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PREFACE

The Handbook of Social Work Practice with Vulnerable Populations,
published in 1991, focused on the debilitating circumstances and suffering faced by
large sectors of our client population. Wherever social workers practice, they deal
with people who are overwhelmed or burdened by stressful life conditions, circum-
stances, and events. The problems are stressful because they are either chronic and
persistent, or they are acute and unexpected. They are frequently exacerbated by an
individual’s lack of internal resources or external supports or both. When these factors
are present, social workers help people at risk of physical, cognitive, emotional, and
social deterioration.

To respond to contemporary social realities and conditions, most social work
schools have assumed a broad ecosystems perspective to reflect the complex relations
between people and their environments. This perspective provides the bases for con-
ceptualizing and teaching various professional methods (e.g., advocating, mediating)
and integrated and generalist practice (e.g., individual, family, group, community).
Several widely used social work texts conceptualize and illustrate this perspective.
Though providing generic and generalist knowledge and skills, they waver in the
specialized knowledge required to help the most severely vulnerable and powerless
populations.

The Handbook met a significant need by providing specialized knowledge, meth-
ods, and skills. It was positively reviewed and adopted by advanced clinical and
generalist programs. After the book’s publication, I had a serious concern. Namely,
the Handbook did not describe how people survive and cope with such debilitating
problems as hunger, homelessness, AIDS, family and community violence, and trau-
matic losses or vulnerabilities such as the consequences of mental illness, develop-
mental difficulties, imprisonment, or job loss. Since many of our theoretical ap-
proaches focus on individual pathology, other dimensions of the human experience
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such as resourcefulness, strengths, coping, courage, and recovery remain unrecog-
nized. This unbalanced perspective may further marginalize and oppress our clients.

In the new edition, the focus is expanded to include resiliency and protective
factors, the positive poles of the human experience, in order to examine such ques-
tions as: Why do some people collapse under certain life conditions and circum-
stances while others remain relatively unscathed? What accounts for the marked in-
dividual variations in people’s responses to stress and adversity? What accounts for
the surprisingly large number of people who somehow, at times miraculously, manage
their adversities? How do people adapt, cope, overcome, and meet the challenges of
physical and mental conditions, severe losses and traumas, and chronic discrimina-
tion and oppression? Why do some people thrive and not simply survive in the face
of life’s inhumanities and tragedies?

Webster’s dictionary defines resilience as “the tendency to rebound or recoil, to
return to prior state, to spring back.” The process of regaining functioning following
on the footsteps of adversity does not suggest that one is incapable of being wounded
or injured. Rather, a person can bend, lose some of his or her power and capability,
yet recover and return to prior level of adaptation. Thus, one important element in
the study of resilience lies in the power of recovery and the protective factors that
cushion the blows. Other elements include the person:environment processes that
help people to overcome severe obstacles and function competently. This knowledge
is essential to social work practice.

Social workers who develop knowledge and curiosity about the positive as well
as the negative poles of people’s lives are more likely to formulate balanced assess-
ments and responsive interventions. People’s life stories, for example, represent their
search to find meaning and coherence in their own lives. By inviting and attentively
listening to people’s life stories rather than fitting their behaviors into diagnostic
schema and labels, we are more likely to discover how people have managed to sur-
vive in stressful or traumatic circumstances. And their strengths provide the foun-
dation and motivation for further mastery (De Jong and Miller 1995; Germain and
Gitterman 1996; Hurd, Moore, and Rogers 1995; Saleebey 1997).

Children dealing with parental alcoholism or divorce, for example, find ways to
disengage and to develop psychological distance from daily conflicts and hassles. The
social worker must assess the potential functional and dysfunctional dimensions of
the emotional distancing. Adaptive distancing requires the ability to disengage inter-
nally while pursuing and sustaining external connections. The combination of inter-
nal distancing and external reaching out represent significant protective factors and
processes. In contrast, a flight into social as well as emotional isolation symbolizes
risk factors and processes. For another example, in helping a disheveled, odorous,
homeless woman, the social worker must understand the function that smelling and
unattractiveness have in coping with sexual vulnerability and potential violence as
well as the dysfunctional aspects of alienating potential support networks.

Research studies identify various protective factors that mediate, moderate, or
ameliorate risk of maladaptive outcomes. They include individual factors such as
temperament and self-esteem; family factors such as attachment to at least one person
and consistent parenting; and external supports such as responsiveness of relatives,
peer group, and social and community institutions. A configuration of these factors
creates processes that either increase the protective cushions and opportunities pro-
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vided by the social environment and/or dissipate the impact of risk factors by mod-
ifying the risk or people’s exposure to it, or decreasing the potential negative chain
reaction (Smith and Carlson 1997). In the new edition, significant content is added
in each chapter on resilience and protective factors and their relevance for assessment
and interventions. To reflect this reconceptualization, the book’s title is changed to:
The Handbook of Social Work Practice with Vulnerable and Resilient Populations.1

What does the social worker need to know and be able to do to provide resourceful
programmatic and clinical services to such populations? The Handbook explores
these questions, according to two distinctive sets of issues. Part I, “Life Conditions,”
examines social work practice with vulnerable and resilient populations who essen-
tially have to cope with chronic life conditions that have dynamic genetic, biochem-
ical, and physiological bases. Chapters on AIDS, alcoholism and other drug addic-
tions, borderline personality, chronic physical illness and disability, depression,
developmental disabilities, eating problems, learning disabilities, and schizophrenia,
all explore the theoretical, empirical, demographic, programmatic, and clinical issues
with which social workers need to be familiar to provide relevant and empowering
services.

Part II, “Life Circumstances and Events,” examines social work practice with
populations that often confront desperate life circumstances such as homelessness
and very stressful life events such as the death of a child. Why do some people col-
lapse under relatively minor life strains while others remain relatively unscathed by
traumatic experiences such as extreme poverty, racism, homophobia, family violence,
sexual and other forms of abuse, or loss of a loved one? Why do some people emo-
tionally survive catastrophe while others become bitter, jaded, and less of a person
than they were previously? How do some people forge ahead when life seems un-
bearable—when trust and hope might have been taken away—yet others are so emo-
tionally vulnerable that seemingly minor losses and rebuffs can be devastating? Chap-
ters on adolescent pregnancy, child abuse and neglect, children in foster care, crime
victims, death of a child, death of a parent, divorce, families in sparsely populated
areas, family caregivers of the frail elderly, gay and lesbian persons, homelessness,
immigrants and refugees, imprisonment and community corrections, intimate partner
abuse, older persons in need of long-term care, single parenthood, suicide, women of
color, and workers in job jeopardy similarly explore the theoretical, empirical, dem-
ographic, programmatic, and clinical issues.

A common chapter outline integrates the chapters as each contributor begins with
a theoretical, empirical, and political examination of the subject. This discussion is
followed by a demographic exploration of the specific population and its subpopu-
lations. For example, in a discussion of homelessness, the problems and needs of
those who are mentally ill are differentiated from those who became homeless because
of job loss and eviction. Each chapter examines the respective population’s and sub-
populations’ vulnerabilities and risk factors as well as resilience and protective fac-
tors. Each chapter also describes programs and social work contributions and dis-
cusses how the social worker assesses the client’s (individual, family, group,
community) life stresses, their internal resources and limitations, apparent obstacles
and available environmental supports, and how the social worker intervenes depend-
ing on her or his understanding of the condition, circumstance, and event. Distinctive
practice principles and skills are highlighted. Finally, each chapter concludes with
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the presentation of an illustration according to two foci: (1) an erudition in microcosm
of the particular life issue and (2) an identification and analysis of the particular
aspects of assessment and interventions generalizable from the particular illustration.2

While, historically, the profession of social work has assumed the task of provid-
ing social services to disadvantaged and vulnerable populations, this task has become
significantly more difficult to fulfill. For the stubborn truth is that problems have been
increasing, while resources to mitigate them decrease. Those with less get less! The
societal response to the needs of these populations has become increasingly punitive
and rejecting. Given these bitter realities, resilience and heroism are required not only
from the client population but from the social work community as well. And this has
been actually the case among many social workers in their efforts to provide mean-
ingful services. Through descriptions of responsive social programs and social work’s
contributions to them and presentation and discussion of practice illustrations, this
book attempts to capture the profession’s resilience and creativity.

Alex Gitterman

Notes
1. Caveat: A New Yorker magazine cartoon shows a man drowning and a lifeguard taking

his eyes from a magazine to inform concerned bathers: “We’re encouraging people to
become involved in their own rescue.” I am concerned about the current popularity of
concepts like resilience and empowerment. In desperate times, the profession’s lan-
guage is becoming more romantic and flowery. We want to make explicit that by resil-
ience we are not promoting the myth that any person can succeed if he or she simply
works hard enough.

2. In the new edition, the authors were encouraged to illustrate family, group, community,
and programming practice as well as individual practice.
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1

1
Social Work Practice with
Vulnerable and Resilient
Populations
Alex Gitterman

Through my teaching and practice experiences, I have become distressed by
the increasing degradation and distress faced by large sectors of the client population
served by social workers. Students and professionals confront daily the crushing im-
pact of such problems as mental illness, substance abuse, disability and death, teenage
pregnancy, and child neglect and physical and sexual abuse. Clients suffer from the
debilitating effects of such life circumstances as homelessness, violence, family dis-
integration, and unemployment. The miseries and human suffering encountered by
social workers in the new millennium are different in degree and kind from those
encountered in the 1960s, 1970s, 1980s, and 1990s. The dismantling of the welfare
state and the consequences of welfare “reform” are examples of newly devastating
social phenomena.

Social workers in practice today deal with profoundly vulnerable populations,
overwhelmed by oppressive lives, and circumstances and events they are powerless
to control. The problems are often intractable because they are chronic and persistent,
or acute and unexpected. When community and family supports are weak or unavail-
able and when internal resources are impaired, these populations are very vulnerable
to physical, cognitive, emotional, and social deterioration. Yet, in spite of numerous
risk factors and vulnerabilities, a surprisingly large number of children, for example,
mature into normal, happy adults. Why do some people remain relatively unscathed
and somehow, at times, miraculously manage their adversities? Why do some thrive
and not simply survive in the face of life’s inhumanities and tragedies? To more fully
understand the human experience, this book examines both vulnerability and risk
factors as well as resilience and protective factors.
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DEFINING AND EXPLAINING LIFE CONDITIONS,
CIRCUMSTANCES, AND EVENTS

After a brief introduction about the respective population, contributors analyze the
definitions of the life condition, circumstance, or event. What are the different po-
litical and theoretical definitions and explanations of the condition, circumstance, or
event? What are the effects of the definitions and explanations on the larger com-
munity, service providers, and service users? With certain “personality conditions”
such as chronic depression, schizophrenia, and borderline personality, and with cer-
tain addictions such as alcoholism, growing evidence suggests potent predisposing
genetic, biochemical factors. Researchers’ studies have, for example, analyzed the life
careers of identical twins separated at birth and have used other tracking designs to
find significant genetic linkages to alcoholism (Cloninger 1983, 1987; Cloninger, Boh-
man, and Sigvardsson 1981; Cloninger, Sigvardsson, and Bohman 1988; Goodwin et
al. 1973), borderline personality (Andrulonis et al. 1981), depression (Gershon 1983;
Mendlewicz and Rainer 1977; Wender et al. 1986), and schizophrenia (Feldman, Stiff-
man, and Jung 1987; Kety 1988).

These conditions have in common certain genetic and neurochemical predispo-
sition. With alcoholism, for example, serotonin, a synthesized molecule in the brain,
has been associated with depression. Experiments with rats have shown that when
levels of serotonin have been decreased, the result was a marked increase in alcohol
consumption. In contrast, raising the levels of serotonin resulted in a pronounced
reduction of alcohol intake (Zhukov, Varkof, and Burov 1987). Based on a review of
research, Wallace (1989) identified different types of alcoholics: (1) the “hyper-
aroused,” who may suffer from too high a level of serotonin and seek out alcohol to
sedate and blot out stimulation overload; and (2) the “anhedonic,” who may suffer
from a too low level of serotonin and seek alcohol to excite and arouse and compen-
sate for stimulation underload. The brain also manufactures natural substances that
have pain-killing properties. Blum and Topel (1986) found the less this substance was
present in mice, the more they consumed alcohol. Thus, genetically induced chemical
imbalances appear to be associated with various life conditions.

With AIDS, our vulnerability to parasitic relations with microorganisms from
within and without is ominous. AIDS has become the leading cause of death among
all Americans aged 25 to 44. The biological reality of AIDS demonstrates how de-
fenseless our immune systems can be to parasitic and toxic environments. With other
life conditions such as anorexia and bulimia, the genetic linkages have not yet been
discovered. Thus far, personality and family dynamic explanations are most fre-
quently offered to explain these conditions. We should not, however, be surprised if
in the near future genetic and biochemical predisposing conditions are discovered.
With obesity, however, there is clear evidence of genetic influence (Foch and Mc-
Clearn 1980).

Chronic physical illnesses and disabilities and learning and developmental dis-
abilities reflect problematic physiological and neurological functions. Developmental
disability often has genetic determinants (Abuelo 1983; Dickerson 1981). Similarly, a
possible genetic basis for the condition of Alzheimer’s disease (Schmeck 1987a) and
cancer has also been identified (Schmeck 1987b, 1987c). Even though many of the
presented life conditions have genetic determinants, they may not be inherited. Cer-
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tain toxic environmental agents can damage and disrupt normal genetic processes. A
mother abusing alcohol, for example, may give birth to an infant with fetal alcohol
syndrome, which is often characterized by developmental disability, facial deformity,
etc. Radiation can cause infertility and birth defects (Rauch 1988). Whatever the
cause, physiological and cognitive impairments severely curtail human activities.
People with these life conditions often suffer for protracted and indefinite time pe-
riods. Their neurological and physiological disabilities create limitations and burdens
of varying severity.

Genetic, biochemical, neurological loading, and predisposition to a condition
does not imply, however, that a person will necessarily acquire the condition or, if
the person does acquire it, will be debilitated by the condition. The resources and the
limitations in the person’s environment, i.e., family, relatives, friends, workmates,
neighbors, community, organizations, and spiritual life, all transact with individual
constitutional resources and limits. On one end of the continuum, high genetic and
organic loading may push certain people toward alcoholism, depression, borderline
personality, or schizophrenia regardless of how protective and supportive the envi-
ronment (albeit a supportive environment can certainly cushion its consequences).
Similarly, a youngster born developmentally disabled or severely physically disabled
has to function within the constraints of these neurophysiological impairments. Al-
though supportive environments can provide essential instrumental and expressive
resources, they cannot eliminate the disability itself. On the other end of the contin-
uum, severely impoverished and invalidating environments may push certain people
toward alcoholism or depression no matter how well they are constitutionally en-
dowed. A youngster repeatedly exposed to malnourishment and physical and emo-
tional abuse may succumb to these harsh environmental assaults by alcoholism or
depression with limited, or even without, genetic predisposition. Studies of psychi-
atric epidemiology have demonstrated that the lower the social class, the higher the
rates of mental illness and the greater the severity of the mental illness (Dohrenwend
and Dohrenwend 1981; Hollingshead and Redlich 1958).

Family, community, and society dysfunctions provide the most frequent theo-
retical explanations for the distressing life circumstances and events presented in this
book. Unplanned pregnancies, for example, are associated with poverty, repeated ac-
ademic failures, and pervasive lack of opportunities with consequent hopelessness
and despair. Community and family norms reinforce or mitigate the personal impact
of poverty. In intimate partner violence, the female as victim of her male partner is
the principal problem. A pattern of control over the female maintained by physical,
emotional, and sexual abuse is associated with violence and battering. On a more
general level, sexism and sex-role socialization surely contribute to, if not induce,
intimate partner violence. Boys observing their fathers abuse their mothers are more
likely than otherwise to be violent toward their own wives (Gelles and Straus 1988).
Clearly, intimate partner violence is learned behavior that has to be unlearned.

No citizen, regardless of class or social status, is safe from crime. Women, chil-
dren, and the elderly, especially those living in poor communities, are at highest risk
of victimization by crime. They simply are easier prey! Perpetrators tend to be caught
in a cycle of family poverty, illiteracy, drugs, racism, child abuse, and family violence.
When they are incarcerated, they usually return to their community further damaged,
hardened, and embittered. They often become socialized to a lifetime of crime and
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intermittent incarceration. In poor communities, both the victim and the perpetrator
are trapped in the mire of despair. Similarly, the elimination of low-income housing,
underemployment and unemployment, sharply curtailed and disappearing benefit
programs, and unplanned and unprovided for deinstitutionalization have all con-
spired to create homelessness and an unconscionably large number of adults and
children deprived of the basic human need for shelter.

The life event of being born black in the United States creates a trajectory with
profound impact on education, employment, housing, health, and family life. For
example, African Americans suffer higher death rates from most major causes. They
receive less and poorer health care and die six to seven years earlier than do whites
(Kilborn 1998). For another example, over the last several decades major changes have
taken place in the composition of African American families. In the 1950s, 78 percent
of black families were composed of couples. However, in 1991 only 48 percent were
composed of couples. During the same period, white family composition experienced
only a minor decline, from 88 percent to 83 percent (U.S. Bureau of the Census 1993).

