984).

The last phase of group development was the ending
phase (Toseland % Revis, 1984). This was an important part

of group development because it determined the success of
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the whole group experience. During the ending phase, some
feelings and issues that often arose included pain of
separation, guilt about 1leaving the group, unfinished
business about past group issues, and feelings of anger
(Shulman, 1984) . Wickham and Cowan (1986) identified
behaviours that group members demonstrated in response to an
upcoming termination. Some members might flee emotionally
or physically from the group before it ends. Some members
may deny that the ending was happening or may  show regres-—
sive behaviour to bkeep the group going. Some may ask to

keep the group alive.

Group Structure

Group structurs involved many aspects that had to be

taken into consideration when a group was created. The
first aspect was determining how much homogeneity or
heterogeneity would exist in the group. Group membhers

should share some similar personal characteristics. These
similarities would make it easier for group members to feel
like they belonged in the group and could identify with each
other (Corey % Corey, 19773 Toseland & Rivas, 1984). Member
heterogeneity existed through members’ diversity of coping
skills, life experiences, knowledge and expertise (Toseland
LR Revis, 1984).

With regard to the size of the group, Wickham and Cowan

(1984&) suggested that the smaller the number in a group the
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greater level of intimacy and member interaction can be
achieved. They also suggested that the best working size
for a treatment group was from five to nine. Another aspect
of group structure was the timing of the group. Timing
referred to how often & group met. It also referred to the
length of each session and to the number of sessions the
gfoup wouldihave before it ended. Another‘ aspect to
consider was deciding upon the location of where the'group
was to be held.

A maior aspect of group structure involved deciding
whether to develop an open or closed group. A open group
was a group with group members who were copstantly joinming
or  leaving. A closed group had the same members throughout

the life of the group (Ehulman, 1984 . Therse were ad-

vantages to an open group. Adding new members added new
ideas and more resouwrces to the group; 0ld members helped
new members (Shulman, 19841 . The new members quickly

achieved the same level of openness as old members (Shulman,
1984; Téseland % Revis, 1984).

The main disadvantage to open groups was that cohesion
was more difficult to achieve because trust between members
was never stable. Group dynamics remained unstable. 0Old
members’ ability to work on problems was disrupted as new
members Jjoined the group. Each group meeting required more
wordk from the group leader. Constant attention was given to

new members beginning and to old members leaving. Membar-—-
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to-member communication patterns changed as group members
came and went. Group .rules were easily forgotten. Each
group member’‘s position and role in the group changed from
session to session (Corey & Corey, 19773 Shulman, 1984;
Toseland % Rivas, 1984). Despite the disadvantages related
to an open group, it was decided that an open group is the
bhest option to use with chemically dependent elderly. This

will be discussed in more detail later.

Co-Leadership

Co-leadership in group work was a controversial theme
in the literature. There was little empirical evidence to
support co-leadership or to advocate against it. Co-leader-
ahip was alsc known as multiple tﬁerapy, co—-therapy, dual
leadership and many other terms (Rosenbaum, 1%983). For the
purposes of the practicum, co-leadership was the chosen
term. The concept of co-leadership was used by Tossland %
Rivas (1984) which meant two people led a growp together.
This clearly and simply described the leadership unit in the
treatment group for the chemically dependent elderly.
Toseland % Rivas (1984) listed the advantages to co-leader-—
ship as follows:

1. Frovides a leader with a source of support.

2. Frovides a leader with a source of feedback, and

an opportunity for professional development.

4

Increases a leader’s objectivity by providing
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alternative frames of references.

Is an excellent way of training an inexperienced
leader.

Frovides group members with models for appropriate
communication, interaction, and tresolution of
disputes.

Provides a leader with assistance during
therapeutic interventions.

Aids in setiting limits and in structuring the

group experience (pp. 107-108).

Co-leadership also had some disadvantages as indicated

below:

1.

Having two group leaders can be expensive.

More coordination anq communication between both
leaders is necessary to plan for group sessions
thus reqgquiring more time and effort to run the
group .

Two group leaders who do not work well together
are not good role models for group members.

Having an perienced and an  inexperienced group
leader worlk  together can create tension and
conflict between the leaders.

An  inexperienced and an experienced co-leader
would not share squal responsibility and equal
participation because it is common for the inex-

perienced group leader to assume a passive, obser-



vatory role (Toseland % Rivas, 1984).

To maximize the advantages of co-leadership and
minimire its disadvantages some guidelines were suggested.
Meeting regularly right after a group session was recom—
mended as  a time to discuss how the group was doing, how
well the co-leaders were working together and what the plan
was for the next group. (Toseland % Rivas, 19284). It was
important Ffor co-legaders to learn each others leadership
style and to be comfortable with it. Rather than pushing for
similarity, maintaining co-leaders different therapesutic
styles kept a variety of techniques available Ffor
facilitating group member ‘s work on individual goals. I+
conflict did arise between co-leaders, resolving it in group
may have been therapeutic as long as the impact on group
membetrs was helpful rather than harmful. If conflict cannot
be resolved, i1t was better to have the gFDup led by one
person than by two leaders who were not getting along
(Toseland & Rivas, 1984). Rosenbaum (1983) suggested that
conflict be addressed ocutside of group. It conflict cannot
be resolved, genuine respect and collaboration was to be

maintained in the group session.

Use of Peer Counsellors in Group Work

The use of a peer counsellor as a leader in group had
little attemntion in the literature. A peer counsellor was

defined as someone who had a common characteristic with the
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clients and used natural skills to conduct therapy (Liebe-
rman & Bliwise, 1985). The peer counsellor leader in.this
practicum possessed these same qualities. More details are
given in Chapter IV.

The benefits of having a peer counsellor as a group
leader began with a peer counsellor being able to have more
- understanding about clients’ problems and being less
threatening to clients (Lieberman & Bliwise, 1985). Using
peer counsellors as group leaders proved cost effective when
they were involved on a volunteer basis. Lieberman &
Fliwise suggested that peer counsellor group co-leaders work
most effectively when they can use natural skills such as
ftriendship and support, advice and practical problems sol-
ving.

Drawbacks existed when peer counsellors and profes-
sionals worked together as co-leaders or  even worked
separately within the same agency. Lisberman & Bliwise
found that because peer counsellors were closely affiliated
with social workers, the group members lost some of the
ability to closely identify with the peer counsellor. The
reason this happened was because the peer counsellor seemed
to have taken on some of the power and authority of the
social workers. MWorking with the social workers, the peer
counsellors may have learned some professional skills. The
peer counsellor may have then taken on responsibilities and

roles within the group that he or she remained ungualified
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to do (Clark, 1287; Lieberman & Rliwise, 1985). Conflict
arose between peer counsellors and professionals because of
their differing perspectives and approaches to clients’

problems (Clark, 19287).

Group Work with Chemically Dependent Elderly

Qualities that Impede or Enhance Group Treatment

The literature mentioned some personality characteris—
tics and behaviowrs that were observed in chemical dependen-—
cy Etreatment programs (Mofoed, 1984 Linn, 1979: Behmith,
1976) . FHnowing this information allowed for anticipation i+
these characteristics in this practicum project. Some
characteristics of chemically dependent elders did pose
difficulties in treatment &as described Ey Fofoed (1984).
These included intense guilt-feelings, strong denial and a
resistance to change. However, these difficulties were
outweighed by positive characteristics. It was documented
that chemically dependent seniorse did have characteristics
that enhanced treatment. The chemically dependent slderly
were reported to be more socially and psychologically stable
and less prone to crisis and regression than were younger
chemically dependent people (Kofoed, 1984; Linn, 1973;
Echmitt, 197&). They also brought with them a wealth of
life experiences (Kofoed, 19843 . Linn (1978) discovered
that seniors developed greater socicemotional bonding with

staff, and had less authority conflict with them. Chemical-
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ly dependent elders were known to complete treatment more
often than young chemically dependent people (Carstensen,
Rychtarilk % Frue, 1285).

Descriptions of Age-Specific Treatment Groups for the

Chemically Dependent Elderly

A Few age-specific groupé had been developed +or
chemically dependent seniors. A brief description for each
group follows. Kofoed (1984) discussed the "Class of 43"
as a specialized, elderly-oriented outpatient program. It

was open to any vetsran who served military duty from 1945
to earlier years. The group met once per week for 1% hours,
during the day. The group was an open group with no ter—
mination date for group members. Recreational activities
had been offered to group members. Two alcoholism counsel-
lorse led the group. Statf did outreach visiting to those
members who were unstable or were relapsing. The group pace
was much slower than vyounger—aged groups. Many members
maintained sobriety. Frequently, delayed responses from
previous discussions and topics arocose. Self-disclosure was
slow and cautious. Remini;cence occurred with great fre-
guency. Compliance in treatment was high with few drop outs
or relapses. There was an Bl% rate of attendance with an
average length of stay of 10 months.

Zimberg (19€5) reported on group work with chemically
dependent seniors in an outpatient psychogeriatric program.

He recommended that group treatment was more likely to be



&3
successful if social and psychological stressés related to
aging was emphasized while the chemical dependency was
deemphasized. Denial was common with this population, but
confrontation technigues had not been Ffound helpful.
Seniors who were not willing to join a treatment group were
seen individually to +ind interesfs and personal strengths

that eventually were used to lead them into group. Group

therapy included up to 13 to 20 members. The group met at
least once per  week for one and a half to two houtrs. A
problem solving approach was used. CGroup sessions began

with informal socializing and eating, followed by a problem
solving period, and ended with more informal socializing.
Recreational activities were encouraged. Group leaders
included a psychiatrist, a nurse and one or two para-profes—
sionals.

Dunlop, Shorney‘ L Hamilton (1982 held their group

meestings twice per weel during the day for 1% hours. 0Ons

session per weelk offered a halt hour of educational presen-—
tations including topics about the twelve steps of A.A.,
assertiveness traiming, sexuality, nutrition, family
dynamics, grief, and relaxation techniques. The group was
divided into small counselling groups which lasted about 45
minutes. Each session ended hy socializing with each other.
They attempted to meet any physical impairments by selecting
a meeting room that was accessible to wheelchairs, canes and

walkers. Speaking slowly and distinctly accommodated
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hearing difficulties. Large print handouts were distributed
among members. Frofessional jargon was avoided to insure
that misinterpretation did not take place. Self-disclosure
was slow and reluctant. Group members enjoyed being with
peers. Reminiscing and the expressing of feelings were the
two main therapeutic activities done in the group.

A fourth group was described by Felker (1988). A
geriatric nurse and a geriatric social worker began the
Elderly Recovery Group in 1977. It was located in a craft
room in a senior’s apartment complex. It was an open group
whare members could stay as long as they wanted. The group
size was kept to eight members per session. Member atien-—
dance usually included two thirds of all members. Absences
ware due to poor - health, medical or social services ap-—
pointments or transportation problems. Members were ex-—
pected to call one of the leaders if they could not c&m@ to
a meeting. The group met from 2:00 teo 10:30 in the morning
with the first 30 minutes spent socializing. The "Thought
and Meditation for the Day" book was read and followed by a
discussion about the reading or an unrelated personal
problem. Confidentiality was maintained. Disruptive group
members were taken out of group by one of the leaders. If a
member came intoxicated but was not disruptive, that person
could stay but not participate in discussion. Eometimes
individual members were given homeworlk assignments. Atten-—

dance to Alcoholics Anonymous was encouraged. The treatment
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outcome was that out of 15 active members, 12 had abstained
from alcohol. Group members provided positive feedback
about the group. Feliker (1988) quoted one elderly lady as
saying "When I tell something, I know you’'ve all been there"
{(p. 113,

Another referred to the group as his true family,

stating that they had been there for him in a way that

his relatives had not. "I need a lot of love, I get a

lot of love here," (p. 113

The last Qroup to be described was developed by Dupree,
Broskowski % 8Shonfeld, (1984). It was called the' Geron-
tology Alcohol FProject located in Florida. The group was
held during the day and each session lasted 45 minutes. It
was run by para-professionals who were trained in using the
therapeutic' techniques. A behavioral, self-management
approach was used in the group. There were four sets of
groups, called modules. Each client proceeded from the
first module to the second module which led to the third and
fourth modules.

Dupree et al. Ffound that the members learned the
educational material. Alcohol consumption was reduced. The
members  increased their number of friends as well as the
number of contacts to relatives. Unfortunately, one half of
their clients dropped out after admission to the group.

Reasons for the high drop out rate was not speculated upon.
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Most of the treatment mentioned in the literature
focused on serving seniors who used alcohol only. This left
out the large numbers of seniors dependent on mood-altering
prescription drugs. However, there were a few sources that
had drawn attention to treatment for seniors who were depen-—
dent upon mood-altering prescription drugs. Finlayson
(1984) and Atkinson and Kofeoed (198é discussed the need to
hospitalize these seniors in order to manage withdrawal
symptoms, denial and somatization. Both of these socurces
advocated post-hospital follow-up similar to treatment for
alcoholism. Finlayson (1984) alszo believed that Alcoholics
Anonymous could be helpful for seniors dependent on mood-
altering prescription drugs. Gaitano % Epstein (197%)
suggested group health seducation for seniors. This served
to "create positive health behaviours," which emphasized the
appropriate use of drugs when necessary, rather than dis-
courage or encourage drug use.

To summarize, it seemed that chemically dependent
seniors benefited from treatment groups. They possessed
positive characteristics that enhanced their success in age-—
specific groups. Despite the varied methods of group worl
and therapeutic philosophies used, the needs of the elderly
and knowledge of chemical dependency recovery seemed well

understood by those who developed these groups.



CHAPTER 1V

THE PRACTICUM PROJECT

Sponsoring Agency

The sponsoring agency for the practicum was the Elders
Health Frogram. This was a demonstration project that was
funded by Health and Welfare Canada from September, 19287 fo
March, 1921, It was affiliated with the Departments of
CSocial Work and Geriatric Medicine at Ef. Boniface General
Hospital. The two aims of the Elders health Frogram were:

1. to determine the prevalence pf elders presenting
at St. Boniface General Hospital Emergency whose
health was negatively affected by chemical depen-—
dency, and

2 to develop intervention and treatment strategies
designed {for chemically dependent seniors.

" This was the first project in Winnipeg that was targeted to
serve the chemically  dependent elderly. To get a visual
idea of the Elders Health Frogram operation, see Figures 3

and 4. The aims of the Elders Health FProgram were carried

out in three phases: Identification, Intervention and
Treatment. These phases were described in  the next few
pages.

Phase One -~ Identification.

The main task of this phase was to determine the
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prevalence of chemical dependency among elders visiting the
Emergency Room at St. Boniface General Hospital. A random
selection of all patients over the age of 65 visiting the
Emergency Room were asked to complete a questionnaire. I+
they agreed, a consent form was signed. These patients weres
interviewed at home, in Emergency, or on an inpatient ward
at the Hospital.

This guestionnaire was made up of various measurement
tools that identified chemical dependency. One of these
tools was a drug screen that focused on mood—-altering
prescription medication use. This drug screen was a new
instrument developed specifically Ffor the Elders Health
FProgram. Reliability and validity has not yet been deter-
mined. Another measurement tool was the CABE, a standar-
dized, four-item screening tool for alcoholism. This was
followed by the Brief Michigan Alcoholism Screening Test, a
standardized 10-item test for alcoholism. The last part of
the questionnaire was a Eocial Network Screen that asked
five questions to identify people most involved -with the
patient.

Once the guestionnaire was completed, the interviewer
scored each measurement tool, except for the Social Network
Screen. The clihical impression, social impression and the
cumulative score from the measurement tools were each scored
separately on a range from ¢ to 3. 4 "Q"  meant fhere was

absolutely no suspicion of chemical dependency, a "1" meant



there was a slight suspicion of chemical dependency, & "2

meant there was a moderate suspicion and a "3" meant there
was a very strong suspicion that chemical dependency
problems existed. All three scores were totalled. If there
was a total score of "2" or more, the selected patient’s
gquestionnaire was brought to the weekly team meeting;

The interviewer’'s social impression was influenced by
any information other than the questionnaire information
that arocused concern about the senior possibly being
chemically dependent. The clinical impression was deter-—
mined by the Medical Co-investigator of the Elders Health
Frogram. He decided whether or not the admission complaint
on the patient’'s Emergency report was related to physical or
psychological problems common to chemical dependency.

At the team meet%ng, staff decided i1+ there was enough
specitic concern about each patients prescription drug use
and/or alcochol use to suspect chemical dependency. If
chemical dependency was suspected, the next step was to
decide whether or not the senior would benefit from an
intervention. If so, then the senior was randomly assigned
to either. be referred to the Alcoheclism Foundation of
Manitoba for a chemical dependency assessment or to have an

intervention done by the Elders Health FProgram.

Phase 2 -~ Intervention

Once the identification phase was well under way, the
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Elders Health Frogram began the intervention phase which
involved the development of an intervention process adaptéd
for use with the elderly and their social networks. The
Elders Health FProgram utilized the definition for interven-
tion by Meagher (1987) who stated:
Intervention describes the systematic approach used to
brealk through the shield that a chemically dependent
person builds ... it was necessary to break through
defenses to show the dependent person that ftreatment

was needed. An equally important goal of intervention

was to motivate the person to act at once. (p. 27

The work of an  intervention focused on collaborating
with a chémically dependent senior’s social networl to
affect change within the social network and with the ssnior.
If the social network was unwilling or unable to participate
in an intervention, then the Elders Health Frogram worlkerd
alone to break down the denial of the chemically dependent
.senior. To be considered successful, the Elders Health
Frogram advécated that intervention did not have to lead to
treatment. Ey doing an intervention, a sesd had been
planted within the social networlk and/or with the chemically
dependent senior  that a concern existed about the chemical

use and that change was possible.



Phase 3 - Treatment

Once the identification and intervention phases were
wor-king smbothly, the treatment phase began. This involved
designing and implementing a treatment program. When the
treatment group was developed, the first 12vweek5 of the
treatment group served as an experimental pretest group.
Any changes that needed to be made to the treatment program
depended on the successes and failures of the pretest group.
The practicum group began February 27, 1989 and was
completed June 4, 198%. After that, no changes of the
structure and content of the treatment group were allowed.
The Elders Health Frogram treatment group ended on July 20,
1920, Six treatment cycles were completed, with the prac-—
ticum project ococuwrring as the second treatment cycle. The
definition of & treatment cycla is discussed later in this
report.

Figure 3 illustrates how the Elders Health FProgram

moved through all three phases.
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Figure 3

MODEL OF ELDERS HEALTH PROGRAM

IDENTIFICATION/INTERVENTION/TREATMENT PROCESS
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Sponsoring Agency Staff
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The Elders Health Frogram consisted of a small staff as

shown in the figure below.

-Figure 4

Organization‘Chart

ELDERS HEALTH PROGRAM STAFF

. I
Medical Co-investigator [

Supervised the entire
project and gave
consul tation for
clinical work and
facilitated tapering
regimes ftor patients
dependent on pills

l Social Work

Co-investigator
Superwvised the entire
project and administetred
budget and operations

Psychiatric Nurse
Screening,

tests, developed and
tacilitated treatment
pr-ogram.

intervention
administered evaluation

Social Worker

Screening, intervention,
administered evaluation
tests, developed and
facilitated treatment
program and provided
individual counselling

Heséarcher/
Data Analysist

Administrative
Assistant and

Secretary

Feer Counsellor

Intervention,
treatment group,
temporary transportation.

led
provided




DESCRIPTION OF TREATMENT GROUP

Group Purpose

The purpose of the treatment group was to provide a
supportive group atmosphere that would create an opgortunity
+for chemically dependent seniors and their significant
others to:

1. begin to explore issues related to chemical depen-—

dency, and

2. improve the gquality of their lives.

There were three group goals for the treatment group.
The first goal was to establish responsible use of mood-
altering prescription medications. A number of objectives
were setb to insure that the goal was accomplished.
Medication use needed to be monitored. Tapering off mood-
altering prescription drugs through the project physician or
family physician reqguired coordination From the social
wor ker . Information about responsible medication
management, and the effects of chemical dependency was
offered during group meetings. The advantages of respon-
sible medication use was exﬁlored and reinforced. Exploring
ways of meeting individual needs without the regular use of
a chemical was encouraged. Group support and the peer
counsellor encouraged responsible use of medications.
Fsychological defense mechanisms that maintained chemical
dependency, such as denial were challenged.

The second goal was to establish abstinence from al-—
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coho}. Objectives that helped to achieve this goal began
with Following the program’s policy of attending group
meetings sober. Exploring the advantages of abstaining from
alcohol and the ways of meeting individual needs without the
regular use of alcohol was to be carried out in group ses-—
sions. Group suppoart and the peer counsellor encouraged
abstinence from alcohol and challenged psychological defense
mechanisms that maintain alcohol use, such as denial.

The third and last goal was to increase each group
member ‘s sense of life satisfaction. There were many Dbjec—
tives created to achieve this goal. Group support was used
to give members positive feedback and encouragement. Topics
were stﬁuctured to address factors that may decreased life
satisfaction, such as, guilt and shame, loss, poor self-
esteem, and lack of meaningful relationships. Topics that
addressed factors that increased life satisfaction, such as
stress management, identifying and meeting needs, and
creative retirement were also incorporated into the group
sessions. Recreational activities during Wednesday meetings
were encouraged. Each member ‘s sense of isolation was to be
lessened by attending meetings. Each group meﬁber was
guided *to identify aspects of their lives that created
dissatisfaction or satisfaction. Identifying aspects of
life that a person had no control over and aspects of life

that a person did have control over was encouraged. Members

ware guided to take action on the things that they could



control.

Recruitment of Group Members

The group received clients from the identification and
intervention process of the Elders Health Program. The
group also got clients from outside referrals. Outside
referrals were considered to be any referral that did not
originate from the identification or intervention efforts of
the Elders Health Frogram. Outside referrals came from
concerned Ffamily members, The Alcogholism Foundation of
Manitoba, family physicians, social workers in Winnipeg

hospitais, and from self-referrals.

Eligibility for Admission into the Group

Clients allowed into the treatment group had to be 60
years of age or older and identified as being chemically
dependent. Clients were identified as chemically dependent
by using the Elders Health Frogram screening tools and/or
gathering information about chemical use, negative conse-
quences related to the chemical use, and assessing +or
characteristics commonly sen in the chemically dependent
elderly. Individuals had to agreed to come to group. Some
members came into group with strong resistance and denial.
They may or may not have had the internal desire to decrease
or abstain from their chemical use at the onset of attending

treatment. These indiwviduals attended because of strong
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familial or professional pressure to attend. It was hoped
that as a resistant member continued coming to grohp, the
internal desire to abstain or to decreage use and to recover
would take over. The resistant member would have then made
a commitment to the group and would have been willing to
attempt change. The chemically dependent senior was allowed
to bring & significant other who was directly affected by
the chemical dependency. This was because the significant
other had already been affected by the chemical dependency
and may benefit from group. Also, the significant other
provided external support for the senior’s ongoing par-
ticipation in treatment.

Elders eligible for group had minimal cognitive impair-—
ment, minimum to moderate physical limitations and had to be
able to speak English. If someone had & spesch impairment
due to stroke, the person was expected to be able to follow
group conversation. I+ there was any doubt about a senior’s
ability to manage well in a group, the senior was given a
chance anyway and closely monitored for any negative effects
to the member or to the group. If a member did not relate
well in group, the senior was then taken out of the group
and offered individual counselling.

Before the chemically dependent senior Jjoined the
group, or soon after starting the group, an intake interview
with the senior was conducted. These interviews wers

usually done in a senior’s home at the request of senior.
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Sometimes a senior refused to participate in an  intake
interview, however, the senior was still welcomed o the
group. Each senior’s work on recovery seemed too important
to allow the refusal of an intake interview to get in the
way.

