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Chapter I

INTRODUCT ION

In every industrialized country the proportion of
elderly in the population has increased dramatically in
the last two generations, and this trend can be expect-
ed to continue into the forsseable future. As large
numbers of people live longer and healthier-lives, it can
be expected that social changes which accompany this
phenomena will have far reaching effects, altering the
fabric of 1life in countless ways.

One effect of increased longevity is the increased
need for services which offer care to people at the extreme
end of the life span, when illness and disbility may hinder
or prevent the elderly from caring for themselves. Because
of the dramatic incrsase in the number of people who need
some degree of care in their later years, pressure has
besn placed on the community to provide such care, parti-
cularly for those elderly citizens whose care needs in-
volve expensive medical and/or protective services. The
demand for an ever increasing number of personal care
home beds for the elderly has become a drain on the public
purse in every country in the western world, and economic
factors, as well as a growing recognition by the geriatric
professions that institutional care is not indicated or de-

sirable except as a last resort for the severely disabled
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has given impetus to the search for other solutions.
Consequently, public policy has become committed in recent
years to assisting the elderly to remain in the community,
and a multitude of services have been developed in an
gffort to enable them to do so.

The well being of the aging population has become an
important_concern to the social work profession whosse
traditional focus on the individual in the context of his
total environment has made the profession an obvious care-
giver to this client group. The families of the elderly
have been seen as an important part of that environmental
milieu, but the focus, in traditional social work practice
has been on the individual aging person.

Casual observation suggests however that as a result
of increased longevity and public progrems which help the
vulnerable elderly remain in the community, that families
may be taking increasingly important responsibility for the
emotional and protective support of aging parents. The
question arises, how relevant is the relationship between
the elderly and their families to the well-being of the
elderly, and what is the nature of this relationship in
later 1life?

One might speculate that since the children of the
elderly are likely to be middle aged or older, the pressures

in their own lives as they face menopausse, retirement and
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other milestones of middle 1life may affect their ability
to provide the care nseded by aging parents, placing them
in a position of some vulnerability also. If this is so,
one wonders how social work intervention can assist the
family in its role of caregiver? What kind of problems
arise as families reconvene to care for elderly members

and what therapeutic techniques may be appropriate in work-

ing with families who experience them?




Chapter II

REVIEW OF THE LITERATURE

The tendency of the helping professions to view the
elderly as isolated and abandoned by their families has
been described by Blenkner (1965) as a myth which has been
perpetuated by the childless elderly and by professional
social workers who see mainly those elderly pelple who come
to the attention of social agencies, That the isolated,
childless elderly are more likely to reguire help as they
begin to experience illness and disabilities has been
noted by Townsend (1957) who found that old people with
relatives living nearby make the ls ast claim on health
and welfare services, while lpeople who are isolated from their
families, or who are childless make the heaviest claims. In
a later study, Townsend (1965) found admission to nursing
homes to be more likely for those elderly whose families were
not present. Similarly, Brody, Paulshock and Masciocchi (1978)
found that the presence of a family "caring unit" is a |
critical factor in delaying or preventing institutionalization
of a chronicd 1y ill older person.

That the isolated elderly person is the exception rather
than the rule has been demonstrated by a number of studies
which reject the concept of the nuclear family as the
predominant urban family unit, and the extended kin network

as being the more typical rural pattern. Reassearch




by Townsend (1957, 1965), Sussman (1965), Litwack (1965)

and Hill (1965) demonstrate the presence of a viable kin
network existing in the industrialized urban setting
funetioning to provide mutual aid and social support for
its members. The majority of elderly exist within such
networks, most of them living within fairly Close proximity
to an adult child and maintaining regular contact with them.
Townsend (1957) found that while most elderly prefer not to
live with their children, the 203 old people in his study of
elderly families in a London borough had an average of 13
relatives living within a mile distancs. Three quarters of
his sample saw one or more of their children once a week
and 1/3 of them, daily. In an American national survey of
non-institutionalized elderly over 65, Shanus (1979) found
that 3/l of those with children had seen a child some time
within the week precseding the interview.

Comparing intergenerational help patterns by social
class in Britain, Demmark and the U.S., Shanus (1968) con-
cludes that the kin network and the modified extended
family appsars to be the basic social system in contempor-
ary industrial societies.

A complex pattern of mutual help involving services,
money and emotional support is exchanged between generations
and is especially active in times of illness and crisis.
Hill (1965), exploring "help exchanges" in three generation-

al families, consisting of the older grandparents, the
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middle aged parents, and the younger married children
generations found the grandparent generation was a high
recipient of help from parent generation in the areas

of illness, household management and emotional gratif-
ication, receiving more help than it gave. The married
child generation received most help in the area of

child care, and the parent generation tended to act as
patron, giving help to both older and younger generations
and receiving little help in return. Most help exchanges
tended to be vertical (grandparent-parent-married child)
for all generations rather than horizontal, (betwsen
relatives of the same generation), especially for the
grandparent generation. This tendency of the elderly to
seek help first from adult children and grandchildren

has been noted by a number of authors. (Sussman, 1965;
Townsend, 1957; Kirschner, 1979; Brody, 1966)

The foregoing descriptive information underlines the
importance of family to the wellbeing of the elderly, but
says little about the nature of the relationship or the
stress which may occur as the needs of the elderly increasse
with age. In a recent interview, Neugarten (1980)%ventured
the opinion that families may be going too far in caring
for elderly parents, stripping themselves of economic,
social and emotional resources in doing so, and making

parent caring a major source of stress in family life.
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A review of the literature points to several theore-
tical approaches to understanding the nature of the inter-
generational relationship, the sources of potential conflict
inherent in it, and methods of intervention aimed at reliev-
ing this conflict as well as enhancing the family's ability
to care for its elderly members:

1. Pamily systems theory, which sees the family as an
interacting unit and provides a general frame of
reference within which to conceptualize inter-
generational relations.

2. Developmental theory, in which behavior is viewed
as an inherent, progressive response to matur-
ational processes.

3. Crisis theory, in which behavior is viewed as
reactive response to changing situations.

In dealing with each area, its theoretical basis will

be reviewed, followed by its application to the slder

family and implications for intervention.

FPAMILY-SYSTEMS THEORY

In his overview of the major concepts in family therapy
and the key ideas of its leading thinkers, Foley (1974) notes
that altbough having its roots in the work of earlier
theorists, family therapy received its major impetus in the
mid 1950's from research with schizophrenics and their

families which revealed the importance of disturbed patterns

7




of family communication in the development of individual
pathology,and suggested a new way of viewing the family.
The major concept upon which family therapy then came to
be based is general systems theory, an approach which
underlines the thinking of most theorists in the field.

Foley describes a system as a complex of interacting,
interdependent parts characterized by 1) its wholeness or
unity (i.e. it is more than the sum of its individual
parts; 2) relationship, or the way in which its parts re-
late and transform one another; and 3) equifinality, the
property that no matter were one begins, the conclusion
will be the same. Applied to families this characteristic
means that the pattern of interaction is the same regard-
less of the subject matter, so that the cliniclan need only
observe an interaction in one area to see how family
members relate.

Interaction within the system takes place through a
process of feedback, the means by which new information
is exchanged throughout the system. Since systems, being
self-perpetuating, strive toward homoestasis, the feed-
back mechanism acts to preserve the system in a balanced
state. Negative feedback (differing in systems termin-
ology from its popular usage) serves to decrease the devi-
ation created by the introduction of new information,
thus correcting the system. Positive feedback amplifies

the deviation, moving the system toward new growth.
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Applied to families, dysfunction in the family system
is corrected by the behavior of a member which re-
establishes balanced functioning, and in so doing is re-
inforced by the system. The term "Identified Patient"
refers to that member whose behavior provides the negative
feedback which corrects the system. This member is often
the family scapegoat, usually a child, who 1s blamed for all
the ills of a family, and whose behavior serves the purpose
of preserving the family system, and in turn, is reinforced
by the system.

Positive feedback amplifies, or forces change in the
system, and it is this to which therapists aim their inter-
vention. The major theorists in the field propose different
ways of changing the system;Minuchin (197L) for example by
changing its structure, Satir (1967) by changing its pattern
of communication.

Foley identifies the common themes of the major theorists;
1) that the family is crucial for survival since through 1t
one fulfills goals and needs; 2) the nature of the family is
interactional since one cannot view one part of it without
taking into account the other parts. It is this latter
point, that pathology is attributed to the intsractional
unit, the family, and not just to a person which Foley stress-
es as setting family therapy apart from traditional indi-
vidual-oriented therapies. In this paradignm "it is looking

at the ways in which the system operates, and producing

9




movement not through changes in intrapsychic forces but
by the use of feedback which changes the pattern of how
the system works."

Most published work on family therapy focusses on the
nuclear family of procreation, which is most likely to
come into therapy because of the acting out behavior of
children and adolescents. The language which conceptual-
izes roles and interactional patterns is descriptive of
this kind of younger family. But does this theory apply
equally to the older family?

The following review of some of the literature on inter-
generational families throws some light, piecemeal fashion,
on the application of family systems concepts to the older
family.

Sussman (1965) suggests a schematic structure for the
extended family kin system, the parts of wbich he believes
to be connected by affection and choios and the belief that
relations between subsystems should not jeapordize the in-
dependence and unity of individual subsystems. This kin
network is composed of x number of subsystems of four types:
1) the faemily of procreation which is created by marriage
and composed of the husband, wife and children. 2) the family
of oprientation in which the individual is reared, composed
of parents and siblings. 3) the family of gerontation, which
is generationally linked in a vertical direction, composed

of parents,-children and grandparents. 1) the affinal family,
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composed of the parents and siblings of one's spouse.

(see fig. 1) The individual may be a member of all sub-
systems, playing a variety of roles related to the
maintenance of the subsystem and the system as a whols.
Sussman suggests that it is the family of gerontation
subsystem which is appropriate for the analysis of the
parents! relationship with adult children. While the schema
suggests the complexity of family relationships when viewed
beyond the boundaries of the nuclear family, it fails to
illustrate its real complexity, which one may glimpse in
reflecting on the possibilities for increasing numbers of
relationships in families having many siblings. For ex-
ample one might conceive of a numger of families of geron-
tation fanning out from a single set of grandparents. The
chart raises the question whether relationships are of
equal importance, and whether interaction between sub-
systems of this large system differs from that within sub-
systems, and from that within the nuclear family?

Taking a closer look at the three generational family
and implications for intervention within it, Boszormenyi-
Nagy and Spark (1973) postulate an intergenserational ap-
proach to family therapy which is valuable for the light
it sheds on the nature of the intergenerational relation-
ship. In this formulation, individual symptoms are seen
as an indication of problems in the multigenerational
family system. The major connecting tie between gener-

ations is that of loyalty, based on reciprocal indebtedness
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Fig. 1. Kin system of linked nuclear

subsystems 1.

1 Mgrvin B. Sussman, Relationships of Adult Children with

their Parents in the United States, in "Social Structure

and the Family: Generational Relations.” Bds. Ethel

Shanas and Gordon Streib. Englewood Cliffs: Prentice-
Hall, Inc., 1965, p. 66.
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involving all members. Loyalty finds/expression in the
form of physical care, regular contact, demonstration of
interest and respect and concern. Whether early re-
lationships were experienced as good and loving or de-
structive and inadequate, the individual feels obligated
to repay. Repayment may be expressed directly toward

the parent or may be externalized and projected onto one's
spouse and children. It may take the form of loving care
or of physical and emotional neglect in revenge for bad
early relationships. If repayment is denied or minimized,
one may experience underlying feelings of guilt.

The work of the therapist is to rebalance these re-
lationships; to balance out in reality one's obligations
to one's family or origin, mate, and children. Grandparents
are included in therapy and encouraged, along with the
parents and children to disclose their own accounts of ex-
ploitation and unrequited merit, and this can lead to new
understanding and mutual compassion between generations,
with the goal being to enable each to discharge his obli-
gations in a manner appropriate to his age and phase in
life.

Although Boszormenyi-Nagy and Spart apply their theory
to the symptoms appearing in the younger family, they point
out that through assisting the intergenerationalfamily to
rebalance its relationships by resolving past emotional

debts and obligations, thus lessening the guilt feelings
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associated with them, the adult child may be able to repay
or care for his aging parent in a more responsible way
than he was treated. The authors see this therapeutic pro-
cess as breaking the circle of revange and guilt carried
from one generation to another.