When people find themselves in distressing life circumstances and dealing with
stressful or traumatic life events, some become helpless, hopeless victims. They live
on the margin struggling for day-to-day survival. Others somehow miraculously and
astonishingly manage deeply adverse situations as survivors not as victims. Various
theories attempt to explain what differentiates a victim from a survivor. Unfortunately,
most of our theories have focused on the deficits and negative aspects of individual
and family life. Since many of our theoretical approaches are based on people who
do not rebound well from life’s miseries, we know much less about those who do and
how they do it. Rutter (1971) eloquently captures this pattern:

There is a most regrettable tendency to focus gloomily on the ills of mankind
and on all that can and does go wrong. It is quite exceptional for anyone to
study the development of those important individuals who overcome adver-
sity, who survive stress and rise above disadvantage. (7)

By developing knowledge about the positive as well as the negative poles of
people’s lives, social workers are more likely to formulate balanced assessments and
responsive interventions. For example, children dealing with parental alcoholism or
divorce must find ways to disengage and to develop psychological distance from daily
conflicts and hassles. Adaptive distancing requires the ability to disengage internally
while pursuing and sustaining external connections (Berlin and Davis 1989).

Many theoretical explanations pathologize the African American family. By eval-
uating and judging from the outside, however, we miss the resourceful survival ad-
aptations, such as that: “They 1. may be comprised of several households, 2. have a
multiple parenting and inter familial consensual adoptions; 3. are child-centered;
4. have a close network of relationships between families not necessarily related by
blood; and 5. have flexible and interchangeable role definitions and performance”
(Fine and Schwebel 1991:34). These features provide the kinds of conditions that
nurture the development of “protective” factors that also promote resilience. That
many poor families of color survive extreme poverty, racism, and oppression is a
tribute to their resilience in overcoming overwhelming odds.

While various theories attempt to explain what differentiates a victim from a
survivor, no single theory is apparently capable of providing a comprehensive expla-
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nation. We do know, however, that people’s social functioning and adaptations reflect
the interplay and degree of congruence and compatibility between body, mind, and
environment. Sometimes people’s exchanges with their environments are mutually
fulfilling. The congruence and compatibility between people and their environments
provide the context for realization of potential. Other times, these exchanges can lead
to isolation and alienation. A poor fit limits realization of potential. How people per-
ceive their constitutional and environmental resources and limitations, their personal
attributions and social constructions, also have a profound impact. Thus, two people
with similar constitutional and environmental attributes may perceive subjectively
their personal and environmental resources quite differently and consequently func-
tion at differing levels. And, finally, there is the simple element of chance—good
fortune and misfortune. Although our efforts to be scientific may cause us to shy away
from the idea of chance, it may well enhance our understanding and feeling for the
human experience.

DEMOGRAPHIC PATTERNS

Each contributing author in this text presents available demographic data about the
particular life condition, circumstance, or event. Webster’s dictionary defines vulner-
ability as “capable of being wounded; open to attack or damage.” Research into physi-
cal and emotional “wounding” consistently identifies two associated risk factors for
physical and emotional deterioration: prolonged stress and cumulative stress. And
among many factors, chronic poverty is the major force responsible for both prolonged
and cumulative stress.

In 1996, 36.5 million people lived in poverty (income less than $15,569 for a
family of four). Moreover, 14.4 million people met the definition of being very poor
(income of $7,500 or less for a family of four). While older adults (65 and over) rep-
resent 12 percent of the population, they comprise only 9 percent of the poor. In
contrast, children under 18 represent approximately one-fourth of the population, but
they comprise an astonishing 40 percent of the poor. Younger children (under age 6)
are particularly vulnerable to poverty, representing 22.7 percent of the nation’s poor
(Lamison-White 1996). Poverty creates chronic disadvantages and problems for chil-
dren. Poor children are more likely to have difficulties in school as well as attend
inferior schools, more likely to become teen parents, and more likely as adults to earn
less and to be unemployed more than advantaged children.

A strong correlation between poverty and family structure is evident. Namely,
children living in one-parent families are more likely to be poor than those living in
two-parent families. Over the last three decades we have witnessed a dramatic change
in family structure and living arrangements. Between 1970 and 1996, the number of
divorced persons has grown from 4.3 million to 18.3 million (more than quadrupled).
During the same period of time, the number of never-married adults dramatically grew
from 21.4 million to 44.9 million (more than doubled). Women living alone doubled
from 7.3 million to 14.6 million, while the number of men tripled from 3.5 million
to 10.3 million (U.S. Bureau of the Census 1996). The 1997 Census reported that since
1980, the number of single mothers has increased by more than 50 percent, from 6.2
million to 9.9 million (U.S. Bureau of the Census 1997).

In 1996, 28 percent of children under 18 years of age lived with one parent as
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TABLE 1.2 Family Structure: Living Arrangements of Children Under Age 18, by
Race and Hispanic Origin, Selected Years 1970–96*

Family Type 1970 1980 1990 1992 1994 1996

Two parents
White 90 83 79 77 76 75
Black 58 42 38 36 33 33
Hispanic 78 75 67 65 63 62

Mother only
White 8 14 16 18 18 18
Black 30 44 51 54 52 53
Hispanic — 20 27 28 28 29

*Table adapted and presented in summary form. Persons of Hispanic origin may be of any race. Each
race category includes Hispanics of that race.

TABLE 1.1 Median Family Income Among Families with Children Under Age 18,
by Family Type, Selected Years 1979–95 (in 1995 dollars)*

Family Type 1979 1985 1991 1993 1995

Married couple $46,579 $45,818 $47,571 $48,038 $49,969
Female household 16,881 14,271 14,560 14,209 16,235
Male household — — 27,046 23,570 26,990

*Table adapted and presented in summary form.

compared with only 12 percent in 1970. Similarly, in 1996, 68 percent of children
lived with two parents as compared with 85 percent in 1970. One quarter (24 percent)
of children lived only with their mothers and 4 percent only with their fathers and 4
percent with neither (Federal Interagency Forum on Child and Family Statistics
1997:10).

Of the children under age 6 living in a single-parent female family, 58.8 percent
were poor compared with only 11.5 percent of these children living in married-couple
families. In 1995, the median income of married-couple households is triple that of
female households and more than double of male households (Lamison-White 1996).
Table 1.1 presents the actual median family income among families with children
under age 18 by family type (Federal Interagency Forum on Child and Family Statis-
tics 1997:67). The dramatic increase in single-parent, female households forebodes a
worsening economic trend for our nation’s children.

Black children have a significantly lesser chance of being raised in a two-parent
household than do white children. In 1996, only 33 percent of black children lived
with two parents as compared with 75 percent of white children. As table 1.2 indi-
cates, more than half of black children under 18 are being raised by a single mother
(Federal Interagency Forum on Child and Family Statistics 1997:64). Only 13 percent
of black children in married-couple families lived in poverty as compared with 62
percent of black children living in female household families. (A similar pattern is
evident with Hispanic families—28 percent compared with 66 percent [U.S. Bureau
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TABLE 1.4 Comparison of Percentage of United States Resident Population in
1995 and Projected Population in 2050 by Race and Hispanic Origin

Race 1995 2050

White, not Hispanic 72.5 53
Black, not Hispanic 12.1 13
Hispanic, any race 11.1 23
Asian/Pacific Islander 3.6 10
American Indian, Eskimo and Aleut, not Hispanic 0.7 1

TABLE 1.3 Resident 1997 Population of the United States: Estimates by Race and
Hispanic Origin (Numbers in thousands)

Race Population Percentage

White, not Hispanic 194,926 72.5
Black, not Hispanic 32,466 12.1
Hispanic, any race 29,802 11.1
Asian/Pacific Islander 9,584 3.6
American Indian, Eskimo and Aleut, not Hispanic 1,986 0.7

of the Census 1996:14].) Thus, based on their structural position in the U.S. economy,
single mothers and their children are at risk of prolonged and cumulative stress.

The 1998 U.S. Census Bureau reported that Hispanic persons of any race com-
prised 11.1 percent of the total population of 268.8 million (U.S. Bureau of the Census
1998; see table 1.3). While comprising only 11.1 of the country’s population, Hispanic
persons of any race comprise 24 percent of the nation’s poor. In 1995, the median
household income of Hispanic residents fell 5.1 percent while it rose for all other
ethnic and racial groups. Goldberg (1997) noted, “For the first time, the poverty rate
among Hispanic residents of the U.S. has surpassed that of blacks” (A1). Thirty per-
cent of all Hispanic residents live in poverty—almost three times the percentage of
non-Hispanic whites in poverty.

Language and schooling appear to account for the growing ethnic and racial dis-
parity. For example, in 1994, 12.7 percent of white persons and 15.5 percent of black
persons did not complete high school as compared with 34.7 percent of Hispanic
persons (Goldberg 1997). By 1996 and over the last quarter century, approximately
one-third of Hispanic persons ages 16 to 24 years lacked a high school degree and
were not enrolled in school, with 50 percent having completed less than a tenth-grade
education (The National Center for Education Statistics 1996). Moreover, Hispanic
persons are the fastest-growing ethnic group in the United States. As shown in table
1.4, by the year 2050, the Hispanic population is expected to increase to 23 percent
of the total projected population of 391 million (Ozawa 1997). These data suggest that
in the decades to come the Hispanic population will account for an increasing pro-
portion of poor in this country because they are insufficiently prepared to compete
in a highly technical society.
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SOCIETAL CONTEXT

After a discussion of the definitions and demographics of the distressing life condi-
tion, circumstance, or event, the authors examine how social structures and institu-
tions cushion, aggregate, or “cause” the problems in question. When social structures
and institutions provide essential resources and supports, they are critical buffers,
helping people cope with life transitions, environments, and interpersonal stressors
(Germain and Gitterman 1996). By providing emotional, instrumental, informational,
and appraisal supports, society structures influence the worldviews and self-concepts
of people and fortify them against physiological, psychological, and social harm (Gott-
lieb 1988a, 1988b). In contrast, when these resources and supports are unavailable,
or insufficient, people are apt to feel helpless and lack self-confidence and skill in
interpersonal and environmental coping.

Economy. In the United States, the rich continue to become richer; the poor become
poorer. In essence, the gap between the poor and the wealthy, the unskilled and the
skilled is widening.1 For example, Bill Gates has greater wealth than half of the people
in the United States put together. Larder (1998) reported, “Since the 1970’s, virtually
all our income gains have gone to the highest-earning 20 percent of our households,
producing inequality greater than at any time since the 1930’s, and greater than in
any of the world’s other rich nations” (C1).

Broad changes in the economy have further victimized the poor. The demand for
low-skilled workers has significantly declined. Over the last two decades blue-collar
and lower-income workers wages have eroded. Gradually and consistently many
manufacturing plants have closed, resulting in significant job losses (Danziger 1997).
The loss of blue-collar and lower-income jobs has created severe economic hardships.
At the same time, service industries have grown rapidly and created millions of new
jobs, requiring new and advanced technical skills not possessed by many in the manu-
facturing industry.

Not only have these workers lost jobs, but their real wages have also declined.
Among males between the ages of 25 and 44, only those who completed more than a
college degree, a very small percentage, had a higher inflation-adjusted earnings in
1993 than in 1973 (Danziger 1997). The enormity of the decline in blue-collar and
lower-income wages is captured by Passell (1998):

The median wage of those with only a high school diploma fell by 6 percent,
adjusted for inflation from 1980 to 1996, while earnings of college graduates
rose by 12 percent. . . . In 1982, people in the top one-tenth of the work force
made $24.80 an hour, 3.95 times the $6.28 an hour for workers in the bottom
one-tenth. By 1996 the wage gap widened with then high-end workers av-
eraging $25.74 an hour, or 4.72 times the $5.46 an hour of those at the bot-
tom. (1)

Blue-collar and lower-income workers are less marketable and have difficulty com-
peting in an information and technologically driven economy.

Not only have blue-collar and lower-income workers lost jobs and had their real
wages decline, they also have suffered from significant discrepancies in job benefits
and quality of work life. The comparative decline in their job benefits swells the
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discrepancy between high- and low-wage earners. For example, the entire compen-
sation package in 1982 of workers earning in the top 10 percent ($35.16 a hour) was
4.56 times higher than that of workers in the bottom 10 percent ($7.72 an hour). By
1996, the disparity grew even wider with highly paid workers gaining $1.73 an hour
and low-end workers losing 93 cents an hour and the ratio increasing to 5.43 to 1.
Passell (1998) provides two additional examples:

More than 80 percent of workers received paid holidays and vacations in
1996, but less than 10 percent of those in the bottom tenth received paid
leave of any kind. Similarly, about 70 percent of workers have pension plans,
while less than 10 percent of those in the bottom can count on any employer-
financed retirement benefits. Access to health insurance follows a similar
pattern. (28)

Clearly, those on the bottom of the economic ladder are competing for a decreasing
pool of nontechnical jobs, at lower wages, with greater discrepancies in job benefits
and quality of work life.

The transformation in the U.S. economy has not affected all groups equally. A
large and growing number of young black males are hopelessly locked into a life of
unemployment. The dramatic economic changes intensified by our country’s long
history of racism and discrimination have left the black family extremely vulnerable.
Already in the 1960s, the national rate for unemployed black men between the ages
of 18 to 24 was five times as high as that of white males of the same age (Clark 1965:34).
Whereas the previously slave-exploited agricultural economy required relatively un-
skilled labor, our increasingly automated and service economy requires skilled labor.
Therefore, the economy now has little need for the unskilled black male. Wilhelm
and Powell (1964) suggest that our economy no longer needs the black male:

He is not so much unwanted as unnecessary; not so much abused as ignored.
The dominant whites no longer need to exploit him. If he disappears tomor-
row he would hardly be missed. As automation proceeds it is easier and
easier to disregard him . . . thus, he moves to the automated urbanity of “no-
bidiness.” (4)

Lack of employment opportunities institutionalizes poverty and its varied conse-
quences.

The environment of poor people is particularly harsh. Because of their economic
position, they are unable to command needed goods and services. Good education,
preventive health care, jobs, housing, safe communities, neighborhood amenities, and
geographic and social mobility are unavailable or extremely limited for the poor. They
are not able to compete for societal resources and their leverage on social institutions
is extremely limited. A devastating cycle of physical, psychological, and social con-
sequences follow. And with the government reducing its role in providing a safety
net, the plight of poor, particularly poor children, can only worsen.

Legislation. In 1996, President Clinton signed into law the welfare “reform” act—the
Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA). This
federal law imposed work requirements and a sixty-month lifetime time limit, prom-
ising to “end welfare as we know it.” The new law’s manifest purpose was to end
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public assistance recipients’ dependence on the government and create economic
independence and self-reliance by limiting benefits to a maximum of five years and
by providing job training and employment opportunities.2 Some believe that the new
legislation’s latent and real purpose is to punish poor women for having children
“they shouldn’t have had”—through stigma, economic deprivation, work require-
ments, and lack of provision of child care.

The campaign to gain the public’s approval and to pressure the president to sign
PRWORA into law conveniently ignored the fact that in 1995 approximately two-
thirds of the recipients receiving Aid to Families with Dependent Children were chil-
dren and only one-third were adults (U.S. House of Representatives 1996). With the
projected changes in public assistance, according to the Urban Institute, 3,500,000
children will be dropped from the rolls in 2001. By 2005, 4,896,000 children will be
cut off. The new law will cause 2.6 million persons to fall below the poverty line.
Those currently in poverty will be pushed further below the poverty line.

The legislation does not differentiate between short-term and long-term public
assistance recipients. Yet, as an Urban Institute report indicates, they differ in im-
portant ways:

Long-term recipients displayed more depressive symptoms, had less of a
sense of personal control over their lives, and had fewer social supports than
short-term recipients. Long-term recipients also provided their children with
less cognitive stimulation and emotional support than did short-term recip-
ients, and the children themselves scored lower on measures of receptive
vocabulary and social maturity. Children from families who are more likely
to reach the time limits thus appear to be at higher risk already. (Zaslow et
al. 1998:5–6)

The question becomes, which families are more likely to be long-term recipients and,
therefore, reach time limits without a viable alternative? Apparently, a surprise to
many legislators (but not to most social workers) is the fact that black and Hispanic
mothers and their children are at much greater risk than white mothers of reaching
the time limits. While the number of people receiving public assistance has dramat-
ically declined, white recipients are finding employment and leaving the welfare sys-
tem at a disproportionately faster rate than black and Hispanic recipients.

Until recently, the majority of public assistance recipients had been white. Cur-
rently, black and Hispanic recipients outnumber whites by about a 2 to 1 ratio. In
New York City, for example, white recipients have declined at almost twice the rate
of black recipients and almost eight times the rate of Hispanic recipients. Specifically,
57 percent of the white population on welfare have left since 1995 as compared with
30 percent of the black population and only 7 percent of the Hispanic population.
Currently, New York City’s recipients are 59 percent Hispanic, 33 percent black, and
5 percent white (DeParle 1998).