At  the intake interview, individual goals were es-
tablished. These were to be as easily achieved, as specific
and as concrete as possible. Abstaining from alcohol or
getting off mood-altering medications was always added as an
individual goal. This was to reinforce the purpose of the
senior’s involvement with the group. Expectations of group
members  and of the group leaders wewe‘discussed. The first
group session to be attended was also negotiated witH the
rule of thumb of "the sooner the better," to ensure the
senior got involved while motivation was high. The writer
negotiated with the potential member about the length and
freqguency of attendance.

Each member came to the treatment group for different
lengths of time. Some negotiated to leave their attendance
open— ended. Some agreed to come for 12 weeks, attending
most of the sessions that were offered. Others reguested to
extend their stay after completing the length of time
originally negotiated.

Some seniors experienced problems attending group
sessions  regularly. Such problems included poor health,

difficulty with transportation, poor mobility, difficulty
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getting out of worlk, and the many social supports involved
with the senior. These obstacles to regular attendance wers
carefully considered. Al though the social supports were
previously identified as obstacles to group attendance, they
were also recognized as | important aspects of the seniors’
lives. All of these problems were considered when
negotiating frequency of attendance each week. For example,
Esther, who was hard of hearing with severs arthritis in her
hips and knees, was unable to arrange her own transpor-—
tation. She was unable to walk the distance From her
apartment to the 1obb? alone. She could only come twice a
weelk because she relied on her daughters for transportation
and for walking assistance.

Frequency of attendance also depended on where a senior
was in the recovery process. Seniors in the earlier stages
of recovery were encouraged to come to group more often than
seniors who were in later stages of recovery. Seniors in
early recovery seemed to need much external support to
engagé in change. For erample, S8tan was in the early
recovery stage, so he wéﬁ strongly encouraged to come to
group three times per weelk, whereas Clara was in late stage
of recovery so she came on a drop in basis.

The length of attendance was determined by the severity
of chemical dependency. For example, a senior with many
problems and strong denial may have required a longer length

of time in group to deal with these issues than those



20
seniors with few problems and minimai denial. Length of
attendance also  depended on how gquickly & senior regained
physical and/or psychological functioning.v

Completion of treatmen£ for a group member was decided
by the group member and the group leader. The criteria that
helped determine when a group member was ready to terminate
group included:

1. Achieving the group’s treatment goéls and the

individuals’ treatment goals.

2. Being able to offer support to others.

2. Eeing able to confront others appropriately.

Frior to a member leaving the group, information was shared
about the departure with the Elders Health Frogram staff.
Family and involved community professionals were also
informed about the termination. The terminating member and
the student esuplored options about what to do after
completion of treatment. Some group members also chose to
leave the Elder ‘s Health FProgram entirelv. I+ they chose
the second option, attendance at another support program
such  as Alcoholics Anonymous o a Senior Centre was en-—
couraged. A referral to these resources was made for the

group member i1f necessary.

Group Structure

Location of Treatment Group

The treatment group was held at 403-400 Tache at the
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Elders Health Frogram. It was well suited for seniors. The
building where the group was held was wheelchair accessible.
It was easy to locate because it was across the street from
€t. Boniface General Hospital. The building was located on
" a major bus route and parking was readily available. An
elevator opened right in +front of the program’s door. The
group room was Comfgrtable with two big Stufféd chairs, hard
chairs, and a couch for those with poor sitting tolerance.
Wheelchair accessible washrooms were nearby. It was a guiet
room which helped hearing impaired seniors to follow conver-
sation. Two restaurants were 1in the lobby of 400 Tache

where many group members met before and atter the sessions.

Time and Frequency of Meetings

Meetings were held three times per weelk on  Monday,
Wednesday and Friday from 10:00 a.m. to 12:00 noon. Having
meetings three times per week maintained the intensity
required for active participation in chemical dependency
recovery. It also accommodated the needs of the seniors.
It allowed time between sessions to go to medical ap-—-
pointments, family outings and leisure activities. For the
frail elderly, it allowed for a rest between sessions which
increased the likelihood for fthem to attend regularly.
Group sessions were held during the day because most elderly

were reluctant to venture ocut after dark. The time alseo
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insured easier accessibility to public ‘transportation for

the handicapped.

Size

The group consisted of a maximum of six members per
group session. Feeping the number of members low insured
that group members had an adeguate amount of time to talk in
group. This size of group was small =snough to create com-
fort for self-disclosure. Individual neesds such as visual
o hearing impairment were easily accommodated. New members
or shy members did not get lost or forgotien in a group of
this size. Having six members generated a wide variety of
axperiences and ldeas to help with problem solving.

Open Group

This was an open group becauss once a potential member
agreed to go to treatment he or she needed to begin as scon
as possible while motivation or external support was strong.
In gpite of the drawbacke of an open group, some activities
were found useful in promoting cohesion and a feeling of
security for group members. At the beginning of each ses—
sion, the student summarized what had gone on in  the
previous one or two sessions. Members that came only once &
week or had missed a few sessions found this helpful to
establish & common ground with regular members. Another
useful activity was top identify life experiences, feelings

or chemicals of choice that group members had in common.
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Group members were then able to emotionally connect with

others who sdemed to be able to understand their situations.

Another activity to promote cohesion involved ‘Yice-
breaker" exercises when new members were introduced in group
sessions. The first ice-breaker involved asking group

members  a general question and giving each member an oppor-—

tunity te answer. A group member who did not wish to say

anything could pass. Such guestions included: TWhat did
everyone do on the weekend?" or '"How is everyone feeling
right now™" The members responded well to these ice-

breakers. Many gave inpuﬁ, often telling about a specific
incident or problem. The second ice-breaker began bringing
out a brightly painted rock and giving it to a member. The
member who had the rock was to ashk a gquestion to any person
in the group. This question had to be worded in such a way
as to  allow other members to get to know the member better.
If +the guestion was too personal, the person being asked
could reguest a different question. Once the guestion was
asked, the person who must answer was given the rock. 0Only
the person with the rock was able to talk. Once a question
was answered, then someone else was asked a guestion and the
rock  was passed on again. This activity was met with some
ambivalence from group members because it was a new oy-
péﬁience. However, once they began, they enjoyed it. One

caution about this activity was the potential Ffor two mem-—
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bers to pass the rock back and forth between them, ignoring
the others. This did occur in group, requiring me to ask
that the rock be passed to someone else.

Another way to promote cohesion and stability in an
open group was to establish routine ways of introducing new
members and of terminating with old members. The student
introduced a n@w>group member to the group and explained the
group purpose, goals and norms. Each group member was asked
to state his or her name, substance of cheoice and individual
goals. Anyone who did not wish to share information about
themselves could pases. The new member was asked to share
this information last. Leaving the new members last took
into consideration the new member’s feelings of anxiety or
discomfort. They got to know the group members and became
familiar with the group setting before risking a self-
disclosure.

Endings happened at a different time for each group
membear. When possible, the group leader or the leaving
group member let the group know about an ending one weelk in
advance. At a member’s last meeting, feelings about ending
were explored. Memories about experiences in group and the
leaving member’s progress were discussed. Good byes were
shared. A symbolic gift was given to leaving group members
to commemorate their experiences, their growth in recovery
and to remind them of the group. This was done for two

group members, who bkoth received a small ceramic set  of
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praying hands. Somztimes members lett without notice
because of relapse, hospitalization or choosing to continue

chemical use. These endings were also discussed in  group

i

because. members were sensitive to the los of any one

leaving without saying gopd bye.

Co-leadership

The co-leaders Ffor the group were the student and a
peer counsellor. The combination of a social worker and a
peer counsellor as group leaders was a unigues approach to
co-leadership. The peér counsellor was called a co-leader
because he acted as a co-leader in many ways as described in

the literature review. The peer counsellor was &4 years

nld, and a recovered alcoholic for 5 years through the help
of A.A. He was a widower for 7 years and had one daughter
and two granddaughteﬁs. He was  a World War I veteran and
was a retired air traffic controller. Because the peer
counsellor lacked group work skills and was a volunteer with
the Elders Health Frogram, this placed the writer in the
role of supervisor over the peesr counsellor.

One reason the peer counsellor was chosen as a co-
leader was to serve as a role model for the group members.
For- example, one member asked the peer counsellor how he
maintained abstinence. Another member asked the peer coun-
sellor how long he would be an alccholic? Members learned

from the peer counsellor that it was worth it to try o
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recover. He offered hope and optimism. He also built a
bridge between me and the group members. He helped them to
accept the involvement of a much younger, non-chemically
dependent group leader. The peer counsellor also helped to
instill within the group members the sense of being
understood and being unconditionally accepted.

The peer counsellor’s duties in group were to co-lead
the group, assist with transportation on a temporary basis,
and to be available to members on weekends, evenings and
holidays. The students’ duties included co-leading *the
group and obtaining and preparing materials for group ses-—
Si0NS. The student also managed tapering regimes and main-
tained contact with other involved professionals and ar-—
ranged for resources as needed,

As co-leaders, it was necessary to establish a working
relationship to run the group as smoothly as possible.
Outside of group, it was helpful to explain to each other
what our backgrounds were regarding chemical dependency,
treatment experiences and aging. The reasons behind our
appt-oaches in gfcup were discussed. This established
understanding and respect for each other. We met before
group to exchange greetings, talk about our day, and to plan
the group session. We met after group to discuss how the
sesgsion went, sach members’ progress, and our observations
sbout what went on in group.

While we were leading group, we slowly developed a
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complementary style of working together. The peer counsel-
lor seemed to be able to confront group members and received
little resistance or defensiveness from members. This may
have been due to the members relating to the peer counsellor
as a peer, trather than as an authority Ffigure. The peer
counsellor used self-disclosure, empathy, active Listeﬁing
and advice giving as primary cbungelling skills in group.
The writer was able to work for more details and Ffeeling
content from members. Also, the writer used & wider
variety of counselling skills as well as  therapeutic ac-—
tivities to effect change.

Because of his A.A. baclkground, the peer counsellor
introduced philosophy and principles of Alcoholics Anonymous
if it applied to the topic and if the group sesemed willing
to hear references ?D AR This lgave the members some
sxposure to AGA. and clarified any misconceptions. Both co-
leaders emphasized that this treatment group was not an A.A,
group. Attendance to A.A. was encouraged, bult not expected.

There were some drawbacks to the peer counsellor acting

s co-leader. Because he was not trained in group work
skills, the peer counsellor sometimes led the group off
topic or encouraged a member to monopolize group discussion.
If he had difficulty empathizing when a group member (usua-—
1ly women pill users) was speaking, he displayed obvious
nonverbal cues of disinterest such as moving his chair out

of  the group circle or looking at his watch. The peer
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counsellor had difficulty with silence and strong emotional

feelings. In response he would sometimes cut these
therapeutic moments short. Although such difficulties
occurred by having a co—-leader with no professional

training, it was recognized that a trained professionals

also could have behaved in the same manner.

Group Content

The group sessions had two components. The +irst
approéch waes educational. Every Monday and Friday session
followed this Fformat. A brief overview of a topic was
provided at the beginning of a session. The overview would
last from 15 to 30 minutes. The length of overview depended
on the topic and the needs of the group. Once the overview
was finished, & strong emphasis was placed on group member
participation. Group members were constantly asked to apply

the information to their own knowledge and life euperiences.

A variety of instructional tools were used to enhance
the educational content. Some people such as  hearing im-
paired members seemed to learn more efficiently with &
visual aid. A flip chart was used to show an outline of a
session’s content and to illustrate group members’ ideas or
aHperiences. A {flip chart &also helped keep the group
focused on the topic. A guest speaker was used occasionally

to present a topic the group leader was not experisnced.
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For example, a geriatric pharmacist was an essential part of
discussing medication management.

Many reading materials were sent home with group mem-—
bers to read at their leisure. Reading at home allowed the
senior to continue his or her learning outside of group
Se5510N5. They received these articles with good humour,
often joking about getting a folder to hold all of them.
DOnly one or two members refused to take articles home.
Discussion about the articles was frequently encouraged at
the beginning of group sessions. Articles were given at the
same time & eimilar topic was being explored.

Films and audiotapes were used to enhance a topic besing
presented, but were shown ar played only with the approval
of group members. However, some consideration had to be
taken into account when using films or audictapes. Films
and audiotapes were obtained from the Alcoholism Foundation
of Manitoba and shown. In order to assist hearing impaired
members, films were seen only on video cassette recorder to
avoid the clatter of a film projector. Also, those tapes
with +ast speaking lecturers often lost these seniors. In
addition, there was great difficulty finding video cassette
films that specifically addressed chemically dependent
seniors. Although the films related to chemical dependency,
they often used a lot of trendy Jargon and Focused on
younger people. Thus, group members had difficulty relating

to them.
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The second component of group sessions involvéd a
remedial approach. The main emphasis was behaviour change
involving actions, thoughts and feelings. The femedial
approach was used primarily in Wednesday sessions which were
called Open Forums. Open Forum focused on individual group
members’ problems or issues. An advantagg of Open Forum
sessionse was that they &allowed for discussions arising from
delayed responses about previous sessions. For example, in
one session the topic of loss was discussed. Three or four
weeks later Esther told the story of her husband’s death. It
seemad that she had never shared this story since her hus-—
band’s death. EShe reguired a length of time to decide on
the right time to tell the group. An DOpen Forum session gave
her the opporﬁunity to do this when she was ready.

These sessions established & main theme decided on by
the entire group. Group members  learned that Wednesday
sessions were their time. This was not to imply that the
student had no role, rather, the writer served to keep the
group focused on  the chosen theme and assisted with any
issues by using various therapeutic technigues.

To help members achieve behaviourial change, the co-
leaders used a variety of therapeutic techniques. Thess
techniques were wsed by the writer or the peer counsellor.
Al though the peer counsellor had no training with some of
these techniques, he used them in accordance with his

natural helping skills. These therapeutic technigues



included role play, problem—-scolving and reframing. Reminis-—
cence was used to assist with grieving and developing
meaning for lifte. Confrontation, interpretation and reflec-
tion of feelings were used freguently. Relaxation exercises
were practised for one week as a way to combat stress and to

control anger.

The Treatment Cycle

The treatment cycle was defined as the period of time
neceseary to complete all the chosen topics that seemed
appropriate for a senior’s chemical dependency recovery.
The topics covered a twelve weelk period. Sometimes a topic
was discussed for an sextended period of time i+ the group
found it extremely helpful for recovery. This resulted in
the treatment cycle lasting longer than twelve weeks. The
treatment cycle proved to be flexible in order to meet the
group’s needs. When all the topics were completed, the
cycle would repeat itself with the topics being covered in
the same order. The content of the twelve week treatment
cycle is available for reference in Appendix 12.

Topics in the treatment cycle were organized to accom—
modate group development. The planning phase of group
development occurred before the group began. The beginning
phase of group development was carried out during the first
four weeks of the treatment cycle. The main goal of this

part of the treatment cycle was to build an information base



that the group members could draw from during later weeks.

The objectives for the beginning phase were:

1.  to educate members about the nature of chemical
dependencys

2. to correct members misconceptions about chemical
dependency;

3. to integrate group members’-pEPsonal srperisnces

with the information about chemical dependencys

4. to teach group members that it was safe to self-
disclose; and

5. to assist members with identifying and reducing
defense mechanisms.

Some examples of topics covered in this phase included:

1. chemical dependency and families;
2. chemicals and sleep; and
3. peychological adjustment to chemical dependency.

The middle phase of the treatment cycle occurred from
the Ffifth week through the ninth week. The goal of this
phase focused on goal achievement of individual group mem-—
bers and of the group as a whole. This phase offered an
oppor-tunity for group members to focus on interpersonal and
intrapersonal issues. Chemically dependent elders used the
chance to problem solve about repairing relationships,
including identifying personal obstacles and resources that
could affect these relationships. The objectives in this

phase were:
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i. to begin identifying feelings:

2. to help clients express feelings appropriately;

3. to address relationship problems; and

4, to enhance clients’ socialization and . com—-

munication skills.

Examples of group session topics included:

1. spirituality;

2. identifvying losses; and

3. guilt and shame.

The end phase of the treatment cycles happensd From the
tenth weelk through the twelfth week. The goal of this phase
was to prepars  group members to eventually leave the group.
Group members were encouraged to make whatever lifestyle
changss were necessary to maintain ongoing chemical depen-—
dency recovery.

The objectives of the ending phass were:

1. to show group members various lifestvyvle oppor-

tunities;

2. to alert. group members to lifestyle activities

that could interfere with recovery:; and

3. to develop individual plans with group members

that would enhance quality of life.

Examples of the topics these sessions covered were:

1. rel apse preventiong

2. stress management; and

3. identifying and meesting needs.



CHAPTER IV

EVALUATION METHOD

The evaluation method used two approaches. The first
approach was process—oriented, meaning it focused on how the
group was conducted and how it fuﬁctioned over time. Using
an  outcome orientation as the second approach, the
evaluation also focused on goals achieved by group members
and by fthe group as a whole (Bloom % Fischer, 1282). Two
aspects of the practicum weres evaluated, both of which were

the practicum obhjectives.

Evaluation of Practicum Objective Number One

The first practicum objechtive of developing and
facilitating & treatment group for the chémically dependeaent®
elderly was evaluated in two parta: 1Y Effectivensess of the
group as a whnle: and ) Effectiveness of the groups’
ability to help group members change.

To evaluate the effectiveness of the group as a whole,
the wvalue $+ the group experience to its members was
evaluated. This was accomplished by using a self-report
measure called a Post Session Report which had beesn
developed especially for the treatment group by the Elders
Health Froject data analyst and myself. It was not a stan-—
dardized test. The writer administered this tool after each
session.  Although it would had been more confidential for

members to fill 1& out on  their owny; the members refused fto
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do this. A copy of the Fost Session Report is included in
Appendix &. A group leaders summary report was used to
follow each individual members’ progress and the group
process. The writer developed it and completed it after
gvery session |

Another way to measure the effectiveness of the group
as a whole was to determine 1+ the group goals were:
achieved. To evaluate the goal of responsible use of mood-—-
altering prescription drugs, the Manitoba Drug Dependency
Screen (See Appendix 3} was used. A brief description of
the M.D.D.5. was given in the Froject Description Chapter.
Instructions about how to complete and score the MJD.D.E. is
given in Appendix 3. A copy of the summary report can be
seaen in Appendix 5. The writer administered pre—- and post
group and six month follow-up tests. To measure the goal of
abstaining from alcohol, the group members who uséd alcohol
were asked at the post and six month follow-up trial periods
it they had drank any alcochol.

To control for the effect of the alcohol users tendehcy
to deny or minimize alcohol use, a retrospective self-report
scale was given to significant others of members who used
alcohol. This tool was designed and administered by me. It
was to be given by the social worker at the six month trial
period, asking about members’ alcohol use before and after
involvement with the group. Before significant others were

contacted, the members wers asked for permission to contact
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the significant others. This approach maintained trust
between the writer and the members.

The last treatment goal to be evalqated was the life
satisfaction of group members. Two measurement tools were
used. The first tool used to measure life satisfaction was
the Deiighted—Terwible Ecale or in shortened +form, the D-T
Scale. It was developed by Frank M. Andrews and Stephen E.
Withey in 19746, ESee the fHAppendix 4 for a copy of the scale.
Andrews and Withey reported that, compared to other life
satistfaction scales, the D-T EScale had a high level of
validity and a moderate level of reliability. This tool was
short and quick to use and the items seemed applicable to
the elderly population. This tool was given to group mem—
bears at the pre, post and six month trial periods by me.

The second measurement tool was the Brief UCLA
Loneliness Scale which was initially developed by Eissel,
Feplau and Ferguson (1972). It was revised by FPerlman
(1978) into a shortened version with new, positively worded
items as seen in Appendix 10. For the reasons given below,
the Brief UCLA Loneliness Scale was chosen to help measurs
life satisfaction among the chemically dependent elderly in
the treatment group. Firstly, Perlman (1978} reported that
this scale was used in many other research studies.
Secondly, Russell, FPeplau and Cutrona (1980) found that the
brief UCLA Loneliness Scale has a high level of internal

consistency and indicated concurrent  and discriminant
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validity. Lastly, in his study, Ferlman (1978) found that
loneliness was related to life satisfaction and believed
that loneliness was a significant aspect of the well-being
of seniors.

This scale included nine items, all scored 1 to 4 as

never, rarely, sometimes and often. Three items were

£

reversed before scoring, for sxample, 1 = 4, = 3, stc.

Ferlman (1978) developed cut off scores as follows: 20 and

helow = no evidence of  lonelinessy; 20-24 = possible
loneliness; and 27 and above = definite loneliness. Scores

that decreased over time suggested a decrease in loneliness
and scores that increased over time suggested an incresase in
loneliness. Ecores ranged from 9 to 34, with @ be the
lowest and 346 being the highest.

The third part of evaluating the development and
facilitation of the treatment group was measured according
‘to each member’'s achievement of his or her own personal
goals. Each member ‘s goals and outcome of their goals ars
included in the client profiles in Appendix 14, The
criteria for setting individual goals are explained in the
practicum project section of the report. At the post-group
evaluation, the writer ch@;ked with each member about

whether or not individual goals were achieved. At the

u

month follow-up, each member was asked if the same goals had
been maintained. Clinical observations and assessment of

each member’'s progress in group was also helpful in deter-
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mining this third part of the evaluation. This type of
evaluation enriched the evaluation data on intervention

outcomes.

Evaluation of Practicum Objective Number Two

The second practicum objective that was evaluated
involved my own professional learning. The focus of
avaluation was directed at increasing my group work skills.
It was assumed that if the group work skills improved, so
would the comfort level of Ffacilitating groups. Also, 1if
the group work skills improved, the ability to help group
members identify and resolve their issuss would have been
enhanced. Three different methods of evaluating the group
facilitation skills were getting supervision, videotaping
the sessions, and using & group leadership scale.

I met with my Faculty of Epcial Work advisor ap-—
proimately every two vweeks throughout the twelve weelk
project. We discussed my progress with group work skill
development and the progress of the group members. Having
an objective knowledgable collesagus available to provide
supervision was instrumental in encowraging professional
growth.

Most of the sessions were videotaped. Videotaping was
chosen to provide the actual group experience for the social
wortk  advisor to observe and  assess. The videotape also

allowed for making verbal and nonverbal observations when
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reviewing group sessions. FPrior to taping each session, the
group members were asked for permission. They were informed
that the taping served the purpose of evaluating my masters
degree practicum project. Also, they were told that only
the practicum advisor and myself saw the tapes. No members
refused to be taped. Two Alcoholics Anonymous @embers
arranged for their faces to be hidden from view to maintain
anonymity. Each tape of a session was seen within one wesk
aftter that session occurred.

The last method of evaluating group leadership skills
waz the use of the Group Leadership Scale developed hy Corey
L Corey (1977). An example of this scale is in Appendix 7
for- further reference. Although the skills listed in the
scale seemed to peftain to general counselling skills rather
than specific group work skills, it did provide a more
objective way to evaiuate my own performanca. It had not
been tested Ffor reliability or validity and thus, was not
standardired. It did seem to work well as a repetitive
measure that was sensitive to change over time. It was also

quick and easy to use.
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CHAPTER V

Analysis of the Progress of Group Members and of the Group

as a Whole

This part of the practicum report presents the results
of the evaluation procedures. As the recqmmended process of
evaluating group, Tosseland and Rivas (1984) divided the
analysis into two parte: 1) the progress of individuals in
the group; and 23 analysis of the group as a whole.
Chapter V will focus on the analysis of the members progress

in group.

Case Illustrations

Thres vignettes were chosen at random Ffrom the client
profiles to highlight the group experiences of the members.
This showed some idea of the issues that were dealt with in
group. Lastly, these case histories provided some insight
into the type of clients that were in the group. The three
cases  that were chosen seemed to represent many of the life
histories, behaviour patterns and current problems that the

other membets possessed.

Clara
Clara was referred to the group by Dr. W. Jacyk, Co-
investigator of the Elders Health Frogram.