A number of authors have noted similarities between
older and younger families in the way in which the family
functions in order to maintain homeostasis and in the roles
assigned to members. Brody and Spark (1966), in discussing
the implications of the family's request for nursing home
placement, note that in families characterized'by long term
impaired relationships, the elderly person may become the
'storm centre! of members' irrational feelings and be placed
in the position of family scapegoat, thereby masking the re-
lationship problems of the total family. This 1is especlally
likely to occur when the aged member is living with the
family. A subsequent move to a nursing home may be seen as
rejection by the elderly person and may result in feelings
of guilt by the family. The authors use the term" vburden
bearer® for the adult child who takes responsibility for
the elderly member, a role comparable to that of "parental
child" whose existence other authors have noted in connec-
tion with the younger family (Minuchin 197l., Boszormenyi-
Nagy and Spark 1973). Brody and Spark urge that the family,
rather than the aged parent be seen as the client in ordér

that placement be a growth producing experience for all.
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Miller, Bernstein and Sharkey (L973) found that
families may distort or deny the seriousness of the
aging member's illness in order to maintain family
homeostasis, and Bernstein and Sharkey (197l.) found
that the elderly are often extruded by placement in a
nursing home when historic family splits, hostility,
guilt and sexual conflict have been the prevailing family
pattern.

Other authors recommend that the family be used as
its own corrective by bringing normal family strengths
into play. Shellhase and Shellhase (1972) recommend
family therapy as a means of moving the family of a client
suffering disabling injury to use sensitive family re
lationships in assisting the member. Broom and Monro (1972)
agres, seeing the major role of intervention with extended
families as facilitating the activation of its supportive
function.

While the literature recommends a family systems ap-
proach in intervention with the older family and contributes
components to a theoretical conceptualization of it, a set
of specific techniques is lacking. Herr and Weakland (1979)
address this lack, applying the techniques developed at the
Brief Therapy Centre at Palo Alto in working with younger
families to the older family. Bases on an interactional
approach which implies a focus on the present situation;

the means of handling the problem by the persons involved
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rather than the problem situation itself; and the possi-
bility that small but strategic change will be reinforced
by interaction within the system, the authors present a
schema for practice with the older family which involves
the following steps: 1) establishing contact with the
clients, 2) definition of the problem: specifically, to
whom it is a problem, 3) determining how the problem has
been handled: attempted solutions, l) establishment of
minimum goals for change, 5) understanding where members
ore starting from: their view of the problem, 6) review
and summary of the above points and strategic planning
with the femily: mobilizing the family, 7) specific inter-
ventions and their evaluation: this may involve such tech-
niques as reframing, and prescribing work to be done be-
tween sessions, 8) termination.

Thus with the exception of the work of Herr and
Weakland the theory reviewed here makes only a bare be-
ginning in applying a systems approach to the older family.
Sussman (1965) suggests a structure; others note similar-
jties inroles and interactional patterns between the older,
and the young family. But many questions are left un-
answered and a comprehensive attempt to develop a theoret-
ical framework which fits the characteristics of the
older family is missing.

Turning now to an examination of the dynamics of the
intergenerational family, two approaches, developmental
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theory and crisis theory will be reviewed from the per-
spective that these dynamics take place within the context

of a family system.

DEVELOPMENT AL THEORY

The concept of stages in individual development,
originating in psyschanalytic theory of child development,
was first expanded beyond the maturity stage by Erikson
(1959). 1In this view, personality develops in a progressive
manner throughout the life cycle. The process involves con-
frontation with core conflicts taking place at specific
life phases. These conflicts or crises are precipitated by
the individual's readiness, and by society's pressure to ad-
vance to a new stage. The conflict resolution which is
achieved at each stage affects the way in which succeeding
phases are dealt with.

McGreehan and Warburton (1978), pointing out areas of
potential intergenerational conflict, observe that develop-
mental crises usually bring about a change in reciprocal role
relationships between family members, and Golan (1979)
observes that the individual undergoing developmental change
is vulnerable to other stresses. Thus an examination of the
developmental tasks of middle and old age is pertinent to
understanding the relationship betwesn the elderly and their

adult children.

Erikson (1959) describes the crisis of mid-adulthood as

that of generativity vs. stagnation, in which generativity
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is seen as a creative, productive urge; a concern for
establishing and guiding the next generation. Failure
to master this crisis results in a reversion to a
search for intimacy, often resulting in pseudo-intimacy,
and a sense of impoverishment and stagnation.

The last 1life crisis, ego integrity vs. despair im-
plies the need to assure oneself that 1life has had a meaning
and order to it; and a readiness to defend one's life style
as being the one most full of integrity. If unable to do
this, the individual is filled with a sense of despair that
1ife is now too short to begin again, and a fear of death.

Expanding on Erikson's concepts, Peck (1968) identi-
fies a number of stages within the middle and later years,
each having its own developmental task. Thus middle age
brings with it four stages, with the task related to each
being 1) valuing wisdom or 1life experience vS. valuing
physical powers; 2) socializing vs. sexualizing in human
relationships; 3) cathectic flexibility, or the capaclty
to shift emotional investment from one person or activity
to another, vs. cathectic impoverishment; l.) mental flex-
ibility, or the ability to achieve a detached perspective
on experience and events vs. mental rigidity.

The tasks of old age are seen as 1) ego differentiation,
or a shift in values which redefines personal worth in
torms other than those related to occupation, vs. work role

preoccupation; 2) body transendence vs. body preoccupation;
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3) ego transcendence or a concern for making life better
for those who come after vs. ego preoccupation.

Scherz (1971) notes that certain universal psychological
tasks of the family parallel those of the individual, in-
fluence each othert's development, and are repetitive during
the life cycle. These tasks are: 1) emotional separation vs.
interdependence; 2) closeness vs. distance and 3) self
autonomy vs. other responsibility. Conflict arises in
families as family developmental needs clash with those of
the individual and are repeated at each stage of develop-
ment. The last two stages of family development are 1)
achievement of adult status, as the last child leaves home,
and a differentmarital equilibrium must be achieved, and
2) arriving at old age involving problems of loss and sep-
aration surrounding the inevitability of death and the
need for the children to take care of parents in ways that
arouse old conflicts about dependency and separation.

As Pincus (1967) points out in his discussion of the
importance of a developmental view of aging to social work
intervention, in this paridigm personality processes are
in part inherent and developmentally determined, and not
simply a reaction to changing situations. This approach
provides a longitudinal view of human development, and a
frame of reference for understanding the presenting problems

of the elderly client.

A point of controversy in the literature relates to
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whether the roles of parent and child are reversed as the
parent ages. Brody and Spark (1966) maintain that in the
healthy family the child should be able to accept and meet
increased dependency of the parent and assums a gquaisi-
parental rols. Kent and Matson (1972) describe the role
reversal which occurs in both husband-wife and parent-child
relationships when family roles are disrupted due to the
illness of a family member. McGreshan and Warburton (1978)
speak of a gradual role reversal in which adult children do
not become parents to thelr own parents, but take on
parental attributes.

Authors who subscribe to the developmental approach
maintain that a role reversal, being regressive, does not
occur or that if it does occur, it represents a patholiogical
relationship: Milloy (196l) postulates that rather than a
role reversal, new roles are assumed which require adjustment
on the part of both parent and child, and which, like the
assumption of any new role, may be fraught with conflict.
Goldfarb (1965) refutes the idea of role reversal and the
assumption of new roles, insisting that dependency in the
parent need not be seen as regressive, but as a manifes-
tation of a lifelong dependency which has emerged now with
greater clarity. At other times this dependency may have
been disguised, or displayed in a more socially acceptable
manner.

Blenkner (1965) also adopts a developmental approach,
suggesting that a filial crisis occurs in middle age when

20




the adult child realizes that the parent can no longer
provide support in crisis but now is beginning to need
the child's support. Accomplishment of the filial task,
of being“depended on and dependable" promotes the achieve-
ment of Ffilial maturity. In addition, it may lead to the
successful accomplishment of the developmental tasks of
0ld age through a recognition of the parent as a person in
her own right with her own history, needs and individuality,
and the abandonment of the rebellion and emancipation of
early adulthood. Thus for Blenkner, the attainment of filial
maturity is an essential part of the developmental process
in middle age.

For these authors, one of the goals of intervention is
to assist individual family members with developmental
tasks appropriate to their own stags in life. Milloy sug-
gests that an introspeotive, uncovering type of treatment
may be too energy-consuming when what is required is that
the middle aged client assume a new developmental role. She
suggests that he be helped to understand that the parent is
not z child for whom he must assume complets responsibility,
but someone with whom he can share the respongibility of
looking at alternatives and making dacisions.

Similarly, Blenkner seecs the therapsutic role as one
of helping the aduit child to accomplish his developmental
task of attaining filial maturity.

Golan (1979) suggest that a large educational component

is often required in dealing with maturatiomal and develop-
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mental crises to help people understand normal age-stage
behavior.

Transitional processes, a period of change from one
stage or role to another involving relational and personal
change in one's 1ife situation have received some attention
in the literature. Although this concept may imply greater
discontinuities than those occurring in normal developmen-
tal change, the means of intervention in transition states
may be applicable to developmental change, especially when
role change is implied.

Golan suggests a number of treatment strategies includ-
ing reworking the earlier primary relationships which méy be
blocking passage through the transition, concrete problem-
solving guidance, emotional support, opportunities for ven-
tilation of emotion, teaching new coping skills and assis-
tance in building new support systems.

Noting that the most ussful form of help in all distress-
inducing situations is support, Weiss (197L), and his
associates at the Laboratory of Community Psychiatry at
Harvard Medical School developed a program, 'Seminars for
the Separated! aimed at helping people with the transitional
situation following separation. These eight weekly meet-
ings provided cognitive materials, support and an assured
place in a temporary community for people experiencing
common problems. The format was a 1ectufe followed by
group discussion. The benefits of this kind of inter-
vention were considered to be 1) reassurance of the normalcy
of the participant's emotional reaction, 2) group support
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and 3) an aid in recovery. The author speculated that
similar seminars might be used in other transition sit-
uations if the material presented is tailored to the
problems inherent in the transition.

Developmental theory, in its recognition that intra-
psychic conflict arises throughout one's 1life through the
process of maturation, and by identifying the nature of
the conflict, assists the practitioner in her understanding
of the changes taking place in rols relationships as the
elderly and their middle aged children struggle throughythese
processes. It also suggests that conflict betwsen individuals,
and between individuals and families may be inevitable as
each works through his own developmental task. Intervention
needs to aim at assisting the family and its members to re-
solve developmental crises in a manner which will be growth

productive.

CRISIS THEORY

If it is to family that the elderly first turn for
help, then when help is sought from social agencies it is
often‘when needs are so massive as to be beyond the capa-
bilities of the family. This implies a state of crisis,
and Brody (1966) observes that a unique aspect of the aging
phase of life is the clustering of a number of crises, any
one of which challenges the individual's capabilities.Thus
an exploration of crisis theory and its special relevance
‘for the older family is important.

Golan (1979) describes crisis as occuring when a
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hazardous event upssets the individual's homeostatic
balance. He is therseby placed in a vulnerable state in
which he attempts to apply his usual problsm~solving
strategies to resolve the crisis. If these attempts are
unsuccessful, tension mounts until a precipitating

factor, which can be of relatively minor proportions, throws
the individual in to a state of acute crisis, Rappaport
(1962) points out that the hazardous event may be perceived
as a threat, a loss or a challenge, each having its
characteristic modé of response. If perceived as a threatb
to instinctual needs, the event is likely to be connected
to old threats to instinctive needs and reactivate un-
resolved unconcious conflicts. If perceived as a loss,

the event will trigger a griefl reéction with its character-
istic effect, depression. If the crisis is viewed as a
challenge, it is likely to activate new energy for problem-
solving activities.

Kirschner (1979) points out that some families are able
to accommodate bto the changing needs of the elderly parent
and are anxious to help when the aging parent needs it. For
others, customary communications processes and relationship
patterns become dysfunctional when adult children are drawn
back to the family of origin bthhe needs of parents, and
the family as a whole falls into a state of crisis.

A number of authors have dealt with the way in which

crisis resolution is affected when it reactivates un-

resolved conflicts. Brody (1966), discussing interlocked
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parent-child rslationships which emerge in crisis sit-
vations involving four generation families, points out
that neurotic guilt, the product of a long~term dys-
functional relationship inhibits responsible behavior,
trapping both the parent and child in immature and
destructive behavior.