Multiple forces seem to account for this striking development. Black and His-
panic recipients have less formal education than their white counterparts. Among
white recipients, only 33 percent did not have a high school degree compared with
40 percent of the black and 64 percent of the Hispanic recipients (DeParle 1998). In
a survey of a sample of New York City public assistance mothers conducted by New
York State Social Services, the researchers found that as many as 80 percent of the
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Hispanic women were not born in the United States, with 30 percent lacking a ninth-
grade education compared with only 9 percent of non-Hispanic women (Swarns
1998). Hispanic persons’ lag in education and language skills reflects a partial expla-
nation for their difficulties in entering the world of work. When they attempt to im-
prove language skills, they often have difficulty finding resources. For example, in
New York City in 1998, “the city turned away hundreds of Spanish-speaking welfare
mothers from English classes because they had more students than seats. Hundreds
more were denied access to resume writing courses and vocational training—services
available to English speaking mothers” (Swarns 1998:A1, B8).

Family Factors. Another factor in Hispanics and blacks being more likely than whites
to reach welfare time limits without viable alternatives is the association between
poverty and single-mother families. Minority women are less likely to marry. About
31 percent of white female welfare recipients had never been married as compared
with 40 percent of Hispanic women and 61 percent of black women (DeParle 1998).
As previously discussed, children living in married-couple families live in greater
financial security than those living in single-parent households. A related factor is
that minority women have larger families (20 percent of white recipients have more
than two children as compared with 38 percent for black and Hispanic families),
creating additional associated financial burdens.

Finding suitable child care is a problem for most families and significantly more
so for larger single-parent poor minority families. Poor children are less likely to enter
kindergarten with prior early childhood program experience than children living in
families above the poverty line. In 1996, 41 percent of children whose family income
was below the poverty line were enrolled in an early childhood program as compared
with 58 percent of children living in families whose income is above the poverty line.
Hispanic children were the least likely (37 percent) to attend an early childhood
program compared with 63 percent of black children and 54 percent of white children
(Federal Interagency Forum on Child and Family Statistics 1997:45). For Hispanic
mothers, the cultural expectation is that the woman’s primary role is to stay home
and raise her children. Day care centers are often deeply distrusted. In the New York
State survey, 75 percent of Hispanic mothers feared that their children would be
mistreated in day care compared with 45 percent of non-Hispanic mothers (Swarns
1998).

Also contributing to the disproportionate number of minority families nearing
their time limits is the fact that they are more likely than white families to live in
inner-city, high-crime, and job-scarce communities. While 71 percent of black families
and 63 percent of Hispanic families receiving public assistance lived in large urban
inner cities, only 31 percent of white welfare families did so. As DeParle (1998) poi-
gnantly states, “Race is intertwined with place” (A12). Race is also intertwined with
job discrimination.

VULNERABILITIES AND RISK FACTORS

Anthony (1987) analogizes vulnerability and risk to three dolls made of glass, plastic
and steel. Each doll is exposed to a common risk, the blow of a hammer. The glass
doll completely shatters, the plastic doll carries a permanent dent, and the steel doll
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gives out a fine metallic sound. If the environment buffers the hammer’s blow by
“interposing some type of ‘umbrella’ between the external attack and the recipient,”
the outcome for the three dolls will be different (Anthony 1987:10). Each contributor
identifies the major vulnerabilities and risk factors for people finding themselves with
the life’s condition, circumstance, and event presented in this book.

As stated earlier, chronic poverty is the major force responsible for both pro-
longed and cumulative stress; consequently, it is the most potent risk indicator for
many of the distressing life circumstances and events. Poor people are simply most
likely to become unhealthy, single parents, homeless, crime victims, abused and vi-
olated, imprisoned, pregnant in adolescence, jobless, etc. And among the poor, people
of color are at highest risk. Two examples follow.

Health and Poverty. Generally, people who live in societies with large income and
wealth disparities are less healthy than those who live in societies characterized by
a small disparity in income and wealth. In a society like the United States where
differences in income and wealth are extremely large, “your chances of escaping
chronic illness and reaching a ripe old age are significantly worse than if you live in
place where differences are not as large (Sweden, for example)” (Larder 1998). The
association between family income and health is clearly evident in the health of the
country’s children.

Family income directly affects the health of children. The higher the family’s
income, the higher the percentage of children in very good or excellent health. Eighty-
eight percent of the children of families with annual incomes of $35,000 or more were
in very good or excellent health as compared with 63 percent of children in families
with annual incomes under $10,000 (Federal Interagency Forum on Child and Family
Statistics 1997:22). A significant factor accounting for this disparity is that poorer
children simply receive poorer medical care. A significant number of poor children
are not covered by health insurance. In 1996, as many as 10.6 million children were
without health insurance (Weinberg 1997). Most of these children live 200 percent
below the poverty line. Without health insurance, poor children receive less preven-
tive as well as restorative medical care. For example, uninsured children have been
found to receive medical care half as often for acute earaches, infections, and asthma
compared with children with private and public insurance. They are also less likely
to receive hospital services, routine checkups, to be fully immunized, and to receive
dental care than insured children (U.S. Department of Health and Human Services
1997).

Health and Race/Ethnicity. White persons are expected to live an average of seven
more years than black persons (Anderson, Kochanek, and Murphy 1998). The differ-
entials in white and black mortality rates begin at the outset of life and persist through-
out the life span. In 1995, the black infant mortality rate was 14.9 percent compared
with 6.3 percent for white infants. Black infants die at almost a two and a half times
higher rate than white infants (Federal Interagency Forum on Child and Family Sta-
tistics 1997:24). In 1994, there were 36.5 deaths per 100,000 of white children ages 1
to 4 years as compared with 77.2 deaths per 100,000 black children of the same age
(more than twice as many) (28). Among children 5 to 14 years of age, there were 20.3
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TABLE 1.5 Child Mortality Rates by Age, Race, and Hispanic Origin, Selected
Years 1980–94 (Deaths per 100,000 Resident Population)*

Age 1980 1985 1991 1993 1994

1–4
White 57.9 46.6 41.7 38.4 36.5
Black 97.6 80.7 79.7 79.1 77.2
Hispanic — 48.2 47.0 42.0 39.1
Asian** 43.2 40.1 30.4 30.5 25.3

5–14
White 29.1 24.9 22.0 21.4 20.3
Black 39.0 35.5 34.2 35.1 34.8
Hispanic — 19.6 21.5 22.6 20.1
Asian** 22.5 20.8 15.1 17.1 16.2

*Persons of Hispanic origin may be of any race. Each race category includes Hispanics of that race.
**and Pacific Islander

deaths per 100,000 white children as compared with 34.8 deaths per 100,000 black
children (29). As table 1.5 shows, the Asian and Pacific Islander mortality rate is the
lowest for all age children (78).

Black adults also suffer higher death rates than whites from most major health-
related causes. And the gap between black persons and white persons continues to
widen in the incidence of asthma, diabetes, several forms of cancer, and major infec-
tious diseases. For example, for every 100,000 live births in 1995, the white maternal
mortality rate was 7.1 as compared with a rate of 22.1 for black mothers. For another
example, since the 1980s, diabetes cases have risen 33 percent among black persons,
three times the increase among whites. In relation to tuberculosis, in 1995 for every
100,000 people, 8.7 white persons contacted the disease as compared with 23.9 black
persons. The pattern for heart disease (whites 108 and blacks 147 per 100,000) and
stroke (whites 26.7 and blacks 45 per 100,000) is also consistent (Kilborn 1998).

For the first time since the 1930s, there has been a decline in cancer rates as well
as deaths from cancer. From 1990 to 1995 the actual rates of cancer rates dropped for
both races, although black persons continued to have a higher proportion of deaths
from all forms of cancer (130 whites and 172 blacks for every 100,000 people). The
drop in cancer rates has affected every group in the United States except black men.
They have the highest rates of cancer, primarily because of a significant rise in new
cases of prostate cancer. Lung, prostate, breast, and colon cancers, the four most com-
mon types of cancer, account for approximately 54 percent of all newly diagnosed
cancers. And for each, except breast cancer, black persons had the highest rate. Al-
though the rate of breast cancer is higher for white persons than black persons, black
women were much more likely to die from breast cancer. Late medical detection and
poor quality medical attention accounts for these differential rates of cancer and
deaths (Stolberg 1998a).

The U.S. Department of Health and Human Services (1997) reported that the
cumulative number of reported AIDS cases was 612,078. As table 1.6 indicates, the
number of black persons reported with AIDS was somewhat less than white persons.
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TABLE 1.6 United States AIDS Cases by Race or Ethnicity

Race or Ethnicity No. of AIDS Cases

White, not Hispanic 279,072
Black, not Hispanic 216,980
Hispanic 109,252
Other 6,774

However, the similarity in the number of reported AIDS cases among white and black
persons is astonishing when one considers that black people comprise only 13 percent
of the total U.S. population.

Moreover, while comprising only 13 percent of the population in the United
States, black persons account for 57 percent of all new HIV infections. For black
adolescents and young adults (ages 13–24), the estimate is even higher, 63 percent.
For black adults (ages 25–44) AIDS has become the leading cause of death. The AIDS
epidemic is ravaging black families and neighborhoods and “many worry that AIDS
will become marginalized, just another inner-city problem, like crime or drugs or
graffiti” (Stolberg 1998b:A1).

Race and ethnicity are associated with different sources of risk for HIV/AIDS. For
example, of the reported male adolescent/adult AIDS cases, 76 percent of the non-
Hispanic white males and 76 percent of Asian/Pacific males contacted the HIV virus
and AIDS from sex with other men as compared with only 38 percent among non-
Hispanic black males and 44 percent Hispanic males. In contrast, the exchange of
needles accounted for only 9 percent and 5 percent of HIV/AIDS cases among non-
Hispanic white and Asian males, respectively, as compared with 36 percent among
non-Hispanic black men and 37 percent among Hispanic men. For white, black, and
Hispanic women, the demographics for sharing needles are very similar: 43 percent
of non-Hispanic whites, 46 percent for non-Hispanic blacks, and 43 percent for His-
panics. However, drug use accounts for only 17 percent of cases of AIDS for Asian/
Pacific Islander women, the majority of whom contact AIDS from heterosexual contact
(46 percent). Asian/Pacific Islander women also have by far the highest rate (18 per-
cent) of blood transfusions responsible for AIDS (as compared with 8 percent for non-
Hispanic whites, 2 percent non-Hispanic blacks, and 3 percent Hispanics). Obviously,
the various subpopulations are vulnerable to different risk behaviors (U.S. Depart-
ment of Health and Human Services 1997).

The total number of reported AIDS-related deaths was 379,258; the ratio of blacks
and Latinos to whites was about 3 to 1. And of the children with AIDS, 90 percent
are black and Latino. In 1996, the cumulative HIV births were 60 percent black, 32
percent Latino, and 6 percent white infants (U.S. Department of Health and Human
Services 1997). These children’s mothers carry a double burden. They are blamed
for becoming infected and, then, for infecting their children. They are judged and
stigmatized.

Community Violence and Poverty. Poverty breeds violence. Neighborhoods that have
a large number of reported child abuse cases tend to be very poor, with poor housing
and a low level of neighborhood interaction. Child abuse has been associated with
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lower socioeconomic status, unemployment, lack of education, childbearing at an
early age, alcohol and drug abuse, and spousal violence (Hampton and Newberger
1985; Olsen and Holmes 1986). Poverty is also the most powerful correlate to wife
battering.

Violence is endemic and epidemic in our society. The country’s poor youth are
the primary victims of violent crimes. According to a study by Ringel (1997), youth
between the ages of 12 and 19 had the highest rates of violent crime victimization.
This age group was twice as likely as those ages 25 to 34, three times as likely as those
ages 35 to 49, and twenty times as likely as those age 65 or older to experience violent
crimes. Youth in households with annual incomes of less than $7,500 were much
more vulnerable to violent crimes than youth in higher-income households. Per thou-
sand, 65.3 persons age 12 or older in the poorest households were victims of crimes
of violence as compared with 30.5 persons in households with annual incomes of
more than $75,000 (Ringel 1997:4).

Although the murder rate has been continually declining for several years, the
murder rate is much higher in the United States in comparison to other industrial
democratic societies. In 1996, for every 100,000 people living in the United States,
7.4 persons were murdered. Finland had the next highest rate, but it was only 3.2 per
100,000 people (France’s rate was 1.1, Japan’s 0.6, and Britain’s 0.5). While the mass
media and public perception frequently equate violence with minorities living in the
urban inner cities of the Northeast, actually, the high American murder rate is pri-
marily a Southern murder rate. The South has almost double the murder rate of the
Northeast. This regional difference has been traced back to the nineteenth century.
For example, from 1880 to 1886, the murder rate in South Carolina (then a primarily
agricultural state) was four times higher than that of Massachusetts (then the most
urban, industrial state). In 1996, the murder rate in South Carolina was 9 per 100,000
people as compared with 2.6 per 100,000 people in Massachusetts. Currently, “the
former slave holding states of the old Confederacy all rank in the top 20 states for
murder, led by Louisiana with a rate of 17.5 murders per 100,000 people in 1996”
(Butterfield 1998a:1).

The American tradition of violence has its roots in the Southern code of honor.
It evolved from a rich and proud culture that prospered in the antebellum rural South.
Southern upper-class gentlemen were compelled to defend their personal and familial
honor, risking injury and life itself for the sake of reputation and manliness. Gradually,
the African American slave society adapted the Southern code of honor. Since African
American slaves and their descendants could not trust or turn to the law and its white
institutions, disputes were personally and often physically settled. This traditional
code of honor has been transformed into modern inner-city street culture: “Don’t step
on my reputation. My name is all I got, so I got to keep it.” As guns and semiautomatics
have become available to younger and more neglected and desperate children, “the
rituals of insult and vengeance” represent a lethal anachronism (Butterfield 1996).
And true to the Southern tradition of defending honor and proving manliness, most
murders are not committed in pursuit of a crime, but rather as an outcome of personal
differences such as lovers’ quarrels or bar or neighborhood brawls (Butterfield 1998a).

The cumulative impact of the exposure to violence is devastating. Exposure to
violence has been “associated with feelings of depression and anxiety, higher levels
of antisocial and aggressive activities, lower school attainment, and increasing risk
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TABLE 1.7 Mortality Rates Among 15- to 19-Year-Old Males, by Gender, Race,*
Cause of Death, Selected Years 1980–94 (Deaths per 100,000 Resident Population,
Ages 15–19)

Cause of Death 1980 1985 1991 1993 1994

All causes
White 143.5 112.1 113.6 108.8 109.6
Black 134.5 125.3 232.6 234.3 234.3

Motor vehicle
White 68.1 50.3 44.4 41.4 41.5
Black 24.3 21.9 29.7 26.8 29.0

Firearms
White 21.0 18.4 29.5 29.1 30.0
Black 46.7 46.5 142.7 154.8 152.7

*Persons of Hispanic origin may be of any race. Each race category includes Hispanics of that race.

taking” (Marans, Berkman, and Cohen 1996:106). An increasing number of inner-city
children, for example, suffer from low self-esteem and a posttraumatic stress syn-
drome similar to that seen in the Vietnam veterans (Lee 1989). These children have
been exposed to violent attacks on and murders of their parents, friends, relatives,
and neighbors. They are further traumatized by domestic violence and child abuse.
These experiences have long-lasting physical, psychological, and social effects.

Community Violence and Race/Ethnicity. Blacks are more likely than whites to be
victims of violent crimes. For example, blacks are nearly twice as likely as whites to
be victims of aggravated assault (Ringel 1997:4). Black youth are the most vulnerable
to violent death. In 1994, among 15- to 19-year-olds, the total death rate for white
males of this age group was approximately 109 deaths per 100,000 resident popula-
tion; for black males, there were 234 deaths per 100,000 resident population. Of the
234 black male deaths per 100,000 resident population, 150 were from firearms as
compared with only 25 from motor vehicles. In contrast, white adolescents suffered
deaths more from motor vehicles than from firearms. Moreover, among black adoles-
cents, death by firearms increased threefold between 1985 and 1991 (Federal Inter-
agency Forum on Child and Family Statistics 1997:79: see table 1.7).

RESILIENCIES AND PROTECTIVE FACTORS

Yet, in spite of various vulnerabilities and risk factors, a surprisingly large number of
people mature into normal, happy adults. Why do some people collapse under certain
life conditions and circumstances while others remain relatively unscathed? What
accounts for the remarkable individual variations in people’s responses to adversity
and trauma? How do people adapt, cope, and meet the challenges of physical and
mental impairments, severe losses, chronic discrimination, and oppression? Why do
some people thrive and not simply survive in the face of life’s inhumanities and
tragedies?

What accounts for their resilience? Webster’s defines resilience as “the tendency
to rebound or recoil, to return to prior state, to spring back.” Protective factors are
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biological, psychological, and/or environmental processes that contribute to prevent-
ing a stressor, or that lessen its impact or ameliorate it more quickly. The process of
“rebounding” and “returning to prior state” does not suggest that one is incapable of
being wounded or injured. Rather, in the face of adversity a person can bend, lose
some of his or her power and capability, yet recover and return to prior level of
adaptation.