Clara was T1 yvears o0ld. Ehe lived along, and had been
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widowed for seven or eight vears. She was retired having
worked as a clerk and bookkeeper with her husband’s
business. She had three children, one son lived in Winnipeg
and the other two lived in other provinces.

Clara was an attractive woman, well dressed with make-—
up and perfectly matched accessories. Ehe was an extremely
private woman, saying very little. When she spoke she was
succinct with little expression of feeling.

Chemical Dependency Information

Clara’s substance of cheoice was alcohol. She ac—
tively drank while her husband was alive. Ehe had never
been interested in attending A.H., instead she attended the
aftercare group from St. Boniface Hospital Chemical Depen-—
dency Unit. She had difficulty getting to the aftiercare
group because it was held in the evening. Her vision was
quite poor when driving at night. Also, she had difficulty
relating in & group of primarily young members. She wanted
toi remain in  the aftercare group, vet she alsc wanted a
group experience with people her own age. Since she had
engaged in recovery, she continued to dislike the term
alcoholic because the negative image and guilt associated
with the term made it hard for her to apply it to herself.

Progress in Group

Clara’s individual gpal for attending the treatment
group was to maintain scbriety. She was averse to any

administering of evaluation tools. EBEecause she was going to



continue attendance at the aftercare group one time per
weelk, she wished to attend the Elders Health Frogram group
on a drop-in basis. Clara attended the treatment group on
seven occasions throughout the 1Z2~week period. Her verbal
feedback after esach session was favourable.

Clara wWas consistently guiet during each session,
reporting that thise was her usual behaviour in group. By
listening, she learned much more that by talking. Clara
helped other members by offering an empathic statement ar by
giving some advice. She maintained interest in  the group
meetings. Clara was clearly a peripheral group member
which was acknowledged within the group. Her erratic atten—
dance may have contributed to her quietness in group.
However, <she did achieve the group goal of maintaining
abstinence.

In summary, because she was so quiet in group and she
refused to participate in completing the evaluation tools,
it was difficult to assess her progresé with chemical depen-—
dency recovery. However, her goal achievement and positive
feedback about her group experience indicated that the group

was of some benefit to her.

Margaret

Margaret was referred to the treatment group by her
three daughters and the writer. Margaret was 71 yvears old.

Ehe was married and lived in an apartment. She had four
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children, all daughters. The eldest lived in é nearby town
while the middle daughter and the youngest daughter lived in
Winnipeg. Margaret had several previous foster children whao
kept contact with her. Margaret had six years of education.
Her previous occupations_included Child Welfare case aid
worker and running & group home. She was a devout catholic.

Margaret had a few chronic illnesses such as chronic
heart failuwe, asthma, arthritis and diverticulitis. Her
heart condition demanded that she slow down when she did
daily chores. However, she walked independently and con-
tinued most of her daily tashks. |

Margaret was born  and raissed on & Ffarm in rural
Manitoba. Eoth her parents were of French descent. She was
a middle child of many children. Margaret married her first
husband when she was about 17 years old. This man was  a
piano player who spend most of hiszs time on the road enter-—
“taining and binge drinking. He was the father of their four
daughters. The eldest daughter died in childhood from a rare
disease. Margaret divorced her first husband and he died
two years later.

Her second husband was a veteran of the Second World
War, hard working and honest, 'but he could alsoc be short
tempered and mean. Financially he provided well for the
family. He died as= & result of Alzheimers disesase.

Ehe married her third husband, Fred who was her husband

at the time she was in group. After this marriage she had a
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number of hospitalizations for her heart condition. She
then focused. on her illnesses and herself. Her daughters
observed that Margaret would focus on her illnesses to get
attention. Understandably, the daughters were never sure
which of Margaret’s illnesses and symptoms were real and
which were not. Because o%‘this behaviouwr many +amily
members withdrew, which in turn led Margaret to focus even
more on her illnessos. |

Chemical Dependency Information

Margaret had been using diazepam for 20-30 vears. Ghe
learned that mood-altering prescription drugs made her feel
hetter. Thus her drug seeking behaviouwr worsened.

Ehe went to three different doctors to get analgesics
or bhenzodiazepines. I+ one physician refused to refill her
prescriptions, she went to another dochtor. Her family

physician saw no  problem with her medication use, yeot felt

helpless and fed wup with treating Margarst’s many minor
complaints. At the time of completing the identification
questionnaire, she was taking Nitrazepam, Halcion, Xanau,

and Tylenol #3.

Margaret had drunk alcohol excessively for five years.
Her husband used to buy brandy on a weekly basis. Two yvears
ago she was hospitalized +for a gastrointestinal problem.
After she was discharged, she never had another drop of
alcohol.’

Margaret’s emotional state and behaviour indicated that
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her life was negatively affected by her chemical use. She
becahe increasingly depressed and anxious. On two occasions
she had thoughts of suicide. Sﬁe had difficulty con-
centrating and was very Fforgetful. She had developed a
sleep disturbance with both sleep initiation and maintaining
sleep. Ehe had no appetite. &he could no longer deal with
every day responsibilities.

Frior +to the interview, Margaret had little denial
about her chemical dependency and she easily accepted ii.
As  she continued attending group, her denial grew. Eho
insisted on maintaining control over her pills and refused
to taper off under our supervision. 8he minimized the
problems caused by her pill vse. She made strong attempte
to stop discussions about her chemical dependency.

Progrese in Group

Margaret had agreed to attend the ftreatment group fwice
a week. 8he used Handi-Transit to get to the sessions. Her

individual goals included:

i, talking about her addiction to pille,

2. lifting her depressed feelings,

3. developing companionship with group members,

4. improving her companionship with her husband via

improved communication, getting Fred to the group,
increased  touching and warmth, doing more ac—
tivities together, and

Se giving to others.
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Margaret increased her leisuwre activities such as
becoming involwved in bible study group, going For walks,
cleaning, cooking and knitting. S8She reported that all five
of her individual goals were achieved and maintained at the
post group and six month follow-up interviews. She was more
able to talk about her chemical dependency. Ehe no longer
felt depressed. She felt emotionally close to the group
membetrs. She f=lt good about helping fellow group members.
She enjoyed her relationship with Fred a little more.

Attendance was fairly regular and consistent. It was
sporadic on two occasions, when Fred was hospitalized and
when she was hospitalized for pneumonia. Margaret came o
17 sessione throughout the treatment cycle. She terminated
betore this cyocle Finished because she wanted to go on  a
trip to Alberta with her husband.

Makgaret had made some progress in  personal growth,
She was much more content with her sleeping habits. She
became more aware of her feelings. For example, Margarst
had denied feeling anger when she participated in the first
treatment cyclg. During the practicum project, she was able
to identify her feelings of anger and began to express it.

Margaret was beginning to communicate more effectively.
Bhe was starting to spealk up for herself, stating what she
did or did not want. Ehe was Ilearning to be more specific
when making an observation and to checlk out any assumptions.

Some problems remained unresolved. She continued to carry
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many resentments from the past. To protect herseld from
being hurt and from emotional pain, she had become aggres-—
sive. She still used her illnesses and her symptoms to gain
attention.

Ehe was reluctant to accept help, often refusing to
accept suggestions. She responded in silent anger when
confronted about some discrepancy. Ehe had honestly said
she found it very hard to accept help Ffrom others bhecause
she had always helped other people.

In terms of Margaret’s part in the group process,
Margaret assumed the role of informal group leader guickly.
This was achieved because of her gregarious and talkative
naturs. She had been in group longsr  than of any other
mamber. Margaret monopolized group discussion quite often,
yat other group membsrs seldom challenged her status. Her
monopelizing behaviowr allowed other group members to avoild
dealing with their own chemical dependency issuss. However,

the group recognized her as the monopolizer and informal

group leader. Margaret’s ability to self-disclose en-
cowraged other group members to share in group. She WaE
also an integral part of the group. Ehe supported and

confronted new members appropriately despite her own inade—
quacies.

Ehe did achisve her group goals to a small extent. She
was completely off benzodiazepines and analgesics by the six

month follow-up. Her sense of life satisfaction improved as
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was seen by her more active day-to-day living and by life

satisfaction scores. Her scores increased in 2ight
categories in the Scale. They included health, family
relations, JFriendships, housing, religion, self-esteem,
transportation and life as a whole. She indicated ne

changs, but was satisfied with the dimensions of finances,
living partner and recreation activity. Her total score
consistently improved over time from 51 to 57 to &b6. Mar-—
garet’s ULLA Loneliness scores moved from 10 to 146 o 20.
This score increased over time, yet all three scores still
indicated no evidence of loneliness. I+ there would have
been a year follow-up test, she may have continued with this
trend and may have scored as lonely.

Overall, Margarst made small gains as a result of  her

participation in the group. The group did give Margarst an

opportunity to recover from her chemical dependency. It

5]

ernabled her to stabilize her daily life, her family

relationships and her physical condition.

Ronald

Ronald was feferred to the group by a St. Boniface
Hospital social worker and the Elders Health FProgram peer
counsellor.

Ronald was && years old. He had a heart attack a

number of years ago, prostate cancer thres yvears ago, and
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Farkinson’s Disease. He walked independently and had no
functional limitations. FRonald was intelligent and bright,
relying on logic as a coping mechanism. FRonald tended to he
veary defensive and to reacted gquickly in an aggressive
manner, funnelling all h;s emotions into anger. He had
difficulty identifying feelings that were not anger and
struggled with expressing affection.
Ronald was a high school graduate, he fought in the
Army during World War II, and for many years, was a postman
in Winnipeg. He participated in few activities or
charitable organizations. He did not belong to & church and
had no spiritual  beliefs. His days off work were spent
relakxing, watching TV, and geing to parties or to the
L.egion. Ronald took an sarly retirement and he and his wife
moved to an aparitment downtown. The couple toock daily walks
together. Azide from these activities, Ronald did little

el

i

The family would invite him on auvtings, but he often

refused.

He had been married Ffor over 40 years. His relation-
ship with his wife had been warm and very close. They had
three children, two daughters and one son, all of whom lived
in Winnipeg. Through his wife’s connection to them, he fe}t
close to them.

Chemical Dependency Information

While Ffighting in World War II, Ronald started hisz

drinking. He WaAS a heavy drinker all of his life.
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Drinking progressed +from wéehend parties to daily drinking
atter worlk and on weekends. He experienced no repercussions
of his drinking while working becagse many of his fellow
postmen were drinkers as well. He heard few protests from
family or friends. His wife often went with him to parties
and drove them both home.
After  retirement, drinking became his sole actiwvity.
The time he used to spend at work was spent derinking at
home and at the Legion. When he was at the Legion, he
would sit with the heaviest drinkers. He began falling down
when intoricated. He fe211 on Portage Avenus while making
his way home from the Legion. The police picked him up and
took him home. Ronald recalled extreme shame about +the
incident. He was falling at home, hitting his head on the
edge  of the coffes table. He fell in the bathtub and was
lifted out by his wife who hurt her back in  the process.
Ronald felt very guilty about this. Once his walking becams
precarious, his wife bought him alcohol to drink at  home .
His appetite was very Smgll due to drinking. He finally
went to hospital when he could no longer wallk one more step.
Ronald had minimal denial, admitting he had an alcohol
problem and wanted to abstain. Two obstacles to recovery
ware his hesitancy to make lifestyle changes and his aggres-—

S10M.



Progress in Group

Ronald’‘s individual goals were to abstain from alcohol
and to be able to walk from home to the sessions. He agreed
to come to group twice a week on Mondays and Fridays. He
came to sessions and had regular attendance. -He took the
city bus or walked to the sessions.

Ronald had learned to accept his chemical dependency,
hawever.he did not make any lifestyle changes to support his
recovery. He only stopped drinking and stopped going to the
Legion. He started to deal with his short temper by iden-
tifying the cognitive thoughts that escalate his anger and
the physical sensations of his anger. He learned to uss
deep breathing and removing himseld from the situation as
vways to control his temper.

Ronald was an active group member. He selt+-disclosed
readily and encowraged other members to do the same. He was
very supportive of other members and was also able to gently
confront  them. He did achieve the group goal of abstaining
from alcohol at the post group and six month follow—-up
interviews. He refussed to do the evaluation.tasts, s0 the
goal of improved life satisfaction was not measured.

In summary, Ronald did receive some benefit from atten-
ding the group. He moved from early through middle
recovery. He achieved all of his individual goals and one
of the group goals. Unfortunately, be did not move fuwrither

towards making lifestyle changes to maintain his recovery.



Common Characteristics Among Group Members

All  of the group members had a number of characteris-—
tics in common with each other. Some of these commonalities
were openly acknowledged by the members, while others were
observed by the leaders. Each member described in the
vignettes will be analyrzed by identifying characteristics
each clisnt had in common with other members. fhia analysis
will help to describe cther group members and to identify
individual issues and themes addressed by the group.

8ix characteristics were shared by all of +the group

members.

1. All  members had their chemical dependency problem
identified and experienced some form of interven-—
tion. Identification and intervention ococurred in
a different way and at different times, but both
activities led sach member to treatment.

2 They all had a chemical dependency problem for
five years or longer. This indicated that all had
a relatively long history of chemical dependency.

3. The twelve group members had one or more health
problems.

4. All members came from stable family lifestyles and
middle to upper class backgrounds.

5. They all shared conservative, traditional beliefs

and wvalue systems. For example, all memhers

firmly believed in the work ethic and polite,



social etiquette.
& All were caucgsian.
From the +irst vignette, Clara had & few characteris-—-
tics that she shared with others. She represented Four of
the female members by her experience with widowhood. All of

these women had been widowed for at least six  years. EShe

i

had treceived chemical dependency treatment before which
Dennis, Inez and Bebrge had done as well. Ehe had come to
the group to add an age-specific ftreatment program fto sup-
plement her recovery activities as did Dennis.

Az  the second wvignetts, Margaret was very represen-—
tative of other group members. Her most pervasive charac—
teristic was her somatic behavicowr which was common with
Ruby. Both clients made constant physical complaints and
used these physical compleaints for getting nurturing and
validation. Eoth had heavy investments into the medical
system. Margaret had a sleep disturbance which was shared by
five others. However, each person experienced differont
symptoms and coping behaviours. Five group members had been
seen by a psychiatrist at least once as did Margaret. She
had reported feeling depressed to the point of wishing to
die, but so had Inez, Etan, Fred, George, Helen and Ruby.
Double doctoring was a way for her to obtain medications,
which was also done by Ruby. She had unresolved grief about
her oldest daughter and Stan was unable to grieve in an-—

ticipation of his wives’ death. Fred remained bitter about
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his Ffirst wife who had been dead Ffor about 10 vears. Still
missing her husband who died about sixteen years ago, Esther
had not resolved her guilt about not forcing him to see a
doctor sooner. Ronald still resented his vyounger brother
who died duwingkworld War I1 and hated his deceased mother.
Being a victim of wife battering and a wife of an alcoholic,
Isabel had not resolved her lifs as a widow.

Margaret found that re-establishing trust between her

]

and her family members was & long, painful process. Thi
trust had been broken because of the inconsistent, hurtful
behaviouwr resulting from the chemical dependency. Clara,
Isabel, Etan, Ruby and Esther also discussed trust issues in

group. Unable to meet her sociocemotional needs in a direct

i

ssertive way, Margaret often felt frustrated and taken for
granted. Her past role as caregi?er led to  this behaviour
and emotional state. Isabel, George, Helen and Ruby all
described +the samge euperience. Retusing to believe that
chemical dependency was a disease, Margaret shared this
conviction with Fr@d} Helen and Esther. No matter what
approach was taken or what information was given, all of
these clients could not be shaken from their opinions.
Although she acknowledged that she was dependent on mood-
altering prescription medications, she was unable *to
further extend that +to having the potential of becoming

dependent on alcohol.

Helen and Esther had the same difficulty understanding
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the concept of chemical dependency. These clients, as well
as Fred and Ruby, held much contempt and moralistic
judgement on the alcoholics. For example, Fred said in
group that alcoholics should be lectured and punished as a
form of treatment, not forgiven.

As the third vignette illustrated, Ronald shared other
common characteristics with the rest of the group members.
Ronald was cl@érly not & Jjoineri that is, he developed a few
solitary activities and participsated in few clubs or or-—
ganizations. This was pervasive in group among ssven other
members. Ronald and three others expressed intense feelings
of guilt and shame about being chemically dependent and
about past wongs done to family and friends. He described
a very troublesome, dysfunctional family of origin. Isabel,
Stan, Fred and Seorge all came from dysfunctional families.
Three of these mosmbers, Isabel, Etan and Georgs all
described alcohoclism preéent in their families when they
were young. Ronald described himself as a distant family
member meaning that he seldom attended family outings,
seldom exchanged affection with family and seldom engaged in
intimate conversations with family. Five other members
reported the same behaviour. Interestingly, the level of
satisfaction with family relationships seemed to be split in
two subgroups. The two female members disliked this érran~
gement in their families, but both refused to directly ask

for changed behaviour like a hug or a weskly wvisit because
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of not wanting to overburden their children. Ronald and the
other three were all men who highly preferred their
positions in the family. All of them were extremely uneasy
with emntional and social closeness with their tfamilies, so0
they avoided situations that required intimacy. However,
two of the men made one attempt at behavioral change in this
area. Fred phoned his brother for the first time in years
and Geoﬁge asked +or a hug From his six year old grandson
for the first time ever.

Al though Ronald had been chemicélly dependent for some
time, he had never been in treatment before. Six other
members had never been in  treatment before either. ITzabel
had been in AlAnon and Alccoholics Anonymous to deal with her
‘husband’s dependency, but had never gone for her pill use.

Diftficulty ididentifying and expressing feelings was a
main characteristic in the- group. Six others including
Fonald had to meet this challenge. Fonald and nine cther
members were considered active in group. That is, they all
talked without being directly asked Ffor input and were
considered a part of the group. They were all misged when
they were absent from a session or terminated from group.

In summary, the members of this group had a high degree
of homogeneity. However, even with the presence of
homogeneity, members showed differences even in the way they
manifested these Eimiléritieg. For example, although halsf

of the twelve group members had a sleep disturbance, all of
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them dealt with their problem differently. All of them had
a different kind of sleep disturbance. This served as an
important consideration regatrding the chemically dependeﬁt
elders. One could not have assumed that, Just because a
client was elderly and chemically dependent, every one had
the .same needs, problems, coping mechanisms, perspectives
'and values. By virtue of members having old age and
chemical dependency in common, the treatment group was able
to be ceohesive and to clearly proclaim a group identity.
The individual difficulties allowed for a rich, cresative and
varied pool  of idese essential for problem sclving and

learning new behaviours in group.

General Group Member Demographic Characteristics

From information obtained in the intake interview and
the Oroup seﬁzioms; SOMmMe member  characteristics  werse
evident. Describing these characteristics helped to develop
a sense of  the group as a whole and a sense of who the
members were.

The range of ages of the group members was &1 - 84
yvears, with a mean age of &B.7 years. Individual ages are
indicated in Table 3. With regard to gender, there wers
seven females and five males. Gender seemed to be related
to the choice of chemical used in a lifetime. Table 2
illustrates that elderly women were more likely tham’elderly

men to  use mood-altering prescription medications or both
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mood-altering prescription medication and alcohol. As
Table 3 indicates, elderly men in the group were more likely
to be married than the elderly women. On the other hand,
alderly women were more likely to be widowed than the elder-

ly men. The levels of income ranged from $750 - £999 per

month to #3000 or more to per  month. The range of

educational leveles was from 4 to 18 vears with a mean of 2.3

VAN S,
Table 2
USE OF CHEMICAL BY GENDER
Substance
Alcohol Medications Both
Men (n = §) 4 1 0
Women (n = 7) 1 4 2
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Table 3
b
E SELECTED DEMOGRAPHIC DATA NUMBER ONE
l Client l Age l Sex l Marital ' Income Education

Status

mation

Margaret | 71 | F | Married |  $1250-1499 i 6 yrs
Fred 1: 78 }r M 1 Married : $1000-1249 5 9 yrs
Helen l 80 E F : Widowed 3 $750-999 3 8 yrs
Esther i 84 j, F } Widowed é $750-999 g 6 yrs
Stan i, 74 E: M j Married ; $2000-2249 i 6 yrs
George E 69 i M 5 Married : $2050-2999 5 18 yrs
Ronald i 66 i M | Married | $3000 + {11 yrs
Isabel j 72 E, F § Widowed g $750-999 i 4 yrs
Clara i 71 g F § Widowed i Refused ? Onk
Dennis EV 61 g M E Married g Refused E 13 yrs
Ruby i 72 + F 1 Single ! Refused i\ 11 yrs
Group members often gave historical and current infor-

involvement

members,

o e
T

with the

had seen a

lifetime or were

that male group

likely

srclusively used mood—altering

to see a

to have

members and female members

had

about psychiatric

help they

in the process of

treatment group.

had received

0Ff all

seeling one.

psychiatric help.

psychiatrist as compared to alcohol

Group

prior to
the group

psychiatrist at least once in their

seemed

were equally as
members who
medications were more likely

users o mem—

bers who used both chemirals as shown in the Table 4 below.
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Table 4
SELECTED DEMOGRAPHIC DATA
CLIENT EMPLOYED OCCUPATION TREATMENT | PSYCHIATRIC
. ' : SESSIONS HISTORY |
Margaret No Case Aid for 38 Yes
CAS Group Home
Fred No Sheet Metal 29 Yes
Helen No Housewife 29 Yes
Esther No Nurse 29 No
Stan No Canada Packer 18 Yes
George No Teacher 31 Yes
Ronald No Postman 27 No
Igabel No Housewife 7 No
Ruby No LPN 10 Yes
Clara No Bookkeeper 9 No
Inez Yes Day Care Manger 2 No
Dennis Yes Management 14 No

Group membere also tended to discuss past experiences
with other forms of chemical dependency treatment prcgrams;
These included Alcoholics Anonymous , a medical
detorification wnit, or an inpatient treatment program.
Elderly female members were less likely than elderly male
members to have had previous chemical dependency treatment.
Also, one third (4) of the members had some experience with
A.A. Members who exclusively used mopd—al tering
medications were less likely to have had a previous ex-—
perience with. chemical dependency treatment than alcohol

users or those who used both chemicals.
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Group member attendance range from attending 2 to 328
sessions. The reason the largest number of sessions ex-—
ceeded the total number of sessions included in this prac-—
ticum was because Margaret had attended the 12 week treat-
ment cycle prior to thé onset of the practicum. The mean
number of sessions attended by group members was 20.2 ses-
S10nsS. The Table 5 below provided visual analysis of group
member attendance. Table 3 shows that eight group members
or  the majority of participants completed the Treatment
program. The group seemed effective with keeping group
members engaged throughout the treatment experience. A low
drop-out rate can help to interpret this group as an effec—

tive treatment approach recovery.

Table 5

GROUP MEMBER ATTENDANCE OUTCOME
(n = 12)

8 Completed treatment per contract agreement
1 Completed treatment but very irreqular attendance
2 Dropped out for unknown reasons

1 Dropped out due to relapse

Number l Attendance Outcome

T —
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CHAPTER VI

The Group as a Whole

This section discusses the stages and processes used in
group development; further, it examines group dynamics as
the group developed. The outcomes derived from tﬁe post
session  report and from evaluation of group goals will

+ollow these observations.

Observations of Group Development

The gquestion that was to be answered here was: How did
group formation occur in this group for chemically dependent
seniors? The summary report in Appendix § was the tool most
helpful with ididentifying the wvarious group development
stages and tasks. Each developmental stage will be euplored
in terms of how it was carried out in the gPDup; The plan-—
ning stage was not covered because it occuwrred prior to the

group’s erxistence.

The Beginning Stage

The beginning stage lasted froﬁ the beginning of the
practicum to about four weeks later. Activities that seemed
distinct in this stage involved group discussions easily
moving off topic, member-to—-member interaction occugﬁing in
dyads, one member monopolizing group discussion, aor the
eldest, most ill and disabled members being ignored. Self-

disclosure was at a minimum while trust was being ss-
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tablished. Members seldom offered help to each other.
Group communications were directed to the leaders first.
These members’ behaviours required the leaders to work hard
at facilitating member—to—-member interaction, developing
trust and cohesion and maintaining discussion to the topic
at hand.