Leach (196l) discusses those situations where parent-
child conflict has led to a complete split in early adult-
hood, and where the child is called back, in later 1life to
assist the ailing parent. In these cases, "unresolved
neurotic conflict returns in full force and interferes with
the child!s ability to help the parent and the parent's
ability to accept help from the child", and is further com-
plicated by the guilt both feel about past failures.

There are differences in the literature about the way
in which this kind of conflict should be dealt with in
intervention. Crisis theory according to Golan asserts that
where previous unresolved conflicts resurface, emphasis
should be on the similarities and differences between the
past and present, and on severing inappropriate connections
so that the person regains control of his responses to the
present situation. Leach maintains that in this situation
the caseworker must continue to work with both parent and
child, involving the children in planning and helping both
parent and child ventilate so that they can tolerate each
other. Her focus is on the strained interaction, and ser-

vices to one generation is dependent on the responses of

the other.
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Brody (1966) however points out with regard to
impaired relationships that it may be inappropriate to try
to help adult children accept and meet parents' needs,that
this may assume a capacity which is not present, or realistic
to expect of the adult children, especially when they are of
an age when they are coping with their own increasing age-
related needs. In opposition to Blenkner's position that
caseworkers should assist children in reaching filial matur-
ity, Brody points out that it is not appropriate in a crisis
situation to work on developmental issues.

Golan points out that when the unanticipated hazardous
event precipitating a crisis involves loss, the loss may be
real or threatened and may involve a person, a capacity or
a function. Since losses occur frequently in aging, and in-
volve loss of physical capabilities and independence as well
as loss of significant people, a brief exploration of grief
reactions is appropriate.

In his classic work on bereavement, Parkes (1972) ex-
plores typical and atypical grief reactions in great depth.
Turning to a briefer examination of reactions to other\m
types of loss, the author outlines seven features which he
considers to be common to losses of all kinds: 1) a procass
of realization in which the person moves from denial and
avoidance of the loss towards acceptance over a period of

time: 2) an alarm reaction involving anxiety and the physio-

logical accompaniments of fear; 3) an urge to search for
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and find the lost person or functiog; 8 preoccupation
with it; L) anger and guilt, including outbursts against
those who press the bereaved toward prematurely accept-
ing the loss; 5) feelings of mutilation; 6) a tendency to
identify with the lost person or object; 7) pathological
variabtions of grief: e.g. excessive and prolonged or in-
hibited and inclined to emerge in distorted form.

Silverstone and Hyman (1976) describe the losses ex-
perienced by the elderly, in addition to the highly likely
loss of a spouse, to be loss of social contadts, through
dther deaths of friends and relatives, loss of physical
capabilities such as sensory capacities and mobility; role
loss, loss of financial security and of independence. They
point out that these losses need to be mourned, and
reactions of rumination, anxiety and fear are not uncommon.
Behavior patterns emerge which tend to ward off these
emotions and reestablish control over change such as living
in the past, a preoccupation with death, denial of the loss,
mistrustful behavior often directed to those closest to the
elderly person, stubbornness in avoidance of change and
ritualistic behavior.

McGreehan and Warburton (1L978) suggest that parents
who may not be able to face the reality of their failing
capabilibies may deny this by withdrawing from their children
or by putting on a facade of independence. Some compensate

for losses in health, physical strength and work role by

attempting to control their children, even by making tThem
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feel guilty for having their own lives.

In her study of the relationship between adults and
their aging parents in 50 families where the adult child
requested service of a Jewish family agency for the
parent, Simos (1970) found one of the three major problems
which emerged in assessment wés the psychological problems
exhibited by the varents due to attempts to compensate for
losses. In these cases the children were able to recognize
the parents!' need to turn to them in the loss of a signi-
ficant person, but not regarding other lossss.

Exploring the impact of the husband's disability or
the wife's morale and life-styls, Fengler and Goodrich (1979)
found the morale of wife and husband to be interdependent,
suggesting that the spouse of those experiencing disabling
loss needs support also.

Milloy (196l.) points out that in assisting clients in
grieving for losses, it is important that the worker under-
stand and recognize what the client is grieving for. The
grief reactions of older persons are related to present and
past losses, thus the worker must help him relate past
losses to present ones. In order to form new ties, the
client needs to free himself from his ties to lost objects.

Grief and loss are extremely important phenomena in
the lives of the elderly and the elderly family. An under-
standing of its process, recognition of its symptoms, and

techniques of intervention in situations involving loss must

be an integral part of social work intervention with the
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older family. The above review only touches on some of
the salient points in the extensive literature dealing
with grief, since a more thorough exploration of the
subject would be so lengthy as to be beyond the parameters
of the present paper.

Returning to a discussion of crisis intervention, the
combination of a family approach with crisis intervention
techniques would seem to provide an appropriate framework
for intervention with the elderly family. Langsley and
Kaplan (1968), in developing a system oriented model for
crisis intervention with families experiencing mental break-
down in one of their members, take the position that the
outcome of a crisis may depend on a variety of social sub-
systems in the patient's field which influence his struggle
for stress mastery, as well as on the individual and his
history and on the external stresses which impinge on him.
This approach assumes that the symptoms of a family member
are, in part, expressions of family conflict or a reaction
to instapility in the family system. They point out that
in addition to being a source of stress, the family is a
major resource in the resolution of stress. Crisis inter-
vention in this model involves 1) immediate aid, 2) defin-
ing the crisis as a family problem by immediately calling
together all members to work on crisis resolution, 3)
involvement of all members in working on the crisis by de-
fining the symptoms as a family responsibility, ) a
genéral prescription directed toward the symptoms ,helping
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the family to see the sympboms as the client's means of
communication, 5) prescription of a specific task related
to the crisis, 6) renegotiation of role conflicts, 7) pre-
paration of the family for future crises by teaching them
new ways of problem solving.

Kuypers and Trute (1978) while acknowledging the value
of using the older family{as its own corrective in crisis
work, observe that its mobilization is "difficult, if not
impossible" for a number of reasons. The adult children
seldom see themselves as part of the problem, believing that
the problems of their parents are related to the process of
aging, and the responsibility of social service agencies to
deal with. They note a tendency on the part of the adult
children to exaggerate the proportions of the crisis, seeing
it as leading inexorably to increasing dependency, a pros-
pect they may wish to reject since it runs counter to their
expectations that their obligations should decrease, rather
than increase as they apprgach their own aging stage of life.
When the femily does come together to work on the crisis
they are likely to resist opening up relsgstionship problems
even if their unresolved conflicts are blocking any cap-
ability to work on the identified problem.

In working with older families, the authors recommend
that the worker develop a sympathetic understanding of the
factofs which are creating resistance, and openly acknow-
ledge the fears the family may be experiencing; to focus on

tasks which provide some assurance of success in accomplish-

ment; avoid forming allegances with individual members,
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build a sense of confidence in the family by taking an
optomistic approach, reframing the problem, identifying
and communicating family strengths and helping the family
learn new skills in dealing with the problem; and gaining
sach member's assent to working on the task.

Approaching the crisis of aging as a normal problem
in living, Kirschner (1979) recommends an scological ap-
proach, taking in not only the elderly person and his
family, but also including forces in the socisgl environment
which influence the crisis state and require for interven-
tion a knowledge of community resources and government en-
titlements. A rapid diagnostic assessment engbles the
worker to determine what kind of intervention is likely to
relieve the immediate situation and includes an assessment
of physical and mental health, social, financial and en-
vironmental factors. The use of external supports and com-
munity services is also stressed by Kuypers and Trute, who
suggest that their use may decrease the family's fear of
the parents' increasing dependency.

The importance of an active, immediate approach is stress-
ed by Kirschner in order to relieve the family's tension and
feelings of helplessness and hopelessness, with the goal
being to deal with the present reality. Kirschner, like
Kuypers & Trute acknowledges the reluctance of adult children
to become involved, and stresses the importance of reassur-
ing members that the goal is not to reconstruct family rela-
tionships but to work on a practical solution to the crisis.

Where pathological relationships emerge, a new contract
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must be made in order to deal with it, with the mutual
consent of members. Like other authors who stress a
family approach Kirschner recommends a family conferencs
be convened to work on the problem, but points out that
individual counselling with an adult child may also be
helpful since a change in one part of the system affects
the system as a whole.

Crisis theory makes an important contribution to inter-
vention with the older family for whom crises can be ex-
pected to occur with some frequency. Reactions to crisis
have been reviewed, focussing on its potential in reac-
tivating unresolved family conflict and in initiating re-
sctions of grief and loss. An exploration of intervention
with families in crisis, and with the older family in
particular has pointed up the importance, as well as the
difficulties in involving family members in social work
intervention in crisis situatioﬁs regarding its older

members.
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Chapter 111

THE PRACTICUM SETTING AND CLIENT CHARACTERISTICS

In order to explore the questions raised in the fors-
going examination of theoretical approaches relevant to
intervention with the older family, and findings which have
been reported in the literature regarding their application
to practise, a practicum was designed which would afford an
opportunity for intervention with elderly persons whose
families were involved in some way in their cares.

The choice of agency in which to find appropriate clients
created some difficulties. Casual observation suggests, and
the literature confirms that older families do not ordinarily
seek help of social agenciles except as a last resort, in
crisis situations and when their needs are beyond their own
coping abilities. In addition, it is unlikely that the
values of this client group permit them to see problems which
involve family relations as appropriate to take to strangers
for help. Hence family agencies and agencies serving the well
elderly were ruled out, as were hospital extended care units,
since if impairment were not great, the patient's stay in
hospital was likely to be short, and thus not appropriate
for ongoing intervention. Nursing homes were not considered
because of the anticipated degree of the client's impairment
and because it was assumed that involvement of those family

members who were available to the patient might be marginal.
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The service chosen for the location of the practicum
was the Continuing Care program operated by the Provincial
Department of Corrections and Community Services. Since
this program provides a wide array of home care services
designed to assist the vulnerable elderly to remain in the
community, it was expected thab in those cases where
family was available to the client, it could be expected to
be involved with him in some manner.

The Provincial Continuing Care program is a coordinated
program designed to provide services in the home setting for
persons who require assistancé and support because of illness
or disability, and whose functioning without such assistance
is likely to deteriorate. The program aims to maintain
functioning, provide an alternative to institutional care
and relieve excess strain on families who are involved in
supportive and/or physical care of elderly members. Elegi-
bility is based on the needs of the clisent as determined by
a clinical, functional and social assessment including
assessment of care which is, or can be provided by family.

It is designed to fill thes gap between the person's needs
and those services the individual and family members can
provide for themselves.

Services which are available through the program include
homemaking services; personal and hygiene care; health super-
vision, care and treatment; counselling; equipment loan; and
gervices provided by voluntesrs such as meals-on-wheels and

friendly visiting. Services outside the home, respite care
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and day cars offered by some nursing homes are also avail-
able through the program.

The program serves as a gateway through which admission
to nursing home is arranged, the gppropriateness of ad-
mission being determined by a medical panel who review each
application and priorize admissions.

Service is delivered by a Home Care team, usually com-
posed of a social worker and a public health nurse, who
togsther assess the needs of the elderly person and develop
a care plan in consultation with the client and his family.
Depending on the nature of the client's needs, one team mem-
ber becomes the case coordinator and takes responsibility
for instituting the care plan, arranging for input and with-
drawal of the required services, evaluating the client's
progress and completing the required documentation.

Continuing care operafes under the policy that the service
provided is to be "the minimum service required to meet the
person's need in order to ensure that the person makes max-
imum use of the capabilities he possesses", and that "family
resources are mobilized if they exist". Bach case is review-
ed quarterly.

The Home Care teams who deliver this service are located
in the District offices of the Provincial Department of
Corrections and Community Services, which provide a base
for a variety of provincially administered social service
programs (excluding income security and corrections

services which are located elsewhers). District offices are
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responsible for service delivery within their designated
catchment area. The number of Home Care teams located

in each District office varies in accordance with the sigze
of the case load.

This practicum was situated in the North West District
Office located at 1108 McGregor Street in Winnipeg's North
End. One of the larger districts in the Winnipeg Region,
it is responsible for an area which includes a large portion
of Winnipeg's core, and also includss older, established
residential areas, new low income residential developments,
an industrial park, an extensive middle-class suburb and
semi-rural market garden area.

Three and one half Home Care teams ars based in this
district office, each worker carrying a caseload of over
100 cases. As in other district offices, bthere 1is a large
turnover of cases, in that a number are opened and others
closed each month. Since Home Care cases tend to be of a
crisis nature, clients enter the system with urgent, im-
mediate needs, and leave the system usually through admission
to a personal care home or hospital, or when the service is
no longer needed.