Although, as mentioned earlier, most investigations to date have focused on the
negative rather than the positive aspects of people’s responses to life’s miseries, some
research into children living in highly stressed, trauma-inducing environments has
helped to inform us about the protective factors that children use to negotiate high-
risk situations. The protective factors are related to the following: temperament, fam-
ily patterns, external supports, and environmental resources (Basic Behavioral Task
Force 1996):

1. Temperament. Temperament includes such factors as: (a) activity level;
(b) coping skills; (c) self-esteem; and (d) attributions.
a. activity level—children with easy temperaments are less likely than

those with difficult ones to be scapegoated by parents and others. In
comparison, unfriendly and overactive children often encounter much
greater rejection, anger, and abuse.

b. coping skills—some children’s ability to physically remove or emo-
tionally distance themselves reduces their exposure to family discord.

c. self-esteem—children’s concepts and feelings about themselves and
their social environments play an important role in their ability to deal
with life’s challenges. Self-esteem is not set in early or even late child-
hood. How we feel about ourselves develops throughout life and is
modified by life experiences. Moreover, self-esteem is a dynamic, com-
plex concept as “individuals have not one but several views of them-
selves encompassing many domains of life, such as scholastic ability,
physical appearance and romantic appeal, job competence, and ade-
quacy as provider” (Basic Behavioral Task Force 1996:26). Two types
of experiences seem to be primarily related to feelings of self-worth.
First, positive intimate relationships, even in adult life, do much to
bolster people’s feelings of self-worth. Second, successful task accom-
plishment (e.g., academic, sports, music, employment) also strongly
affects feelings of self-worth.

d. attributions—children’s attribution of responsibility for exposure to
trauma-inducing environments also plays an important role. Generally,
a self-condemning attribution style has a strong negative impact. For
example, in a study of the relationship between the ways adult women
survivors of sexual abuse attributed responsibility and the number of
symptoms they exhibited found that those who blamed themselves
had more symptoms than those who did not; those who blamed fate
or bad luck had more symptoms than those who did not blame fate or
bad luck; those who blamed both themselves and fate or bad luck had
more symptoms than those who did not; and those who blamed the
perpetrator had fewer symptoms than those who did not (Feinauer and
Stuart 1996).
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People’s subjective realities, i.e., their perceptions of their inner and
external resources, their attributions, and social constructions, are essen-
tial to professional understanding. Two people with similar personal and
environmental resources may perceive their resources quite differently
and consequently function at very different levels.

2. Family Patterns. In family illness studies, one good parent-child relation-
ship served as a protective factor in cushioning dysfunctional family pro-
cesses as well as in increasing the child’s self-esteem. The relationship
also reduced psychiatric risk. The presence of a caring adult such as a
grandparent led to similar outcomes (Basic Behavioral Task Force 1996).

3. External Support. External support from a neighbor, parents of peers,
teacher, clergy, or social worker is also a significant cushioning and pro-
tective factor. The importance of social support has been widely docu-
mented. Supportive social networks are important sources of positive self-
concept and also help shape one’s worldview (Miller and Turnbull 1986).
Buffering or cushioning an individual in harm’s way is achieved through
the provision of four types of support (Auslander and Levin 1987): in-
strumental (goods or services); emotional (nurturance, empathy, encour-
agement); informational (advice, feedback); and appraisal, (information
relevant to self-evaluation). These supports provide essential ingredients
for effective protection and coping, including a sense of physical and emo-
tional well-being, personal identity, and the sustainment of life itself
(Heller, Swindel, and Dusenbury 1986; Thoits 1986). Simply believing
that networks are available for support results in people being less anx-
ious and more confident in dealing with new stressors (Gottlieb 1988a,
1988b).

4. Environmental Resources. Finally, the broader environment and the op-
portunity structure create the conditions for all other factors. As discussed
previously, when social structures and institutions act as buffers, they
enhance people’s abilities to cope with life’s transitions and stressors;
when environmental resources are unavailable, or insufficient, people are
more apt to feel hopeless and are less able to cope.

Many vulnerability or protective processes often concern key turning points in
people’s lives rather than long-standing attributes. The direction of a trajectory for the
future is often determined by what happens at a critical point. The decision to remain
in school, for example, represents a critical turning point, often leading to more posi-
tive trajectories than dropping out of school. In contrast, the birth of an unwanted
child to a well-functioning teenager, who is then rejected by family, creates a negative
trajectory (Rutter 1987).

Planning in making choices looms as a critical factor in turning-point decisions.
Exercising foresight and taking active steps to cope with environmental challenges
are critical factors. In a follow-up study of girls reared in institutional care, Rutter
(1987) found that the extent to which they did not marry for a negative reason, such
as to escape from an intolerable situation or because of unwanted pregnancy, and
exercised planning in their choice of a partner, they were less likely to marry a man
who was a criminal or had a mental disorder. The importance of planning as a pro-
tective factor also emerges in areas of school and work (Rutter 1987).
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And then there is always the simple element of chance or God’s will: good fortune
and misfortune. Although our efforts to be scientific may cause us to shy away from
the idea of chance or spiritual beliefs, they may well enhance our understanding of
and feeling for the human experience. For example, survivors of the Holocaust know
that they survived because they happened to be at the right place, at the right time.
For another example, people involved with AA commit and align themselves with a
spiritual force larger than themselves.

Two additional factors to planning in making choices and chance or God’s will
are worth noting. One factor is humor. Laughter is essential to life. Laughter “deflects,
unmasks, and frees us from unreal, pretentious, and imprisoning beliefs or percep-
tions” (Siporin 1984:460). To be able to laugh in the face of adversity and suffering
releases tension, provides hope, and takes sadness and “makes it sing.” Eli Wiesel
poignantly noted (as quoted in Baures 1994):

The truth comes into this world with two faces. One is sad with suffering,
and the other laughs; but it is the same face, laughing or weeping. When
people are already in despair, maybe the laughing face is better for them; and
when they feel too good and are sure of being safe, maybe the weeping face
is better for them to see. (31)

And finally, through the processes of helping and giving to others, people help
and heal themselves. Frankl (1963), a survivor of the Holocaust, eloquently describes
that one finds meaning in life—finds meaning in suffering—not through the pursuit
of self-gratification, but primarily through the processes of helping and giving to oth-
ers. Essentially, when people lend their strength to others, they strengthen themselves.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Each contributor examines programs and social work contributions in dealing with
the population’s life stressors. Managed care has had a profound impact on almost all
social work programs. Managed care’s main objective is cost containment by either
placing limits on patient services (e.g., number of days in the hospital, visits to general
practitioner and specialists, total dollar expenditures per year and per lifetime) and/
or increasing copayments and deductibles. Managed care’s dual emphases on mini-
mizing costs and maximizing profit impose corporate values and ideology on health
and social welfare agencies. These values and ideology differ radically from social
welfare’s commitment to human rights and the provision of safety nets and buffers to
our capitalist system (Schamess 1998:24).

In health care, for example, social work departments are being decentralized and
social work practitioners integrated into service teams. Consequently, social work
directors and supervisors are yielding some of their administrative responsibilities
and searching for ways to survive. The diminished administrative structure limits
staff opportunities for promotion and leaves them isolated and vulnerable in ongoing
turf battles with nurses. Furthermore, staff isolation and vulnerability inhibits their
ability to advocate for quality patient care.

Managed care’s dual emphases have a particularly deleterious affect on poor peo-
ple. Medicaid consumers are being rapidly enrolled by managed care organizations.
However, these organizations’ primary experiences are with providing services to
employed populations with low health risk. They have little experience with such
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needed services as outreach or case management. Consequently, Medicaid patients
“may encounter difficulties obtaining the full range of health and related social ser-
vices” (Perloff 1998:68).

Since each author examines the specific programs, services, and modalities and,
where relevant, the impact of managed care, the discussion is limited to selected ideas
about primary prevention programs. What do we do with our knowledge about pop-
ulations vulnerable and resilient to various pernicious life conditions, circumstances,
and events? Funding sources have placed an increasing emphasis on the public health
concept of primary prevention, the primary objective of which is to anticipate and
forestall some undesirable event or condition that might otherwise occur and spread
(Gitterman 1988).3 Primary prevention has two distinct strategies: (1) specific protec-
tion, an explicit intervention for disease prevention in which a population at risk is
identified and something is done with the population to strengthen its resistance and
resilience; and (2) health promotion, an intervention for improving the quality of life
and raising the general health/mental health level of a population. Social workers also
have inherited from their past a third prevention strategy, environmental change, i.e.,
doing something about the social conditions that play host to and foster the problems.
In times like the present, this tradition, if not ignored, is certainly neglected. Funding
and consequently professional interests are both primarily engaged in the “specific
protection” aspect of prevention.

This direction can be a problem. By emphasizing specific protection, our efforts
may be promising much more than they can deliver. Childhood poverty, for example,
is deeply embedded in our social structure. The decline in actual earnings, decrease
in public entitlements, and increase in single parenting and numerous social prob-
lems all conspire to enlarge the dimensions of childhood poverty. These children’s
problems are becoming more desperate, intractable, and dangerous. In this context,
the premise of specific protection prevention, i.e., intervening before a problem has
“struck,” must be reexamined. If we identify poverty and racism as the major prob-
lems, prevention of social ills becomes elusive, if not illusionary.

Intimate partner and child abuse prevention programs, for another example, are
being implemented within the context of a violent society. Our society promotes and
tolerates violence and few prevention programs deal with the cultural propensity
toward violence. Programs that teach selected adolescents to avoid pregnancy by say-
ing “no” or advise parents who may potentially abuse their child to manage their
angry feelings, however useful and pertinent, cannot deal with the multidimensional
pathways to social problems. In fact, most new immigrant groups have shown high
rates of “social pathology,” but as they achieved economic security, the social pa-
thology rates declined. These social pathologies are analogous to a high fever: in such
an analogy, specific protection interventions may momentarily reduce the fever, as,
for example, an aspirin does, but they disguise the problem. Social pathologies are
outcomes of complex ecological chains that include attributes of the individual’s ge-
netic, biopsychosocial makeup; the structures of the family, social networks, com-
munity, school, workplace, religious organizations, and health system; recreational
resources; general culture and subculture; social class; and the overall polity.

Another problem with specific protection strategies is the difficulty in identifying
subpopulations at risk. Certain life problems, for example, have been associated with
pathogenic family processes. The problem is what to do about these findings. A boy
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observing his father batter his mother does not, of course, inevitably become a wife
batterer himself. Based on his experiences, he may become determined and successful
at not battering his wife. Similarly, a boy growing up in a nonbattering family may,
owing to unemployment or addictions, become a batterer. What do we do about ag-
gregate data: do we attribute to the individual the characteristics of the group, thus
stigmatizing and defining them to be “at risk”?

To draw a parallel, a colleague was asked to study alcohol abuse in a police
department. He found that Irish policemen were particularly at risk of alcoholism. It
is obvious from a logical (if not political) point of view that action, if any, can only
be taken in relation to health promotion for the total police population. When we
identify a subpopulation at “risk” as candidates for specific protection interventions,
rather than using a universal health promotion approach, we are in danger of adding
to the burdens of that population. Moreover, by seeking and accepting restrictively
defined prevention funding, we are in effect promising to reduce or eliminate prob-
lems such as child abuse, drug addiction, and teenage pregnancy. And when these
modestly funded specific protection programs are unable to mitigate what are prob-
ably the consequences of structurally ingrained poverty, we diminish our professional
credibility.

The second strategy, “health promotion,” is a viable alternative. It attempts to
improve the quality of life and foster optimal health in the total population. It focuses
on “wellness” and maintaining health rather than treating “sickness” and restoring
health. Services based on a developmental approach scheme emphasize access to
health education, recreation, and socialization activities, and cultural programs. In
effect, the health promotion approach offers multiple pathways to well-being. Ex-
amples include genetic counseling, marital counseling, pregnancy planning, pre- and
postnatal care, obstetrical care, well baby clinics, preschool programs and enrichment
programs, and parental involvement in school programs and sex education. These
programs attempt to engage social competence, cognitive and emotional coping, and
achievement. Maximizing early positive experiences and minimizing negative expe-
riences are more likely to have long-lasting effects. Thus, in social planning for uni-
versal services, programs need to be designed to strengthen major social institutions:
the family, the school, the world of work, and the community. When these institutions
are strengthened, general health is promoted.

Our programs also ought to reflect more involvement with the third strategy,
“environmental change.” We need to revitalize the community organization tradition
in our practice. Community organization is essential for instrumental accomplish-
ments (e.g., voter registration) as well as for the experience of challenging imbalance
in power relations (Mondros and Wilson 1994). Participation and action can absorb
hopelessness, despair, and apathy. Experiencing and developing the belief that one
can take initiative to achieve some control of one’s environment is a powerful strategy
for promoting physical and mental health.

ASSESSMENT AND INTERVENTIONS

Most social workers provide direct services to individuals, families, and groups. We
attempt to help clients adapt and cope with the tasks and struggles in day-to-day
living. In their transactions with their environments, disturbances and disruptions
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often occur. People experience stress when they perceive an imbalance between
external demands placed on them and their self-defined capability to meet the de-
mands through the use of their own internal and environmental resources. These
transactional disturbances create life stressors in three interrelated areas: life transi-
tions and traumatic events, environmental pressures, and dysfunctional interpersonal
processes.

Life Transitions and Traumatic Events. Whether a person has to adapt to depression
or schizophrenia or diabetes, to homelessness or foster care status, transitions in life
impose new demands and require new responses and are, therefore, often deeply
distressing. All such transitions require some changes, some flexibility, and some
creativity in dealing with the environment, processing information and problem solv-
ing, and relating to others. Gradual life changes usually provide the opportunity for
planning and preparation, and consequently the attendant stress is more manageable
than when the change is sudden and unexpected. For some clients, change represents
major threats to environmental survival and to self-image. For others, change repre-
sents an opportunity for environmental enhancement and self-preservation. But for
most people, all change has its difficulties. The immediacy and enormity of a trau-
matic life event creates a personal crisis. Traumatic life events—such as the death of
a child, the violence of rape, the diagnosis of AIDS, the birth of a genetically defective
child, or the aftermath of a natural disaster—represent losses of the severest kind.
Such events are experienced as disastrous and overwhelming and therefore tend to
immobilize us. The state of crisis is time limited in nature, during which ordinary
adaptive patterns are not adequate, so that novel solutions or coping skills are re-
quired. We cannot long remain in the state of extreme discomfort implied by crises.
The painful anxiety and/or grief elicits protective measures sooner or later.

Environmental Pressures. While social and physical environments can support or
obstruct the tasks of daily living, the environment itself is a source of severe stress.
A society riven with prejudice against people of color, women, homosexuals, and old
people provides unequal opportunities for its citizens. Many clients are dealt a
“stacked deck.” If they are impaired physically, cognitively, and emotionally, this
“deal” can be insurmountable. Organizations (schools, hospitals, etc.) established to
provide essential services may in fact block access and impose harsh and restrictive
policies and procedures. Social networks, i.e., relatives, friends, workmates, and
neighbors, may be scarce and unavailable, so that clients are, in effect, socially iso-
lated. Physical and spatial arrangements, e.g., density, crowding, safety, and privacy,
may be unsuitable and generate a great deal of distress.

Dysfunctional Interpersonal Processes. In dealing with life transitions or unrespon-
sive environments, families and groups may experience intensified stress because of
problematic interpersonal relationship and communication patterns. Inconsistent
mutual expectations, exploitative relationships, and blocks in communication are
examples of problems in interpersonal communication to individual members and to
the family or the group itself. Similar problems may also emerge between workers
and their clients. Workers may add to the client’s burden by defining his or her be-
havior as resistant or unmotivated rather than as a transactional difficulty between
them (Gitterman 1983, 1989; Gitterman and Schaeffer 1972).
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FIGURE 1.1 Professional Function and Life Stressors
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Helping people with their life stressors provides the social worker with a clear
and distinctive professional function: to improve the transactions between people and
their environments and to facilitate a better match (i.e., a better level of fit) between
their needs and environmental resources.4 The professional function is represented
in figure 1.1.

Assessment. How people experience their daily life stressors and how effectively
they manage the associated life tasks will largely depend on the perceived level of fit
between their personal and environmental resources. Workers begin by assessing the
client’s appraisal of his or her life stressors, i.e., the meaning the client attributes to
the situation. For example, a mother becomes depressed when she learns that her
adolescent daughter is pregnant. The mother interprets her daughter’s pregnancy as
a reflection of her failure in raising her daughter. For the social worker to be helpful,
the cognitive meaning of the pregnancy must be understood. The mother’s appraisal
of the event results in a judgment that the issue is a stressor rather than an irrelevant
or a benign event (Lazarus 1980; Lazurus and Folkman 1984). The mother’s continued
appraisal will determine whether the stressor represents a harm or loss, or a threat of
harm or loss, or a challenge.