The beginning stage seemed to emerge again the last
three weeks of the group. FReasons for this were: 1Y  the
group was an open group which usually required that the
beginning stage was a prominent, i1f not the.only stage, an
open group achieved: and 2) +our kéy group members left and
three new ones began at this time.

The Middle Stage

The middle stage covered the rest of the twelve wesk
cycle. It started Ffrom the third week of the c¢vcle and
lasted to the tenth wesk. This group responded to the
demand for worlk in this stage. Many members actively strug-—
gled with achieving individual and group goals. It was
consistently documented that self—-disclosure, group
cohesion, mutual aid, member—to-member communication and a
strong sense of group identity occurred at high levels. The
student tried to facilitate change by using problem soclving

techniques, structured exercises and some role play.

The Ending Stage

Since this group was an open group, endings were dealt
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with frequently throughout the group. Endings occurfed at
the end of each session and at the planned or unplanned
termination of members. There was one session that focused
primarily on an ending which occurred at the ninth week of
the treatment cycle.

Treatment Group Dynamics

The areas of group dynamics explored were: com-
munication and interaction patterns, group attraction,
social controls, group culture and mutual aid. Member—to-
member communication was difficult to achieve and maintain.
The uwsual pattern involved members speaking to the group
leaders first themn back to the .members again. This pattern
occurred more frequently under certain conditions:

1. one or more members were hearing impaired; very

nld or very disabled;

2. group cohesion was lowg

3. the group topic had lengthy and detailed discus—

sion from group leaders; and

4, there was group resistance to dealing with a

topic, such as identifying loss.

Member—to—member communication was at its highest when:

1. cohesion was highs

2. the group was in the middle phase of group

development;

i}

all the members knew esach other well: and

4. active problem-solving was happening to assist a



member .

When blocks to direct member—to—member discussion were
at work, I constantly encouraged the members to talk to one
another. foen, the members tried to do this. Monopolizing
did occcur freguently, usually by Margaret or Fred. The
members tolerated this well because it let them off the hook
from taking responsibility for group discussion. A few
times pairing occurred in the group becausese sharing com-—
monalities linked these members together. These dyads
usually survived only for one or two sessions because the
membership in the group always changed. The dyads did rnot
seem Lo interdtere with the development of cohesion and group
identity. Instead, they seemed to help create positive

group dynamics.

Group Attraction

Group attraction was the most influential dynamic that
created and maintained the group as & positive experience.
Two thirds of all the group sessions were documented as
cohesive.

A session was considered cohesive according to criteria such
as 1) a sense of caring was expressed among members, 2)
members listened to and helped each other, and 3) members
enjoyed each other’s company. This dynamic grew in frequen-—
oy  as time went on, From five sessions as cohesive in the

first month, to seven cohesive sessions in the second month
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and nine cohesive sessions in the last month. Group at-
traction occurred just as often during scheduled topic
sesesions as it did during open forums. Surprisingly, group
‘attraction did not seem to be affected by which group mem-—
bers attended the session. Group attraction was also
evident by members returning to group repeatedly.

Group attraction seemed to thrive in this group because
of the two main commonalities of chemical dependency and old
age. The homogeneity of members strengthened the commitment
and attraction members had for the group. Active group
leadership helped to create positive and beneficial group
experiences for the members, thus drawing members back to

7

the group. The Leaders worked to meet members’ emotional
and physical needs by linking members together and en-
couraging the group ip addressing the problems of individual
members. Conflict among members was resolved as quickly as
possible, Mutual aid was strongly encouraged. High levels
of self-disclosure led to strong care and concern  among
members which facilitated group cohesion.

Broup attraction was diminished when very difficult
issues such as identifying losses, the psychological aspecte
of chemical dependency and chémical dependency and the
family were scheduled. These topics were emotionally pain-
ful  and demanded personal reflection and intense self-
disclosure. This made members feel very vulnerable. They

feared losing of control of their emotions and self-



disclosing too much which would have made them feel embar-
rassed. Thus, group members said wvery little in these
seésions ot one member monopolized the discussion because of
emotional discomfort. Leaders tended to take more control
aof these sessions by talking more o scheduling more
audiovisual materials. EBuch group dynamics and activities
led to more isolation among members and less satisfaction

with the group experience.

Norms

The norms established by the writer and thes peer coun-—
sellor were: 1) one person talks at a time, 2Z) do not repeat
names of group members outside of group, 3) we know more
together than each of us knows alone, and 4) each of us is
responsible  for getting our needs met. Two norms that
should have been added were: 1) all members will be given a
chance to falk; and 2) when giving advice, speak from your
own experience. The first norm that should have been added
could have decreased monopolizing. The second norm may have
inswred that personal judgements were not passed on to other
members.,

Some norms were not openly acknowledged. Rather, some
rules of group conduct occurred in a subtle, covert way.
Members seldom confronted each other. When monopolizing
occurtred, no one ever interrupted or complained. Arncther

norm at  work was that no one came to group intoxicated or
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with alcohol on his or her breath. Conflict between members
was never addressed in group, rather it was discussed when
one member was absent in group or when group was not in

session.

Roles

Margaret acted as informal group leader, but in her
absence, Fred took on this role. When Margaret and Fred
terminated from the group, George assumed the role of infor-
mal group leader. He was the peace hkeeper in the group,
insuring that everyone was satisfied with the group eux-
perience. Ezther also took on this role, buf also mediated
in any subtle conflict or disagreements between members.
Stan and Helen took on the role of lost members. That is,
they saw themselves as listeners and were initially ignored
ar avoided by other members. Stan also toolk on the role of
a clown because he often used humour to relieve the group
from emotional pain. Isabel was & group follower.

Ruby seemed to be a group scapegoat, seen as helpless
and pathetic by other members. Fred insisted that Ruby was
afraid to die without actually checking this out with her.
Fred seemed to project his own fear or his interpretation of
his wife’'s behaviour onto Ruby. €he passively accepted
Frede interpretation. Ronald assumed the role of advocate
where he insured that the members, including himself, staved

on  topic, got active assistance with problem solving and
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were not pushed to do or say more than they wanted to.
Dennis , Inezx and Clara came into group as xperts with
their own recoveries often using past xperience to assist

others who were just starting their recoveries.

Group Culture

Most of the members came into group with the social
value of withholding the expression of feelings, avoiding
direct, personal interaction with others, and ‘avoiding
discussion of sensitive issues. However, after a few weeks
of coming to group, members were able to identify and
express feelings such as anger, guilt, self-pity, remorse,
loneliness and fear. Many of the members took the risk of
self-disclosing to other members about intimate details
about their lives. They were able to =xplore sensitive
issues like sexuality, chemical dependency, anticipation of
their own death, loss, and past and present relationships.
These self-disclosures were often met with empathy, compas-
sion  and encouragement. Many members were able to move
beyond the social values to create a group culture that
nurtured intimacy among members and personal self-

disclosure.

Mutual Aid

Aside from group attraction and cohesion, mutual  aid

was the next most powerful dynamic that kept the group
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together and made 1t a beneficial euperience. Only two
members felt as though they did not belong in the group due
to their strong denial about their chemical dependencies.
All the rest felt that "all-in-the-same-boat" feeling.

There were many instances in group where members
reached out to help each other. Members usually listened
intently to each other’‘s stories and problems. Seldom was
anyone Jjudged for his or her problems or faulis. Advice was
given Dccasioﬁally, but sparingly. When Stan was telling
about his frustration with the vague information his doctor
was giving about his wife’s cancer, the group strongly
suggested that he seek out a second opinion. When Helen
threatened to leave group, all the members urged her +to
stay, which she did. Members actively engaged in problem
osolving in group.

Members . gave each other compliments and praise for
accomplishments and improvements in  recovery. They helped
each otﬁer by telling of their similar experiences with the
chemical dependency and relationships. This validated and
normalized the feelings and experiences of the group mem-
bers, which, in turn, helped the members to decrease
feelings of shame and to accept themselves as chemically

dependent.

Evaluation Results: The Group as a Whole

To determine the effectivensss of the group, this
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section will analvyvze the results of the measurements +that
were talken. This will be done by looking at the group
members’ verbal feedback about their satisfaction with the
group experience and by évaluating the successfulness of

achieving the group goals.

The Post Session Report Results

Broup member’'s perceptions of the group were obtainsd
by using a Fost Session Report. Table & shows that the
members overwhelmingly found the group useful. Members may
not have given negative answers because of fear of offending
the writer and the peer counsellor. The missing data was
largely due to members’ early departures from group . Mam—
bers usually left early to catch public fransportation for
home. The comments - given to the open- ended questions are

listed in Appendix 13.

Table &
E DISTRIBUTION OF POST SESSION REPORT RESPONSES
E RESPONSE _ NUMBER
1. Not Useful at All ) 2
2. Very Little is UOsgeful 1
3. Not Sure 17
4. Somewhat Useful 47
5. Very Useful Y :)
Total Responses 125
Misging Data 12




To summarize the responses given in the Fost Session
Report as seen in Appendix 13, group members gave more
positive answers than negative answers regarding the group
axperience. These positive comments validated the members’
satisfaction with the group. They seemed to benefit from
the strong sense of group attraction and mutual aid that was
at work. The negative comments seemed to refer mostly to
the perceived limitations or shortcomings of the group
membhers themselves.

The comments given werse used to improve the effec—
tiveness of the group experience. Comments about not liking
an  audio tape or Ffilm helped +to determine that soms
educational aids may not have been appropriate for this
particular group. For example, a movie about voung childeen
living in alcoholic homes did not apply to the members’ life
sxperiences. Thus, few members Ffound the Film relevant to
their interests or needs. That +ilm was no longer wsed in
the group. Fositive comments about an audiotape about guilt
led to the leaders using that tape in every treatment cycle.
Five of the comments seemed to reflect the students lack of
direction rather than the overall group experience. Those
comments were helpful working toward more control of the
group sessions and encouraging more member—to-member com—
munication. Negative comments aimed at themselves guided
the student to work harder at meeting individual needs and

reinforcing positive personal gqualities. The positive
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comments encouwraged the student to continue building struc-—

ture into the sessions and emphasizing that members can help

each other.

Group Goals: Achieved or Not Achieved

The Goal of Abstinence

Achieving and maintaining abstinence Ffrom alcohol was
the goal for seven of the group members. O0OFf these seven,
four members achieved and maintained abstinence at the post
and six month evaluation testing periods. One member main-
tained abstinence at the post group testing period, but had
drunlk  alcohol for a short periacd of time {(less than a week
hefore the six month follow-up). Howewver, he stopped
drinking by reading articles about relapse cbtained from the
treatment group. One member dropped out of the treatment
group, thus wash unavailable for evaluation. The seventh
member relapsed by the post group testing perind and died
two months later.

The Retrospective Self-Report completed by the members-’
significant others gave little information because members
were reluctant to give permission to interview family mem-
bers. Only Ronald gave permission to interview his wife.
She reported that she was satisfied with the change she saw
in Ronald and attributed +that improvement to his attendance
in the treatment group.

It was impossible to determine whether the group was
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the only factor that helped the members to abstain. 8So many
other factors may have been involved - family support, poor
health, close family physician supervision, home care help.
Interestingly, most of those who abstained were able to
maintain abstinence for at 1least six months. However, two
members did, relapse despite all the efforts made in  the
treatment group to prevent it. Why these relapses wers not
prevented by the treatment group experience is unknown. It
is known, however, that relapse is a common occurrence among
chemically dependent people including seniors.

Because the numbers were small and the follow-up was
fairly short—term, these results are not statistically
significant and are not generalizable to other chemically
dependent elders. Despite these limitations, it did appear
that the goal of abstaining from alcohol was achieved

because more members were able to abstain (5 than those who

were unable to abstain (2).

The Goal of Responsible Mood-Altering Prescription Drug OUse

There were seven members who used mood-altering
prescription drugs. Two members had come into group already
tapered off their mood—-altering drugs. Another member had
used a barbiturate, for 146 years, but was no longer taking
it  when she stérted group. Instead, she was occasionally
using an opiate, called 222's  for pain reliet. This was

considered responsible use,. The other four members were



actively using mood-altering prescription drugs when they
started group. Table Seven showsed this in the pretest
column of the M.D.D.S. scores.

Becagse of tﬁe missing data, it was very difficult to
interpret these findings in terms of group outcome. Reasons
tor the poor follow through with all three evaluation trials
are explored in the section below. Three members achieved
or
maintained responsible use, while two members made no
change. The group goal of achieving responsible use of
mood-altering prescription drugs seemed to be inconclusive.

Table 7

USE OF MOOD-ALTERING PRESCRIPTION DRUGS

Group M.D.D.S. Scores
Membhers
Pre Post 6 Month
Euargaret 2 i 2 ; 4
E Fred 2 : 2 H 2
Isabel 6 ; 6 i 6
Helen 2 i 6 i  Refused
Ruby 2 i Dropped Out E Dropped Qut
Esther 4 i Refused i Refused
Inez Refused ; Refused ! Refused
(Scores: 2 = Dependency is Fossible; 4 = Irregular Use; & =

Not Applicable’

The Goal of Improved Life Satisfaction

The last group goal was tao improve group members’

perceptions of life satisfaction. This goal was difficult
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to evaluate on a group level because only four ocut of twelve
members completed all three testing periods. One member
completed two trial periods. Four completed only the first
test and three refused to do any at all. One reason for
only one third of the members completing all three trials
was the length of time required to complete each trial. The
evaluatipn tools were included in a larger number of tools
administered by the Elders Health Frogram. Each evaluation
trial took two to fouwr hours to complete. This seemed too
long and exhausting Ffor the members to Ffinish because some
members stated that they felt tired when the evaluation was
OVver . An intelligence scale used as part of the evaluation
which appeared to intimidate some members. One person
seemad nervous taking it because he called it an IR test.

ther members commented about how the intelligence scale was
like child‘s play.

Table £ shows the results from the administration of
the Delighted - Terrible Life Satisfaction Scale. Because
anly one third of the group members are included in the
analysis, it is highly unlikely that the results would
Pepreseﬁt the group as a whole. Also, these results may not
have been exclusively due to the treatment group. Many
other factors which were not controlled when analyzing the
data could have influenced life satisfaction. However, an
attempt was made to analvyze the available déta,

A number of items of the Delighted-Terrible Scale
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showed little change throughout the three testing trials.
These included Health, Family, Friends, Religion, Transpor-—
tation and the Cumulative Score. No change was considered
to have ococurred i€ the mean score did not increase or
decrease to a higher or lower number in a single direction
or trend. One reason the item Health did not show change
may have been because poor health was a common part of aging
that could not be significantly improved or eradicated with
the application of treatment. The items Family and Friends
did nqt show change possibly because the members were satis-—
fied with their relationships to begin with, thus they had

little room for improvement with this aspect in



Table 8

DELIGHTED-TERRIBLE SCALE

(Mean Scores)

§ Trial 1 Trial 2 Trial 3 |

Health 4.5586 3. 600 4.33
Finances 4.778 4. 600 2. HET
Family 3. 333 5. 000 S. 867
Job N/A N/A N/A
Friends S.111 5. 400 S.3323
Housing 4.88% 4,600 5. 333
Fartner ‘ &, 000 5. 333 5. 500
Leisure 4,667 4.900 S. 333
Religion S.125 S. 400 5. 500
Self—-Esteem 4,222 D000 5.333
Transpor-tation 4.66% 4,40 4,000
Life 4.778 S 00 5. 000

Cumulative Score 4.880 4.780 4,942
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their lives. Also, change with the guality of their
relationships may have taken longer than the six  month
follow—up to occur.

No change occurred with Religioq scores because the
members seemed to interpret this as church affiliation.
Church affiliation may not change as people grow old.
Transportation did not show change possibly because little
change occurred in the type of transportation members used
while they went to the group. The Cumulative Score failed
to show change possibly becausse half of the items did not
show change, thus influencing the cumulative mean.

Only one item, Finances, showed a downward trend in
mean sSscores. As the members recovered from chemical depen-—
dency, they may have spent less on chemicals and would then
have had more money available to spend on other things.
However, they may have shown more interest in leisure ac-—
tivities and ventured out of their homes more often. The
members may have taken a renewed interest in  their own
financial management once they felt better. These
behaviours may have created a dissatisfaction with finances
because increased activity led to increased spending which
led to difficulty in making ends meet.

Satisfaction with the partner may have decreased over
time for two reasons. Two of the four members who completed
all three trials were married teo each other which involved

half of the sample. Thus, low marital satisfaction of this
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‘one couple' may have strongly influenced this trend. The
second  reason involved the common occurrence of  mutual
dissatistaction ariéing once a spouse began to recover from
chemical dependency. As a result of treatment, the
cﬁemically dependent members identified hurtful behaviours
they inflicted on their spouses and began to try to make
amends for these past regrets. However, most of the spouses
did not get help to deal with the intense feelings of
resentment, guilt’and confusion that resulted from living
with the unpredictable, self-centred behaviour of the
chemically dependent partners. When the members attempted to
improve their relationships with their spouses, they were
met with mistrust, scepticism and hostility.

Four items showed improvement: Housing, Leisure, Self-
Esteem and ‘Life as a Whole. Housing showed improvement
possibly due to members becoming more able to carry out
household activities as they gPeQ physically stranger and
psychologically brighter once they had discontinued the
chemical use. Members could be more content and proud of
themselves as they regained activities they used to do.
Leisure positively changed because members increased their
interest in hobbies and social activities as they spent less
time and effort engaged in taking & chemical. Self-Esteem
improved over time possibly due to members feeling suc—
cessful with abstaining from chemicals and rebuilding their

lives., Life as a Whole may have showed some positive change
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because as they felt more optimistic and confident, recovery
would have positively affected the members’ perception of
the quality of their lives.

Looking at individual total scores in the Figure 5, it
was interesting to note that those who reported improved or

stable perceptions of life sgsatisfaction had abstained Ffrom

alcohol or achieved responsible us2 of mood-altering
prescription medications. Those who reported worsened
perceptions of life esatisfaction had euperienced poor

health, relapse or unchanged chemical use.
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Figure o

Delighted-Terrible Scale Scores
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To summarize, it was unknown whether the treatment
group accomplished its goal of improving members perceptions

of life satistaction because of the limitations of the data.

Table 9

THE BRIEF UCLA LONELINESS SCALE
(Mean Scores)

Trial 1 Trial 2 , Trial 3

20.22 18.20 19.25

Based on the raw data from the Loneliness Scale +rom
Appendix 10, mean scores in Table 9 were determined to
develop a sense of change within the group as a whole. This
group showed little change in its perceived levels of
loneliness over time. The group also seemed to maintain the
degree of loneliness  that indicated no evidence of
loneliness.

The reasons for this occwring may have been due to the
treatment group failing to impact on the general perceptions
of loneliness. Although participation in a group could have
lessened the loneliness of members while they were in group,
the positive effect of the group may not have been sustained
throughout the members’ life euperiences outside of the
group. This group did not seem to be very lonely to begin
with, so change in thise area may not have occurred or may

not have been necessary.
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Implications of Findings

This section made a comparison between what was in-
dicated in the literature about chemically dependent seniors
and what was actually observed in the pfacticum experience.
Similarities between the characteristics of - chemically
dependent seniors described in the literature and the
characteristics of the clients seen in  the treatment group
will be explored first. To follow, similarities betwesen the
group process and outcomes from groups o%IChemically depen-—
dent seniors highlighted in the literature and the practicum
experience will be discussed. Differences between the
characteristics of chemically dependent seniors described in
the literature and the characteristics of the members of the
treatment group will be reported. Lastly, differences in
the group process and‘rezults between those coutlined in the
literature and those observed in the practicum will be
presented.

Similarities Regarding Client Population Characteristics

Alcohol Users

As described in the literature, none of the group
members who used alcohol started drinking until the legal
age. Dunham (1281) and Giordano and Beckham (1985) each
described a number of different drinking patterns that
chemically dependent seniors may have experienced. The
group members all had different drinking patterns that could

not be easily categorized in only one or two different types
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of patterns. However, the literature did say that drinking
patterns seidom changed after people became 60 years old
{Adams et al., 1980 Busby et al., 1988; LaGreca et al.,
1988). This was also found among most af the alcohol users
in the group. Ho¥¥mén % Harrison, (1988} and Smart % Adla+t,
(1988 and the writer observed that the alcohol users in the
treatment group tended to be daily drinkers.

Most of the members of the group drank at home,
however, those who drank outside of the home were men which
WAS alsd supported by the literaturs (Busby st al., 198£2;
Giordano % Beckham, 128%; Hoffman & Harrison, 192%9). The
women deinkers in the group preferred drinking wine or
spirits whereas men drinkers prefertred beer or spirits which
was also supported by Busby st al., (1988).

The litersture review in this report described a mul-—
titude of physical problems that were experienced by the
elderly who were dependent on alcohel. HMost of the alcohol
users in  the treatment group had more than one physical
limitation. No one in the treatment group presented with
antisncial, psychopathological behaviours or symptoms. This
was also supported in the literature. Few chemically depen-—
dent seniors who use alcohol have these psychological
problems (Faulstich et al., 1985; Schuckit et al., 1978).
Faulstich et al., (1985) reported that the chemically depen-
dent elders who used alcohol had high levels of respon-

sibility. This characteristic was observed with the members
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of the treatment group, in spite of the interference alcohol
had in their lives. All of the alcohol users in the group
maintained employment and remained loyal to their families.
The family was affected by the chemically dependent elderly
as briefly mentioned in this literature review. Obser—
vations of the members of the treatment group supported this
ocourrence. For example, most of them described how their
chemical dependency disrupted the level of trust with their

families.

Mood-Altering Prescription Medication Users

The literature review reported that women were more
likely to use medications than men, which was also abserved
in  the treatment group. Members of the treatment group who
used mood-altering prescription medications experienced
confusion and drowsiness, which was also mentioned in the
literature as physical conseguences from regular use of
these drugs (Baker, 1983; Berlinger % Spector, 1984; Cherry
L Morton, 198%9; Ranélli, 1988). All  group members took
these drugs because of insomnia thch literature sources
found was a main reaéon the chemically dependent elderly
started wusing them (Johnson, 198%9; Ranalli, 1988). . J.E.
Johnson (1989) found that many seniors experienced sleep
disturbances due to long term regular use of mond—altering
prezcription medications which was also experienced by group

members.
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All group members using mood-altering prescription
medications lived amidst a positive attitude of drug use
among peers and within the social environment. Glant=
(1921) reported that this condition predisposed seniors to
become chemically dependent. Most group members were
chemically dependent before late life issues, such as death
of a spouse or loss of physical health arose. This was also
suppotr-ted by Finlayson (1984) who asserted that chemical
dependency in seniors had no relationship to the inability
to cope with late life issues. As cited in the literature
review, long—term use of mood-altering prescription
medications may have created or exacerbated depression.
Most group members described feeling depressed. Glantz
(1985) described how the elderly used alcohol and mood-
altering prescription medications alternately, thus creating
a single, continuous pattern of chemical dependency over the
YEArS. Those in the group who used both kinds of chemicals
used them in that manner.

Chemically dependent seniors taking one or more mood-
altering prescription medicétions daily was consistent in
the literaturs (Johnson, 198%9). Glantz (1981} stated that
the elderly hoarded medications and kept old prescriptions,
as was done by some of the group members. However, all
members dependent on  these medications continued to get
refill  atter refill from  a physician, which was also men-—

tioned by Glantz (1281). All of the members who used mood-



altering prescription medications took +them after the
therapeutic benefit was achieved. Raftfoul et al., (1221}
and Ellor and Kurz (1982) described this same phenomena.

All group members dependent on these medications held
two beliefs: 1Y  that they were just following doctor’s
ordersy; and 2) that they depended on mood-altering prescrip-
tion medications to carry out day—-to-day activities.