The aim of the practicum was interpreted to the Home

Care staff as being:

"o gssist the family to work together on the problems
presented in the care of an aging member by:
1. Assisting the family in learning new coping
skills and in using external supports effectively.
(i.e5 other services being provided by Continuing
Care
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2. Agssisting the family in working through
difficulties and conflicts in their relation-
ships with one another which may emerge or
re-emerge to impede their ability to deal
with the main problem."

The service was to be considered as one component within
the package of Home Care services, offered to those families
who can make use of it and who meet the following criteria:

"Families should be composed of at least one slderly

person and at least one middle aged child who may

or may not live together. Families might be com-

pesed of additional members who are living with

either the elderly or middle aged principles or who

are available to them in a helping or supportive

role."

"Families chosen for referral must be willing to

engage as a unit in the counselling process, although

meetings with individual members may also be part of

the intervention."

It was suggested that cases be referred by the Case
coordinator to whom I would be responsible for ongoing reports
about the progress of the case.

The practicum was carried out over a four month period,
January to the end of April 1980, C(lients were seen on an
average of once a week in their homes, and visits were fre-
quently conducted on weekends or in the evening to accommo-
date the working members of families.

Six families were referred by Home Care staff, one of
which was unwilling to engage for ongoing counselling after
the first interview. In each case the family was highly in-
volved in the care of the parent (or parents) although the

relationship was not a saﬁisfying one in all cases. Of the

five families who continued in an ongoing counselling
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relationship, one involved a parent who was living with a
child and her family and four who lived in separate accom-
modation, but within 15 minutes drive. In one family the
disabled person was in her 60's with the adult children
ranging from 19 to about 35; in the other four families the
parents were all over 80 and the adult children, over 50.
In all cases the relevant caregiver or caregivers in the
adult child subsystem were daughters. In three cases the
parent was institutionalized before my involvement with

the case was bterminated.

A second form of intervention, which was not anticipated
in the original practicum plan, but which was suggested by a
socisl worker who conducted groups with the well elderly, in-
volved a group for middle aged and older persons who were
concerned with the care of an elderly parent. This group
was conducted through the Institute for Continuous Learning,
a program of the Age and Opportunity Centre Inc.

The Institute for Continuous Learning offers a variety
of courses for the elderly in classrooms situated in a large
senior citizens residence and day centre at 185 Smith Street
in downtown Winnipeg. The Institute's courses include such
wide ranging'topics as personal growth, eastern philosophy
and reflexology, as well as such things as sewing and a
writers' workshop. Although having its main focus on edu-
cation, a few problem-oriented coungelling groups have

also been offered.
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The six-wesk group which was conducted as part of
this practicum, called 'You and Your Aging Parent!', was
a semi-structured transition group, with a large inform-
ational and educational component and an opportunity for
participants to discuss common problems. Topics were
chosen to meet the needs expressed by participants at the
initial meeting.

The group attracted six participants, from four families,
and represented the principal caregivers in each, all of
them daughters except for one lonely son-in-law. Partici-
pants wers all over 50 and their parents over 80. Ons
family was concerned with two parents, the other three,
with widowed mothers. Two parents were living in personal
care homes and the remainder in the community. None werse
living with group members, but a pair of sisters were con-
sidering taking their mother into one of their homes. The
parents all had some degree of age-related 1llness or dié—
ability and two of the three parents living in the commun-
ity were receiving Home Care services.

Thus the four families represented in the Institute
group bore characteristics striking in their similarity to
the five families involved individually in the Home Care
portion of the practicum. Indeed only one Institute family
was not being served by the Provincial Continuing Cars

program. The major difference between the two sets of
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families was that the presenting problems of the Insfitute
families did not involve the component of crisis, and
their situations remained stable during the intervention.

It is important to note that in all nine cases, the
family tie was a strong one and the relationship between
the parent and the "surden bearing" child was an historically
close one with no apparent discontinuities. Thus in no case
was it necessary to bring together a fragmented family in
order to provide, or plan for the care of the parent. In
all cases but one Institute family thers were other adult
children who were not involved witb'the elderly parent,
usually because they lived in other cities, but in one case,
because of a refusal to be involved.

Detailed case summaries on the Home Care families may
be found in Appendix 1, page 72, and on the Institute

families in Appendix 11, page 93 .
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Chapter 1V

THE INTERVENTION

HOME CARE FAMILIES

The therapsutic approach chosen for use with the
elderly Home Care clients in this practicum was a family-
systems approach. This implied working with the older
family as a unit, and an attempt to adapt family ﬁherapy
techniques to this client group.

Provincial Home Care workers, as a general rule,
regard the elderly individual as their client, and family,
who are often the persons who refer the client, as col-
lateral contacts. Thus a family approach is not one to
which the client is accustomed, and since in all cases but
one, the referring worker was the nursing member of the
Home Care team, this approach may have been unfamiliar to
most of the workers who referred cases as well.

- Home Care staff had some difficulty in finding cases
which met the criteria for inclusion in the practicum be-
cause their caseloads contained large numbers of cases with
which they anticipated I would have difficulty communicat-
ing with clients due to language differences or to the nature
of the elderly person's disability. Also, in many cases, no
family was available to the client. (It may be possible
however that staff may not always be aware of clients' re-

lationship with children because of their customary focus
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on the individual client.) For these rsasons, only six
cases wers referred.

In referring cases, Home Care staff first sought
agreement from the family to have me visit. I then
followed the referral with a telephone call to the adult
child, and in most cases to the parent as well, ldentify-
myself as a graduate social work student and explaining
my role as specializing in working with the elderly and
their families. It soon became evident that the purpose
of my work was unclear as clients seemed unsure of the
reason they had been referred. After the first couple of
referrals I was careful to expand on my purpose for being
there, stressing the counselling role. However the focus
of my work seemed to remain somewhat unclear to clients,
a problem which was to remain with me throughout the dur-

ation of the practicum.

In all six cases it was requested that as many family
members as possible be present for the initial interview
and it was left to the family to decide who came. The ex-
ceptions to this were the B and F families where the
parent lived in the same household, and in these cases I
urged that all members of the household be present. None
of the families objected to this request and in each case
where the parents lived alone, the principle caregiving
daughters were present for this interview. None brought

spouses and it appeared that in each of these cases, in-
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cluding the B family, spouses were minimally involved

wilith their wives' parents, tolerating the relationship

and extending help when requested to do so by their wives.
In addition to demonstrating who the principle cars-

givers were, the purpose of this first interview with the

family system was to assess family relationships and pre-

senting problems, and to gttempt to contract with the

family around a specific goal for ongoing work. This inter-

view proved to be a valuable device for obtaining a picture

of the family's relationships and feeling tone, and members

perceptions of their problems related to the elderly parent.

The A daughters! pattern of talking about their mother as

if she were not there revealed the rift in this parent-child

relationship and their underlying anger with their mother.

The D daughters! tendency to argue defensively with their

father indicated some degree of guilt in their relationship

with him, but they also demonstrated respect for him and an

affectionate support for one another. Most revealing was

1

the B family, where the initial interview with Mrs. B, her
daughter and grandchildren, with whowm she liﬁed, indicated

a family with a tight cap on the expression of feeling and
an inability.to speak openly in front of Mrs. B about the
difficulties her presence in the home was creating for the
family. The use of audio tapes in this first home visit
proved to be invaluable in picking up factors which had been

missed in the 1live interview. The degree to which Mr. F's

son dominated his sister, making decisions to which she
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agreed but had difficulty accepting emotionally only became
evident on replaying the tape recording of the interview.

Contracting with these families was difficult and whers
it was achieved, was to some degree, ineffectual. What was
being sought primarily was a contract which would involve
the family as a unit in an ongoing procsss. This was not
achieved except when a crisis created an opportunity or a
necessity for the adult children to engage with me, and
where this happened it was as a subsystem intervention rather
than with the system as a unit. Because of its influence on
the direction of the practicum, this problem merits a de-
tailed exploration.

The technique used in attempting to contract with these
families was first to explores the presenting problems with
them, then to choose one which was giving pain and which ap-
peared amenable to deeper exploration, identify it and gain
some agreemenf to work on it with the person most involved
(in most cases, the parent). Then, pointing out the stress
it was causing to the children, I invited them to join in
the counselling process. For example, in contracting with
the B family, I learned that Mr. E's anger with Mrs. E and
his delusional accusations of infidelity caused her a great
deal of pain, making her upset and defensive, and adding to
her general feelings of hdpelessness and helplessnass. Her
daughter had tried to intervene but could not break this

pattern. My suggestion that in future visits we might work
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on helping Mrs. E deal with this brought scepticism from
Mrs. E and encouragement from her daughter. But when I
pointed out that her parsents! difficulties affected her
also and asked the daughter to meet with us, she refused,
indicating that even though her parents! problems caused
her some distress, it was Mrs. E who needed help.

This reaction was typical of the three cases (A,D and E)
where this method was used to set a goal and involve the
family in working together: parents, although sceptical about
the possibility of change, welcomed additional visits and
children encouraged them as long as my visits did'nt involve
themn.

No contract was achieved with the F and B families.
Perceiving the stress Mr. F's son and daughter were experienc-
ing I suggested ongoing counselling for them as a means of
helping them wait for their father's admittal to a nursing
home. Their refusal terminated my contact with this family.
The B family, which was referred with the express purpose of
counselling assistance in the family's adjustment to Mré.B's
move to the home, advanced so quickly into crisis that the
daughter found it necessary to turn to the Home Care worker
for urgently needed services. The original reason for
referral was no longer viable, and my role became limited
to offering support to the daughter.

The adult children in these cases did not seem to per-

ceive themselves as being part of the overall configuration
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related to the parent'!s problem even though their re-
lationship with the parent was extremely close and the
stress created by the physical aging and disability of
the parent profoundly affected their lives in many
practical, observable ways. Mr. F's son, for example,
was very open about his reaction to the situation caused
by his father's disability: he felt tied down, trapped
and expressed increasing irritability.

On the assumption that a small change in a subsystem
reverberates throughout the system, I proceeded to work
with whatever subsystems were willing to engage in counsel-
ling. With tbevA, D and B families, this involved work on
a particular counselling goal with the parent subsysten,
and with the B family, supporting the daughter through a
sefies of crises precipitated by her mother's rapid de-
terioration. (The C family differed from the others and
will be dealt with separately.)

Strategic behavioral change was attempted with Mr. D
and Mr. EB. This form of intervention, consistant with
family intervention suggested by Herr and Weakland (1979)
abtempts to introduce a small change in a family's pattern
of behavior on the assumption that a small change will re-
verberate through the system, changing patterns of family
interaction, or in systems language, initiating positive

feedback. In these cases, Mr. D, whose inability to

accept his wife's mental deterioration led him to persist
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in Testing her, with the result that her failure to mest
the test increased his frustration and anxiety, was ad-
vised to substitute "I'm glad you're home" for "what did
you do today?" when his wife returned from day care. He
refused to make this change because he said she would not
understand and appreciate his expression of pleasure at
seeing her. Although this might seem to indicate a para-
doxical form of insight, where his resistance indicated
that the strategy had achiseved its purpose in confronting
him with his wife's inability to respond, this was not the
case, and he continued in his original pattern. Mr. E,

who was incontinent, was asked to change his bedding each
morning, thus relieving his ailing wife of this task. Al-
though he agreed to try, his wife refused to allow 1it,
fearing he would not do the job adequately. The failure of
these directives suggest that a good deal of experience and
planning is necessary in the use of strategic intervention
in order that the directive be appropriate and introduced
in a manner that is likely to be acceptable and carried out
by the client. A good portion of my time with Mr. D was
spent assisting him in a life review;weminiscences of some
of the important events of his life, affirming its value
and purpose, and relating his past successes in adapting

to change and to the change he was about to experlience as
he moved to nursing home. Assuming that this process 1is

a necessary part of the last stage of development in the

life cycle, it seemed important that Mr. D describe his
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life to me, even though it was an extremely time consuming
process. It appeared that by reflecting on his life and
seeing it as worthwhile, he was able to release his hold
on the life style to which he was accustomed and make =&
move which was extremely difficult for him. Since he did
not yet need the kind of care offered by a nursing home,
but had been accepted so that he might be with his wife,
he gave up a good deal of freedom in making this move.

If reminiscence was a satisfying experience for Mr.D,
it did not have that effect for Mrs, E, who had only pain
and hardship to remember as she traced her life in Europe
during two world wars, and the history of her unhappy
marriage, while Mrs. A could only relate the death of a
child. It would appear that not all elderly people find
reminiscence a positive therapeutic experience in working
through transitional stages.