Distinguishing between harm/loss and threat is a matter of time perspective.
Harm/loss refers to current damage and suffering, such as losses of all kinds, while
threat refers to an anticipated future loss or harm, such as the announced changes in
public assistance or an unwanted retirement. In such instances, efforts to cope are
directed to overcoming, reducing, or tolerating the stressor. In the case of threat, efforts
to cope are directed to maintaining the current state of affairs, preventing the antici-
pated harm/loss, or easing its effects. Individuals may oscillate between harm and
threat as they appraise the harm already suffered and the threat(s) that may lie ahead,
as in the birth of a child with a serious, nontreatable genetic disorder. An appraisal
of a stressor is accompanied by a sense of being in jeopardy, with the aroused feelings
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often interfering with problem solving. This process affects self-esteem, a sense of
competence, relatedness, and self-direction.

After assessing clients’ primary appraisals of their situations, the worker has to
assess the accuracy of their perceptions and thinking. Under intense stress people
may err in their evaluation of personal and environmental resources. For example, a
substance-abusing client may believe that his or her peer network is a major resource
in dealing with life issues when in fact it fuels his or her dysfunctional patterns.
Clients may overestimate their resources for dealing with life stressors and thereby
fail to cope successfully, or underestimate their resources and believe that the situa-
tion is hopeless. In assessment (as well as in intervention), client(s) and social worker
need to determine whether appraisals of stressor and resources are accurate and, if
they are not, work on developing greater accuracy.

The worker also assesses how the client has coped with the life situation. Coping
measures include emotional, cognitive, and behavioral actions to change aspects of
the stressful life situation such as oneself, the environment, exchanges between them,
or all three. Coping is a process through time; stressors may be of short duration, as
in job loss followed soon by another job, or they may be of long duration, as when
mourning, raising an autistic child, or living as a solo mother in poverty. An ecological
concept, coping expresses a particular person(s)-environment relationship, since both
personal and environmental resources are required (Germain and Gitterman 1996).

In assessing personal coping resources, the worker evaluates the client’s moti-
vation; problem-solving and relationship skills; outlook on life; self-confidence; abil-
ity to search for and use information from the environment; capacity to restrain rash
or impulsive decisions and actions, and to regulate negative emotions aroused by the
stressor; and an ability to seek environmental resources and to use them effectively.
Wheaton (1983) suggests that flexibility is also a personal coping resource. Personal
resources such as optimism (Lazarus and Folkman 1984) and self-attention (Suls and
Fletcher 1985) are also important.

In assessing environmental resources, the worker evaluates the availability and
responsiveness of the client’s formal service networks such as public and private
agencies and institutions of many kinds. Potential resources also include the client’s
informal networks of relatives, friends, neighbors, workmates, coreligionists, and so
on, who may or may not provide emotional support, material resources, information,
feedback, and advice. Just the perception of the availability of informal networks can
make it easier to cope with a life stressor (Wethington and Kessler 1986). Since some
formal and informal support systems may be unresponsive, even hostile and destruc-
tive, and act as significant stressors rather than buffers, their responsiveness must be
evaluated by client and social worker, just as personal resources are evaluated. The
worker also assesses relevant dimensions of the client’s physical environment such
as provisions for safety, privacy, crowding, accessibility of space, and so on.

Professional judgments about the meanings clients attribute to the identified life
stressors, the accuracy of their perceptions, and the level of fit between personal and
environmental resources must be based on reasoned inferences and reasonable prem-
ises. To achieve such judgments, workers must have salient data. All inferences have
to be based on and supported by data. Without data, the social worker is unable to
determine an appropriate purpose and focus of help. Sources of data include: the
client’s verbal accounts; the worker’s observations of nonverbal communication; ver-
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bal and nonverbal presentations by others (obtained only with the client’s informed
consent); and written reports (obtained only with client’s permission, except for the
agency’s own earlier records). Mutually agreed upon definitions of the most pressing
life stressors and agreed upon goals and methods of working on them determine the
direction and the content of the data to be sought.

Workers can readily become overwhelmed by a mass of data and, therefore, need
to be able to organize the data as they are being collected. The life stressor formulation
provides a useful schema for partializing and grouping data about clients’ problems.
Besides providing a useful schema for problem identification, the life stressor for-
mulation also serves as an assessment framework throughout the helping process. To
illustrate: A worker is trying to help an adolescent mother mourning her decision to
surrender her infant for purposes of adoption. In the fifth session, she agitatedly com-
plains about her loneliness and isolation. The worker asks herself, is she (the adoles-
cent), at this particular moment, requesting help for further exploration of her grief,
i.e., life transition; asking for help with her feelings of isolation from her teenage
friends and family and in becoming reconnected to these natural support systems;
possibly requesting help in constructing new environmental support systems; or, fi-
nally, complaining obliquely about the worker’s inattentiveness and, therefore, subtly
pressing for attention to their own interpersonal transactions? Organizing the data by
life stressor themes helps the worker select, as their work moves along, the more
appropriate intervention than otherwise. A system for organizing data is apt to lend
focus and direction to clinical interventions.

To develop reasoned inferences, the collected and classified data have to be an-
alyzed and synthesized. Workers have to develop inferences based on the following:
(1) identification and definition of the clients’ life stressors; (2) the meanings these
stressors have for the clients; (3) clients’ strengths and limitations to deal with and
work on their life stressors; (4) social and physical environments’ supports and ob-
stacles in maintaining and resolving the clients’ stressors; and (5) the level of fit be-
tween the clients’ (individual, family or group) and the environments’ resources and
deficits (Germain and Gitterman 1996). Developing inferred propositions requires two
disciplined forms of reasoning—inductive and deductive. Inductive reasoning is the
intellectual process of moving from the data to the generalizations. As professionals,
we have to conscientiously distinguish data from inferences and be ever tentative
about the validity of our generalizations. Deductive reasoning is the intellectual pro-
cess of applying the generalizations, i.e., practice knowledge and research findings,
to the specific case situation. Disciplined use of informing knowledge is an important
aid to determining practice focus and direction. As professionals, we have to be care-
ful that our needs for certainty, constancy, and stability do not compromise our cu-
riosity and ability to individualize clients.

Through disciplined forms of reasoning as well as spontaneous intuition,workers
assess the level of fit between the client and the environment and their respective
demands, resources, and limitations. When an imbalance exists between a perceived
demand and a perceived capability to meet the demand through the use of available
internal and external resources, people experience stress. How much stress a frail
elderly person will experience upon discharge from a hospital, after surviving a stroke
and being confined to a wheelchair, will depend on the person’s degree of physiolog-
ical impairment and damage, amount of physical strength and resiliency, and inner
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FIGURE 1.2 Person:Environment Fit*
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resources (i.e., motivation, outlook on life, coping skills, meaning of illness, etc.). Also
extremely important are the family and extended network caregivers, and their ability
and willingness to provide emotional and instrumental supports. Moreover, access to
such resources as medical staff, homemaker, nursing, physical rehabilitation, speech
therapy, financial entitlements, medical insurance, and financial status and ability to
purchase services will have a significant impact on the final prognosis. Finally, the
flexibility of the physical environment, e.g., building entrance door and corridors,
furniture, etc., also will affect recovery. Figure 1.2 shows the combined impact of a
client’s internal resources and limitations and environmental resources and limita-
tions. Although the figure may be a bit too pat and an oversimplified view of reality,
it does offer a representation of the fit between person and environmental resources.

In situations of low inner and low environmental resources (A), the client is at
most serious risk. The poor person:environment fit suggests potential deterioration
and disintegration. These situations require immediate attention and priority and an
active and directive worker with sufficient time to become a critical resource for
possibly an extended period. Situations of high inner and environmental resources
(D) suggest a good person:environment fit and an optimistic prognosis. In these situ-
ations, the worker’s activities may be limited to uncomplicated referrals, suggestions,
and support. In situations of low inner resources and high environmental resources
(B) and high inner and low environmental resources (C), less definitive statements
can be made. When inner resources are low, the worker usually is required to be
active, lending technical problem-solving competence and energy. Finding and con-
necting the client to available network and community resources to compensate for
biopsychosocial deficits are essential professional activities. When environmental re-
sources are low, the worker usually assists the client in asserting his or her needs,
seeking alternative resources, or constructing new ones.

Figure 1.2 provides a diagrammatic overview of the fit between client and envi-
ronmental resources and deficits and general guidelines for different practice direc-
tions. To be useful, an assessment needs to be more refined than an overview. One
can never, however, collect all of the available data and can never have all of the
available knowledge. All professionals must act in the context of varying degrees of
ambiguity. Every worker faces an array of cues, messages, and themes, which are at
times perplexing and at other times overwhelming. At every and any moment, the
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worker has to decide which of these to respond to and which to table or defer. There
is little time to think and strategize about the “correct” intervention. Yet, within the
context of uncertainty, the worker must act with a certain degree of sureness. What
is being suggested here is a way to think about clients and their situations, a way to
organize and analyze data and a way to systematize practice.

Interventions. All people have strengths and resilience, although for some, their
strengths and resiliencies have been dampened by life circumstances. Social workers
therefore must identify, mobilize, and build on people’s inner and external strengths.
While internal limitations and external obstacles must be noted, change occurs
through the encouragement of people’s positive assets. When social workers are pre-
occupied with vulnerability, psychopathology, and diagnostic labels, individuals and
collectivities are perceived as merely broken objects to be “fixed” (i.e., treated) by
powerful experts. This practice form obscures clients’ and practitioners’ humanness.
Too often social work education and socialization to the professional stiffens and
formalizes social workers’ practice. Students learn to be threatened by ambiguity
rather than challenged by it. Students are taught to search for prescriptions, to become
cautious and avoid taking risks. And through these and other processes, students are
taught to distance and detach themselves from their clients. Wanting to confront and
heal from life’s troubles and pains, clients too often come into contact with profes-
sionals who themselves are hiding and avoiding.

Jourard (1971) insightfully analogizes human communication to a poker game.
Players do not disclose their hands. Like in a poker game, we wear masks or poker
faces and hide our inner feelings and thoughts. Professionals with poker faces and
masks inhibit rather than facilitate the healing of their clients. The splitting of our
personal and professional selves encourages the other person also to hide within a
stereotypical role, e.g., patient or student. An artificial and false communication takes
place in which neither party says what he or she really feels or means. The client-
worker roles must be carried out in a mutual, reciprocal, and respectful manner and
shift from those of subordinate recipient and superordinate expert to those encour-
aging collaboration (Germain and Gitterman 1996). By reducing social distance and
power differences, the worker helps to encourage clients’ competencies and strengths.
When, and only when, social workers deal with the existing power differentials in
their relationships with clients can these relationships empower clients rather than
reinforce and fuel continued powerlessness (Cohen 1998; Gitterman 1983, 1989).

Professional interventions are directed to person(s), environments (physical and/
or social), and their exchanges in order to reduce or eliminate the life stressors. Sup-
porting and strengthening people’s adaptive capacities and problem-solving abilities
to deal with life stressors requires the creative use of various professional methods
and associated skills. For example, enabling is used to mobilize or strengthen clients’
motivation to deal with difficult life stressors and the associated stress they arouse.
The enabling method also helps clients to manage their negative feelings and stress
that otherwise could lower self-esteem and interfere with effective coping. Enabling
skills include: identifying strengths; conveying hope; offering realistic reassurance;
and legitimizing and universalizing thoughts, reactions, and feelings. These skills
help clients to mobilize and sustain their motivation and personal strengths. For an-
other example, exploring and clarifying provides focus and direction to the work. The
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social worker draws on skills such as partializing concerns, reaching for underlying
meaning, clarifying ambivalence, identifying discrepant messages, offering interpre-
tations, providing feedback, and inviting self-reflection. Exploring and clarifying
skills provide structure, direction, and depth to the work.

Guiding is used to help clients learn the steps in the problem-solving aspects of
coping. Many client populations described in the book often lack the requisite skills
to engage and solve their life stressors and cope with the associated stress. Some
clients simply lack basic information or are handicapped by misinformation. Others
may have difficulty because they are unaware of unproductive, possibly self-
destructive patterns of behavior. They remain mired in helplessness. Still others may
have difficulty because they cannot partialize alternatives and take action. They are
too overwhelmed by their oppressive situations to accomplish daily tasks. These cli-
ents do have inherent and potential life skills to cope with their problems and asso-
ciated stresses; rather, they are immobilized by a particular life event (e.g., death of a
child, institutionalization of a parent) and unable to use coping strategies to manage
this particular life change. In these situations, the social worker guides the problem-
solving aspects of coping, selecting from a repertoire of educational interventions to
influence and encourage coping strategies and skills.

Successful coping calls for an ability to: (1) identify and evaluate life stresses,
(2) deal with attendant emotions, and (3) delineate and choose among alternative
responses in problem resolution (Lazurus and Laumier 1978). Social workers have
the potential to become critical teachers of coping skills. For example, guiding a par-
ent to prepare a child for a hospital admission may serve as a protective factor, while
the lack of preparation may serve as a risk factor. The guiding method is particularly
appropriate for helping clients to cope with stressful life conditions and circum-
stances. For this reason, the guiding method and associated skills will be discussed
more fully.

To help clients improve coping skills, social workers must attend to the different
ways in which people process and learn information. Some learn primarily by doing;
others learn primarily by summarizing, visualizing, and organizing perceptions into
patterns and images. Still others learn primarily by abstracting and conceptualizing
(Bruner 1966). Effective use of the guidance method depends on providing opportu-
nities for activity and doing; visual means, modeling, and role play; and discussion
and exchange of ideas. Guiding skills include the following: providing needed infor-
mation regarding the stressor and coping tasks, clarifying misinformation, offering
advice, providing feedback, specifying action tasks, and preparing and planning for
task completion.

In helping a client to prepare for major surgery, for example, the social worker
explores the client’s beliefs and perceptions about the procedure and corrects mis-
taken understanding, provides relevant information about the overall features of the
impending surgery, restructures some of the unhelpful thought processes, and focuses
on more effective management of feelings. The worker might also role-play how to
ask the surgeon relevant questions and how to listen for responses. If the client is too
passive in the role play, the worker might consider teaching assertiveness skills. An
assertive behavior sequence calls for four steps that can help the client complain
effectively and feel more empowered and less helpless: (1) describe behavior, (2) ex-
press associated feeling, (3) request specified change, and (4) identify positive con-
sequence (Lange and Jakobowski 1976).
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Based on the discussion and role play, the worker might decide to offer specific
advice to encourage the client to try a new behavior (e.g., “If you feel the nurse is too
rough with you, tell him firmly that he is hurting you and that he should immediately
let go of your arm”). Advice also can be offered to discourage a client’s self-defeating
behavior (e.g., “If you continue to pull out your IV, the nurses will have to bind your
arms”). Depending on the severity of the problem and the client’s level of functioning,
the worker determines how direct the advice should be. This can range from “sug-
gesting” to “urging” to “warning” to “insisting.” The more directive advice is usually
most helpful to anxious and impaired clients. In offering advice, the worker has to be
familiar with the client and the situation, being careful not to impose his or her own
values and coping style. The advice has to be responsive to what a client is actually
requesting, rather than reflect a worker’s own need to demonstrate helpfulness.

At times, the worker might offer an “informed” interpretation. In offering an in-
terpretation, the worker shares meanings and inferences she or he attributes to the
client’s feelings, behaviors, and situations. By patterning available data, the social
worker provides a potentially new frame of reference for a client to consider, e.g., “I
sense a lot of your concern about your surgery, about the risks, recovery period, etc.,
is being expressed in disappointment and annoyance with your family. This is un-
derstandable.” Timing is essential to how interpretations are received. To venture an
interpretation, the worker has to have sufficient data and sense the client’s trust.
Premature insights distance clients from workers. The worker’s interpretation may be
incorrect, but, even if correct, the client may not be ready to integrate it. It has been
suggested that an interpretation should not be made unless it is virtually irrefutable.

People are usually unaware of how they are perceived by others—their strengths
and their limitations. By sharing one’s own reactions to a client, the worker provides
invaluable feedback, rarely available from friends and family. When it is offered out
of an objective caring and concern rather than frustration and anger, it is more likely
to be received and believed. A worker can decide to share a feeling at a particular
moment—e.g., “Right now, I am feeling overwhelmed. When I try to say something,
you cut me off. I feel you are running right by me, pushing me away.” The worker
uses his or her reactions to examine the client’s experiences and transactional pat-
terns. To be most helpful, the worker’s reaction is presented in concrete, behavioral
terms and expressed calmly and empathically.

Directive interventions should be followed by inviting clients’ reactions (e.g.,
“What’s your reaction to what I have suggested?”). At times, a client will respond
directly whether the advice or interpretation is helpful or unhelpful. Other times, the
response will be more indirect, e.g., “I guess you’re right” or “Yes, but. . . .” The
worker invites hesitation, lack of clarity, and negative reactions. Even if the advice or
interpretation is perceived as unhelpful, the client’s feedback stimulates further work.
Without client feedback, the worker may sound “smart” or, in fact, be insightful, but
the work may not be deepened.

ILLUSTRATION AND DISCUSSION

Each contributor follows the “assessment and interventions” section with a
specific presentation of practice (individual, family, group, community, or-
ganization, program development) to illustrate and typify the stressors and
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situations confronted by the client population. Contributors were asked to
explore the practice issues related to social class, ethnicity and race, gender,
sexual orientation, religious affiliation, and developmental phase. The focus
of the illustration is on the worker’s professional behaviors and skills, i.e.,
what the worker actually does to help. Contributors were invited to pay spe-
cial attention to this section and to try to capture the art and science of social
work helping. This section was emphasized because of a conviction about
the primacy of professional skills and competence.