Glantz (1981) and Baker (1%985) believed that these sams
thoughts were used by the chemically dependent seniors ta
Justity the continuing use of mood-altering prescription
medications. The literature review briefly discussed how
the family may be affected by a senior’s chemical dependen—
cy. Although no reference was made about seniors dependent
on medications, most group members who used medications
described how family members were negatively affected by
their chemical dependency. Family members seemed to lose
.trugt in the senior’s ability to maintain responsible use of
mood-altering prescription drugs, and consequently tired of

the seniors many somatic complaints.

Similarities Regarding Group Process and Results.

Fofoed (1984a) Ffound that the chemically dependent
elderly often felt intense feelings of guilt and shame. ‘In
the treatment group, issues of dealing with these same
feelings came up repeatedly. Fofoed also observed that this

population had strong resistance to change in his treatment
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groups, which was also observed in this treatment group.
When seniors resistance was strong, it led the chemically
dependent .senior to do one of three things: 1Y  leave the
group; 2) avoid participating in group or emotionally
join;ng with ﬁther membersy or  3) melt down the resistance
and try to change.

In the treatment group, the members life superiences
helped to develop group ccochesion because of their shared
life histories. Their wvaried life experiences enhanced
group problem solving because of the variety of shills,
perspectives and knowledge all the members brought into the
g oup .

Fofoed (1984a) recognized the advantage a chemically
dependent senior’s long life experiences added to the group
experience. Linn (1978) found that the chemically dependent
elderly in treatment programs developed strong emotional
bonds with group leaders, which was also exuperienced in this
treatment group. The peer counsellor and the student felt
strong emotional bonding with all the members regardless of
the length of stay or the resistance of the members. Hofoed
(1984a) described how chemically dependent elders often
presented with delayed responses originating from previous
group sessions. This was observed occasionally in the
treaﬁment group . For example, Estﬁer disclosed about her
husband’s death a few weeks after the topic about loss was

held.
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In the treatment group, self-disclosures were made
slowly which was also observed by Hofoesd (1984a). Reﬁinis—
cence happehed frequently in the treatment group and in the
group described by Kofoed. Zimberg (1985%) mentioned that
denial was common among chemically dependent seniors, which
also occurred in the treatment group. From the chemically
dependent élderly in their treatment groupse, Dunlop et al.,
(1982) and Felker (1928) obtained verbal feedback about the
satisfaction members felt by being with peers. This treat-
ment group received many positive responses from  the post

session report.

Differences Between the Literature and Group Member Charac-

teristics.

Alcohol Users

The literature stated that elderly men were more likely
to be heavy drinkers or alcoholics than elderly women (Bushy
et al., 19E8; Emart % Adlaf, 1PBE). However, in this treat-
ment group it seemed that women were just as likely to use
alcohol as men. This may have been because the elderly
women  drinkers were more willing to be in  treatment than
elderly male drinkers or because of sheer coincidence. This
practicum’s sample size was too small to speculate any
further about the reason for the different findings. Som-—

berg (1990) mentioned that seniors who drank regularly were
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likely to have impaired abstract thinking; however, ths
members in the group who dranik may have had difficulty with
this ability not because of chronic alcohol use but because
of low education levels. Atkinson and kofoed (1283) and
Finlaysoﬁ et al., (1928) identified a high incidence of
legal problems experienced by elderly drinkers. This was not
consistent with the findings of the treatment group as fow
members of the group who used alcohol had legal problems in
the present or in the past.

Fruzinsky (1287) discussed how elders dependent on
alcohel were vulnerable to abuse; however, none of the
members of  the group were currently experiencing abuse.
Emplayment problems experienced by elderly drinkers were
described by Finlayson 2t al., (1288) and Rathbone-McCuan
and Triegaardt (1979). Few members of the group had
2mployment problems. Most group members remained & part of
their social networks. Yet the literature strongly asserted
that the elderly who were dependent on alcohol were socially
isolated. One reason for these differences may have been
that our chemically dependent elders came from a population
sample that was socially and economically stable. Studies
and clinical reports may have drawn their samples of al-
coholic elderly from city areas that tend to be disengaged
from Ffamily and friends. Also, some services may have
wrrongly assumed that if a senior was chemically dependent

then that person must have also been totally alone.



Mood-altering Prescription Medication Users.

Glantz (1981) said that the elderly who were dependent
on these drugs tended to share medications with others. Few
of the group members shared their medications with others,
because  they knew that sharing medications may have besn
harmful to others. Few group members who used mood-altering
prescription medications sought out multiple doctors and
bharmacies to get their pills which contradicted Glantz’s
(1981) observations. The group membsrs may not have had
to do this because they easlly got refills From the same
physician and pharmacy.

Ratfoul st al., {(1221) and Ellor and Furz (1982 found
that drug dependent slderly toolk twice asz much medication
per  day as prescribed; however, this behaviour ococurred
infrequently among group numbers. Ellor & Hurz (1982) also
stated that drug dependent elders used the rationale of -
it one is geood, two is better" to justify their drug use.
However, this attitude was not heard from treatment group
members. In the literature review, one of the reasons given
for becoming dependent on mood-altering prescription
medications was to help cope with the losses related to
aging. Few members gave age—-related losses as a reason for
using their medications. This may have been bhecause they
were less aware of the psychological reasons for ongoing use
and because physical reasons were more easily identifiable.

Linn (19782) noted that few authority conflicts ococurred



with the chemically dependent elderly in treatment.
However, authority conflict did occur in the treatment group
especially between informal group leaders and the co-
leaders. Zimberg (1785) stressed that confrontation was not
necessary 1in  groups for chemically dependent senioro:
however, controntation was used successfully in this treat-
ment group.

In summary, there werse mors similarities than diffasren—
ces between observations made in the practicum and resecarch
from the literature. When drawing parallels betwesn the
practicum observations and the literature, there was always
ong or two exceptions to the rule that did not it with what
was found in the literature and what was found in the prac-
ticum sxperience. Al though many similaritises existed, it
appeared that the chemically dependent elderly were =a

heterogenous group.



CHAPTER VII

The Role of the Group Worker in the Treatment of Chemically

Dependent Elderly

To effecﬁively lead a treatment group for the chemical-
ly dependent elderly, it was necessary to develop expertise
in group work skills and in dealing with chemical dependency
and aging issues. To improve group work skills and to
develop a personal therapeutic style that would have guided
seniorse to change, some evaluative activities were found to
be eutremely helpful. This section will suplore what I
learned from the euperience of leading & group for chemical-
ly dependent seniors. Also, the measurement results of  my
professional goals will be discussed.

From watching the videotapes of the group sessions and
from supervisior by my advisor, it was possible to follow
progress made with my group leadership abilities throughout
the twelve weeks of the practicum. Using the videotapes was
a very helpful tool for evaluating group dynamics and the
use of leadership skills. The Corey and Corey Group Leader-—
ship Skills Rating Ecale helped me to Ffocus on specific
group worlk skills and on my overall approach. Having the
advisor view the tapes added some objectivity to evaluating
my performance. The advisor’s supervision helped to address
any personal obstacles to effective leadership and to iden-

tity worlk that needed to be done with group members.
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By the end of the practicum, I had made many
improvements with group leadership skills. The professional
objective of improving group leadership skills seemed to be
accomplished. My strengths in leadership had. been iden-
tified and developed. I was very attentive to each member’'s

needs, such as speaking loudly and summarizing for Stan  and

getting Esther a pillow +to sit on. I was better able to
identify group dynamics and to actively creats group
cohesion and moetual aid. I did this by increased scanning

ot the group, linking group members together, and refsrring
to the group as a whole. I had become more systematic with
bringing new members into group and helping group members
terminate. I had increased clarification, interpretation
and confrontation skills. I was able to create a demand +for
worl with group members and the group as a whole by asking
for more details during self-disclosure and by encouraging
change.

From the practicum experience, I becams more aware of
the group work skills that are essentiai for leading & group
of chemically dependent elders. Commenting on my personal
feelings and making observations about group process and
members’ behaviours helped to improve group cohesion and o
deal with group resistance directly and quickly. Dynamic
therapeutic approaches such as cognitive restructuring, role
plays, and relaxation techniques helped group m@mbefg wor s

on the individual and group goals .
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Froviding structure to group sessions by stating the
purpose for a topic early in the session or summarizing at
the beginning and the end of sessions, helped to develop a
sense of stability and security within the group. I learnsd
that leading & treatment group such as this demanded active
and intensive guidance from a group leader. Assuming an
directive role was necessary 1o insure that the demand +for
worl was accomplished among group membars.

A secand objective, becoming more comfortable with
leading groups, had also been accomplished. By the end of
the practicum, I felt less nervous and less  fearful asbout
leading a treatment group. I f2lt more contident about
r@lyiﬁg on my own observations and inner feelings to give me
direction about how to proceed in group.

The last objective of my professional learning, which
was to  work with group members to identify and resolve
chemical dependency issues, seemed to be accomplished by the
end of the practicum. I was more able to identify problems
related to chemical dependency and to guide group members to
deal with their problems. Improvement of group leadership
skills also improved my ability to help members work on

their issues.

Results of the Group Leadership S8kills Rating Scale

The results from wusing the Corey & Corey Group Leader-—

ship Skills Rating Bcale supported the observations I had
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made about my growth in leadership. The scores cbtained
throughout the implementation of the group were tested for
avtocorrelation. Autocorrelation meant that the data were
s0 closely related to each other, that activities in the
beginning of the group predicted what.I did in the later
part of the group. To some extent, professional growth with
group work skills depended on how I started and what shkill
level I started with. However, testing for autocorrelation
would statistically prove that I did not develop the scores
to insure that improvement did occuwr.  The data  turned ouf
to be free from avtocorrelation.

The proportion/frequency approach was used to déterming
if my group work skills had reached a desired level (Rloom &
Fischer, 19832). I had determined that there was significant
improvement of using group work skillse at the .05 level.
Table 1 showed the improvement of the cumulative group
skills as the group moved over time. For Tables 2-1&, I had
created a consistent mid-zone for all of them. This allowed
me to. visually analyze each table and make comparisons
between them. At the same time, the creation of the mid—-
zone helped to indicate very poor, average, to very gonod
levels of sach specific group work skill. Refer to Tables 1
- 14 in the Appendix 9.

Each specific skill showed improvement except for Table
14, Termination. Termination was highly variable without

any trend in any significant direction. DOne reason for this
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may have been due to termination of each session being very
difficult to do routinely when group members left quickly to
catch their public transportation. Another reason may have
been that termination was not a skill that occurred on a
continuum., Fossibly, it was & dichotomous skill that you
either did or did not do it when a session was over or when
a member left the group. )

Tables 2, 3, 10, 14, 18, of Appendix 9, of active
listening, reflecting, supporting, facilitating and em-—
pathizing showed more stability than the other tables. This
stability may have been due to these skille being more
7

familiar and comfortable for meg to use. Tables 4, 5, &, 5

& of fAppendix 9, evaluating

Py

8, %, 11, 12, 13, and
clarifying, summarizing, interpreting, questioning, linking,
confronting, blecking, diagnosing, evaluating, and ter-
minating showad low stability. These skills wers rarsly
used in my past clinical worlk, thus reguiring me to develop
these skills. However, when leading this group, these
Shillsbimproved by the end of the practicum and became &
routine part of my group work skills.

Working in a co-leadership unit with someone who did

it

not have a professional background, was much older, was

i

male, and was a member of a self-help group allowed me +to
lsarn a few things. Meeting regularly to discuss the ses—
sions was crucial to the co-leadership relationship. We not

only kept up—-to-date about the group and its members, bubt we
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as personal values, theqretical perspectives and therapeutic
approaches. This reduced conflict between us and cultivated
mutual respect. I needed to become accepting and respectful
of the peer counsellor’s self-help principles and approachesz
as well as to explain the reasons behind my activities in
group.

To summarize, there were some mixed results in terms of
positive and negative outcomes from the analyesis. However
the positive findings and euperiences in the giroup sSessions
autweighed the negative results. This group for chemically

dependent seniors seemed effective and successful in brin-

ging about change in the members. It provided a useful
resource  to the community as  a program of this  kind had

never existed before.



CHAPTER VIII

Recommendations

Five recommendations come from the experience with this
practicum project. These recommendations may aaéist those
professionals who are considering implementation of a treat-
ment group for the chemically dependent elderly.

Firstly, .becausg this group was dons in a community
based organization, it could be replicated in any other
community based progeam. This group may be done whers 2
number  of chemically dependent seniors gather togsther

naturally or are brought together by professionals or an

agency. The community setting may be a service agency with
the target population being the elderly such as geriatric
day hospitals, geriatric day centres, or wellness centros
for  @eniors. Existing chemical dependency treatment
pragrams may be able to implement a group for the chemically
dependent slderly. This kind of group could have sasily
been added to an outpatient chemical dependency program
designed to accommodate this population’s many physical
challenges and multiple chronic illnesses.

This group may also be implémented in institutional
settings such as general hospitals, psychogeriatric units,
o even personal care homes. For these groups to be done in
an institutional setting, it would be impaortant to insure
that +full support is given by administration and all staff.

Recause of the stigma associated with chemically dependent
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seniors and strong scepticism about their abhility to change,
it may be easy to sabotage the existence of the group resul-
ting in deepening feelings of shame and hopelessness among
the_group membhers., Institutional Setﬁingsbmay nesd to make
adjustments to the group structure or conteht to accommodate
mora severe or  unstable physical/psychological conditions,
especially cognitive impairment. Specific recommendations
about  the kind of adaptations necessary will vary  from
agency to agency which is beyond the scope of this prac-—
ticum.

The second recommendation involwves the importance of
gaining support from the three levels of the aystem Lo
ensure  the success of the treatment group. The first level
is fh@‘ sanction, funding and administration +rom the
government. Without this support, a treatment group for
chemically dependent seniors would not have the resources af
space, staffing and credibility to +the public which are all

necessary for the group’s existence. The second level of

j

the system includes the involvement of multidisciplinary

{
y

professionals and social agencies. The treatment group can
not provide all the services these resources provide, To

meet the many and varied needs of the chemically dependent
elderly, strong reliance upon home care agencies, visiting
nurses, ftamily physicians, and housing officiale is neces—
sary to provide the care for day-to-day living and well-

heing. With these resouwrces in place, the chemically depon-—
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dent elderly can  then focus on their worlk toward rRCoOVverY.
The third system level is the family and Ffriends of
chemically dependent elders. This support seems to be
crucial for  the members to continue in group and their

recovery. With the desire to maintain these relationships,

members  are motivated to strive Ffor abstinencs thus
strengthening their commitment +o the group. The external

support of family and Friends insures +the ongoing existencs
of  the group by encouraging and expecting the members to go
to group. To help the families and friends cope with the
chemical dependency and recovery of a loved one, a family

support  group may further snhance tho recovary  of  the

chemically dependent senior. This support group may help
families heal past resentments, reestablish  trust and

decrease @nabling behgviours that unintentioﬁally reintoroe
chemical uses,

The third recommendation is that social worlkers sharea
this expertise with professionals from any background and
offer support and collaboration while they develop and

implement treatment programs. Leaders must possess and

0]

integrate -xperience and knowledge in the Fields of aging,
chemical dependency and group work. A group of this kind
seems  to  demand integration of these thres fielde +for
increased effectiveness to act as group leader. A dynamic,
firm, yet warm leadership approach may also be helpful for

facilitating the treatment group. . Striving for high levels
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of self-disclosuwre and of the demand for work among members
seem to require the leader to continually encourage members
to risk new behaviours.

A  fourth recommendation is to encourage professionals
to recruit peer counsellors as co-leaders for facilitating

treatment groups for the chemically dependent elderly. This

i}

unigue co-leadership experience is a positive and satisfying
superience for  both leaders, +for the members and for the
group as a whole. The pesor counsellor can add a different
perspective to  the group sessions and enhance the members’
zense of hope and optimism. Contacting any ostablished
chemical dependency treatment agency or Alcoholics Anonymous
may lead to accessing a peer leader.

The last recommendation is to consider separating the

members into twe groups - one for the pill users and anotkor

one for  the alcohol users. Having both types of users in
one group led t the creation of natural subgroups of pill

users and alcohol users because of the strong commonalities
they found with each other. A lack of understanding about
gach preference of chemical existed between those two
subgroups. Some issues seemed more appropriate for ane
subgrmub or ancother. For «xamble, relapse prevention seemed
mora2 relevant to alcohol users whereas dealing with anger
and blame toward the prescribing physician seemed moro
relevant fto the pill users, Separating these members into

their natural subgroupings may have improved the level nf




cohesion, mutual aid and

Commonalities,
been more clearly Ffelt among
group into two subgroups can

enough clients to make up two

group

sense of. belonging and

164

identity in each group.

universality may have
the

members. Separating the

be done as long as there ars

groups consistently over time.




Conclusions

It seemed that this practicum project was ables to
bridge & gap that existed in this community. It was the
first age-specific treatment group for the chemically depsn-
dent elderly. Involved profaasionals; family members and
group members gave verbal feedback about how fortunate they
felt that this resource finally came into being. Finally,
there was a place for chemically dependent seniors  to get

help.

481

This practicum may have shown this community  that a
treatment group for the chemically dependent elderly was
modaratsly effective. It was able o achieve a therapeutic
group process, Some members were able to change in wavye

that were Ffulfilling Ffor them. Mozt individual and group

goals were achieved.

rotessional learning was significant. Experience in
this practicum enhanced my growth in group work skills.

Comfort with leading a treatment group was achieved which
allowed for increased feelings of confidence and trying new
therapeutic approaches. Farticipating in & co-leadership

unit added a challenging, rich dimension to the group ex—

DErience. ThPDQQh the pesr counsellor, I was able to learn
ahout the self-help group, Alcoholics Anonymous. Also the

co-leadership unit built a strong bridge between the leadeors
and the members and possibly between professionals and self-

haelp group members. This linkage of co-lgaders and the
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improvement made with group work skills proved tg benefit
the chemical dependent elderly. They received guidance and
support necessary to help them move through recovery stages

and to improve the quality of their lives regardless of age.
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DELIGHTED-TERRIBLE SCALE RAW DATA

Trial

Client {#{ 1 2 3 4 5 & 7T e ? 1G 11 12 TOTAL+
Margare£1 2 5 4 £ 35 2 5 4 5 4 3 4 S1
212 5 &6 82 & 405 4 7 5 5 4 57
35 5 & B & 405 4 7 & 4 & bk
Fred 175 5 8 8 & 3 4 5 & & & S 1]
2% & 5 B 7T 4 0F 4 S = & 5 &5
305 B 8 8 4 &£ % 5 & = & = &4
Father 11, &5 5 & £ 5 5 g 5 = 5 7 5 L&
2% 8 5 B S5 3 08 5 5 5 5 5 L&
Refusad]3
Esther 1] 5 & & & 5 & 8 5 5 4 5 & ET
Refusedl|Z
Stan b4 & & 8 & 5 & 4 & 2 & 4 &4
Retussdl|2
Ay ir4 4 05 2 &£ 5 & 5 & 3 & 4 &4
2% E 2 B 4 &£ & & i 5 = 5 &5
204 5 5 B S5 & 4 & 4 5 4 5 &3
Fonald 811 &% 5 & 8 Z & 7 = g 1 5 S b
Refused
Isabel Qi1 & 2 5 8 o5 5 g 5 5 5 S 5 £5
21 2 7T 8 & 4 08 5 = 5 i & 58
2y 4 1 A& 2 5 & 2 & g 5 4 4 £
Rosalielil] 5 S5 & 8 4 5 g 3 4 5 2 5 &0
Dropped
Dut
Clara — Refused
Inez — Dropped Qut
Dennis - Refused
LEGEND: % 1 = Health; 2 = Finaces; 3 = Family FRelations; 4
Faid Employment; § = Friendshipsi & = Housing; 7 = Living
Fartner; 8 = Recreation Activity; 9 = Religion; 10 = Self-
Esteem; 11 = Transportation; 12 = Life as a Whole.

& =
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Appendix 2

M.D.D.S SCORES RAW DATA

Client Pretest Posttest 6-Month
Margaret 2 2 4
Helen 2 6
Esther 4
George 6 6 6
Ronald 6
Isabel 6 6 6
Dennis
Inez
Clara
Ruby 2
Stan 6 6
Fred 2 2 2
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Appendix 3

INTRODOCTION

The Manitoba Drug Dependency Screen (MDDS) is designed
to identify patients at risk of physiologic dependence to
benzodiazepines, barbiturates, or opiates or miscellaneous

The screen is not intended to he

Iy
1

sedative/hynotic agen
diagnostic for chemical dependency. Fatients with "FO-
SEIBLE" dependency, as determined by this instrument, re-

guire further assessment of their condition or drug therapy.

B

One component of the guestionnaire involves +the cal-

culation of & Cumuwlative Benzodiazepine Exposure (CRE) Il
Cumul ative Opiate Exposurs (SO to determine the

probability of physinlogic dependence. The MDDE also inves-
tigatss behaviors suggestive of chemical dependency. Il
perception that medicinmé are not working as well as  they
wsed to, a desire to do without the medicine, and receiving

medicines from more that one physician or pharmacy are

noted.
This manual provides instructions on how to complete
the guestionnaire and calculate the TRE or COE. A picture

chart of certain brand name drugs available in Canada and
lists of drugs according to their trade and generic names ia

also appended to assist in using this instrument.

Ruby Grymonpre, Fharm.D., BSc(Fharm)

William Jacyk, M.D., F.R.D.F,
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INSTRUCTION FOR OSE

The Manitoba Drug Dependency Screen consists of a one

page questionnaire (Appendix 1) and a chart section (Appe-—

ndix 2). The number of pages included in the chart section

will depend on the number of drugs the patient reports

taking.

STEP 1 Azks  the patient guestions 1 through £ on  the

quéatiannaire. Fecord each medication reported by
the patient on the chart and circle whether the
medication is a benzodiazepine (Bz), barbiturate
(Bd)Y, opiate (0}, miscellaneous sedative/hyprnotic
My or none of these drug cetegories (N, A
comprehensive list of the trade and genesric names
of Bz, Bb, 0 and M currently available in Canads
are listed under Appendix 3. Analgesic compounds
containing aspirin or acetaminophen and miscel-
laneous CNE agents currently available in Canada

are included under Appendix 4.°%

STEP 2 For all medications recorded on the chart, obtain

the information reqgquested on the left hand side

8}

and record this information down the column in the
appropriate box.

I+ a patient reports use of either Bz, Bb, or M,

1

include

MOTE: Drugs listed under Appendices T and 4 may not
all trade names.




STEP 3

1ee
it is important to determine the drug name and
dose being taken. Fictures of a majority of brand
name 0, Bz, Bb, and M available in Canada are
illustrated in Appendix S. Use these pictuwrs
charts to assist a patient in identifying the
correct name and/or dose of the drug prescribed to
them.

Srore sach drug at the bottom of the appropriate

columﬁ using the algorithm outlined in Appendix 4.

# Drugs which are not Bz, Bb, 0, and M ars
scored & (Not Applicable).

& A drug score of 5 (Do Not Enow) is used when
a patient reporits taking a "nmerve pill" etso.
However he/she is unable to provide the NAME
of the medication.

L I a patient reports taking a Bz, EBb, 0, or ™
however he/she reports uWsing these agents
less Ffreguently that on a REGULAR DAILY
BEASI8E, the score for that drug is 4 (I-
rregular Use).

L For patients who report taking & Bz, Bb, or M
drug on a RESULAR DAILY BASIS, calculate the
Cumulative Benzodiazepine FEKDDSUP@ (CRED
using the equation outlined in Appendix &.

# For Bz, Bb, or M other that diazepam refer to

Appendix 3 to determine the Diazepam E-



gquivalence Factor necessary for the CBE @-—
gquation.

& If a patient reports taking more than one Ez,
Bb, or M, the final CRE is the sum of in-
dividually calculated CREs?