In two cases, a situation which they perceived as an
emergency brought an adult child subsystem to engage in a
counselling relationship with me. For a brief period
after his move to nursing home Mr. D threatened to move
out if he were not given a private room. The daughters
requested my assistance in making an alternative plan for
him, but before we had proceeded very far with planning
Mr. D had become resigned to his new situation.

The second situation proved more challenging: a bad

fall suffered by Mrs. A was perceived by her daughters
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as indicating a need for nursing home care and opened an
opportunity for me to meet with them. Their interaction
during our meetings revealed a good deal of reseﬁtment
and rivalry in their relationship with one another which
- hindered them in dealing effectively with their mother.
Mrs. A was a difficult woman whose pattern was to pit her
daughters against one another by favoring one and reject-
ing the other. This proved to be the most challenging
intervention of the practicum as I attempted to apply tech-
niques of family therapy: observing and sharing my percep-
tions about their interaction with one another and with
their mother, confronting them with the implications of
their request for admittal in the light of their mother's
refusal to consider nursing home placement, and helping
them to develop a plan tc manage their obligations to their
mother in a manner acceptable and equitable to both.
Although this situation exemplified the kind of re-
lationship problem the practicum was designed to address,
my work with these sisters raises a concern about the
legitimacy of working on issues not directly relatsed to the
_one contracbed with the client system. In this case it
scemed clear to me that some relationship work had to be
done in order to enable the siblings to carry out thelr
tasks with their mother. However it seemed important,

since the contract related to the mother's self-imposed

isolation, that work with the sisters be seen as a
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means and not as an end in itself (a difficult distinction
in this case because of the pain the relationship was glving
the younger sister.) Thus my work with them was done in the
context of improving their effectiveness with thelr mother.

Three of the elderly persons I worked with individu-
ally, Mrs. A, Mr. D and Mrs. E talked about their death.
For Mrs. A, and Mrs. E, death was an anticipated release
from a 1life they felt had already lasted too long. Subtle
differences in feeling tone betwsen the two women suggested
differences in their attitude: Mrs. A's expression of the
death wish seemed to be part of her attention seeking neg-
ativism and self-pity, while for Mrs. E, a highly religious
woman, death was integrated into her belief system as a re-
ward. A different tone emerged with Mr. D as he incor-
porated death into his life view. For him, death was an
inevitability and a final end which he accepted but did
not seek as did the two women. He still had a purpose in
1ife in caring for his wife.

Themes of loss and death permeate work with the elderly.
In the present work, loss and death were issues for both
generations, and for the adult child, were related to the
parent's deterioration. Mrs. D, confused and disoriented,
end Mrs. B, who was deteriorating daily were both formerly
sociable vivacious women, much admired by their daughters,
and the loss of that person required some form of mourning.

As T worked with these families, it seemed important
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to me to provide an opportunity for both parents and
children to acknowledge and work through their feelings
related to loss and death. One wonders to what extent
they were able to talk to one another about these things?
I was most aware that in each family there were subjects
which they could not discuss together and this selective
lack of openness was also apparent in the Institute
families, who will be described later in this paper. In
view of the cultural taboo in North America against open
discussion of death, one might be fairly sure that this
was among the subjects not discﬁssed in these families.

However Mrs. B's daughter, tightly contained and having
many things she refused to talk about in her mother's
presence, was later able to help her mother make preparations
for her death, saying goodby to relatives, making financial
preparations and even crying with her. It may be that having
had the opportunity to ventilate her grief over her mother's
decline helped her later to move to a position where she
could deal openly with death itsself.

The C family present a slightly different focus since
it was a younger family, still involved in lingering issues
of dependence and separation in spite of the fact that all
the children were married. This highly complex.case, in
which Mrs. C, a 62 year old, totally disabled woman suffer-
ing from motor neuron diseas was being cared for at home
at her own insistence, presented a clearer picture of

systemic interaction than the cases discussed above where
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intervention did not appsar to produce changes in the
system within the duration of the practicum.

The C family presented as being seriously fragmented
by alliances between Mrs. C and the daughters, and a
split between Mr., C and the mother-daughter alliances. A
further split emerged with the sons who appeared totally
disengaged from both subsystems. The focus of interven-
tion was in assisting the family plan for Mrs. C's care,
and was carried out through family conferences and sub-
system work with Mr. C and with the daughters. As the
mother's disability left her unable to speak, little direct
work was possible with her. The focus of the case was
complicated by other issues such as the daughters' scape-
goating of Mr. C because of hig alledgedly abusive treat-
ment of Mrs. C, and Mr. C's refusal to cooperate with and
accede to Home Care policy. A good deal of my work with
the family involved attempting to keep members reality
oriented and avoiding being drawn into their quarrels.

Structural changes were effected around the father-
daughter subsystem split, the first of which was due to
intervention with the daughters. The oldest daughter,
whose relationship with Mrs. C was a highly enmeshed onse,
had been taking a role of leadership in a movement to ob-
tain a legal separation for her parents. The second

daughter, being somewhat more reasonable, was hesitant
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about this move, and by focussing on the second daughter's
concerns and using her as the contact person for this sub-
system, the oldest daughter was distanced from the centre
of action. At the same time, by focussing on Mr. C's
concerns individually and in family meetings, he was
brought closer to the daughter group and was able to work
with them for a short period of time. This split re-
emerged when Mrs. C was later moved to an extended care
hospital, a move which both mother and daughters resisted
and for which Mr. C was blamed. The split closed again
after I worked individually with the oldest daughter on
her relationship with her mother, helping her to distance
herself slightly from her mother's demands. It was in-
teresting to observe how this kind of movement toward and
away from Mr. C was always preceded by a movement in the
opposite direction in the tightly enmeshed mother-oldest
daughter dyad.

Summarizing intervention with these five families
(not including the F family who did not proceed after the
first interview), the orientation of my work was based on
family-systems theory, implying an awareness of the way
in which movement in one part of the system affects other
parts. In practice, however, it was seldom possible to
work with the family as a unit due to the resistance of
the adult children to engage in an ongoing counselling

process. Intervention for the most part was aimed at
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subsystems, and occasionally this included adult child
subsystems, and was carried out using techniques common
to individual therapy. This included, in all cases,
support and encouragement to ventilate, and in some cases,
specific interventions around developmental issues, in |
particular assisting in the process of a life review, and
working through of issues around loss and death. Attempts
at strategic behavioral change were spsctacularly un-
successful. Some intensive work in assisting a pair of
siblings to work on a relationship problem which was im=-
peding their ability to manage their parent's care, and
structural changes in the youngest of these five families
were the high points of the Home Care portion of the

practicum,

INSTITUTE FAMILIES

The course which was offered through the Institute for
Continuous Learning, called "You and Your Elderly Parent",
was advertised in the Institute's winter brochure as

follows:

For the first time in history, many families contain
two generations of elderly people. If you are a
‘young elderly" with an older parent, you may be
concerned about such things as whether your parent
should live alone, whether you can care for her or
find a nursing home, and what community resources
are available to help. This group will explore the
joys and sorrows of having an elderly parent.

THIS COURSE IS OPEN TO PEOPLE OF ALL AGES.

The course attracted six people, all in their 50's and

60's, including two sisters and a husband and wife. Thus four
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families were represented in this group and as noted
sarlier, these families bore many similarities, both

in demographic characteristics and in presenting problems
to the Home Care families. The interesting and instructive
aspect of my work with this group was the light it shed on
the stresses placed on children in late middle age by the
care of an elderly parent, and their reaction to it.

This reaction became apparent early in the 1ife of
this group as one of the first "getting acquainted" ex-
ercises asked participants to describe their experience
with their elcerly parents. The expressions of repressed
anger, guilt, confusion over priorities and frustration
with institutional policies, as well as sexpressions of
loving concern which emerged, created a common bond around
which the group coalesced, becoming a supportive, cohesive
unit with greater rapidity than is usuél with most groups.

The following problems were identified in the fist
group meeting: isolation in old age; living with an elderly
parent; deafness; nursing home policy and adjustment to
nursing home; dealing with confusion and irrationality;
feelings of guilt; setting priorities between obligations
to parents, to one's children and personal interests and
activities.

From this list I developed the topics to be covered
in the remaining five meetings, checking them out with

group members for confirmation that the topics covered
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their main concerns. The group also agreed to a format
in which I would act as facilitator to their exploration
of the topics, with the exception of a session dealing
with the mental and physical aspects of aging, in which
I would give a short lecture. This format, based on
literature and my own experience regarding transition groups,
was considered appropriate to this group because of the
impressions I received in the first meeting of people who
were attempting to deal with difficult new roles, for
which there were few models for them to follow, and
for which there existed 1little social support, as can be
the case in many transitional situations. The similar-
ity of their problems and their sensitivity to one another
provided the potential for good mutual support and I be-
lieved my role should be one of drawing out and facilitat-
ing the inherent strengths and potential of the group.

The content of the remaining five meetings was as

follows:

Session 2: Taking Stock and Setting Priorities

Participants were given a pencil and paper exercise
requiring them to list the main activities in which they
wers engaged (e.g. housework, bowling, visiting mother etc,)
and using a numerical scale, to rate each task with regard
to 1) the amount of time required, 2) its importance,

3) how much they enjoy it, li) how much they dislike it.
Digcussion then centred on the picture this exercise gave
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participants about the way in which they were using their
time, and several found that although they were not spending
great amounts of time in parent related activity, a concern
about the parent tended to permeate everything they did.

Session 3: Physical and Mental Aspects of Aging

This took the form of a brief lecture followed by a
discussion in which members focused on issues»related to
the difficult behavior their parents were exhibiting. This
session brought out an expression of the frustration and
tension these people were sxperiencing.

Session it Your Relationship with Your Elderly Parent

Members were asked to draw a life chart of their parent
in preparation for this session, and to superimpose on it
their own life chart. This was aimed at helping them to
distance their lives from that of their parent, seeing the
two from a new perspective with an awareness of the simi-
larities and differences between them. Most participants
reached these objectives, and found that thelr parents'
1ives contained more hardship, were less rewarding and gave
fewer opportunities for fulfillment than their own.

Session 5: Planning for the Worst

The focus of this meeting was a gentle approach to
loss and death, working toward preparing members for their
death and that of their parents. Two exercises were used,
the first asked members to say goodby to the important
things they had lost or were now losing, and the second to

plan their own funeral. Surprisingly, members had given
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a good deal of thought to the kind of funeral they wanted
for fthemselves, but not surprisingly, none had been able
to discuss funeral arrangements with their parents.

Session 6: Living with Your Elderly Parent

Members discussed the topic fully, some sharing their
own experiences and recollections of having a grandparent
live with them. In the last hour I summarized the main
points which had emerged in the six meetings, and members

were asked to complete a simple evaluation of the course.

The first three group meetings brought out a good deal
of ventilation of members! feelings of frustration with the
irrational demands placed on them by their parents, their
feelings of being manipulated and of being unfairly treated,
often becoming the recipiénts of parents! unjustified anger.
Guilt seemsd to be universal and was usually related to
ambivalence over the feeling that they should be doing more,
but resenting the demands that were already made on then.

At the same time there were feelings of desperation and
helplessness at seeing loved parents deteriorate physically
and mentally, and anger at institutions and professionals
who did not treat the elderly with proper respect. Thers
was a constant aura of surprise during these early msetings
in the discovery that others felt as they did, and a good
feeling of mubual support grew among members.

Beginning with the fourth meeting individuals began
spontaneously to try new ways of understanding and dealing
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with their parents, and shered the results of these

changes with the group. Each time this happehed, I
focussed the group's attention on the new insight, develop-
ing members!' experiénces into a set of guidelines for
dealing with parents, and these were summarized as follows
at the end of the last session:

1. Mr. W learned that by deciding how far he will go
in meeting his mothér~in—law's deﬁands and being firm in
interpreting his limits to her and in adhering to them he
was able to prevent much of her nagging behavior.

2. Mps. X found it did 1little good to try to persuade
her mother to an action she was unwilling to take. Her
mother acted on her own initiative when she was ready to
do so.

3. Mrs. Z began to understand that the anger with
which her mother greeted her on every visit was not related
to her personally. By not defending herself and letting
the anger run its course, she and her mother could then
relate in an amicable way. She also found that when the
anger became too upsetting for her, it was uséful to take
a brief 'time out! until she regained her composure.

li. Mrs. W realized that she had been expecting her
parents to behave as they did when they were younger and
in good health. She learned that she had to let go of

her expectations of her parents, and accept them as they

are. She also decided that she must stop making
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assumptions about her mother's sxpectations of her and to

react only to thoss requests which were made directly.