As our profession has been pushed into a preoccupation with account-
ability, one of the consequences has been a preoccupation with practice out-
comes, and a tendency to evaluate professional competence and skills pri-
marily on the basis of outcomes specified in advance or beforehand. The
client’s progress or lack of progress is attributed to the worker’s skills or lack
of skills. This is absurd, if not dangerous, because it leads logically to work-
ing only with motivated clients and clients without serious environmental
problems. Moreover, evaluating professional competence solely on the basis
of outcomes also ignores and negates the reality of what happens in the help-
ing process, i.e., a worker trying to be helpful, and a client deciding whether
and how to use help from this particular person at this particular time.5

The worker’s behaviors may be skillful and the client may not progress
(or possibly even regress); the worker’s behaviors may be unskillful and the
client may progress. We can properly hold professionals accountable for pro-
fessional skills and informed use of relevant knowledge. It has been said that
clients benefit because, in spite of, and without our help. Lawyers who lose
their cases may be justly praised for their fine work in a lost cause, and
doctors often do well but still their patients sometimes die. In all cases, the
question or issue is whether they did well or did the right thing in the cir-
cumstances and considering the state of the art and available options. And,
similarly in social work, the behavior of helping has to be evaluated in its
own terms and distinguished from the behavior of using help.

How can the general public and specific client populations have confi-
dence in a profession that is unclear and uncertain about its methodology
(Ellis 1984)? How will professional social workers be able to demonstrate
their competence without committing educational and professional careers
to the acquisition of established and newly emerging skills? As professionals,
we are and become what we do! Being competent is our most reliable means
to survival. Although society does not fully appreciate what our profession
does and what social workers accomplish day in and day out, this book tries
to capture and convey our profession’s vision and our practitioners profes-
sional competence, spirit, and, in many situations, heroism.

CONCLUSION

This introductory chapter attempts to introduce the reader to the content of this book.
In Part I, “Life Conditions,” each contributor deals with issues related to etiology. A
complex ecological chain emerges linking genetic, family, and environmental forces.
Alcoholism, chronic heart disease, diabetes, learning disability, manic depression,
developmental disability, and schizophrenia all appear to have in common genetic
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predispositions. Inherited levels of cholesterol, other blood fats, and structural de-
fects, for example, set the conditions for heart disease. A family tradition of cooking
in fats and grease increases the risk. Living in a society in which fast-food chains with
high-fat hamburgers and potatoes fried in lard are desired staples, smoking by youth
is pervasive, ice cream is a favorite dessert—all conspire to act on the genetically
vulnerable individual. A similar chain exists for many of the life conditions described
in this book: i.e., a genetic predisposition; a society and culture that either provide
insufficient supports and environmental controls or encourage unhealthy behaviors;
and dysfunctional family and individual behaviors. For the problematic life condition
to develop, all the factors in the ecological chain are usually present in some degree.
However, extreme family and environmental factors such as excessive family and
work stress can also precipitate serious difficulty even though there is little consti-
tutional basis for it.

Poverty has a pervasive impact on most distressing life circumstances and un-
desired events. Poor children, for example, learn early in life that they have limited
control over their lives, that things happen and are done to them. Poor children are
at greater risk than others of suffering various acute illnesses and specific health prob-
lems. At every age, poor children are at a relatively higher risk of death. They are
more likely to be exposed to violence, malnutrition, poor education, family disrup-
tion, and institutionalization or incarceration of parents; in turn, they are more likely
to respond with antisocial behavior, addiction, and depression (Nettles and Pleck
1994). Public health child development researchers using statistical models have cat-
alogued a score of risk factors: poverty; overcrowding; neighborhood and school vi-
olence; and parental absence, unemployment, or instability. The higher the score of
risk factors, “the more astronomically the odds rise” of the child ending up delin-
quent, addicted, or chronically mentally ill (Butler 1997:24).

Drugs and drug subcultures, for another example, ravage economically disadvan-
taged communities and their schools. As poor inner-city communities become poorer
and as people become more alienated, escape into alcohol and drugs becomes a se-
ductive option. People addicted to drugs relate primarily to drugs and drug-seeking
behavior. The Office of National Drug Control Policy (1998) estimated that 35 percent
of people 12 years of age and older have used an illegal drug in their lifetime (90
percent used either marijuana or hashish, 30 percent tried cocaine). Chronic drug
users (fifty-one or more days) are estimated at 3.6 million for cocaine and 810,000 for
heroin. Chronic users not only cause significant injury to themselves, but they also
“maintain the illegal drug market, commit a great deal of crime, and contribute to
the spread of hepatitis and tuberculosis as well as HIV/AIDS and other sexually-
transmitted diseases” (7).

While crime appears to be steadily declining, arrests for drug-law violations are
climbing. More than 1.5 million people were arrested for drug-law violations in 1996.
Many crimes are committed out of the need to obtain money to purchase drugs and/
or under the actual influence of drugs. Drug trafficking and violence go together as
“more than 60 percent of adult male arrests tested positive for drugs in twenty out of
twenty-three cities in 1996. In Chicago, 84 percent of males arrested for assault tested
positive.” Nearly three-quarters of the growth in the federal prison population be-
tween 1985 and 1995 was accounted for by the increase in drug offenders (Office of
National Drug Control Policy 1998:17).6

In virtually every chapter, the author(s) poignantly describe the all-encompassing
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consequences of poverty. When there is prejudice and discrimination, when family
and social network ties are weak, and when individuals have the added burdens of
physical, intellectual, or emotional impairments, the impact of poverty is particularly
devastating. Poor people with AIDS, homeless people, unemployed black adolescents,
isolated elderly—all are at severe risk of not being able to survive in the environment.
Yet some remain relatively unscathed by traumatic experiences such extreme poverty,
racism, homophobia, family violence, sexual and other forms of abuse, or loss of a
loved one. They do not become bitter or jaded. They somehow forge ahead when life
seems unbearable—when hope and trust have been taken from them.

Social workers struggle to help people in greatest need and highest risk. Many
do so with great personal commitment and zeal, and professional creativity and com-
petence. These social workers struggle daily to provide relevant services with ex-
tremely limited resources. They refuse to abandon social agencies; they refuse to
desert these most vulnerable populations and instead they continue to develop pro-
grams, provide individualized services, and offer hope. This book is a tribute to these
professionals, and we hope it does them justice.

Notes
1. Martin Luther King once made the mordant observation that our society has socialism

for the rich and rugged individualism for the poor.
2. PRWORA requires involvement in some work-related activities as defined by each state

within twenty-four months of receiving assistance.
3. Discussion is based on author’s prior publication.
4. In mediating the exchanges between people and their environments, social workers

daily encounter unresponsive environments. Thus, an additional professional function
is to influence social and physical environmental forces to be responsive to people’s
needs.

5. The author wishes to acknowledge the contribution of William Schwartz to his ideas
about the nature of professionals skills.

6. Substance abuse also has a profound impact on mental illness, increasing the rates of
violence by up to five times. Moreover, the violence is most often directed at family
members (Butterfield 1998b).
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Acquired Immune Deficiency
Syndrome (AIDS)
George S. Getzel
Stephen W. Willroth

Acquired immune deficiency syndrome (AIDS) has been with us for nearly
twenty years, after being first recognized by the federal Centers for Disease Control
and later labeled as the greatest public health threat in the United States. In the last
two decades we have undergone a period of profound adjustment to the hard reality
of AIDS.

The early response to the pandemic was too often the abject neglect and abuse
of the historic casualties—gay men, intravenous drug users, men and women of color,
and recipients of blood products. Extremist solutions of tattooing buttocks, calls for
quarantine, unauthorized disclosures of medical information, and coerced human
immunodeficiency virus (HIV) testing were debated by both experts and ideological
opportunists. Charlantism and premature announcements of AIDS cures had devas-
tating effects on desperately ill people and their families. People with AIDS (PWAs)
faced egregious conduct from health and social service providers, and PWAs’ basic
human rights were routinely breached. Poor treatment included the callous discus-
sion of an HIV or AIDS diagnosis and breaches of confidentiality even when guar-
anteed by law (Altman 1986; Cahill 1984; Kramer 1989; Shilts 1987).

Nearly two decades later, the course of the pandemic has assumed a too ready
familiarity that is incurring yet more apathy toward the plight of PWAs and their
families (Mann et al. 1989; Nichols 1987; Sontag 1988). Health care and social service
providers, in some cases, have grown overly euphoric about breakthroughs that have
increased the longevity and quality of life of many PWAs, at least for an uncertain
period of time. For the public, it may appear as if AIDS is no longer a threat to them
or others. Although we do not have the level of fear, hostility, and indifference that
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was characteristic of the responses by many health and social service providers in
the early 1980s (Caputo 1985; Greenly 1986; Leukefeld and Fimbres 1987; Lopez and
Getzel 1984), the issues currently arising present just as profound challenges for
service development and effective interventive strategies as in the beginning of the
pandemic.

An urgent requirement remains for professionals to keep up-to-date on the chang-
ing biopsychosocial consequences associated with HIV/AIDS, diverse populations
infected and affected, the nature of the disease sequelae, and treatment options, ac-
cess, and compliance. HIV prevention remains a serious issue for health and social
service providers now as in the past. Rates of HIV transmission have leveled off in
some population cohorts, while growing precipitously in others: This has added to
the complexity of service strategies.

DEFINING AND EXPLAINING AIDS

Since much of systems thinking, such as the concept of homeostasis, as well as eco-
logical concepts, originates from biology (Buckley 1967; Cannon 1939), a biopsycho-
social system framework is particularly applicable to the variables associated with
AIDS in social work practice.

René Dubos (1959) wrote that modern persons tend to deny their organismic
nature and their place in biological evolution, largely because of the widespread elim-
ination of many life-threatening infectious diseases that, in past centuries, killed in-
fants, children, and large portions of the populations of towns and cities. Clean water
systems separated from sewage outlets, fresh food, housing regulations, and mass
inoculation for childhood diseases are largely responsible for human longevity and
the revolution in life expectations. A likely early death has been superseded by
concerns about chronic disease in old age in modern industrial and postindustrial
societies.

The emergence of AIDS has made us aware that human beings are indeed organ-
isms of exquisite complexity who are subject to parasitic and symbiotic relations with
microorganisms from within and without (Bateson and Goldsby 1988). Microorgan-
isms can disable, disfigure, and kill a larger organism when their numbers reach a
sufficient level, if they are not stopped by the organism’s resistance to their increase.

In the highly sophisticated and technologically advanced countries, human be-
ings can falsely believe that they are beyond the grasp of a variety of microorganisms,
such as tubercle bacilli and streptococci, as well as a multiplicity of viruses capable
of bringing on life-threatening diseases and horrific symptoms. The biological reality,
however disconcerting it may be, is that the tissues of the human organism are awash
with a variety of bacteria, protozoa, invertebrates, and viruses that are contained be-
cause of the multilevel defenses of the immune system.

Unless the balance of microorganisms radically shifts in the host, it is perfectly
possible for an individual to live his or her life oblivious of their existence. Biologists
are beginning to explore the possible benefits of microorganisms, as well as their harm
when resistance to them falters. An investigation of public health measures through
the centuries points to social activities such as sanitation and changed behaviors such
as hand washing by doctors and midwives that have altered the environments of
people and the balance of life-threatening microorganisms (Dubos 1965).
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Pestilences like war have caused great social changes, not only by dramatically
decreasing population size, but also by challenging cultural expectations (Risse 1988;
Rosenberg 1989; Sontag 1988). Camus (1952) noted that plagues and war surprise us
because each assumes a size exceeding expectations and forces us to confront mass
deaths, which are met with initial denial and slowness to react.

The Life Model developed by Germain and Gitterman (1996) uses an ecological
system perspective that can be applied to the complexities of AIDS as a biological
entity interacting with different psychological, social, and cultural dimensions. AIDS
touches and influences the whole fabric of society and its cultural assumptions.
Clearly, AIDS points to the Darwinian struggle for survival as human beings begin to
engage in a life-and-death struggle to fit into a natural world that is also inhabited by
the virus associated with AIDS. Human beings’ failure on the biological, psycholog-
ical, social, and cultural levels to understand and to adapt to their new place in the
natural world is a matter of individual and collective life and death.

Bateson and Goldsby (1988) noted that HIV has created a new niche for itself
in the natural world, supported not only by the individual human organism but also
by the behavior that transmits HIV to other human organisms. Thus, the extent to
which the individual human organism has favorable internal and external environ-
ments determines the individual’s health and life chances, and specifically whether
he or she will become infected with HIV and go on to develop AIDS. While epidemics
start by growing exponentially, changes in the infected organism or in the organism’s
environment slow down the rate of infection. AIDS reveals how vulnerable human
beings are in their biological relations with microorganisms, and for that matter with
their fellow human organisms in maintaining bodily integrity and well-being.

AIDS is a worldwide natural event. Modern transportation links populations all
over the world, and in time, material, ideas, and microorganisms are diffused through-
out different nations and cultures with significant, and sometimes catastrophic, con-
sequences. The resources needed to maintain the health of men, women, and children
may not be available, and individuals, families, and whole communities may break
down under the crisis of the worldwide AIDS pandemic.

The AIDS pandemic taxes the available resources and may call for a redistribution
of material resources and expertise in the interest of the whole of the human com-
munity—to halt the spread of disease and to care for those infected and affected. AIDS
also points out that the human species is highly interdependent: they inhabit a finite
planet and must discover ways to ensure their mutual security and well-being.

Social work practice with PWAs demands a constant review of the emerging
knowledge about the nature of the disease, its treatment, and the social and cultural
impact on persons infected and ill, as well as on all those who interact with them
over time. Medical discoveries related to HIV will have far-reaching effects on medical
treatments, strongly affecting the longevity and quality of life, not to mention the
hopes and expectations, of persons with life-threatening conditions. The ever-
changing character of the AIDS epidemic requires constant updating of knowledge
and systematic reflection on the interaction of biological, psychological, social, eco-
nomic, political, and cultural factors. The biopsychosocial systems framework that
has evolved in social work practice in health care is a useful heuristic for handling
the complexity of the data emerging on AIDS and HIV infection; conversely, this tragic
epidemic may be an example par excellence of the usefulness of this framework.
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DEMOGRAPHIC PATTERNS

With each year, the basic understanding of the magnitude and the international scope
of the HIV/AIDS pandemic grows. There are an estimated 30 million cumulative HIV
cases worldwide. Two major strains of retrovirus, HIV I and HIV II have been located
throughout the inhabited world. Sub-Saharan Africa, with 19 million cumulative
cases of HIV infection, has the highest concentration of any global geographic area,
followed by more than 6.9 million in South East Asia, 1.5 million in Latin America,
1.2 million in North America, 838,000 in Europe, and 503,000 in the Caribbean. By
January 1996, the estimated cumulative number of AIDS cases worldwide was esti-
mated at 10,375,000 with more than 9.2 million persons, or 89 percent, dead from
AIDS complications (Mann and Tarantola 1996).

In the United States the estimates range between 650,000 and 900,000 HIV-
infected persons (JAMA 1996). According to the Centers for Disease Control, from
1981 to the end of 1997, there were more than 641,000 cumulative cases (CDC 1997).
Of the cumulative diagnosed cases, 49 percent have been identified as homosexual
and bisexual males; 26 percent as intravenous drug users (IVDUs); 6 percent as both
male homosexuals or bisexuals and IVDUs; 9 percent as adults who were infected
through heterosexual contact; and the remaining 10 percent as persons who received
infected blood or blood products or as infants infected before or during birth. Of the
total cumulative cases of AIDS, approximately 15 percent have been women, of whom
44 percent had histories as IVDUs, 39 percent were infected through heterosexual
contact, and the remaining 17 percent were infected through blood, blood products,
or undetermined sources. Children under the age of 13 made up a little more than 1
percent of the cumulative cases of AIDS, 91 percent having been infected before or
during birth and the remaining 9 percent having been infected through blood, blood
products, or undetermined sources. Of the total cumulative cases of women with
AIDS at the end of 1997, more than 76 percent were black and Hispanic, and over 80
percent of all the children were black and Hispanic, from inner-city areas where the
sources of infection were IVDUs. Whole families have become sick and died in poor
neighborhoods throughout the United States.

Of the more than 641,000 cumulatively diagnosed AIDS cases at the end of 1997,
more than 60 percent of the persons diagnosed with AIDS were dead by end of De-
cember 1997. From the period between January 1981 and June 1997, the rate of newly
diagnosed AIDS cases has declined significantly since 1992, and the mortality rate of
PWAs has dropped dramatically since 1995. The decline in mortality is associated
with the availability of more effective drug treatments (combination antiretroviral
therapies including protease inhibitors). Perinatally acquired AIDS shows a marked
decline, principally reflecting successful strategies to promote prenatal HIV testing
and drugs administered during pregnancy diagnosis (CDC 1997).