® As illustrated in  the algorithm outlined in

Appendix &, if the CBE is less than 1,000 mb

il

the score iz 1 (Unlikely). I+ the CEE 1
greater than or, equal o 1,000 mg the zcore

ism 2 (Fossible).

B

Similarly, for patients taking 0 on a REGSLILAR
DAILY BAEIE, calculate the Cumulative Opiats

Evposure (COE) using the eguation ouvtlined in

@ For 0 other than morphine refer to Appendix 3
to determine the Morphine Egquivalence Factor
necessary for the COE sgualion.

# If a patient reports  taking more than one [,

the +inal COE is the sum of the individually

g

calcul ated COEs.
& Az illustrated in  the algorithm outlined in

Appendix b, 1F¥ the COE is less  fthamn SO0 @mg
3 k-

the score is 1 1{Unlikely). I+ the COE is

il

[N

greater than or equal to D00 mg the scors

2, CREs and CDEs are NDT additive.



If the patient knows the na
he/she is unable to recall
lowest dose available for
CBE or COE calculation.
will  usually be available
chart in Appendix 5.

A drug score of T ois used

when

201

the drug but

ose, use the

drug in the
information

the pichures

the patient

deas what he/when iz taking.
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MANTITOBA DRUG DEPENDENCY SCREEN (MDDS)

What medications are you currently taking?
{Ask information on chart.)

Are you taking any other medication to help you slespT?
NO YES  (Ask information on chart.)

fre youl taking any other medication to help you with yvour nerves?
N2 YES {(Ask information on chart.)

A youl taking any other medication for- pain®

N YES (Aslk information on chart.)
Dooyow find any of yowr medications no longer worlk as well as they
used ot

Ny Yers :
{ 1 + Y @ = } 5 b i c h o t b = o

Azl information on chart for any drug nobt listed previously.)

e yo taking amy medications you would like to do withoot?
MO Y
(I+ Yes) Which ones?

(Ask:  information on chact  for any drug nok
listed previously.)

Do yvou receive prescriptions from mors than one doctor?
MNO Yes

Do you get all your medications from the same pharmacy?
N Yes
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Drug __________ Prvg ________ Drug
CIRCLE ONE u 0 Bz Bb M N Bz Bb M N 0 Bz Bb MN
Why are you

taking it?

How often do
yout take it™

How much do
yeut take at
one fimet
{Include dose
it availlahle!

How 1ong have
wirl besn
taking it7

Pas it
prescribed by
a dochopes

Mgy ofben do
the directions

say o bake 187

Hewe muach do
the directions
zay to take at
one time?

Could you do
without this
medication™

(I M) Why'?

SCORE




A LIST OF BENZODYAZEPINES AVAILABLE IN CANADA

DIAZEPAM EQUIVALENCE FACTORS

DROG (GENERIC) TRADE NAMES DIAZEPAM
EQUIVALENCE
FACTOR

ALFRAZOLAM i XEAMNAX
BEROMAZERAM LECTORAM 1.7
CHORDIAZEFOXIDE LIERIUM, SOUTLE, MEDILILM, T2

NOVOFOIXIDE, APCTH ORDIAZEFOXIDE

(IN AFC-CHUORAX,, CORILM, LIERSY,

MEMNRILED
CLONAZERMAM RIVOTRIL. 25
CLORAZERATE TRAMYENE, NOVOCLOFATE 1.2
DIAZEFOM VAL TLM, E-FAM, MEVAL, NOVODIARM,

VIVOL, APC-DIAZEFA, DIAZEMALS 1.0
FLURAZERAM DAL MORE, SOMNMDL., NMOVIFLLEROM,

E0EaM, FYE-FLIRAZERAM,

AFC-FLLRAZERAM 0.3

. LORAZEFAM ATIVAN, AFTHL ORAZERAM,

NOVOL ORAZERAM,  PME—L ORAZEFAM o
MITRAZERAM MOGADoR &
OYAZEFAM SERAX, DX-FAM, ZAFEX, NOVDXARAM

AFO-OXAZEFAM, PYE-OXAZEFAM 0.2
TEMAZEFAM REETORIL . el
TRIAZOLAM HAL CIO 10
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A LIST OF BARBITURATES AVAILABLE IN CANADA (1989)

DIAZEPAM EQUIVALENCE FACTORS

DRUG (GENERIC

TRADE NAMES

DIZAEPAM EQUIVALENCE

NAME} FACTOR

AMOEARETTAL AMYTAL, SOCILM AMYTAL, ISOEEC, 0.1
NOVAMOEARE (TN TUNAL)

BUTABAREITAL || BUTISOL SCDILM, DAY-EARE, MEO- o.1
EARE (IN ANCATROPINE, NED-HS)

ELITALETTAL IN FLEXOMAL, FIDRINAL, TECNAL 001

FENTOEORETITAL || NEMEUTAL, FENTOEEN, NV 0.1
FENTOREARE, NOVA-RECTAL
(SLFFOSITORY) (IN CARDITAL

FHENOBARETTAL || LIMINAL, GOARDEMAL (IN FLEYOMAL, 0.3
DonMNATAL,, BELLADEMAL, DICOLFHEN
NELRO-SFASEY, ROEINLL—FH,
BRI ERGAL, PERITRATE,
w/FHENDEARE S.A. , TEDRAL

SECORARETTAL || SECOMAL, SODILM, NOVOSECORORE 01

(I TUTNALD

A LIST OF MISCELLANEOUDS SEDATIVE/HYPNOTICS AVAILABLE IN CANADA {1989)

DIAZEPAM EQUIVALENCE FACTORS

il
DRUG (GENERIC

TRADE NAMES DIAZEPAM
NAME) QUIVALNECE
FACTORS

MEFROBAMOTE ECLMNIL., MEDITRAN, NOVOMEFRD 0.03

METHARUAL O

(IN NEOHHSD

TUALONE-Z00 (TN MANDRAX)

Q.02




A LIST OF NARCOTIC ANALGESICS AVAILABLE IN CANADA (1989)

MORPHINE EQUIVALENCE FACTORS

DRUG (GENERIC TRADE NAMES MORPHINE
NAME) EQUIVALENCE
FACTORS
CODEINE FAVERAL,, MNUMERDLS COMPFOUNDS 0.3
HY DROMORFHONE DILAUDID, DILAUDID-H 2]
HYDROCODONE FORTDOMER HYCODAN, NUMEROLS
COMPTLRDE
LEVOREHANDL LEVO-DROMOERAN 15
MEFERIDINE/ DEMERCL 0.0
FETHIDINE
MOFFEHINE M.O.S. SYRUF, MS CONTIN, MORFHITED 1.0
FOYANDL, STATEX, EFIMOFFH
OYYCODONE SLFELDOL, MUMEROLE COMEOLADS 2
OXYMORFHONE MIMOFFHAN  (SLEFDSTTORY) 15
FENTAZOCINE TALWIN, NMEROLE COMFTLNDS 0.3
FROPOXYRHENS DARVON-N, 442, NOVOFRORDYYN, 0

NAEERDLE COMPOLNDS
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ANALGESIC COMPOUNDS CONTAINING ASPIRIN

(IN mg?
ASFIRIN CODEINE CAFFEINE OTHER
I 2Ts e i5
222 FORTE S e 15
=282 I Yo 1S 15
=282 MEF 3S0 15 15 MEFROEAMATE
(200 mg)
=2 IS 30 15
93 (8-F) il &0 15
£92 TS (] FROFOYYFHENE
HYDROCH ORIDE
(&5 mg?
ANCASN. B 275 e 15
ANCASN. 15 275 5 15
ANCASAL. 30 i 20 15
02 WITH CODEINE 325 e 15
CORYFHEN-CODEINE 355 30
CORYPHEN-ODE INE ESC 30
DARMON-N (WITH 225 FROFOXYFHERE
AS0) (NCFEYLATE) (1
DARVON-N COMPTERND 375 I "
EMNDODAN A OXYCODonE (59
FIORINS ZE0 40 BLTALRITAL (5
FIDRINAL C1/4 3G 15 40 " H
FIDRINAL C1/7 J30 30 44 " Y
OYCODAN 325 OXYCODonE (%)
FERCODAN 325 " H
FERCODAN-DEMI 35 " (2.5
FHEMNAFHEN #2 325 14.2 FHENCEAREITAL
(16,
FHENAFHEN #3 325 224 M B
FHEMNAFHEN #4 225 &4, 8 " H
ROBAXISA. Ci/e 325 g METHOCAREAMOEL
(A0
ROBAXISAL. £1/4 G e 16£.2 " "
ROEAXIGAL. CL/2 225 32.4 " "
TALWIN OMFD S0 260 32 FENTAZOCINE
(HYDRDCHL ORIDE)
(S0
TECNA L 330 40 OXYCDDonE (5
TECNA. C1/4 Z30 15 400 BN BITAL (5
TECMN. Ci/2 X320 20 A0 " a




ANALGESIC COMPOUNDS CONTAINING ACETAMINOPHEN

{IN mg)
ACETAMINOPHEN|CODEINE | CAFFEINE OTHER
ATOED. & 325 b 15
ATASH. 15 225 15 15
ATASHL. 30 32 30 15
EMPRACET 30 R0 A0
EMFRACET &0 300 &0
EMTEC-30 R0 30
ENDOCET 325 OXYCODONE (5
EXDi e A0 = 5
EXDOL 15 300 15 15
EXD. 30 300 30 |5
LENOLTED #1 300 g2 15
LENCGL TED #2 300 15 15
LENGLTED #3 300 30 15
LENCLTED #4 iy &0
MERSYNDOL, w/CODETINE 355 b DOXYLAMINE
SLCCINATE (5
DXYOOCET 3 OXYOODNE (5
FORMNON FORTE OB 300 2 CHLOORZOXAZONE
(250
FERCOCET S Y] OXYOODONE. (5
FERCOCET-DEMI 355 OXYCODONE (525
ROLMNDY 15 3= 15
ROLNOY 30 S 30
FOURMOY &0 305 &
SIMNITAE w/CODEINE 32T g FEELUDOEFH-EDR TN
(30
CHLORFHEMNIRAM T RE
(2
TYLENCEL. #1 e e 15
TYLENCY #1 FORTE SR £ .5
TYLENCL #2 300 15 15
TYLEND. #3= 200 30 15
TYLENCL. #4 200 &
TYLEMOL #4 BLIXIR 140 £
(/5 ml)
VEGANTN 00 b 15




MISCELLANEODS CNS AGENTS

(IN mg)

TRADE NAME OF COMPOUND

i DROG CONSTITOENTS (QUANTITY)

ANCATROFINE INFANT DROFS
{(/0.3ml)
EENYL.IN WITH CODEINE
CHERACDL. (/Sml)
COACTIFED EXFECTORANT (/5ml)
COACTIFED TARLET
COFHYLAD EXF (Sml)
COPHYLAD (/5ml)
CORIETEY DH (B/ml)
CORISTIME DY (/Sml)
DIMETANE EXP-DC (5/ml)
DIMETAFF WITH CODEINMT
HYCOMINE (/Sml)
HYCOMINE-E (/5ml)
HYCODON
HYCODR (/5ml )
MERCODOL (/Sml)
NOVAHIETEX DH (/Sml)
MOVAHIETEX © (/Sml)
NOVAHIETIME DH (/Sml)
OvpNI-TLES  (/Sml)
FENTLES (/5ml)
FORITLESIN &L
FROBRITUESIN w/CODEING
SOLLCODOM (/3ml)
SOLLCODAN-H (/5ml)
TRIAMINIC EXFECTORONT DH (/Sml)
TUESAMINIC DH FORTE.
TUESAMINIC C FORTE
TUESTONEX
COACTIFED SYRLF (/3Sml)
DIMETAVE EXP-C (Sml)

BUTABAREITAL. (8)

CODETNE
CODEINE
CODETINE
CODEINE

(1
(1t
(20

HYDROCODOMNE
HYDROCODONE
HYDROCODONE
CODEINT (&)
HYDROCODOMNE
HYDROCODOMNE
HYDROCODOMNE
HYDROCODOME
HYDROCODONE
HYDROCODONE
CODEINE (15)
HYDROCODOMNE
CODEINE (10
CODEINE (100
CODEIMNE (1
COREINE 2.3
HYDROCODONE
HYDROCODOMNE
HYDROCODONE
CODEINE (15
HYDROCODOMNE
CODEINE (1O
CODEINE (1(»

NORMETHADOMNE (500

(3.3

(SO

(3
(1.7
(1.8

{5
(2.5
(5

&)
{(1.£5)
{3

(1.7

Lo

Aal.

()
(1.&73

(3

(3
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EQUATIONS TO CALCOLATE »
THE COMOLATIVE BENZODIAZEPINE EXPOSURE (CBEF
and
THE CUMULATIVE OPIATE EXPOSURE (COE)

CEE () = DRUS DOSE (mg) x DIAZEFAM EQUIVALENCE (b) ¢ DURATION (c)
FHYSIOLOGIC DEFENDENCE 1S:

1. ONLIRELY IF CEE I

& LESS THAN 1,000 mg
2. POSSIBLE IF CEE IG:

GREATER THAN OR ECQUAL TO 1, 1000 mg

(a) CEE is the cumulative Penrodiazepine Exposwre in mg

(b if drug is not diazepam refsr  to Appendix 33 for DIAZEFAM E-
ITVALENCE

() DURATION is the number of DAYE of RERLAR daily use

OO (a) = DRUG DOEE (mg) » MORFHINE EQUIVALENCE (b)) » DUFRATION (o)

FHYEIDLOGTC DEFEMNDENCE IS:

1. DNLIKELY IF COE IE: LESES THAN SCO mg
Z. POSSIBLE IF COE 1IS: GREATER THAN OF ERUNL TO 500 mg

{a) OE is the Cumulative Opiate BExpostre in mg

(5 if drug is not morphine refer  to fppendix 3 for MORFHINE -
QUITVA ENCE

(c) DIRATION is the number of DAYS of REGLLAR daily uss

DRLG SCORES

1o UNLTRELY

2. POSEIRE

4. IRREGALAR LEE

S. DO NOT ENO

& NOT AFFLICARLE

7. MISSING INFORMATION

3. Adapted From: Harrison, M,; Busto, U.: Naranio, C.A.3
Kaplan, H.L.3; Sellers, E.M. Diazepam tapering in detoxification
tor  high-doss benzodiazepine abuse. Clin Fharmacol Ther

19842 (3&£(4) s 527553
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Appendix 4
DELIGHTED-TERRIBLE BCALE

We would like you to consider your life as it is right now. Please
pick the nuaber that describes you own life as it is now.

! = Terrible 2 = Very Dissatisfying J = Dissatisfying 4 = Mixed
3 = Batisfying & = Very Batisfying 7 = Delightful B = Not Applicable

INSTRUCTIONS: Put the appropriate number fros the chart on the
blank space before each ites.
e e e e

Health (The present state of your general, overall
health),

Finances (Your income and assets).

Fasily Relations. (Kind of contact and frequency of

contact you have with your family sembers, including personal contact, phone calls,
and letters),

Paid Esploysent (Any work for wages, salary, or fees)

{1f you are not currently receiving wages, put an 8 on

the blank),

Friendships  (Kind of contact and frequency of contact you have with your #riends,
including personal contact, phone calls, and letters),

Housing (The present type, atmosphere and state of your home).

Living Partner (Includes spouse, common-law partner),
(It you are not living with a spouse or common-law partner, put an 8 on the blank),

Recreation Activity (Personal recreation activities you engage in for pure pleasure
when you are not doing noramal daily living chores or some type of work: Include
relaxing, reading, TV, regular get togethers, church activities, arts and crafts,
exercises, trips, etc.),

Religion ({Your spiritual fulfilment)
(If you are not religious, put an 8 on the blank).

Belf-Esteen(How you feel about yourself; your sense of self-respect),

Transportation (Public and private transportation, including convenience and ex-
pense},

Using the same scale, how do you feel about your life as a whole right now?
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Appendix B

SUMMARY REPORT

DATE:

TOPIC OF SESSION:

PRESENT :

GROUP PROCESS:

INDIVIDUAL PROCESS:

SOMMARY:

PLAN FOR NEXT MEETING:
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Appendix 6

POST SESSION REPORT

PLEASE INDICATE HOW UDSEFUL THIS SESSIONS WAS FOR YOU.

1 2 3 4 S
Mot Useful Very Little Not Sure Somawhat Ve
at all. is Useful Userful Useful

WHAT DID YOU LIKE BEST ABOUT THIS SESSION?

WHAT DID YOU LIKE LEAST ABOODT THIS SESSION?

OTHER COMMENTS:
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Appendix 7

GROUP LEADERSHIP SKILLS RATING SCALE

Rate each item on a scale of 1 to 7.

I =1 am vary poor at this.
T.= I am very good at this.

1.
2.
4.
o
&.
e
_— g.
10,
i1,
17

Active Listening: I am able to hear and understand both
direct and subtle messages.

Reflecting: I can mireor what another says, without being
machanical .

Clarifying: I cam foous on wderlyving issues  and assist
others o get a clearer picture of some of their conflicting

feelings.

Summarizing: When I function as a growp leader, I'm able to
identify key clements of a session and o present thom az a
summary of the procesdings.

Interpreting: I can present a bhunch to someone  concerning
the reasons fo- his o~ her behavior  withowt dogmatically
telling what the behavior means.

Questioning: I avoid bombarding pecple with gquestions about
their behavior.

Linking: I find ways of relating what one person is doing
o~ maying to the concerns of other nembers.

Confronting: When T confront another, the confrontation
usually has the effect of getting that person o look at his
o her behavior in a nondefensive mannet.

Supporting: 'm uwsually able to tell when supporting
another will be produchtive and whien it will b
counterproductive.

Blocking: I'm able to intervene successfully, without
seaming to be attacking, to stop counterproductive behaviors
(sch as intellectualizing) in a group.

Diagnosing: I can generally get a sense of what specific
problems people have, without feeling the nesd to label
people. '

Evaluating: I appraise outcomes when I'm in a grouwp, and 1
make some comments  concerning the ongoing process  of any



group I'm in.

Facilitating: In & group, I'm able to help others openly
express  themselves and work  through  barviers to com—
munication.

Empathizing: I can intuitively sense the subjective world
of others in a group, and I have the capacity to understand
much of what others are experiencing.

Terminating: At the end of group sessions, I'm able to
create a climate that will foster a willingness in others to
continue working after the session.

(Corey % Corey, 1977
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Appendix 8

RETROSPECTIVE SELF-REPORT ABOUT ALCOHOL USE

Before my spouse/parent/friend began attending the Elders
Health Program:

I ohserved_his/her alcohol uge as:

1 2 3 4 5 6 7
Not Moderately Very
troublecsome troublesome troublesome
at all

After attending 12 weeks at the Elders Health Program, I have
observed my spouse/parent/friend's current alcohol use as:

1 2 3 4 5 6 7

Not Moderately Very
troublesome troublesome troublesome

at all
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Appendix 9

OSE OF GROOP SKILLS

Tabls
USE OF GROUP SKILLS
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Tabis 3

. REFLECTING
Vay Good Gorey & Corey Soores

- / ' WM
'/
; |

VoyPoor LI T8 Rl L (T R P IRLATE 4 [ ]

wee . “Wdoo Tepad Groun Sessline N
Table 4
CLARIFYING

Vary GQood Corey & Corey Scorey

7-

| | A

,- o
Averags " \ \/\ \/\ \/‘\/\/\

a | ’

'y

1
Voyoor Gt s e nlma e 7wl B AR T e

woe ™ o0 Taped Groun Seselin ad




220

Tabis &
SUMMARIZING
Vary Good Oomﬁcorvyscom
r-
8-
‘..
Avarsgs 4-
. VA
p;
,-/
VoyPor g1 lelwhnl IE2EY anlu' Tl
v ™ %Twamupam@%
Tabie ¢
INTERPRETING
Vry Goon Corey & Corey Boores
7 /-—-
* \ A A ~
N L \v/ / |
Averaga 4 \/
8-
[y
1-
Very Poor R N R T e A N N R e
By D

P *Video Taped Groun Soveldns ad




221

Tatl 7
QUESTIONING
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Tabis 11
BLOCKING
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Tabls 13
EVALUATING
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Tabia 18
EMPATHIZING
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Appendix 10
THE BRIEF UCLA LONELINESS SCALE

Instructions: I will read some statements that express the way that
most people feel sometimes. Choose the number, for sach statement, that
expresses how often you feel the statement describes your feelings.
(NOCTE:  Fatient receives a chart with the following scores on it)

1= NEVER 2 = RARELY 3 = SOVETIMES 4 = OFTEN '

18 I lack companiconship
19) There is no one I can twn o
200 I am an outgoing perason

20 There are people I feel close to

22 I fesl left out

23 I fewl isolated from others

243 I can find compamionship whert I want it
250 I am unhappy being o withdrawn

280 Feople around me, but not with me

(Ttems 20, 21, & 24 are reverse scored)
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Appendix 11

THE BRIEF UCLA LONELINESS SCALE RAW DATA

CLIENT TRIALS
1 : 2 ; 3

Margaret 10 g 16 g 20
Fred 17 g 22 i 18
Helen 25 ; 18 Tl Refused
Esther 23 g Refused ;

Stan 31 ; Nropped Out ;

George 13 ‘i 156 i 15
Ronald 15 j Refused §

Isabel 17 g 20 § 24
Ruby 31 g Dropped Out g

Clara Refused § g

Inez Dropped Out i ;

Dennis Refused ; E
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Appendix 12
TWELVE-WEEK TREATMENT CYCLE - CONTENT

The content of the 1Z-week treatment cycle was as follows:
WEEK 1

Monday — Introduction to Chemical Dependency

Furpose:
It is important to understand what was meant by the term chemical
dependency. A accwrate wnderstanding could help the chemically

tdependent person to accept that he o she is chemically dependent.

Goale:
1. To explore misconceptions about chemical dependenoy.
2 To replace misconcephions with an accwrate definition of
‘._.

chemical dependency.

Wednesday — Chen Forum

Foorpose:
Mary of the elderly use a number of medications. Mimise of
medications by the elderly is prevalent. It is important o help
the chemically dependent elderly +to take their medications cor—
rectly.

Goals:
1. To give information about medications and their appropriats
use and storage.

Za To reinforce good medication managemsnt.

3. To offer suggestions to change poor- medication management.
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RWEEK 2

Mcaday - Chemicals % Slesp

Fuarpose:

Many eeniors experience changes in the guality of their sleep.
Many seniors resort to sleeping pills as the only alternative to
cope with these changes. A number of seniors then develop a

chemical dependency to long term, habitual use of this substance.

i. To evplore the normal changes of slesp patterns because of
aging.

o To explore cavses of difficulties with slsep.

2. To provide ideas of improving the gquality and guarmtity  of

slegp without the use of a chemical.

bednesday — Onen Forum
7

i

Friday ~ Physical Odjustment to Chemicals

Freposes

It iz important to explore the physical adaptations to the use of
alcohol | o~ mood altering drugs. This could help the chemically
dependent senior begin to make connections of past and current
physical symptoms and behaviows that are caused by chemizal
dependency. This assists with breaking down denial  and helping

the recovery process along.

1. To discuss the physical effects of chemical uss.
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2. To identify physical symptoms and illnesses caused by
chemical dependency.

3. To explain the increased sensitivity a senior had when using

chemicals.

WEEK 3

Monday — Social Indicators of Chemical Dependency

Furposes
Tt is important o explore the social aspects of chemical depen—
dency to develop a2 greater understanding of the dissase. This
will begin fo break down denial and to enhance one’s acceptance of
being chemically dependent.

Enalase

1. To explore the social /behavioral  aspects of chemical depen—
dency.
e To assist group members to apply pevrsonal experiences to the

mater-ial,

Wednesday — Open Forum

Friday — Pesychological Adjustment to Chemical Dependency

Frrpose:
The chemically dependent seniors are to sxplore the psychological
learning involved with chemical dependency. They a&lso nesd to
identify the defense mechanisms that maintain chemical dependency.