Members expressed a good deal of satisfaction with
thelr experience in this group in the brisf pencil and
paper evaluation conducted at the end of the last session.
They found it particularly helpful to learn that others
Wwere dealing with similar problems and experiencing the same
feelings about them as they were. Sharing ways of dealing
with these problems was particularly helpful to them.

The success of this small semi-structured group was due
in part to its composition: members happened to be experienc-
ing similar problems and to be sufficiently compatible and
open to develop into a supportive, cohesive group at an early
stage. Two other factors contributed to its success: the
close relationship between participants' expressed concerns
and the topics chosen, and the fact that participants were
allowed to find their own solutions rather than having sol-
utions presented to them. The problem solving which took
place through group process and through individual members
continuing work between sessions demonstrates the way in
which a thorough ventilation of emotionally charged problem

arsas works to discharge those emotions which block problem

solving and opens the way for fresh insights.

60




Chapter V

COMMENTS AND CONCLUSIONS

There lg little in theory or in reported case material
which applies directly to the subject matter of this
practicum except for the approach taken by Herr and Weakland
in applying family theory and technique to older families.
Consequently the questions asked in Chapter I regarding the
nature of the intergenerational relationship in this last
stage of the family's 1life cycle and a means of intervention
appropriate to this stage are only partially answered in the
literature. The purpose of the practicum has been to ex-
plore these questions experientially and although the
number of families who compose the two parts of the prac-
ticum represent a sample too small to form a basis from
which to generalize conclusions, they raise some interest-
ing questions which may merit further study.

These ten families were, by definition, ones in which
the adult children were highly committed to the wellbeing
of the parent. The commitment however was not single-
minded: the most compelling observation about these re-
lationships is thelr great complexity. In all cases the
affective quality of the relationship contained some
negative aspects whose proportions ranged from being a
relatively minor component, in the case of the D and
sisters, to being the major component of the relationship
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in the A and W families. Wegative feelings about the parent
did not appear to lessen the adult child's feelings of
obligation however, it only made the role more unsatisfying
and anxiety producing. In this connection ons might re-
flect on Boszormenyi-Nagy and Spark's theories regarding
the uncompromising nature of family loyaltiss and the way
unsatisfied obligations can carry over from ons generation
to another, and wonder if these parents are exacting from
their adult children the caring they may not have received
from their own parents? On the other hand, since these
ambivalent relationshi?s have not resulted in a split be-~
tween parent and child perhaps they may indicate an un-
resolved developmental issﬁe reflecting an inability to
successfully separate from the family or origin. Indeed

in all these cases one has a sense of mutual dependency
between the two generations which might be considered by
some to be greater than one would expect to find in most
extended families.

Feelings of guilt on the part of the adult child is
another theme which runs through these relationships. In
spite of the fact That thesse children are already devoting
a great portion of their time and attention to their
parents bhey have a feeling they should be doing more, and
in many cases the parent plays on this feeling in a highly

maniopulative manner. This was especially true in the A,
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C, and W families where the parent was never completely
satisfied with the daughter's services. Even in the more
healthy relationships a sense of sxistential guilt seems
to pervade the relationship, as if the children felt they
should be able to reverse their parent'!s aging process.

In observing the family as a unit, one becomes aware
of the way in which the elderly person's disabilities
affect other members. The most dramatic effect, in these
practicum families was on the spouse of the disabled
member whose own physical and emotional health was profound-
ly affected. Mrs. E, a frail and arthritic woman was
taking a heavy, regular dose of tranquillizers; Mr. C
suffered increasing back pain and Mr. D required a pacemaker
shortly after moving to the nursing home. These three
individuals had all spent many years living with and caring
for a severely disabled spouse.

Somewhat less dramatic was the crisis orientation of
the adult children. For those whose parents were not in
nursing home, the children's lives were poised in a con-
stant state of readiness to deal with some crisis which
seemed always to be imminent. Their awareness of the
fragility of the parents! situation, that they ﬁay at any
time fall ill or have an accident and would require im-
mediate help is a factor which is constantly part of their
consciousness. One might expect that similar emotional and

physical effects may emerge with those middle aged children
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who experience prolonged stress of this nature as is seen
so obviously with older spouses. If this is so, an
important factor in crisis intervention with the older
family may be in supporting and assisting the caregivers
to deal with the pressures placed on them, a point which
has been frequently made in the literature and which is
an aim of this practicum.

Although much has been written about the importance
of the application of crisis theory and intervention in
work with the older family, 1little mention appears to
have been made of the aims of crisis resolution, which
appear to differ with this client group. Theoretically
crisis intervention aims at assisting the client to reach
an improved level of functioning, or at least, to restore
him to his original level. This goal is seldom possible
with the elderly client, for whom the crisis may involve
irreparable loss. The goal of intervention then becomes
severely limited to helping the client adapt to that loss
or to assist the family in formulating a plan which will
insure that the required care is given to the person
suffering the loss. Therapeutic measures around issues of
grief and mourning are then of prime importance.

It is an inescapable fact however that for the older
family, the final loss lies ahead in the eventual death
of the parent, and the death of the last parent signifies
the end to its existence as a famlly. The implications
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of this event, while not explored in this practicum,
might be expected to be of great importance to adult
children like those represented hers, for whom the family
tis has great.significance. This might provide an in-
teresting and important subject for further study.

Evidence of stress and illness in other parts of the
system point to the importance of adopting a family-
systems approach in work with the elderly. However, the
older extended family doss not fit neatly into this theor-
etical framework, designed as it is to apply to the young
nuclear family living in one household.

A number of theoretical differences exist between the
nuclear family of origin and the extended family of geron-
tation with regard to thelr function and structure. IFf
the family of origin is essential for survival and growth
of members (Satir, 1967) then relationships within it
differ in significance from those in the family of geron-
tation which functions for the mutual aid and social support
of mewbers (Sussman 1965, Litwack 1965, Hill 1965). In
visualizing the family of origin as part of an extended kin
network as in Fig. 1 (p.l2 ) relationships within its
boundaries are of primary importance, standing out as figure
against the ground of other larger systsm relationships. In
the family of gerontation however, each member relates to a
number of other subsystems which may be of relatively’equal

importance. In this paradigm the adult child's relationship

with her own adult children and perhaps grandchildren and
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with in-~laws may be of equal importance as those with her
parents. This suggests a structure of greater complexity
in the family of gerontation with a greater potential for
conflicts in roles and obligations, but it may also be a
structure in which the number of relationships have the
effect of diffusing their intensity. If these differences
in structure and function are correct it would mean that
the older family would not have the powerful emotional in-
fluence on its members that the family of origin sxerts on
its members.

This calls into question the application of the concep?t
that the symptoms of the identified patient are an expression
of dysfunction within the system. In the young family, liv-
ing under one roof and having to maintain a balanced state
to preserve the system, the sensitivity and resonance of the
system may be far greater, and exert more power over indiv-
iduals than does the older family, where individual survival
does not depend on survival of this larger system and re-
lationships are diluted by their number and complexity. Thus
dysfunction in the older family may not produce an identi-
fied patient whose sympboms maintain system homeostasis as
occurs in the younger family.

At the same time, an ill or disabled older parent often
does play a role similar to that of I.P. in the sense of
becoming the 'storm centre! and scapegoat for family problems.
It is my belief however that this role is not entirely

66




comparable to that of I. P. for the reasons discussed above,
and since dysfunctional relationships within the family

cannot be seen to create a broken hip or arteriorsclerosis,
although they may have a profound influence on the way in
which the elder reacts to disability. What may be more im-
portant as a site for the expression of family dysfunction

is the way in which the family deals with the problems created
by thess disabilities in the elderly parent. This con-
struct may also be consistent with the observations of both
developmental theorists, who see failure in one's ability to
be Mrelisble and relied upon" as indicative of a failure to
master the normal developmental processes, and the crisis
oriented theorists who see blockages in problem solving ability
in crises as related to one's perception of the meaning of

the crisis situation.

Relating these considerations to this practicum exper-
ience, my suspicion that the older family does not possess
the resonance of the nuclsar family may explain why the C
family, being younger than the other practicum families and
having not completely mastered its dependency-separation
crises may have exhibited more system reverberations during
intervention than did the other older families.

As noted earlier, the concept of "parental child" who
in the young family assumes parental duties, has its
counterpart in the older family as "burden bearer', the
one who chooses, or is chosen to assume responsibility

the parent. Minuchin (1974) maintains, with regard to

67




the young family, that alliances across generational
boundaries is an indication of dysfunction, although the

presence of a parental child is, in itself

N
£, not always

dysfunctional depending on the degree to which parental
demands clash with childhood developmental needs. It is a
commonplace in the older family that one child, usually a
daughter, plays the necessary role of caregiver to the parent,
and as Blenkner (1965) has pointed out, the assumption of

this role may be an important developmental process for the
child. The question arises; when, in the older family,

does this phenomena become dysfunctional? Several authors
(Milloy, 196l; Goldfarb, 1965) have suggested that it does

so when an actual role reversal takes placs.

Since the adult daughters in the practicum families
are the "burden bearers" of their families, an examination
‘of their roles may shed some light on the question, and in
this connection it is interesting to note that the
daughters who appear to have best adapted to the role with
the most "normal' relationship with the parents were those
in which two daughters (in the D and Y families) shared
the role equally, providing mutual support for one another
in doing so. Those who appear to suffer most in the role
were the A daughters, where one daughter had been chosen
sarly in the history of the family as the favored child and
confidant of the mother and the other daughter, rejected,
and the ¢ and W families in which an historic symbiotic
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relationship existed between mother and caregiving daughter.
This might suggest that similar to the young family, it is
not the role of burden bearer per se which 1s dysfunctional
but the characteristics of the parent child relationship

which produces the role which may be the site of dysfunction.

Although this practicum experience was sufficient to
yield the foregoing general observations and questions, it
provided few insights into the application of therapeutic
interventions from a systems orientation. A number of dif-
ficulties in the design of the Home Care portion of the
practicum mitigated against experimenting with these tech-
niques.

My position in the Continuing Care program as a resource
within the Home Care package of services to whom appropriate
clients, who agreed to counselling services were referred
created problems unforeseen at the beginning of the practicun.
These clients did not request counselling on their own |
initiative, nor were they likely to have seen a need to work
toward change in their relationships. Because theilr sit-
uations were unstable or approaching crisis, their request
was for the practical and concrete services which Home
Care provides, and their motivation for accepting counsel-
ling may have been based on an expectation that by so
doing the other services could be more easily obtained.

For this reason, in dealing with the adult children's
svoidance of being involved in the counselling process,
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it would not have been appropriate to insist on their
participation as is sometimes done by therapists who work
with younger families. In any event the older family

does not have the power to make attendance of . all members
compulsory as does the younger family, and it may be thet
subsystem intervention is the most pragmatic way of working
with this client group.

Related to the lack of voluntary committment on the
part of the femily was a lack of a clear mutual understand-
ing of the purpose of counselling, and consequently the
difficulty in contracting with them. I suppose it is dif-
ficult for a client such as Mr. D to become convinced of
the value of making a small change in his management of his
wife when what he really wants is that she be admitted to
nursing home. His implicit agenda for our meetings was one
of convineing me to hasten her placement, while my explicit
one was to help him wait. In this situation the client had
difficulty in believing that I had no control over home cars
services, and indeed my role may have been more effective,
and.certainly easier if I had that control (with the poss-
ible exception of the C family where because of their
hostility toward Home Care, my lack of power permitted me
to take a neutral position).

This is not to suggest that my involvement was not of
help to these clients; the developmental work with Mr. D,
relationship work with the A daughters and crisis interven-
tion with the ¢ family were useful to these families.
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The more successful Institute group was, without
question, a good experience for the participants and an
excellent learning device for me. This portion of the
practicum led to an improved understanding of the mentality
of the middle aged caregivers and provided a good practical
experience in planning and presenting content and observ-
ing group process.

While this may have been an unusually 'good! group,
the success of the format in permitting the dévelopment
of individual problem solving and change suggests that it
might be repeated in order to confirm that mutual support
transition groups of this mnature are a useful resource for
this client group.

It must be noted however, that the number of participants
was very small in spite of extensive pre-registration
publicity by the Institute for Continuous Learning. Thus
the adult child group may be just as difficult to engagse
in a group intervention as it is in family therapy.