SOCIETAL CONTEXT

AIDS evokes powerful psychosocial responses in persons at the point of diagnosis
(and often earlier), and in all those intimates and service providers with whom they
interact. Such responses reflect current and changing societal values and assume
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greater magnitude as more individuals, families, and communities have direct expe-
riences with PWAs.

The meaning of AIDS on a societal and cultural level is constantly delineated
and reinterpreted in the mass media, particularly as the number of persons who be-
come ill and die grows larger. The economic costs of providing expensive, if not
scarce, health and social services at the state and local levels of government to PWAs
are gaining more attention as a political concern. Those who do not have AIDS and
who perceive themselves as being in no danger of becoming HIV-infected may chal-
lenge the use of resources for PWAs because of their high economic and social costs.
In short, compassionate concern may decrease because of self-interest and a protec-
tionist outlook in the general population.

Powerlessness and stigma are inextricable aspects of AIDS on a societal level.
Ironically, because of their prior stigmatized and isolated condition, gay and bisexual
men as well as intravenous drug users and their sexual partners and newborns have
had the heaviest concentrations of HIV infection.

The societal prejudice against homosexual persons now has a powerful biological
analogue in the form of AIDS, which reinforces the existing enmity toward them and
severely limits their civil rights and opportunities to live full and productive lives.
The homophobia experienced by gay people is frequently internalized, adding to the
pain that vulnerable persons feel, even before they develop HIV-related symptoms or
a formal AIDS diagnosis.

The largest proportion of intravenous drug users are the inner-city poor, black,
and Hispanic adults whose health, security, and life chances are greatly diminished
even before they are HIV-infected. Poor-quality medical services, lack of access
to care, and community distrust and suspicion effectively may deprive inner-city
people of required preventive, acute, and long-term health care. Prejudice toward
addicts on the part of providers and the public is accompanied by racial, ethnic, and
class hostilities.

An abiding and very serious question asked by inner-city community leaders and
concerned advocates for AIDS services is whether inner-city populations are being
written off as expendable because they cannot be served easily and because they come
with so many enmeshed problems, such as homelessness and poverty. Most HIV-
infected women are from poor, inner-city, minority backgrounds, and they frequently
have infected infants and children. The directing of resources of all kinds to this
population, as to gay and bisexual men, was initially indifferent and typically slow
in response.

On a societal level, AIDS challenged the historically new concept of what con-
stitutes a fair share of life by devastating young adults with an exotic array of chronic,
life-threatening diseases and with early deaths. AIDS links a death-dealing disease to
sexual activities, with far-reaching effects on sexual attitudes and behavior. Sexual
freedom and expression are now fraught with danger, microscopic mysteries, and
mortality.

VULNERABILITIES AND RISK FACTORS

The epidemiological evidence gives overwhelming support to the proposition that
AIDS cannot be transmitted through casual contact, such as touching, kissing, and
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using the same toilet; it can be transmitted only through the exchange of blood, semen,
vaginal fluid, and mother’s milk. Studies of persons sharing the same households
indicate that transmission occurs only between those individuals engaged in sexual
activities and IV drug use and to infants born of infected mothers (Friedland 1989).

Social workers dealing with AIDS should have a rudimentary understanding of
the biology of HIV infection and be able to translate it clearly to clients to assist them
in AIDS prevention activities and interpreting AIDS-related symptoms and infections.
Social workers are increasingly called on to speak to a wide range of individuals and
groups about AIDS and the transmission of HIV. Therefore, all AIDS education for
social workers begins with an understanding of HIV biology and goes on to consid-
erations of the person, dyadic relations, the family, the community, and the larger
social systems. In simple, unadorned language with apt analogies designed for specific
audiences, social workers must discuss the nature of HIV transmission and preven-
tion. Social workers should be prepared to react to simple ignorance as well as to
highly intellectualized arguments that reveal a person’s denial of the actual modes of
AIDS transmission and the real threats to their lives.

AIDS, an underlying disease of the immune system, must be understood as a
metadisease process, a generator of otherwise rare opportunistic infections such as
Pneumocystis carinii pneumonia (PCP), cytomegaloviral infections, toxoplasmosis,
and rare cancers such as Kaposi’s sarcoma and non-Hodgkin’s lymphomas. According
to a 1992 revision of the case definition, an AIDS definition also includes adult and
children with less than a 200 CD T-lymphocyte count, cervical cancer, recurrent bac-
terial pneumonia, and pulmonary tuberculosis.

AIDS is a disease associated with the imminent or actual catastrophic collapse
of bodily immunity and with the presence of HIV infection. As mentioned, HIV is
transmitted only through the intimate exchange of bodily fluids, specifically semen,
vaginal fluid, blood, and mother’s milk. The activities identified with a high risk of
the transmission of HIV are anal, oral, and vaginal sex; the use of infected blood or
blood products; the sharing of infected drug paraphernalia; and breast feeding. HIV
is also transmitted from mother to fetus in the uterus or during birth (Gallo and Mon-
tagnier 1989; Heyward and Curran 1989; Mass 1987).

Not all persons who have contact with HIV become infected, nor do all persons
infected develop HIV symptoms (such as night sweats, swollen glands, weight loss,
and rashes) or full-blown AIDS with the appearance of an opportunistic infection or
through blood test finding. Because of the dangers of spreading infection to others
and exacerbating existing infections, it is vital for all persons with or without current
HIV infection to be aware of the modes of transmission; to practice safer sex through
the use of rubber latex condoms during anal, oral, and vaginal sex; and to avoid the
sharing of intravenous drug paraphernalia.

In the course of their direct practice with individuals, families, and groups, social
workers have frequent opportunities to assist clients to examine the activities that
place them at risk of infection. Social workers must develop comfort in discussing
sexual practices and drug use, so that they can help clients make behavioral changes
to avoid infection. Neither the induction of fear nor calls for abstinence are sufficient
to encourage new, lifesaving behaviors. Social workers have created exciting ap-
proaches to teaching safer sex behaviors by positive techniques such as eroticizing
the use of condoms with both gay and nongay men and women (Getzel and Mahony
1988; Shernoff 1988).
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Scientific knowledge about HIV and the cellular processes of infection has grown
dramatically in the 1990s as research proceeds in the United States and throughout
the world. Because of its specific attraction to T4 helper lymphocytes (blood cells),
HIV infects them, replicates, and thus overwhelms the individual’s overall immune
capacity. The growth of opportunistic infections and cancers may proceed rapidly or
over a long period of time. There is strong evidence that HIV has a long latency period
before replicating. Scientists are investigating the conditions or cofactors associated
with the development of specific symptoms and opportunistic infections related to
the flaring up of HIV infection.

HIV infection can be readily detected by the use of antibody tests and emerging
new test strategies. These tests have been useful in the mass screening of blood in
hospitals and blood banks. The use of antibody testing for individuals presentsserious
practical, clinical, and ethical questions. The tests check for the presence of HIV
antibodies, which the body produces six weeks to three months or longer after infec-
tion has occurred. There is clearly a possibility of a false-negative test finding; it is
therefore recommended that persons abstain from high-risk activities and be tested
again within six months (Fineberg 1988; Nichols 1987; Redfield and Burke 1989;
Walters 1988).

The test is a diagnostic tool, and negative test findings are not a signal that a
person is immune from infection. There is a strong danger of magical thinking that
turns the test into a stimulus for unsafe activities. Consequently, there is a profound
need for pretest counseling about what the test is and is not, as well as for an explo-
ration of the meaning of both a negative and a positive test finding. Skilled posttest
counseling by a social worker or other qualified health professional is vital to reinforce
safer sex guidelines and to handle the often strong emotional responses of those hear-
ing about a positive test finding. A person with a positive test finding may become
depressed or even suicidal. Other reactions may be a fear of informing intimates and
rage at those who are perceived as the source of the infection.

In certain jurisdictions, important practical and ethical issues arise about the
counselor’s legal requirement to report positive test findings to government officials,
to the tested person’s intimates, and to other agencies (Bayer 1989; Dickens 1988).
The client should know the reporting requirements in advance. Anonymous testing
sites, where available, provide the opportunity to assist in teaching AIDS prevention
activities and helping the client get the necessary health care. To the extent possible,
test findings should be kept confidential. Some states protect test findings legally, a
most difficult task in many health care agencies. The revealing of a positive test find-
ing or an AIDS diagnosis may cause the loss of a job and benefits, breaches of civil
liberties, and incidents of violence.

Medical treatment for persons with HIV infection and AIDS has changed radically
since the beginning of the epidemic in 1981. Changes in the treatment of HIV infection
and opportunistic diseases are occurring rapidly because of the introduction of new
treatment procedures and drugs. Such developments have significantly affected the
quality of life of people with HIV and AIDS. Multiple drug therapies have radically
changed the clinical condition of many who have been symptomatic and facing fore-
shortened lives. Some longer-term survivors assumed from the premature death of
their friends and family members from HIV-related conditions that they only had
months or at best a few years to live. Consequently, they left jobs and were forced to
use most of their financial resources. A so-called Lazarus effect has been noted among
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this population who have felt they have come back from the dead. It is not unusual
for these survivors to have seemingly paradoxical reactions of depression, agitation,
and disorientation to unexpected quality of life enhancement and increased longevity.
A major emphasis of social workers in recent years has been to help those who have
benefited significantly from “state-of-the-art” treatments to accept that they have a
future and begin to plan for reentry into the hurly-burly of work, contact with family
and friends, and reintegration into community activities.

Social workers and other professionals committed to working with PWAs also
have been disoriented by these medical breakthroughs that eliminate quick death
from opportunistic infection shortly after an AIDS diagnosis. HIV-related illnesses
and disabilities have shifted from an overwhelming chronic syndrome with succes-
sively worsening acute life-threatening episodes to a chronic condition with indeter-
minate symptom display characterized by less frequent acute life-threatening epi-
sodes. Important advances also have been made in the treatment of opportunistic
infections and cancers historically associated with an AIDS diagnosis. Medical treat-
ments tend to be administered more often by health professionals in the client’s home
than in acute care hospitals. Social workers in health care must now work with the
family as a whole in adjusting to intrusion of medical treatment in the home that may
involve their participation in supporting medical treatment.

Not all persons have benefited from these revolutionary medical advances; some
have initially rallied only to become acutely ill again, while others have not benefited
at all. A profound sense of personal failure may be felt by such patients and those
frustrated health care professionals caring for them.

RESILIENCIES AND PROTECTIVE FACTORS

While HIV/AIDS opens people to biopsychosocial vulnerabilities from forces from
within and without, core resiliency and reserves of strength of people affected by
HIV/AIDS represent a stunning resource for the practitioner. The early indigenous
PWA movement demanded that researchers and clinicians not use terms such as suf-
ferer, afflicted, and patient, connotive of an inherent moral weakness of the person.
PWAs were also to be represented at all public forums, educational presentations, and
panels and boards reviewing AIDS service projects. The dignity and humanity of
PWAs were recognized as crucial to expanding human rights and enhancing public
understanding (Kramer 1989; Shilts 1987). AIDS service organizations such as GMHC
and the San Francisco AIDS Foundation developed legal and public policy arms to
support PWAs and their families in challenging violations of their civil rights at the
workplace and in public accommodation. Thus, built into the social construction of
an individual’s career as a PWA was the expectation or at least the possibility of
standing resolutely against prejudices and other forms of societal violence. In short,
participants in the AIDS movement endeavored to disabuse themselves and the public
of the image of the PWA as a pitiable victim with a tainted moral status. With the
support of organizations and community-based self-defense structures, the strengths
and resiliency of PWAs had a sociopolitical context for recognition and support.
PWAs and their loved ones saw the practical virtues of challenging threats from en-
emies of their interests. From a position of self-defense and identity politics, the PWA
came to represent someone who not only needed assistance from time to time but
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also had contributions to make toward the well-being of the rest of the population
who were in denial of their vulnerability to HIV infection and AIDS pandemic. In-
terestingly, many PWAs assumed roles as expert HIV educators and AIDS service
providers after their diagnosis.

The AIDS movement provided important semantic distinctions and behavioral
stances that contributed to the possibility of a wholesome identity arising out of an
AIDS diagnosis or later an HIV-positive test finding. For example, a self-help organi-
zation of HIV-positive men and women in New York City was named “Body-Positive.”

Paradoxically, AIDS and HIV for many affected people became an affirmative,
transformative experience. Upon discovering that they are infected with HIV or have
an AIDS diagnosis, some people make fundamental changes in their lives, such as
the recovery from substance abuse and the assumption of a more healthful diet or
lifestyle. They may even see HIV/AIDS as a gift or an opening to spiritual regeneration.
In support groups and in other contexts, PWAs typically demonstrate coping styles
or survival strategies that prove very useful in more effectively managing the shifting
states of vulnerability associated with the biopsychosocial twists and turns of symp-
toms and illness.

The dangerous stances for people affected by HIV/AIDS are related to two ex-
tremes: either becoming morbidly preoccupied with HIV/AIDS or assuming an out-
look of total denial of HIV/AIDS that includes continuation of poor health habits and
unsafe sex. However, there are alternative strategies that have survival benefits that
are continuous with social types familiar to us all from life and literature: for example,
“The Hero” who valiantly fights the foe, AIDS, and although he or she may be van-
quished in the end, lives bravely in others’ memories. In addition to a heroic survival
strategy, a PWA may use beneficence, or helping others, as a positive mode of coping
while being helped him- or herself. Other PWAs become instrumental-rational by
reading medical journals or seeking out experts in devising self-care approaches for
themselves and others. For others, the use of artistic-spiritual expression may be their
mode of transcending or understanding the boundary and the existential problems
associated with illness, death, and meaning.

These survival strategies represent socially validated constructions that are per-
sonally driven efforts to avoid the extremes of morbidity and blanket denial of life-
threatening conditions. Social workers should be respectful of these survival strate-
gies as wholly human efforts to deal with existential concerns. As human actions,
they reflect social connection with others, a historical period and intentionality (to
move beyond the here-and-now to images of a future). These are the mechanisms to
resiliency that represent strengths existing alongside vulnerabilities.

Strengths can only exist in a context of support and recognition that is imparted
significantly in social workers’ attitudes and actions toward people with HIV/AIDS.
Despite social workers’ myopic preoccupation with disease and dysfunction, the es-
sential truth is that we work with people through their evident strengths or those
reserves of strength that are hidden for the moment. Just as PWAs use maladaptive
stances and positive survival strategies, social workers benefit from honest appraisals
of their own stances to HIV/AIDS that support or deter PWAs’ healthful efforts. For
example, some social workers have been shocked and confused by PWAs who were
literally dying of complications of AIDS, now having remarkable recoveries because
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of revolutionary new medicines. We are reaching a period when learning to live with
AIDS is far more prevalent than learning to die from its complications.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

The nearly twenty years of activities by social workers with and in behalf of PWAs
have been characterized by heroic humanitarianism in meeting the acute, crisis-
related problem of persons infected or affected by HIV (Lopez and Getzel 1987;
Palacios-Jimenez and Shernoff 1986; Ryan 1987; Sonsel, Paradise, and Stroup 1988).
The humanitarian strategy created an array of AIDS-specific programs either de novo
in the case of voluntary community-based AIDS organizations, or through political
agitation for special entitlement for PWAs—income maintenance programs, housing,
mental health care, drug reimbursement, and AIDS-designated medical units and
long-term facilities. In addition, some governmental units have provided PWAs with
varying degree of legal protections and assistance.

Heroic humanitarianism has created an appreciable, but often shoddy, service
network for PWAs. For example, in New York City it is not unusual for formerly
impoverished, homeless PWAs to say, “After I got AIDS, they treated me like a human
being.”

This form of exceptionalism in behalf of PWAs, while life enhancing in many
instances, creates resentment among other needy people with non-AIDS-related con-
ditions that are no less life threatening and serious. Of particular concern now that
medical breakthroughs are improving the health of many PWAs is that these critical
survival benefits will be removed.

Since the early 1980s many social work programmatic efforts have been under-
taken in response to the AIDS epidemic in the United States. Social workers have
participated in the development of community-based programs for PWAs and their
loved ones under gay auspices, first in the establishment of the Gay Men’s Health
Crisis in New York City in 1982 (Lopez and Getzel 1984), followed by the Los Angeles
AIDS Project and the Shanti Project in San Francisco. These innovative programs
operate through the large-scale use of nonprofessionals and professionals as volun-
teers providing an array of personal services to help PWAs and their loved ones to
handle the multiple crises often associated with diagnosis and the subsequent bio-
psychosocial crises precipitated by illness, hospitalizations, financial difficulties, le-
gal and employment problems, familial conflicts, and entitlement concerns. Hundreds
of community-based programs for PWAs initially started by the gay and lesbian com-
munity now serve thousands of gay and nongay persons throughout North America
and parts of Europe.

Social workers and other professionals have been particularly influential in the
development of and leadership in volunteer crisis intervention teams, whose mem-
bers are available to provide emotional support and advocacy activities to PWAs and
their loved ones at critical periods of stress in the psychosocial sequence of the disease
(Lopez and Getzel 1987).