This is to enhance avareness about chemical dependency and o



Goals:

WEEK 4

alert the group members to their own thoughts and feelings that

led to chemical use.

i. To show V. Johnson's Cycle of Chemical Dependency.
2. To assist group members to apply personal experiences to the

material.

Monday — Chemical Dependency and Families

Furrpoysess

Chemically dependent seniors doonot live in & void as  they
FECOVER . The impach of their chemical dependency o
family/friends oftan remains once the drinking/pill use stops.
im  important fo them b learn how  families were affected, toc
recognize and understand the responses they may receive once they

begin to  recover. iw topic may also shed soms light oo their

oA EMpErlence as a child of an alcoholic.

1. To increase understanding of how chemical dependency affsctz
the family.
e To explore feslings about having a part in creating  this

impact.

:‘,)J

To share experisnces about family/friends current responses
O removery.
4. To identify childhood experiences that may relate fo growing

up in an alcoholic family.
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5. To explore this experience in detail.
6. To suggest family consider seeking their own help.
day ~ Open Forum

Friday

- Relationships

Purpos

Goals:

WEEK &

Monday

e:
Chemical dependency can destroy relationships with others. It
isolates the <chemically dependent senior from others, leading to
self-centredness and self-pity. Recovery requires restoring

relationships as a part of establishing a healthy lifestyle.

1. To explore how chemical dependency had affected the quality
of their relationships.

2. To explore what qualities make a good relationship and what
gualities damage a relationship.

3. To explore feelings associated with the quality of personal
relationships.

4. To describe what relafionships were like iﬁ the past and
what they are like now.

5. To explore what group members can do today to improve the

quality of their relationships.

— Stoytelling

Furpose:



Goal:
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Every recovery program includes the telling of the personal story
about chemical dependency. This helps the chemically dependent
senior become less ashamed of the disease, to enhance acceptance

of being chemically dependent and to reduce denial about the

problem.

1. To encourage every group member to tell his or her story

about their experience with chemical dependency.

Wednesday - Open Forunm

Friday - Guilt and Shame

Purpose:

Goals:

Feelings of guilt and shame are common feelings shared by
everyone. For the‘recovering chemically dependent senior, these
feelings are pervasive. Sometimes guilt is a reasonable and
necessary response. When feelings of guilt are irrational and
destructive, if often leads to feelings of shame. This is often
destructive to a person's recovery and leads to relapse. By
discussing this topic and expressing feelings and thoughts, these

obstacles to recovery can be minimized.

1. To identify what guilt and shame are and how these two
feelings were expressed.

2. To separate what are rational, necessary feelings of guilt



and what is unrealistic, harmful gquilt.

3. To explore ways to resolve these feelings. .

WEER 6

Monday — Guilt and Shame.

{(Bame purpose and goals as Friday, Weelk 5)

Wednesday —~ Cpen Forum

Friday — Spirituality

Forposss
Spirituality is an integral part of chemical dependency recorveryw.
It allows the growth of inne- contentmant and the development of

sobrlety-based values. This could have prevented the chemically

dependent senior from returning o the chemizal

Foal s

2. To sxplore what spirituslity is.

3. To determine how it can be used to aid ongoing recovery.

WEEK 7

Monday — Identify Losses

Fuposes:
Aging is synonymous with loss. Az owe age, we accumulate  Iosoos,
T

Dhemical dependency seems to clouwd the evperience of the loss. To

sffectively grieve losses, a grisving process has to be allowed to



happen naturally with no help from chemicals.

Goals:
i. To give an overview about grief and its process.
2. To encourage each group member +to =share losses, big or
emall, in detail.
3. To encourage members to express feelings about losses.

Wednesday - Open Forum

Friday - Grieving Losses

Purposes:

Once the losses have been identified, grieving is encouraged.

Goals:
1. To encourage group members to express feelings about the
losses.
2. To develop ideas +to help group members begin to resolve
their grief.
WEEK 8
Monday — Anger
Furpose:

Anger seems  to be a widely misunderstood feeling. Chamically
dependent seniors are known to have trouble expressing and dealing
with anger in a healthy way. ¥ chemically depmdm£ Seniors
continue to have this difficulty when engaged in  recovery, tharso

is a risk for resuming chemical use.



Goals:
1. To identify physical/cognitive/emotional experiences of
anger.
2. To develop appropriate ways of handling anger.

Wednesday - Open Forum

Friday - Self-Esteen

Purpose:
Chemical dependency and low self-esteem are strongly connected.
Building a =sense of self-esteem seems to be a buffer against

strees and adversity, which, in turn, prevents relapse from

occurring.
Goals:
1. To define what self-esteem is.
2. To assess each group member's level of self-esteen.

3. To begin building self-esteen.

WEEK 9

Monday — Asserting Yourself

Furpose:
Many chemically dependent people tend +to present with come
munication prohlems. hey chemically dependent seniors ssem to
have trouble relating to othars in an open. and honest  wayv.
Fecovery reguires the ongoing attampt  to be open, honsst  and

responsive to others,
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Goalg:
1. To define assertiveness.
2. To explore beliefs, expectations, values and behaviours that
prevent assertive behaviour.
3. To explore ways of becoming assertive.

Wednesday - Open Forum

Friday - Identifying and Meeting Needs

Purpose:
Chemically dependent seniors learn to expect the chemical to meet
all their needs, especially emotional and spiritual needs.
.Recovering from chemical dependency often include learning to meet
ones' needs without the help of a chemical.

Goals:
1. To identify various needs people have that must be met in

order to survive and to be content.

2. To identify needs that are being adequately met.

3. To identify needs that remain unmet.
4. To explore ways to satisfy unmet needs.
WEEK 10

Monday — Stress Management

Furpose:
Chemically dependent seniors often respond to stressors by using a

chemical . Once the chemical is no longer used, management of
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stressors is an important aspect of recaovery.

Goals:

1. To provide a brief overview about stress.

2. To explore areas in the group members lives fﬂat create
distress.

Wednesday - Open Forum

Friday - Stress Management

Purposge:

Same as Monday

Goals:
1. To explore persanal methods of managing stress.
2. To determine helpfulness or harmfulness of each method.
3. To generate more ideas that help to manage stress.

WEEK 11

Monday — Relapze Prevention

Furpose:
Chemically dependent seniors benefit from relapse prevention
planning becauze it serves a5 a preventative measwe  against

resuming chemical use.

1. To discuss relapse and preventive neasurss.

e To discuss group merher’'e personal experience with relapss,
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3. To develop a prevention plan for each group member.

Wednesday - Open'Forum

Friday - Creative Retirement

Purpose:
Many chemically dependent seniors lose the enjoyment of retirement
years because of a preoccupation with a chemical. It is important
to develecp leisure activities to replace the time and energy

previously taken by chemical use.

Goals:

1. To explore dreams and realities about retirement.

2. To explore ways to add further enjoyment to free time.
WEEK 12

+

Monday — Community Resouwrcos for Soniors

B spoesin s
To keep  the chemically dependency a secret, chemically dependent
seniors may avoid services that assist then with daily living

=

problems.  They may require help from aging and chemical dependsn—

oy rescuces thet are beyond the scope of this grop.  Increasing
awareness of  what  is available snables them to enhance social
interactions and functional abilities,

Eoal s
1. To explore  various community resowrces that  may be helpdud

to chemically depondent soniors.



2. To encourage group members to access resources that

appropriate for them.

Rednesday - Open Forum

Friday - Tools for Ongoing Recovery

Purpose:

DA

are

It is important to learn what has been helpful to other people

recovering from chemical dependency. It is then poscible to use

their experiences to assist with ongoing recovery. It may

be

helpful to trace where one is in the recovery process in order to

gee one's progress and to prepare for the tasks ahead.

Goals:
1. To identify the process of recovery.
2 To discuss where each group member is in that process.
3. To identify important activities that aid recovery.
4. To help group members choose which activities best fit for

then.
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Appendix 13

GROUP MEMBERS COMMENTS

Comments About What Members Liked Least

Being hard of hearing (was epressed 17 times over the twelve weol
cycle).

Did not like it (From Medication Management).

I was disappminﬁeﬂ that Dr. Jacyl: was not there (in group!.

T would like to hear more from Esther (bwe difforent sessinns),

I did not like coming (to grounmd i the middle of &
It vas srbarrassing o have shaly hands.

Fred talked in circles (stated in Fred’'s absence).
I do ot like myaslf.

The taps (tapm'fﬁmm the session on Built and Shame — The Answes Lo

Guilt was Forgiveness by Fhil Hanson?.

I feel bad about others not achieving their goal.

I did not like the film (Three members agresd on this about a film
on chemical dependency and families).

I can not find anything in comnon (with other group members) .

I am anbarrassed about talking most of the time.

The session was too shoart (From Assert Youreeld session).

I did not like getting off topic.

T would like move shruchture with these sescions.

We spent too much time on one topic.

Comments About What Members Liked The Best

I can tall about it (from medication management seseion).

ed

li

w the sharing (sin other similar comments were given).



10.

11.

15,

16.

17.

i8.

I like the smokeless atmaosphere.

It was helpful to have others here in the group. I like talking
to others.

I can talk freely (There were six other similar comments given).

I like the openness of the éroup.

I like the socializing.

I liked the (audio) tape (about Guilt & Shame).

I like getting new ideas. I like the stimulating conversation.

I like hearing from Clara and Margaret (two people said this at
one session).

I enjoyed hearing Fred's story (three members gave this comment at
one session).

It was good to talk about the group.

I liked talking about my relationship with my wife.

I liked hearing my husband open up.

I like talking about sleeping (at sleep and substances session).

I like talking in a more specific way.

I like the closeness of the group. I like the atmosphere (here).
I feel welcome.

There were upstanding people in this group.

I'like the honesty (here).

I like the resourcefulness.

I like how the good byes were handled.

I feel accepted by others.

I liked hearing others (two other comments like this were given as

feedback).



It was good to find someone else in the same situation.
I like the handouts.
I am learning a lot I did not know (before).

I like having a subject.
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Appendix 14

CLIENT PROFILES

Dennis

Dennis was referred to the treatment group from Dro W Jacyk, one
of the co-investigators of the Elders Health Proge-am. Dernis was &3
vears old and in good health eucépt for stifd knees from an old foothall

inuy, He was a tall, immaculate, husky gentlemasn who came o geoop

smach day dess a suit. Dernils was married and had one daughtss vho

1in Toronto. He

was approsiimately 32 ears old and woed
F

independent busi a number of boseds  of direchors,

for enamples, the Lions Club.

Donnis was very controlled and had a goowd sense of homour. He owes
pick  to give advicse. struggled with  low self-estesm and soa-ched

Hez
mse of identity. He tried to deal with feelings of anger, guils

and shame.  However, ho bad much difficalty in sipressing £

he tended bo intslle

tualize abovt any personal issues.

Chemical Dependency Information

Dennis had a long drinking history beginning with attending
business lunches and numerous social occasions.  He sought out drinking
occasions,  avolding events where deinking did not ocow.  He progressed

to drinking alone.

Dennis had a number of drinking and driving offenses, the lat

heing  the wos

he had ever commitied. Wnile intovicated, he hit a2
pregnant woman who luckily was unharmed. Dennis was afraid and ashamed,

s0 he hid for thres days and considered suicide. Mo decided to get help



Ty

and began attending A.A. He also attended an inpatient treatment
program at the Hazelden Foundation in Minnesota.

Pragress in Group

Dennis’s  attendance was erratic since he came only seven times
throoghoot the 12-wesl: period. His verbal fesdbachk about  the groups
miperisnce was favourable sach time he attended.

Dennis was  slow to shed his tendency to be aloof, o intsllec-
tualize and to speak in generalizations.  He had much difficudty dealing
with topics of  lose and shame. He also  showsd discomfort when  ohhor

greonp members disclosed  issues of  loss and emobional  pain. Howmeey

me te incre

level of selfdisclosuurs =

throughout his attendanos,
for seample, discussing bow painful it dis for him to express anger.  His

-
ng

[N

interaction with group membors increasod  as well. He wes wery  will
7

o assizt other group members by making tea, helping someone get up from

a chair and offering infoemetion aboul various resources. Porause of

~vixd as a role oocdsl foe

Mis previous treatment sxperience,

“hy
o+
4

)

g
-
&
E

OrCRAT TSNS,
Denniz had refused to develop any individual goals and to take any
of the tests. However, he still wanted to attend the treatment group,

o this opportunity was not denied to him.



Isabel

Izabel was referred to the treatment groun by a sorial worbee from
St. Boniface Hospital. Ghe was T2 years old and a widow for 12 years.
Ehe lived alone in a seniors’  apartment block. She recalled how hard
life was being married to an alccholic. To help her cope, she had gone
to AlfAnon meetings and to A.A. meetings with her husband. Hee only son
also became an alcoholic and was viclent with his wife.

Isabel called a family priest to go into her son's  home 4o calm

the situstion down when he was viclent. This pri helped Alice’s son
to stop deinking and  start going fto A.A. The son has beon sobes £oe 13
years and Tzabel still fears he will relapse and resums deinliing.

eiver]  S10,050 From her husbend’s ootats wWhich

mulated debts and tool oot bank loans to

them.

Sha d=

Izabel  presented  as sxibremely  sincors and woey
intelligent  and has some  degres of insight. Ehe was overy willing o
zhare on a personal level. Hovewem, by rmlying on the advice and
demands from othorz Lo determing hor own actions,  she avoided  faking
responzibility over her life and blamed others for her Lmhapplﬂc.“_.;.
Izsabel is content with most azpects of hee life. She haz frimnds
in her apartment block and andjoys the activities held in the bloclk 1ike

bingo and card games. Hor sister is a great support to her, Yet chs

falt lonely because her son and his family seldom visit hee.

Chemical Dependency Information

cholos was bhensodl azepines. Hev o ios
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about financial debts, inability to think clearly and sleep difficulties
caused her to request help. She was prescribed a sleeping pill ap-
proximately five years agoland she took them regularly. Four and one-
half years later, her thinking process was still affected, her movements
slowed down and her daily activities came to a halt. Her sister and son
expressed concern agout the effects of the sleeping pills. Her =son
phoned the pharmacist and demanded that the prescription for sleeping
pills be stopped. Izsabel was admitted to hospital because of her
inability to function at home. She admitted to becoming addicted to the
sleeping pills. By the +time she attended the first treatment group

meeting, Isabel was completely off the sleeping pills.

Individual Progress in Group

Teabel s goals were Lo becons less shy with  obthers and o loarn
meree2 about heresld. At tho post and sis-month evaluation intoeviows,

Izabel believed both goals vewre mob.

Teabol ‘s attendancs was  erratic because of pooe health and obhee
family commnitmeEnts. When  in group,  she weas  supportive of  obthers by

offoring  understanding and  compassion. She was  readily accepted by

othar group membors and said she felt she was a part of the group. ey

role in group was as a follower, willing to go along with oth gQoe s
members declsions. Hor verbal fesdback  was alwavs positive. Sha

achieved the group goals of responsible drug  use and oo
improved lite satizfaction.
At the post group inteeviow, Issbel’s Delighted-Tererible Life

Satistaction results showdd a decres in the total scores et the poost




2ag
group interview. This was largely due to a severe heart attack and
hospitalization that happened two months before tﬁe test. She scored
mixed satisfaction or higher on all items except the with health and
finances. Ac her health improved, she wanted to do more activities, but
found a fizxed income restrictive. Isabel showed improvement in the
areas of family relationships, housing and recreation. She maintained
the same level of satisfaction with religion and self-esteem. There was
a slight decrease in satisfaction with friendships, trangsportation and
life as a whole. This decrease may have accounted for Isabel's consis-
tent increase of loneliness scores over time. If she got less satisfac-

tion in friendships and transportation, this may have led to an increase

in her sense of isolation and loneliness.

Inez
Inez was &7 years old and had  one daughtes séhio lived ook of the
provinoe. Zho worbed &t twe day care canters, together creating o Fu01

time Jjob. alone in an  apartment block and drives when there
is light traffic. Inez has bouts of bronchitis, cetches colds easily

and takes asthma medication regularly.

Inex presented as an attractive woman who often came o group  in

iz ac assionate, soft spoken person vho is  intel-

ligent and bright bub presente as lonely and depressed.

Chemical Dependency Information

Inez s subzstances of choice iz benrodliacepines and  alcohol. She

began using Valium when she was 40 years old which was discontinued and
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replaced with Librium. After a car accident when ghe was sedated, she
stopped taking pillsvand used only rye whisky. She limited her drinking
to Sundays because they were her loneliness and hardest days to get
through. She often drank a 26 ounce bottle a week. As her drinking
episodes increased in frequency, she recalled that her drinking no
longer made her feel better. Instead, she felt weak, apathetic, more

lonely and more depreésed.

Progrese in Group

Inex’s individual  goal for abttending the group was Lo maintain
soirioty.  Bhe wanted to sttend groop shenoves e el sohodoln al Do

s0oshe was unabls to give & commitment o a definite day o Tr@ruEnTy o

de

attendancs, Immr cames  to group b in Maroh and  drgoped ouh afhoe

that of poor health. T owas unable o do any testing  for that

Iz owas an active group member who was quickly  accopted into kb
L f 4 ¥ o

grosip.  Bhe quickly  ddentifisd heresld as & part of  the bt Sho

shared feelings, thoughts and personal events readily.  Iner waz willine

to meet the demand for worlk by specitfic sslé—disclomuere kesping on
topic and relating the topic to her own  experisnces. She sasily
addressed hor conversation directly to group mombers.  Iner sensitively
gave advice and enthusiastically participated in problem solving with

othoer group members. At the end of both sessions, she gave favoural

-3
i
;
{7

Eocavse Iner only came o two group

the effectivencss of the breatmont group. It iz unbnown B4
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attending the group had any affect on her perception of life satisfac-
tion. 1Inez was sober on both occasions, so she did achieve her goal and

the group goal of maintain abstinence at those times.

Stan

Stan was referred to the group by the intervention team — daughtor
Lovise, myseld, and Seriabric Medicine staff st St Bonifacs Hospital (a8

the attending Physician, and a

Sorial  Worlse, a2 Frimary Cars
Fastoral Caro borlor).
Etan  was

4ovears  old, marvied  aewd lived with his wifc and

grandson in 8 houss. He has three daughters with twe living in Winnip

and one in Vancouese. He dis prowd to be a World dWar 11 veteran andd o

prasono- of wae in a Gormen camp. Mo lost most of

the war and has Parkicson’s Dis

ooaz good-natured, cheseful, and intelligent.  He was

o him. He vsed withdeaesl and

tremealy sonsitive to othees’ respons
SECADE &S & Way of coping  with any conflict. He had low self-ecstoon,
strong values in traditional sex roles and extreme feelings of guilt and
shams.  Stan often minimized intense feelings and situations by giggling
and making jokes.

Stan‘z family has suffersd From the offects of his chemical

dependency. Thirty—five years ags, he had been viclent with his wifz.

Stan’s wife was referred to AlLANON bubt she never attended. The youngost
daughter is very diztant and zold towsed Stan. Hiz daughte-, Louies,

attompied Lo control  what happened in the family, assuming the rolo of
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gatekeeper. She determined who was in contact with the family and who
the family accessed. She also sgerved as a mediator in the family by

passing along messages between family members.

Chemical Dependency Information

Etan hasz been chemizally dependent for yvears. Hiz substance of

choice was alcohol and he drank bes- daily. Whon he needed to incres

his alcohol intake he supplemented it with distilled liguor. He
drank: &t the nearby hotel pub o rode hiz bike to the liguor commizsion
to take the alocohel home. He spent moszt of his money on aleohol. Hez
had pravious hmﬁpital admissions due to hi@ alcoholism.  Stan was forood
to stop deinking becauss  he was getting i1l when be  drask, When b
wonld tey to ctop dreinking, he experienced  fremore, hallucinations, and
paranoia. He owas remorsetul  about the trouble his wifo went theough
hecause of his deinking. Mowewew, he minimized the edtent of  thath
trouble, hlamed othars for his drinking and had a moderate lsvel of
denial.  Stan had never been in frestment before  and had newvee shoppos
dreinking for any longer than two days.

Progress in Group

Stan agreed to attend the treatment group on Monday and Friday foe
an indefinite length of time. He struggled with embarrassoont and shams

abouit his deafrness, so he did not endoy the group. To sase his discom—

fort about his hearin the group reassured him  at each growe  session
k]
that his hearing was not & hardship to them and  that his attendsncs and

hiz input was held in high regard.  The group often orcor-aned Stan ho

try to get a hearing aid.
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He attended 18 sessions throughout the 12-week period. Hig
attendance was erratic in March, more regular in April and erratic again
in May. One reason for his erratic aitendance was that he felt fearful
and guilty about leaving hig terminally ill wife at home alone. To eage
his worry about his wife, the group offered ideas such as getting a
homemaker to be with her in his absence, phoning her midway through the
group session or learning that he has no control over what happened to
her. Stan did not follow through on any of the abave suggestions.

His individual goal was to feel less lonely. However, Stan felt
more alone by the end of the 12 weeks than when he began group.

Stan's denial remained strong throughout his time in group. He
Joked about drinking almost defiantly. He continued to blame others for
his problems. Stan was fearful of expressing feelings because he
believed he would loose control. Feelings of self-pity, gquilt,
resentment and shame grew more intense and pervasive. He grew more
gelf-centered.

By the middle of the twelve week period, Stan began going to the
Pembina Hotel for 7-up and continued this with increasing frequency. He
did not feel as though he belonged anywhere. His drinking friends did
not want him to sit with them if he was not drinking., He felt awkward
trying to talk to his family when he was sober. Despite confrontive
efforts to show Stan the risk of this behaviour leading to drinking, he
was convinced that he still had control over alcohol. Stan refused all
offers of increased support. He eventually started to drink again.

The main reasons for Stan's relapse began with his inability to

see himself as an alcoholic. The process of entering treatment due to
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external motivating factors and then slowly developing personal internal
motivational factors did not happen for Stan. Another factor for Stan's
relapse was the poor timing of his recovery. It occurred at the same
time his wife was diagnosed with cancer which depleted the supports for
Stan. The natural thing for Stan to do in response to this situatiqn
wae to drink.

Stan had become a part of the group. Often, he  was directly
address lby group members. His difficulty with hearing separated Stan
from the group, yet the group did not find his poor hearing an impoc-
sible obstacle to tackle. He was often very quiet.

Stan seemed to share most in a small group of three or féur. In
these small groups, Stan would talk directly to other members. He
seemed to bond with Esther, another group member that used alcohel and
was deaf. His sense of humour wag admired by many group members. He
seldom participated in problems solving or advice giving and was very
slow with self-disclosure. He waited until he had been coming to group
for about eight weeks befare he shared his story about his wife's
illness. There were two occasions 1later on in Stan's attendance to
group that focused on Stan's problem coping with hisg illnegs. The group
was very helpful and caring with Stan. Considering group process, Stan
took a long time to check out the trustworthiness of the group.

No conclusions can be made about Stan's achievement of groﬁp
goals. None of the measurement tools given in the pre-group test were
used to come to any conclusions because he refused to participate in the
posttest and had died by the &ix month follow-up. He achieved

abstinence for only a short time. Stan's perception of life gatisfac-
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tion seemed to worsen. Although he refused to participate in post group
evaluations, By the end of the 12 weeks, it was clinically obvious that
he was terribly miserable.

Fred

Fred was 78 years old, married for sight years to his second wifo.

They had lived on a farm, hut when his wife became i1l with congEs

heart failwe, they movsd to an Aapartment in Winnipeg about  fwo vears

diabetic with & slight respiratory condition. Mo oonly

drove the car in his neighbourbood.