As a whole, the practicum leaves many questions un-
answered. Principally; it has not shed any new light on
the application of family therapeutic techniques with
older families as it floundered on the necessary first step
of engaging adult children in the process.

Some gains were made in an improved understanding of
the nature of the older family, some suggestions regarding
the theoretical structure of the older family as a system,

and a model for group intervention with middle aged

children.
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APPENDIX T

Case Summaries

Home Care families
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CASE REPORT: A. FAMILY

Presenting problem

This case was referred for supportive femily counselling
in maintaining the present care plan through which Mrs. A,
who lives alone, receives housekeeping help 6 hours per week
and attends day care one day a week. The problems which
emerged in the initial interview were as follows:

1., Mrs. A is gradually failing in her ability to
care for herself; her poor eyesight and difficulty in walking
result in occasional falls, and she sometimes has difficulty
picking herself up. She has occasionally allowed a pot to
burn on the stove. She will not use the telephone to call
out, but in an emergency has been successful in attracting
the attention of the caretsker.

2. Mrs. A is refusing to attend day care and isolates
herself from her neighbors. She presents a depressed and
negative attitude.

3. Mrs. A's two daughters are dedicated to her care,
investing a great deal of time and effort in insuring her
comfort and ssfety. Nevertheless their relationship with
her is unrewarding and guilt-producing. They requested
additional time from the housekeeper (this request was re-
ferred to the case coordinator), and expressed the wish

that proceedings be begun for her admission to nursing

home.
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Summary of Intervention

The goal agreed upon in the initial interview, which
involved Mrs. A and both daughters, was that I would visit
Mrs. A weekly to work toward decreasing her isolation, and
in particular, to explore with her a return to day cars.

I saw Mrs. A 5 times, and found her to be very firm
in resisting resturning to day care. Nursing home care,
which was also explored with her met with equal resistance,
as did any suggestion that she take initiative in leaving
her apartment to socialize with her neighbors, even though
she enjoyed it when they visited her.

In assessing Mrs. A, it appears to me that she possesses
greater competence in caring for herself than she is willing
to display, and that her appearance of helplessness may be
an attention-getting device. She is unable to see the in-
consistency between her appearance of helplessness and
loneliness, and her self-isolation and refusal to consider
day care or nursing home care. In retrospect, a better
approach might have been to reframe her behavior positively,
using her resistance as indicative of strengbth and com-
petence.

During my contact with this family, Mrs. A fell,
sustaining some cuts and bruises to her face, and alarming
her daughters sufficiently that they demanded that appli-
cation be made for her admission to nursing home. This
crisis provided an opportunity to work with the two daughters,
who had initially refused counselling.
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Two intensive interviews with the daughters alone
revealed the ambivalence of their relationship with their
mother, and the way in which she had divided them by
choosing one to lean on and rejecting the other. Interven-
tion with these women became directed toward helping them
to work together in caring for Mrs. A by exploring the
way in which she manipulates them and thelr reaction to it.
Specifically, counselling with the daughters dealt with
the implicabtions of Mrs. A's refusal to apply for nursing
home, and helped them to acknowledge that her remaining
ability to care for herself does not indicate the need for
institutionalization at this time. 1In addition, they came
to an agreement concerning sharing weekend visiting and
shopping for Mrs. A. Although there was considerable hos-
tility toward one another ventilated in these msetings,
their relationship appeared to have improved by the time

the case was terminated.
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CASE REPORT: B. FAMILY

Presenting problem

This family was referred to me for family counselling
related to the family's adjustment to the addition of Mrs.B
to her daughter!s family. Problems which were identified
on referral and/or revealed themselves in the first inter-
view were:

1. Changes to the family's 1life style and its adjustment
to them. In particular, the displacement of the children
(19 year old son gave up his room; 10 year old daughter has
less time with her mother).

2. Daughter's anxiety related to

i) her work load; she is a meticulous housekeeper
and a conscientious mother who finds the addition
of Mrs. B's care very taxing.

ii) her need for temporary relief: she was unable or
unwilling to share the load with the extended
family and received only limited help from her
nuclear family. In addition, Mrs. B refused
to attend day care as planned.

i1ii) Mrs. B's physical decline.
3. Interference and criticism from another daughter re-

garding the planned program of respite care.
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Summary of Events

Mrs.‘B deteriorated rapidly during the time I was
involved with this case; she became progressively weaker;
got up at night and wandered about the house, often fall-
ing and bruising herself; experienced periods of confusion
and disorientation; and found locomotion progressively
difficult. This deterioration was not slowed by two weeks
of respite care in March, and became sufficiently serious
that she was panelled and accepted for nursing home care.

Mrs. B was admitted to nursing home on April 16.

Summary of Intervention

My contact with the family extended from February 18
to April 28 and involved two home visits, an initial assess-
ment with Mrs. B, her daughter and thé two children (the
son-in-law declined), a following interview with Mrs. B and
her daughter, and 9 telephone interviews with the daughter.

A counselling goal was never agreed upon in this case:
1) all members of this family, and the daughter in particular
were reluctant to discuss their concerns in front of Mrs. B.
While there was an indication at the initial interview that
daughter had a problem she wished to work on (her sister's
interference) she did not deal with it openly. 2) The
crisis caused by Mrs. B's rapid deterioration made the
presenting problems irrslevant and became the main focus

of the case. The daughter regarded home visits as time
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consuming and unproductive, but was able to use telephone
contact to ventilate her anxiety around mother's condition,
her own work load and frustrations with the continued
“interference from the sister.

A recurring theme in working with the daughter was her
unpreparedness, when Mother moved into her home, for the
degree of deterioration and the amount of care she required.
Both Mrs. B and the sister dismissed this, but in my con-
tact with daughter the seriousness of the situation was
acknowledged, with the added recognition that living with
daughtert!s family might be inappropriate for Mother herselfl,
since it gave her little opportunity to socialize, an im-
portant need for this woman. This approach gave daughter
permission to ventilate her anxiety and to see Mother's care
needs realistically.

Through ventilating her feelings and experiencing
support for her role, daughter was able to move to a firm
and assertive position with her sister, limiting those
whose advice she took to the health care professionals in-
volved with her mother's case.

Daughters expression of concern about motherd rapid
decline might be considered a form of mourning fof the
changes taking place in her mother which permitted her, when
Mrs. B actually began preparing for death a few weeks prior
o her admission to nursing home, to discuss death openly

with her, to cry with her and to assist her in making certain
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arrangements. In view of daughterts earlier difficulty
in being open with mother, it seemed to me that this in-
dicated considerable movement on her part.

Because of the number of professionals who were in-
volved with this case during this time, isolation of the
effects of my intervention is problematic. The net result
however, was that daughter was able to deal realistically
and responsibly with the crisis, and was able to admit

mother to nursing home without guilt or self reproach.




CASE REPORT: C. FAMILY

Presenting Situation

Mrs. C is a 62 year old woman with motor neuron
disease who was being cared for at home at her own request
by her husband and a 2l hour/day, 6 day/week Personal Care
attendant, This cass was referred for crisis intervention
at the threatened breakdown of the home care plan due to
the resignation of the current PCA and daughter Wendy's re-
quest for assistance in negotiating a legal separation for
Mr. and Mrs. C.

The following factors led up to this crisis:

1. The family and marital relationships were character-
ized by discord and hostility which apparently predated the
onset of Mrs. C's illness and were intensified by it. The
li married daughters objected to Mr. C's reportedly abusive
treatment of Mrs. C, and Wendy in particular, considered
legal separation to be the only means of protecting Mrs. C
and her share of the family assets. They were angry with,
and frightened of Mr. C and were looking for support from
me in approaching him about the separation.

2. A number of problems surrounded the provision of
PCA's in this home. Turnover had been frequent and replace-
ment difficult due to the heavy lifting and total, 2 hour
care required. Mrs. C was completely immobilized with some
residual control of only neck muscles, swallowing and

bowel and bladder control. In addition Mr. C exploited
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staff, expecting them to perform exbtra houssehold dutiss
and in some cases, making personal advances to them. A
point of contention in the hiring of a new PCA was the
policy requiring the family to now be responsible for two
days care. Mr. C refused to accept this change, and this
attitude seemed to be typical of his relationship with the

Home Care Coordinator.

Summary of BEvents

Jen., 2I - First family meeting involving Mrs. C, Wendy,
Theresa and PCA to explore the issue of the parents!
separation. Agreément was reached that as a first
priority, an attempt be made to continue Mrs. C's
care at home with increased involvement of the
daughters and my support. The separation issue
did not re-surface and Mr. C was never made
awars of it. |

Teb. 1 - The PCA left and Mr. C took a leave of absence from
work to care for Mrs. C.

Feb. 2 - Second family meeting with Mr. and Mrs. C, Theresa,
Susan and Elizabeth to discuss finding a new PCA
and to involve the daughters in Mrs. C's care. A
plan for the latter was developed but not carried
by the daughters, due perhaps, to their lack of
commitment.

Feb. 5 =~ A new PCA begins work. DMr. C stays home to train
her but also because he is experiencing severe
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Feb,

Feb.

Mar.

Mar,

2L -

25 -

17 -

back pains due to a disc condition which is
aggravated by lifting Mrs. C.

A new crisis developed: the PCA gives notice, Mr.C's
back becomes worse and Mrs. C weakens, choking
frequently on her food.

The Home Care Coordinator decided to work toward
Mrs. C's institutionalization and began procedurses
for application to nursing home with admission to
Princess Elizabeth Hospital as an interim measure
until a nursing home bed became available. The PCA
was replaced by 9 a.m. to 5 p.m. staff, leaving
the bulk of Mrs. C's care to Mr. C.

Third femily mesting with Mr. and Mrs. C, Theresa,
Susan and Elizabeth to explore the family's per-
ception of the situation and the rationale for
institutionalization. By this time Mrs. C had
indicated a reluctant agreement to go to nursing
home but was opposed to hospitalization. The
daughters supported her in this, and Mr. C, who
had always been open in his desire for Mrs. C

to be cared for outside the home backed off of
actively pressing for hospitalization.

Mrs. C was admitted to Extended Care Hospital.
Mrs. C's application for nursing home was rejected
by Health Care panel: her degree of disability re-
quired that she be cared for in hospital.
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Summary of Intervention

My contact with this family extended over the period
January 2l to April 11, and involved 8 home visits, in-
cluding 3 family meetings, and numerous telephone inter-
views, many of which contained a counselling component.

The sons in the family refused to be involved in the family
meebings, and my contact was limited to Mr. and Mrs. C and
their four daughters.

The purpose of the intervention was to deal with the
initial crisis, and continued in an effort to help this
contentious family to cooperate in Mrs.C's care, by active
involvement in the early part of the intervention, and
later in planning for her long term care. My role was one
of activator and mediator, interpreting Home Care policy
and trying to keep members reality oriented.

Although the family never did come to the point of work-
ing cooperatively, some lowering of hostilities and re-
structuring took place. At the beginning of intervention,
Wendy and Mr. C were actively hostile toward one another,
with the entire daughter subsystem caught up in Wendy's
vindictive plan for the parents' separation. By encouraging
Theresa's input into family meetings and using her as the
contact person for this subsystem, Wendy's disruptive in-
fluence was avoided in favor of Theresals more rational in-
fluence. Wendy chose to avoid the second and third family

meetings and although I kept in touch with her by telephone,
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she became distanced from the centre of action.

The daughters' relationships with Mrs. C were of great
emotional involvement, and it became apparent esarly in my
contact with the family that Mrs. C used her influence with
them in a manipulative way. Their tendency to scapegoat
Mr. C was based on information conveyed to them by Mrs. C,
and the degree of scapegoating seemed to wax and wane de-
pending on the quality of care they perceived Mrs. C to be
receiving.

Much of my time was spent with Mr. and Mrs. C, and was
directed toward acknowledging and validating Mr, C's
difficult role in caring for Mrs.C. This position was also
teken in family conferences and resulted in some movement
away from the scapsgoated position in which the daughters
had placed him. By the third family meeting Mr. C seemed
to have recognized that by insisting on Mrs. G's hospital-
ization his daughters would turn against him again, and he
appeared to move back to let me attempt to move them to a
position of looking positively at hospitalization. This
meeting produced more accord than had been exhibited by the
family during my contact with them, but this reversed itself
when Mrs. C was hospitalized. At this point the daughters
again turned against Mr. C, blaming him (and Home Care) for
her admittal and for the Panel's decision to keep her there.

My atbtempt to meet with them to interpret and discuss the

decision was refused.
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Several weeks after Mrs. C's hospitalization however,
Wendy asked to see me, and in the interview which followed,
revealed her enmeshment with Mrs. C and the conflict this
was creating for her as she tried to meet Mrs. C's expec-
tations around visiting. Through ventilating her ambivalence
and discussing the priorities of her responsibility to Mrs.C,
herself and her own family, Wendy was able to set a limit on
her relationship with her mother. As an interesting aside
when she reported this to me, she expressed a great deal of

gympathy for Mr. C: the pendulum had apparently swung again.
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CASE REPORY: D. FAMILY

Presenting Situation

Mr. D, 85, and Mrs. D, 8L, lived together with a great
deal of help and support from their two daughters. The case
was referred to me for counselling in order to support the
family while they waited for Mrs. D'!'s admittal to nursing
home. Problems identified at referral were:

1. Mrs. D had been panelled and accepted for nursing
home placement, and was on the waiting list. She had ex-
tensive memory loss and was disoriented and confused. Mr. D
expected to be admitted with his wife, but had not yet been
panelled. He is mentally alert and was in reasonably good
health.

2. Mr. D reacts with anxiety and frustration to Mrs.D's
condition. He is unable to fully accept her limitations
and finds caring for her so stressful that he frequently
loses control of his temper, makes intemperate demands on

his daughters and fears for his own mental and physical

health.

Summary of Events

Mrs. D was admitted to nursing home on Fsbruary 12.
Following this, Mr. D lived alone until his application was
accepted, and he moved to nursing home on March 20. Al-

though admitted for hostel level care, Mr. D, at his own
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request moved into Mrs. D's room in the level 2 section

of the nursing home. On April 2l he was admitted to Health
Science Centre where he received a pacemaker to regulate
his heart, and was recovering from this minor surgery when
the case was terminated.

Summary of Intervention

Contact with this family extended over the period
January 17 to April 28, and involved 1l interviews.

At the initial meeting which included Mr. and Mrs. D
and both daughters, it was agreed that I would see Mr. D
weekly to work with him regarding his feelings of frustra-
tion about his care of Mrs. D. Intervention during this
period focussed on providing an opportunity for Mr. D to
ventilate and an attempt to bring about behavioral change
in his management of Mrs. D. Mr., D persisted in testing
his wife, apparently in the expectation that she might
snap back to normal, and when she didn't he lost his temper.
My effort to change this behavior, supported by the daughters,
met with firm resistance, and there was no apparent movement
in the case during this time.

Following Mrs. D!'s move to nursing home, I continued to
meet weekly with Mr. D, focussing on preparing him to dis-
mantle his home and adjust to a new environment. Mr. D did
a great deal of reminiscing during this period, seeming to
have a need to be confirmed in the successes and integrity
of his life: the success of his family, his early hardships,
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and a lifestyle that permitted the accumulation of suf-
ficient money to live comfortably in retirement. By
receiving acknowledgement of his competence and help in
relating his life experiences to his present situation
Mr. D was able to draw courage from his own inner resources,
and when the move came he worked very hard with his
daughters, selling his furniture and disposing of a life-
time of possessions, and making the move without apparent
regret.

Adjustment to living at nursing home was not easy for
Mr. D however. By sharing his wife's room, he found him-
self not only living again with a confused, disorientated
woman, but surrounded by them: he was back in the same
gituation as before. After a few weeks, during which he
became extremely anxious and demanded a private room, and
threatened to leave when he thought he was going to have
to share a room with another man, Mr. D resigned himself
to the situation and decided to remain with his wife.

Although they were experiencing a great deal of stress
because of Mr. D's behavior, the daughters refused counsel-
ling in the belief that their father was the one who needed
attention, and because they received sufficient support
from one another. Nevertheless they were present during
three interviews and requested my assistance in alternative
planning when it looked as if Mr. D would leave nursing
home. This was a stressful period for the entire family,
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and my involvement at this time was one of support and

of consulting with social work staff at the nursing home.
On termination, Mr. D had resigned himself to the

reality and irreversibility of Mrs. D's condition and had

accepted the situation in which he found himself at nurs-

ing home. His anxiety had decreased and he was attempting

to focus on the positive aspects of the situation.
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CASE REPORT: E. FAMILY

Pregsenting Problem

This elderly couple live alone with the dally assis-
tance of their daughter, and Home Care housekeeping and
nursing services. Mr. E, 85, is incontinent, and although
there appears to be no medical record of it, presents as
having some degres of mental impairment. The case was re-
ferred to me for supportive counselling. Problems iden-
tified at referral and in the initial interview wers:

1. The stress placed on this family by Mr. E's refusal
to use respite care or to consider nursing home care. This
places a considerable physical and emotional burden on his
frail wife and gives a good deal of worry to daughter, who
although not unduly distressed by her parents' situation,
is in a constant state of readiness to deal with emergencies.

2. Mr. E's anger and accusations of infidelity directed

at his wife, which cause considerable distress for her.

Summary of Intervention

My contact with this family extended from February 26
to April 27, and involved 7 home visits, 3 of which included
daughter and one lengthy telephone interview with her.

My agreement with the family was to work with Mrs. E
regarding her feelings of hurt and distress at the anger and

delusional accusations directed at her by Mr. E. During the

initial phase of my contact I worked with her alone (Mr. E
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refused to join us) in an attempt to help her see Mr. E's
behavior as a manifestation of his illness. This involVed
some reminiscing about the family's difficult life in
Europe during the wars, and the history of this unhappy
marriage, including Mr. E!'s infidelity. Reviewing this
history did not comfort Mrs. E or relieve her of the strong
sense of obligation to Mr. E which is rooted in her reli-
gious beliefs rather than any reciprocity in the relationship.

In later visits I moved to that part of the house whers
Mr. E sat during my visits to discuss his anger and to attempt
to involve him to a greater degree in his own care, which
is increasingly difficult physically for Mrs. E. The task
which I set for him, of removing the incontinence pads and
cleaning his bed in the morning was not carried out, partly
because of Mrs. E's inability to trust him to perform this
task. |

The daughter refused to be involved in counselling be-
cause she believed it was her mother who was most stressed.
In spite of this I had considerable contact with her, and
supported her in the approach she wishes to take with her
parents, of attempting to arrange for as much relief as poss-
ible for Mrs. E through day care, leaving Mr. E alone for
brief periods to test his ability to care for himself.

Intervention with this family produced no observable
change. The rigidity exhibited by Mrs. E, her deafness and
Mr. Ets apparently limited comprehension made working with

this couple extremely difficult and limited any possibility

of movement.
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CASE REPORT: F. FAMILY

Presenting Problems

This case was referred for supportive family counselling.
Mr. F, a 72 year old widower lives with his two unmarried
adult children. He has Parkinson's disease and is awaiting
admission to nursing home. Problems identified on referral
and in the assessment interview are as follows:

1. The heavy responsibility being carried by the siblings
who care for Mr. F with the assistance of a daytime sitter
and their reactions to it: daughter has a chronic intestinsl
disorder which is belisved to be aggravated by stress, and
son reports increasing irritability and an attempt to distance
himself emotionally from the situation.

2. Daughter's ambivalence about Mr. F's expected admission
to nursing home, the severe sense of loss she may experience
when this takes place and her adjustment to the resultant
break up of her home.

3. Mr. F!'s reluctance to move to nursing home.

Intervention

I was unable to engage this family in ongoing counsel-
1ing and contact with them was limited to one home visit
involving the three members of the family. Both siblings had
assumed the purpose of the interview to be directed toward
research. They believed that counselling would not assist
them to deal with their present situation. Both anticipated
that Mr. F's admission would be difficult for all of them,

but felt that this could only be dealt with when the time came.
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CASE SUMMARY: W. FAMILY

Presenting Problem

Mr. and Mrs. W, a retired couple in their 60's attended
the group "You and Your Aging Parent" out of concern for Mrs.
W!'s parents; her 85 year old mother who lives alone in an
apartment and whose vision is impaired because of glaucoma
and cataracts, and her father, 86, who is in nursing home,
is blind and has difficulty in walking.

The W's see their problems:

1) Trying to cope with Mrs. W's mother who is described
as domineering, demanding, manipulative, irrational and
indecisive.

2) Concern with father's poor adjustment to nursing
home. The W's are critical of nursing home policles, which
they see as undermining the patient'!s dignity.

Mrs. W appears to be suffering excessively from the stress
of caring for her parents, both of whom she sees daily. Both
depend on her, and her relationship with her mother is es-
pecially painful to her because of the mother's abrasiveness.
At times during the sessions she appeared to be at a point
of desperation in her frustration with mother's irrational
behavior. She is also highly concerned with father who she
believes regards her visits as the only happiness in his life.

Mr. W is supportive of her but does not try to move her

from her extreme enmeshment with her parents, which has been
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an historic characteristic of her relationship with them.

Group Expsrience

Mrs. W dominated the group with her description and an-
ecdotes about her parents! problems, and the group allowed
her to do so. A highly intelligent and articulate woman,
Mrs. W was able to learn from the content of discussions
and worked through the information she received until the
5th session when she came to the conclusion that she had
been expecting a level of behavior that her mother was un-
able to give. She decided she must cease confronting her
mother and responding to her hidden messages, and react only
to her direct requests. Proceeding further in this vein in
the 6th session Mrs. W expressed grief for the person her
mother used to be, reiterating her resolve to try to accep?t

her as she is now.
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CASE SUMMARY: X FAMILY

Presenting Problem

Mrs. X, a woman of about 62 works part time as a clerk-
stenographer. Her husband is retired and a diabetic. Their
children are married.

Mrs. X is concerned about her mother, an 87 year old
widow who lives in Elderly Persons Housing. Mother is
arthritic, walking with a walker indoors and using a wheel
chair outdoors. She is a demanding woman who is recently
exhibiting some signs of confusion. Home Care provides a
housekeeper and nursing care supervision.

Mrs. X's concern is that her mother has not been out of

the apartment since moving there nine months ago.

Group Bxperience

Mrs. X ventilated her concern and frustration with her
mother's helpless and self isolating behavior, and her own
fruitless efforts to encourage her to go out, expressing
highly ambivalent feelings about her.

In the Lth session she told the group, with great ex-
citement, that her mother had announced that she wanted to
have her hair done and Mrs. X had taken her to the hair-
dresser in the apartment block. In the process mother had
met many other elderly tennants and appeared to enjoy her-
self for the first time, in many months. Mrs. X felt very
optimistic that mother would now find it easier to social-

ize with the other tennants.
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CASE SUMMARY: Y FAMILY

Presenting Problem

The Y sisters, two married women in their late 50's
came to the group in anticipation of the problems they ex-
pected to have to deal with concerning their 89 year old
mother. Mother was a widow who had lived in elderly persons
housing since her husband died about two years ago. A
fiercely independent woman, mother was a quiet, undemanding
person for whom her daughters felt a strong bond of loyalty
and affection. |

The daughters concern centred on their mother's deafness,
which was creating difficulties in communicating with her, and
was having the effect of isolating her socially. In addition,
they anticipated a time when she could no longer care for her-
self and were considering asking her to live with one of them.
Since both had young adult children living at home, they were
concerned about the effect of such a move on their families,

their mother and themselves.

Group Experience

These two women provided a balance in the group, inject-
ing a note of normalcy, humanity and humor when other
relationships were being described as poor ones.

The group spent half of the final session discussing
both sides of the question of living with a parent, and
while not providing answers, the discussion and sharing of
other members! experiences gave the Y sisters a perspective

from which to make their decision.
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CASE SUMMARY: Z FAMILY

Presenting Problem

Mrs. Z, a woman in her late 60's who lived alone in
elderly persons' housing, came to the group concerning her
93 year old mother, a nursing home patient in Brandon,
Manitoba. Mother was blind but otherwise in good health
and able to participate in most institutional activitiss.
She was a demanding woman who stored up her anger and
frustration to pour out on her daughter at her monthly visits.
Since Mrs. Z spent one week a month with Mother, the abuse

she received for that week was extremely trying.

Group Experience

Mrs. 4 was attending a personal growth group at the
same time as she participated in this group and putting to-
gether the insights from both groups she began to accept
mother's anger as an expression of frustration with her in-
firmities and not as related to her (Mrs.Z) personally.This
allowed her to let the anger flow and not react to it.
Monitoring her own reaction, Mrs. Z became aware of the point
at which mother'!s behavior began to upset her, and when this
happened, excused herself until her own anger passed.

Mrs. Z was able to report to the group that by using
this technique she and her mother spent the balance of
her visit on friendly terms. This experience helped to
influence the way other members began to gain increased

acceptance of their parents.
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