Frad was chearful, pleasant, intelligent and articulate, Hez

sazy aoing but net lasye. He  was able o oupre
7 i 7

celings with oo

guidance and  encowragemont and was very  opinionated  and st

iudgsmental. He had difficulty empathizing with others and tended 0 be
sal fconterad.

LU0 e R

Frad had  six childesn in his  first marrisge.  He  described this

ang unhappy.  Fred was 50 yvears old when his fired

wite disd of cancee. Ho had meny  regrots and wrvrssol e
her.  Fred remains alienated from his ohildren and they soldom vioit o
phone him nor doss be visit o- phone them.

Fred was somewhat happy with his cuerent marriago. His current

wife serves as a companion for hime  He said he found her to be oo
aggressive and he was distwbsd about he- high expectatione of  their
relationship. He said she expects them to  do everything together, to

7 lot and to interpret situations  in the same waey.

tallh  to each okhe

e}

His lack of intorest in meeting her ewpectations often  caused conflict

betwaen  them. In gpite of this conflict, he described his life oo
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e ved ot

best it has ever been.

Chemical Dependency Information

“red’s chemical dependency started about fowrteen YEMNS ago with
daily use of diazepam. He was unable to slesp without it suggesting o
psychelogical dependency as a possible slesp disorder-. It may also have

contribute to his inability o~ *+o initiate activity, and +o slomping

most of the day. By using diazepam suclusively to solve Ris

b

e Mg

ol em it inhibited his ability  +m ook oot alternative methools ey
3

Mave orf favead

consiquences from his  dieropam uss owas mot with modey-ate denial. Whon

confrontod with the negative consiauences of his long fsem of
diamm he decided Yo continue takimg it Frod belioved  that the

Progress in Group

Fred agromd  to attend the  treatment g with his wifte  two o
thres times per weel, H: camz by Handi-Transit, a low cost, handicappod
transportation sorvice. Fred attended 17 sesszions  in fhe 12~
pericd.  He came to siv sessions in the firat month, nine in  the socond

and tvo sessions in the third month, Fred did miss some sossicns dus fate

|...|
;»4

& hospitalization and deing his wife’'s hmﬁplhmllhu Te B

ireall, his attendance was fairly consistont.
Fred was slow to selfdisclose  and o meot the domand for weels,

however, the longer he came to groue the more he  self—disclnsod abood
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painful, personal issues. His habit of épeaking in generalities,
getting off topic and gossiping about other members remained a struggle
to control. His self-disclosure increased to the point that he
monopolized the seséions especially when he came to group alone. The
group became dependent on Fred to do most of the talking becaﬁse it took
them off thelhook to generate conversation.

Fred found hie self-disclosure a cathartic experience. When
encouraged to take this catharesis a step further by actively doing
something to change his life or resolve an issue, he hesitated. One
positive outcome came abaut when he phoned his brother for the first
time in years. He initially joined the group because of his wife, bhut
by the time he ended group, he was coming because he wanted to.

Fred became an active, integral member of the group. He helped
establish a group culture that encouraged the expression of feelings and
disclosure of very personal iscues.

Fred's individual goals were to learn about diazepam and to
decrease his feeling of nervousness. He heard about the nature of
diazepam, its linkage to specific negative consequences and the alter-
natives that would have helped him sleep. This information was met with
a more firmly entrenched denial. Fred thought that his level of
nervousness remained the same over time. He did learn how he created
it, thus he assumed control over some of his symptoms. Therefore, he
partialy achieved his goals.

Fred did not achieve any of the group goale. He did not achieve
responsible use of diazepam and he continued to take it daily in spite

of the negative consequences. He did not improve his perception of life
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satisfaction, however, he seemed content with his life as indicted with
the measurement tools. The Delighted-Terrible Scale only showed three
scores of mixed perceptions about life satisfaction while all other
scores indicated satisfied or higher. There was no change in the items
of health, family relations, transportation and life as a whole. The
items of finances, friendships, housing and recreation failed to show
any consistent trende. Fred =showed a downward trend in religion and
self-esteem. This may have occurred because of his choice not to take
any action to improve the quality of hisg life.

The Brief UCLA Loneliness Scale showed that Fred had no evidence of

being lonely throughout all three trials.

George.

EBoorge was reforred 0 the freatment gron by a hospilital nuess and

a zocial worker,  Ho had an enlarged liver from ovcesoive deinliing andd a

v

stroke which required theee months  of righabilitation. Ho o had partial

the left asm  and walked indepondently with a cane. He was
7

ich waz controllsd by dist, and used a hearing  ald it
corract a life-long hearing loss.

Boorge was 69 yoars olﬁ, maried, has three children and lives in
Wimnipeg. His sons live out of tows and his daughter lives in Winnipeg.

Each year they took in two foreign college students as borders,  He has

no religions affiliations or  spiritual practices. George no  longo:s
orives and relies on hiz  wifo o Hondi—Transit for transportation. He

omost of his leoiswre fime alone and  restricte his intoroots o]

sports and reading.
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George's wife was very resentful, sceptical and distant when she
wac asked to take part in the interventionby hogpital staff. I assumed

she had been negatively affected by George's chemical dependency.

Chemical Dependency Information

George had his first drink of alcohol  in his early trenties. He

distovered ho enjoyed the taste and  the way alcohol mads him fexl. He

basmemont and in his library.  He susportod peoplo belis

drunk” and he foelt angry about casuel commonts about Rim oedded ;e T

treatmeont Lo alooh

outpationt troetment from the
Foupwlation of Manitoba  foe fue oo bR

andod ML A He deoppod cesk of both

he saw a peychiabteist following 2 suic
Boorge quit ewimming and jogging bhocause

with his peyfovmansoo. Coaching  allowed him to continue dreinking

still keep  involved in his favowrite spor-ts, Wnen Goorge retired, kis
orinking increassd in quantity and frequency.  He spends more time alone
and developed & close, porsonal relationship with aleohol, calling it

“John Barley Coen," and "a  good friend. He feared his alcohol  use

contributed 4o his stroke o he decided to do  somothir atw!
chinking.

Boorgn  entered  group with minimal  dendial.

ohetacls to rocovery was his nesd o bo difipromt o
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alcoholice. His rambling, intellectual communication style and the deep
loss of his relationship with alcohol were also a hinderance to hisg

ability to recover.

Progrees in Group

Gearge agroed o abttend group twice a  week oo Yednesday and
Friday. He arranged o come by Handi-Tramsit,

Emorge chose four individual goals:

1. 2 wanted to get his ideaz across o obhoe peonle ol

2. her wanted to bkoep his health as it was at the DEginning of
his attendance abt groups

2 freodom from any controlling =ubstances and

4., achio

He ohad a slip befors the

six montlhe Follow—up, By reviowing information ahout relapss, he

able to mﬁit AgEiN. Hizs  Fourth gosl  was not achiaved

romai ned a %1ﬁuﬁ, guilty and azhamed about hic chomical depondenoy.
Beorge began  to identify feelings, bubt had difficulty s g

them openly. He accepted his chemical depondency and learned to value

His recovery. He also increased hiz awaroness about his ammisty.  He

learned to use thought—stopping techniques and desp breathing exerciso

Ceorge was an integral part of the groups and was acospted by obhoe

]

grceyn membeys. He helped  other members by offering his  empathic
listening and comforting words., e alzo allowed  others to give Rim
o preet et et 4 P
SOOI and GuUgEEsETIonNs.

Deorge dmproved  his porcoption of life as o vholo by the posth



group test, but it worsened with hie six month follow-up. This was
poseibly due to his relapse. His eatisfaction with religion,
friendships and transportation steadily worsened. His satisfaction with
finances, housing, recreation activity and self-esteem all improved.
This occurred possibly because of his increasing pride in himself as he
maintained and regained abstinence and an improved home life. He becamc
more intimate with family. As  he recovers, he may have wanted to
improve his lifestyle outside of his immediate family and home life, but
found poor transportation and the lack of friends as obstacles. The
UCLA Loneliness Scale showed that loneliness was not a problem as

indicated in the scores of 13, 15 and 15.

Helen
Helon was overssight and had  pooe peesonal My s, She ofton

camn to the grous

ahies. Ehe has a
ozteoa-thritie and 2 =light steole. Horowalling was limited to oniy
snort distances and  reguires a wallking  aid. Holen R diFFiculty

initiating =sleop and once aslesp she was  no longer able to achieve o
cesp sleop.

Holen  seomed tq have slow thought processes, poor  short—toem
mamoy and poor long-term memry.  She had some difticulty understanding

abztract concepts bub  uncerstond concrete, simple ideas  well. ey

o oregponded slowly to othoes, Helon poss

waz rarely sesn in treatoent.

gid values sbout right and wong and soomed fairly etoic, esluctant o



expose her weaknesses to others and to accept help.

Helen was of German descent and a member of the Mennonite church.
Her activity in the Mennonite church declined over the past ten years
because her phyeical condition made it more difficult to get to church
and to sit through +the services. Although she did have a strong
Christian faith, she lacked An inner peace'or contentment. Her husband
was a Mennonite and they had three children - two daughters and a son.
She has a daughter in Winnipeg, one in Vancouver and her son is in rural
Manitoba. Her first husband had a stroke leaving him sgpeechless and
with right sided paralysis. He required a lot of personal care and
emotional =support. Helen cared for him for six years. When he died,
she quickly moved out of the family home and into a mobile trailer near
her son.

Helen was married a second time to a man who 1lived in Sas-
katchewan. They moved to Saskatchewan to be near his children. He
turned out to be wverbally abusive and violent. Helen believed he
married her only for sex. She felt trapped, lonely and ashamed. When
he fell il1l, she cared for him until his death. With her regained
freedom, her children helped her return to Hinnipeg in an elderly
person's apartment complex.

Helen has a few friends in the block. She often met them in the
lobby or had lunch with then. However, she was not a big joiner in
group activities. She did enjoy making her own cakes and cookies and

serving her visitore in regal fashion.

Chemical Dependency Information
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Helen had trouble sleeping about gix years ago. She was given
Halcion, a benzoaiazepine. She took Halcion more frequently as each day
went' by. Her drug seeking behaviour increased to getting prescriptions
more often and knocking on recidents doors asking for eleeping pills.
She was mixing Halcion with alcchol, or over-the-counter drués such as
Gravol and Aspirin.

Helen's denial was strong and she refused to acknowledge the drug-
related difficulties she was experiencing. She minimized the poor
physical shape she was in. She blamed the physicians for her substance

ugce.

Progrees in Group

Helen agresd to atfend the Elders Hpalth P am breatment groop

o hwmlovn weebls, She achioves +

ions due to illness or transpoetatd

‘soindividusl goels sho wished to

1 being able to slesp without pills:

P being more indopendent with sol f—oarey
3. decrease h@r'wish to disg

A decrease har sense of isclation; and
S to become more ackive.

Helen achieved the last goal. She started group walliing with »
walker, shuffling and stumbling along. By the end of her time in o

sher was beiok

ing without an aid. Six months later, she was tabing
long walks  fo the nearby shopping mall. She also  achisved her second

goal. She started group with & dichevelled appearance and oy ol and
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ended group wearing her best dresses and combing her hair. She used to
leavé leftover food rotting for daye in the kitchen and by her six month
follow-up wvisit, she was serving tea with her favourite china to
vigitors. When Helen started group, ghe needed help with cooking,
cleaning and bathing. By her =ix month follow-up she had/no help with
bathing and was able to choose whether or not she wanted to cook or do
her own cleaning.

Considering the achievement of her individual goals, her ability
to sleep without her pills improved scomewhat. By the twelve week
posttest, she repeorted to be trying other means to help her fall asleep.
By her six month follow-up, she had used alcohol to help her sleep and
started to ask for =sleeping pills again. However, these behaviours had
subsided a couple months later and she was trying ta sleep without a
substance again. Regarding her wish to die, =che felt more content,
secure and happier with herself by her &six month follow-up. Helen was
feeling less isclated, éo she thodght she had achieved the fourth
individual goal.

Helen's progress in group was very slow and somewhat limited but
she made some surprising gains. At the beginning of her group ex-
perience, she worked hard at not becoming a part of the group. She did
not speak at all, had no eye contact with others, denied knowing why she
wag in group and insisted she had nothing in common with graup members.
In turn, the group members tended tov ignore her which only further
alienated Helen. The peer counsellor and I asked her open questionsg,
invited her to engage in dialogue and encouraged group members to speak

directly to her. Slowly, members drew Helen into the group. When Helen
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firmly expressed her decision to leave group prematurely, group members
rallied together to encourage her to stay, which led her .to stay.
Katherine did take some risks by self-disclosing very personal details
about her 1life. When ehe was challenged to make any active changes in
their 1life, she often rejected help from others. Helen seldom offered
help to others.

Heien achieved group goals in a limited way. . She did achieve
responsible use of mood-altering prescription medications, but she
resumed drug seeking behaviour and developed few natural alternatives as
a substitute fér inducing sleep. Aithough alcohel use was not a concern
at the beginning of group, it became a concern midway through because
she started using brandy to help her sleep and following treatment she
was buying alcchol every few days. At her six month follow-up, che was
no longer using alcohol. The goal of abstaining from alcohal was
eventually achieved, in spite of a relapse. The last group goal of
improving her sense of life =satisfaction may have been achieved. Her
testing with the Delighted-Terrible Scale remained stable as being
psatisfied with her sensce of life Satisfactioﬁ. This applied to all of
the items on the Delighted-Terrible S8cale. She did show some
improvement with her UCLA Loneliness Scale scores, moving from being

possibly lonely to not showing any evidence of loneliness.

Ruby
Ruby  was reforrod to the Eldors Hoalth Frogram trestnent groun by

a priesh, She had  beon fairly 111 over the

[a}
T

rast Five vears. Sher

suffared from chronic  bronchitis, which 1off her short of  hessth
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occasionally. Her recent complaint was abdominal pain although it did
not occur conegistently. She talked of phycical symptoms constantly,
although when she was asked to specify these complaints, she was unable
to give details. Ruby used her poor health to gain attention and
nurturing. She was algays searching for an answer for her malaise, yet
when she got an answer, she sought out another opinion. Ruby looked for
new medications she had never tried before, or asked for.different
dosages because a medication did not work as she thought it should. She
reported that she was able to walk only short distances, yet when che
was in physiofherapy she walked so well the treatment was discontinued.
Other physical complaints included loss of appetite, loss of weight,
poor sleep, weakness, and fatigue. Ruby frequently went to Emergency,
but usually was sent home and directed to see her own doctor.

Ruby was curious, intelligent, wvery warm and caring. She seemed
to have difficulty trusting others especially people with authority.
She had been a nun for many years. Ruby hardly participated in any
activities in the Convent and she had alienated her friends because of

her inconsistent behaviour and constant somatic complainte.

Chemical Dependency Information

Fuby had been taking mood-altering medications since hee health
problems started five years ago. Collateral sowrces ropo-ted  that sho
used them longer  than that. She used narcotic analgesics  and hon—
odiazepines and  continued using  them throughout  hee stay  in group.

Fuby wsed these pills regularly by secing different doctors and pesson—
y f Y 3

;

ting problems with  sleesping and chronic pain. I+ she nesded movro
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sleeping medications to induce =sleep, she would increase the dosage or
mix the medication with an analgesic to make the sleeping pill work
better. She used rationalizations to justify her chemical use. Ruby
believed her pill use was okay because the doctor prescribed them and
her chronic pain and poor health warranted using the medications. If
she did not =stay on the same chemical for too long, she believed that

she avoided becoming addicted. With a nursing background, she thought

her knowledge was enough to keep control over her pill use.

Progress in Group

Fubyy  had agreed to come to the treatment group thees  fimss pere

7

week. Ehe owas wnsrs how long she would  come.

imn total,

attending included being 111, feeling as

thoegh she o not Dolong becavse she did not think she was chemical Ly

chpenciont. she felt upset beotwoen sessions which
aumed her much discomford.

Rubyy’z  main geoal for attonding group was to discover shethoe o
not she was chemically  dopenderd. She porcoived she achioved  hoe
individual goal by deciding in  the end  that she was not chemically
dependent. Unrtortunately, she was clearly chemically dependent. The
group was not effective with helping Ruby make an accurate discovery.

Thm lack of medical involvemsnt in the group  distwbed Rty

because  she felt her general malaise demanded constant monitoed ing. She

found it difficult to understand how poople gob better in LPCE AT
faced  with  Ilsarning about herseld and  the possibility that  sho wos

chamically dependent created fear and approhension which may have loxt o



resistance to change.

Ruby was gquickly embraced as a group member because of her
articulateness, warmth and the ability to engage with all of the
members. She often did not accept the help that others offered her.
She immediately identified with Margaret and they developed a strong
- subgroup that held a lot of power. Both Ruby and Margaret seemed to
mirror each other because of their many commonalities. Although Ruby
participated easily in group, she always sceemed to keep one step away
from making a commitment to becoming a part of the group. She helped to
created cohesion due to her politeness, compassion for others and
willingness to self-disclose to some extent. Without formally ter-
minating, Ruby left the group and the members felt abandoned.

Ruby did not achieve responsible mocd-altering drug use. She
continued to use mood-altering medications daily and to seek out these
medications aggressively. Ruby did not achieve an improved sense of
life =satisfaction. She remained focused on her physical symptoms and
rgmained inactive and isolated. Because she left the group before
completing twelve weeks, Ruby did not complete any posttest and six
month follow-up testing.

It appears that an outpatient treatment program did not provide
adequate support for Ruby. She requires an inpatient program to provide
her with the constant emotional support, distance from her gource of

pills, and a very intense therapeutic approach.

" Esther

A mocial workoe from Victoria Hospital reforeed the family o dhe
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Eldere Health Program for asscistance with an intervention with Esther.
After a meeting with her two daughters and the psychiatric nuree, Esther
agreed to attend the group.

Esther was born in Holland, married in her mid-teens and had ten
children. She and her husband managed a grocery store. When.Esther was
about forty years old, the family mdved to Canada which made Esther feel
homesick for her family and friends that were left behind. About 16
yeare ago, her husband became increacingly ill but he refused to go to
the doctor for many months. Finally he agreed to go. He was told that
he had cancer that was so extensive throughout his body that nothing
could be done. He only. lived one month after the diagnosis. Esthe;
remembered being furious with him for being so stubbern. After his
death, she moved to a =zenior's apartment block. Four daughters and one
gon  visit her regularly, help with household tasks, and take turns
having her over for Sunday dinner. Esther has few friends to socialize
with 80 &ghe relies heavily on her family for =ocial contact. Her
actiﬁities include crocheéing, playing Hi-Q, watching some TV shows,
reading and watering her plants. She also writeg letters to her family
and friends in Holland.

Esther has a background in the Protestant faith, but did not
attend church. She remained faithful in the Christian beliefs and seemed
to increasingly develop 1inner contentment and peace. Dutch was her
preferred language but she was also fluent in English.

Esther has severe, chronic arthritic pain especially in her knees
and hips. She had fallen and fractured her pelvis. Both factors

required her to use a cane and one person asgist or to use a walker
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independently. Chronic pain alsoc inhibited her ability to sleep at
night. She fell asleep eagily, but pain always woke her up within a few
hours. Analgesics gave her minimal relief. She found it difficult to
cook, dreegs, clean and do errands. She received a private cleaning lady
once per week, a visiting nurse once per week and mealg on wheels five
times per week. Esther has hypertension, wears hearing aideg in both
ears and reads lips. Hearing continued to be very difficult, embarras-
sing and frustrating.

Esther was bright, good humoured, honest and open, preferring to
be direct with others. She allowed her feelings to show and was not
afraid teo express them. Her warmth, caring and willingness to help
others was a sgtrong characteristic. She did experience mood swings
throughout treatment. Esther did not feel depressed but she was
prepared to die because her life has been complete. She tries to keep
some independence while allowing others to help her with thinge that
were difficult to do. She coped by taking a "stiff upper lip" approach,
believing she did what she could and the rest had to take care of

itself.'

Chemical Dependency Information

Esther was a moderate  deinke- throughout her adult years. S wlnRen
twenty years ago, her  dochtor prescribed Tuinel, a barbitwate, to halp
her sleep.  She tool this daily  and developed a tolsrance to the U .
She  increased the dosage, tabing two o~ theoo pills por day instead of
N Ezther took Tuwinol for sintoon years, prescribed by the  sames

Prysician. Finally, the doctor decided she had talon it +om long and
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discontinued her prescription.

While Esther took the Tuinol, she algso drank alcohol. When her
husband came home for supper, he invited her to have an after dinner
drink with him and che obliged. Ac soon as she was no longer on Tuinol,
she began having brandy or whisky in her tea during the day. This
pattern continued with no repercussions until her husband died. She
increased her alcohoi intake to two or three 40-ounce bottles per week.
She tried to control her alcchol use by only drinking on weekends.
Esther tried stopping many times, but returned to drinking after three
to eight weeks of being sober. She had her alcochol delivered by taxi.

Problems with drinking occurred during the past two years. Esther
tock a bottle to bed with her at night. When she got up to go to the
bathroom, she often fell and called her children to help her get up.
She felt asghamed and remorseful about being discovered drunk. A
fractured pelvis was the result of alcohol use. She lost interest in
mést of her activities and no longer left her apartment.

Upon entering treatment, Esther showed little denial, and felt
intense guilt, shame and loss. Fear of being institutionalized and of
disappointing her children were strong motivating factoré for Esther to

maintain sobriety.

Progress in Group

Esther agresd to  attond the troatment group twice per wieel o
Wednesday  and Friday. This arrangemsnt allowed her children to deive
her o sach session.  She did  seet the agroemEnt,, coming o 21 sezzions

inall. Her dindividual gosls for frootment wers o maintain abetinomes
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from alcohol and to attend a complete treatment cycle. The treatment
group seemed to be effective with helping Esther achieve her individual
goals. She achieved and méintained abstinence from alcchol and she did
complete the treatment cycle.

Eether made very good individual progress while she was in group.
She became more interected in her personal appearance,dressing up in her
best dresses and jewelry for each sescion. Her physical condition did
not impraove. Esther was jealous of Helen because Helen showed marked
physical improvement of time while Esther made no physical improvements.
Her social activities increased in a limited way. She occacionally went
to play bingo in her block. Esther enjoyed her visgits to the Elders
Health Program. 8he returned to her crocheting, reading, TV interests
and she went to more family outings. At the end of her first treatment
cycle, Esther left on a month long trip to Holland with her daughter.
She attributed her ability to resume these activities to attendance at
the Elders Health Progranm.

Esther became an integral part of the group and was well loved by
all group members. Her participation in discussion helped to develop
group attraction because she brought a sense of humour and warmth to the
group. She became a respected group member, and was an informal group
leader when Margaret was not present. Esther consistently found all the
group sessione satisfactory. Her hearing impairment did slow the pace
of group discussion, but it also enhanced member—to-member interaction
because she needed to hear direct messages loud and clear.

Esther helped to develop mutual aid within the group by her warmth

and responsiveness to other group members. As the oldest member in the
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group, her advice and guidance was readily accepted and congsidered by
others.

Esther's termination from the group was strongly felt by remaining
group members. They felt hope for their own recovery, but they also
felt a deep sence of loss.

Esther accomplished the group goals. She achieved abstinence from
alcchol. She improved the quality of her life with increased outings,
more involvement with her <children and going on a trip to Holland.
Unforthnately, Esther remained in chronic pain and physically challenged
and lonely at times. The negative effects of aging may not have yielded
to change, but the negative effects due +to chemical dependency were
dramatically reduced. Because the pre-test of the evaluation tools took
four hours, she refused to take the posttest and gix month evaluations.
Thus, there was no way to support the clinical cbservaticns with test

sScores.
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Appendix 15

LETTERS OF PERMISSION

letters of permission were received from:
Frank M. fndrews (Delighted-Terrible Scale)

3

-7

Mar-l: Badges (MLD.D.

iz}

Terence T. Gorski (Developmental Model of Recoversy)
Carlene Hags (Group Leadership Rating Scale)

DRanisl Forlman (UO0LA Loneliness Soalen