Volunteer crisis workers undergo careful recruitment and require ongoing super-
vision and training. Another widespread innovative program uses volunteers as “bud-
dies” who do light household chores for disabled PWAs as well as provide social
contact to break down social isolation.
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Community-based programs offer support groups for PWAs, which are generally
run by social workers and other professional volunteers. Membership in these groups
may be open-ended and as needed, or closed-ended and long term (Gambe and Getzel
1989). Support groups for family members and care partners are also quite common.
Innovative couples’ groups for both gay and nongay couples are sometimes used, as
well as groups that focus on bereavement adjustment, which are generally time
limited.

Educational or more didactic-oriented group programs are increasingly used to
teach safer sex by cognitive-behavioral techniques. Support groups for persons who
are HIV-positive, but who are otherwise asymptomatic, that focus on more healthful
living and on social support are becoming more widespread as testing for the virus is
related to experimental treatments to ward off HIV symptoms and an AIDS diagnosis.
Social workers and other health care professionals may conduct such groups in com-
munity health programs or at HIV testing sites. The special problems of women who
are HIV-infected, of children who have siblings with AIDS, and of survivors of mul-
tiple losses due to AIDS may be addressed through special focus groups that univer-
salize their difficult situations with peer support.

Family counseling with persons from a variety of backgrounds, conducted by
social workers, has proved promising (Walker 1987). Increasingly, social workers in
private practice and agency work are seeing the direct and indirect influence of AIDS
and HIV infection in their caseloads. For example, agencies serving the visually dis-
abled are being asked to work with PWAs blinded by different opportunistic infections
and cancers. Long-term-care facilities and home care programs are being pressed into
service for multiply disabled PWAs, including individuals with AIDS dementia. Hos-
pice programs tailored to the particular needs of PWAs are beginning to be established.

A primary setting for social work intervention remains the acute care hospital
during the health crises of PWAs. Whether dispersed or in a designated area, PWAs
and their families require focused crisis intervention and even short-term groups.

Increasingly, case management work by social workers is an area of importance
because of the growth of outpatient care provision. Sensitive work with PWAs is
necessary as they become more disabled and disoriented. Homelessness and poverty
among inner-city hospital AIDS patients require intensive case management and the
elimination of routine bureaucratic red tape. Social workers frequently become strong
advocates for entitlements and prompt responses from large public agencies, espe-
cially when their clients are in crisis and are under the stresses of life-threatening
conditions. A high degree of interprofessional cooperation is not unusual in hospital
programs designed for AIDS patients.

Support networks of social workers have also developed in different parts of the
country to allow exchanges of information as well as to provide professional recog-
nition and emotional support. Social workers also have given expert testimony to
local, state. and federal panels on AIDS and HIV infection.

The advent of so-called welfare reform, privatization, and managed care further
highlight societal failures to effectively deal with a grave public health emergency.
Placing money and cost containment before the needs of people has serious conse-
quences for PWAs. The absence of a national health care program in the United States
places all citizens at risk during pandemic and other health care emergencies, because
there is no comprehensive system for the dissemination of public health education.
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Scientists also lack accurate baseline epidemiological data on all Americans so that
the progression of the pandemic can be adequately monitored.

Citizens may be wary of how for-profit insurance companies and other corporate
entities will use sensitive medical information to deny them services or infringe on
their privacy. The social work profession through its national association and other
organizations have continued to respond slowly to the pandemic. Conflicts of interest
also exist when professionals collude with managed care and insurance programs for
short-run financial rewards. The federal government continues to resist funding
needle exchange programs that effectively reduce HIV infection among users of intra-
venous drugs.

Despite these considerable limitations, there is need to generate programs that
address the niche requirement of women, adolescents, older people, AIDS orphans,
long-term survivors, prisoners, immigrants, the newly infected, and the cumulatively
traumatized through serial bereavement. Social workers clearly have and can con-
tinue to assume leadership in these areas of emerging need.

ASSESSMENT AND INTERVENTIONS

Social work practice with PWAs must be particularly sensitive to the diversity of the
people infected and affected in each case. Individuals, families, communities, and
regions reflect different patterns and variations that significantly influence diagnoses,
assessments, and interventions. The following case illustrations point to the com-
plexity of understanding needed to work with persons with AIDS and HIV infection.

Peter is currently hospitalized in a room filled with cards and flowers. This is his
third hospitalization in four months. He is a white 34-year-old gay man and the first
college-educated member of his working-class suburban family. Peter has known that
he is HIV-positive for ten years. Four years ago, his T cell count dropped below 200,
and the volume of HIV infection grew in his body. Peter was among the first patients
to take combination antiviral drugs. The drugs reduced viral activity and his blood
work improved as did his sense of well-being. Recently, viral activity has increased
because of his diminished response to combination drug treatment. He has been hos-
pitalized three times in the last two months for hepatitis and bacterial pneumonia.
Peter has lost 30 pounds. His friends and his former lover have been available to help
him in the hospital and at home. He has grown depressed and agitated and has told
his sister that they should plan his suicide.

Martha is a Hispanic female, aged 40, and is a recovering narcotic addict with a history
of drug abuse from the age of 14 to 35. She had one child when she was 20 years old;
at 6 months of age, the child was removed from her by the department of child welfare.
After her second child was shot to death in a gunfight, Martha joined Narcotics Anon-
ymous and has been drug-free for five years. She joined an AIDS support group shortly
after being diagnosed six months ago. Martha, a leader in the group, says the group
helps.

Warren is a white 35-year-old bisexual man who is married and has no children. His
wife does not know about his AIDS diagnosis; he is frightened that she is HIV-infected.
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Warren has been able to continue working but spends all his available time reading
medical journals; he tells his social worker at the clinic that he will “beat” AIDS.
Warren has been asymptomatic since discovering Kaposi’s sarcoma lesions on his
chest a year and a half ago.

Jane is a 25-year-old middle-class woman who was exposed to HIV through a six-
month relationship with a man with a prison record who did tell her he had AIDS.
She was diagnosed as HIV-positive after losing a great deal of weight and having
recurring fevers. Her current boyfriend, Roberto, accepted the news of Jane’s HIV
diagnosis and he subsequently tested HIV-negative. A month later, he proposed mar-
riage. They have expressed interest in adopting a child in a year or two.

Allan is a 16-year-old hemophiliac who became HIV-positive from infected blood
products used for their clotting substance. Allan’s older brother, also a hemophiliac,
died several years ago from AIDS. Allan is currently unaware that his father, a he-
mophiliac, is HIV-positive, while his mother is not. Recently, his parents have been
fighting and have discussed a trial separation.

Each person with HIV infection has a unique history, specific life experiences,
social supports, and other resources. In considering how to serve this population,
social workers should pay particular attention to the following assessment criteria
and intervention foci. Christ, Weiner, and Moynihan (1986) indicated that at diag-
nosis, an individual generally goes through profound and far-reaching emotional re-
sponses to the psychosocial consequences of the illness. In turn, all persons intimately
related to the diagnosed person may experience similar strong emotional reactions.
The social worker must understand the intensity of the coping efforts that underlie
the strong and sometimes confusing reactions of individuals and their families.

Psychosocial issues are expressed at the dyadic relational level between a PWA
and providers of health and human service and within the family system. A person
with symptoms associated with HIV or an AIDS diagnosis goes through strong re-
sponses during his or her periods of illness. Anxiety about being diagnosed may pre-
cede the development of any symptom of an opportunistic infection. Persistent res-
piratory infections, skin rashes, and transitory fever may occasion sleeplessness,
psychosomatic symptoms, and obsessive thinking.

Panicky reactions build if a person develops night sweats, swollen glands, weight
loss, and other HIV-related symptoms before the presence of an AIDS diagnosis. Para-
doxically, once the PWA develops an opportunistic infection and finally receives a
formal AIDS diagnosis, he or she may be emotionally relieved for a time. A PWA often
feels, “At least I can now stop worrying that I’m going to get AIDS.”

Pre- or postdiagnosis preoccupation with becoming ill results in social isolation.
Affected individuals may see themselves as possessed by the disease—controlled at
every turn by thoughts about illness—and subtly and not so subtly reminded by others
that they have a potentially progressive fatal condition. Therefore, PWAs often see
themselves as toxic, stigmatized outcasts worthy of others’ rejections.

Susan Sontag wrote, “Any illness that is treated as a mystery and acutely enough
to be feared will be felt to be morally, if not literally contagious” (1977:5–6). The
association of AIDS with homosexuality and substance abuse has contributed to the
public’s fears and the legitimation of prejudice and aversion. Unfortunately, many
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PWAs also assume these powerful negative images of themselves, which are too fre-
quently reinforced by the actual withdrawal of kin, friends, and others who become
fearful of becoming ill or tainted by their contact with AIDS.

Family members’ and friends’ vulnerabilities are heightened if they share PWAs’
lifestyles, age, interests, and personal habits. Aversive and rejecting behaviors by pro-
viders of health and human service are particularly potent in feeding depression,
diminishing self-esteem, and engendering rage in already stressed and burdened
PWAs.

Mounting social isolation contributes to PWAs’ feeling withdrawn, depressed,
emotionally worthless, physically fatigued, and sexually void. PWAs may experience
shame at being exposed as gay or as drug users or as sexually linked with these
populations. Tragically, some PWAs may associate AIDS with a personal attribute and
not with past activities. Defensively, these PWAs may bargain to go straight or to swear
off the use of drugs, if they might be cured. This kind of magical thinking and self-
condemnation becomes a dead-end approach by PWAs to overcome the crises of di-
agnosis, illness, and disabilities.

Social workers must carefully assess the positive coping elements in PWAs’ emo-
tional expression during crisis periods. During crises, PWAs’ characteristic methods
of coping with feeling states and problem solving falter. An emotional roller-coaster
ride of anger, guilt, rage, sadness, and fear represents PWAs’ early efforts to cope with
each bit of medical information, new symptoms, and functional losses.

Social workers are most helpful when they assist PWAs to understand their re-
actions at a specific time. For example, sadness and depression reflect, in part, au-
thentic grieving over actual bodily and functional losses. As PWAs are able to give
themselves time and space to grieve, they can approach other aspects of personal
mortality. The prospect of dying from AIDS often opens up memories of the deaths
of family members and friends. PWAs may feel guilty about the burdens that they
believe their illness is placing on loved ones for their care. Consequently, PWAs may
be reticent to ask for help from others. PWAs’ anger and rage are reflections of the
injustices of falling ill and being rejected by others. Anger can be positive, if it can
be channeled into being more assertive with physicians and other providers of health
and social services.

Becoming a thoughtful and responsive consumer of help results from social work-
ers’ legitimating PWAs’ sometimes diffuse anger and sense of impotence when ap-
proaching the staffs of hospitals and social agencies. Far too often, PWAs feel pow-
erless as they face making new and greater demands for care. If PWAs can gain a sense
of control over their care, they are apt to experience enhanced responses and practical
assistance from the medical establishment, social agencies, employers, and others.

Finally, in the face of ultimate questions of life and death, PWAs show remarkable
capacities for hope. Even though PWAs occasionally intimate as well as actually speak
about suicide, expressions of hope are ubiquitous. In many situations, denial of being
ill or of having a foreshortened existence is a necessary and useful coping strategy.
Hope is supported when PWAs live as fully as they can. Just as PWAs should be
allowed to deny aspects of their illness, they should be free to express concerns about
dying and death, which often come up in the discussion of wills, funeral arrange-
ments, and living wills that control quality of life while dying.

Social workers and other professionals serving people with HIV infection and
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AIDS—and, for that matter, responding to a variety of other problems and condi-
tions—should draw a broad operational definition of family, so that it includes all
relatives, life companions, and friends who demonstrate a long-term commitment to
caring for the person in need.

Social workers should identify a PWA’s functional family as the network that
provides some measure of emotional support, guidance, material resources, and help
with practical, everyday routines and chores. Members of the family network play an
important role in determining how PWAs receive needed health care, social services,
legal assistance, and other services, particularly during crisis periods and at points of
incapacitation. The family network undergoes changing patterns of closeness and
social support to a PWA as he or she experiences the crises associated with HIV and
AIDS. A PWA may be overwhelmed at the prospect of revealing a diagnosis to un-
suspecting relatives for fear of emotional rejection and abandonment. The pressure
on the PWA is heightened if family members also will discover the “secret” of ho-
mosexuality or drug use. While such fears cannot be dismissed, it is also not uncom-
mon for relatives and friends to move closer after such revelations, paradoxically
surprising the wary PWA.

The decision to inform a family of an AIDS or HIV-positive diagnosis must always
be the PWA’s; the social worker can be the most helpful in assisting the PWA to find
the appropriate time and way to share the diagnosis with particular family members
and friends. Family dynamics as well as cultural and ethnic styles may be factors in
how and with whom information is first shared. Clearly, there are political conse-
quences in and outside the family network when an AIDS diagnosis is revealed.

Very often, the social worker’s balanced, nonjudgmental, and accepting attitude
toward a PWA, during good times and bad, serves as an antidote to recurrent feelings
of isolation, diminished self-esteem, and suspicion. One of the most powerful and
effective tools for helping a PWA to break down isolation and to regain a sense of
normality and trust is the PWA support group, which universalizes experiences and
provides true understanding and a safe environment (Child and Getzel 1989; Gambe
and Getzel 1989; Getzel and Mahony 1989).

AIDS may prompt family members to try to resolve long-standing concerns re-
lated to sexuality, drug use, and other significant historical issues in the kinship net-
work. A PWA and a family member may share guilt and recriminations, holding them-
selves or others responsible for the irreversible tragedies each perceives. Gay couples
may experience a breakdown in their relationship and in their capacity for trust and
intimacy. Family members may be ashamed to share their feelings with friends who
are perceived as too judgmental about the subject of AIDS.

Fear of HIV contagion is especially upsetting to members of the family network
who fear casual contact or who are justifiably concerned about sexual, intravenous
needle, or fetal transmission. Therefore, in the course of their work with family mem-
bers, social workers must assess the risks of transmission and the wisdom of HIV
antibody testing in the immediate and long-term interests of the members of the kin-
ship network. Social workers have an important role in the direct teaching of families
about AIDS transmission and prevention and about safer sex practices.

If spouses and life companions of PWAs are HIV-positive or believe themselves
to be infected, they may fear developing symptoms or opportunistic infections. Pow-
erful feelings of anxiety, helplessness, and even anger toward PWAs may make it
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difficult for spouses and life companions to acknowledge self-concerns, especially if
they are providing significant caregiving. They may have recurrent fatalistic fantasies
and fears of becoming ill alongside the PWA. Even if a spouse or life companion is
HIV-negative, he or she may experience survivor’s guilt and feelings of personal un-
worthiness. If a child is infected, the emotional burdens for the mother and others in
the family are catastrophic.

Social workers should be aware of the ethical questions entailed in sharing in-
formation about HIV infection and AIDS. Legal requirements for reporting test results
to a person’s sexual partners exist in certain jurisdictions, as well as rules for strict
confidentiality about sharing test findings and diagnoses.

Families of intravenous drug users may have several members who are infected
and ill at different times or all at once; over time, the family network may collapse
functionally and physically from within. Such families require humane and contin-
uous survival services and ongoing grief and bereavement counseling. Child welfare
services become very important (Anderson 1986). Before care can be provided and
formal diagnoses made, poverty, racism, and cultural barriers must be overcome by
community-based service providers and inner-city hospitals’ staff who often discover
HIV-infected men, women, and children who have long been ill and are severely
debilitated. Intravenous drug users’ survival strategies frequently entail subterfuge,
criminality, and suspicion, which continue in their relationships with AIDS service
providers, who in turn become antagonistic adversaries. Relapse prevention strate-
gies have assumed central importance in the psychosocial treatment of HIV-positive
addicts.

The burdens of family caregivers deepen with successive health crises. PWAs’
concerns about becoming increasingly dependent on others may be expressed in
strong emotional reactions to family members. Stresses from the indignities of illness
and from historic conflicts within the family network are bound to overwhelm even
the most even-tempered PWAs from time to time. Support groups for family caregivers
provide valuable opportunities to discuss practical concerns and emotional issues
with others who are having similar experiences.

When conflicts erupt in the family network, social workers should assume a me-
diating function. The well-being of the PWAs must always be of paramount concern.
When PWAs face life-threatening health crises, family members may wish to discuss
such contingencies as living wills, powers of attorney, funeral arrangements, and es-
tate planning. If these arrangements are made carefully in advance, they help families
avoid excessive conflict during periods of stress. Discussion of these practical con-
cerns of living and dying allows anticipatory grief expressions and some partial ac-
ceptance of the prospective losses.

Many persons now appear to be living longer with AIDS. An immediate death
from opportunistic infections may be less likely because of more sophisticated medi-
cal treatments and the effectiveness of antiviral medications. As PWAs live longer
with AIDS, they make plans against a backdrop of incertitude. Life cycle events like
baptisms, weddings, bar mitzvahs, and holiday rituals assume greater importance
because they break down social isolation and allow opportunities to participate in
activities that represent continuity and contribution to others. PWAs often desire ways
to identify their legacies to loved ones as they review the meaning of their lives during
or after life-threatening episodes.
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Family members and PWAs exhibit considerable variation in their capacity to
discuss illness directly, regardless of how ominous circumstances become. Caregivers
may need help to accept respite from the increasing anxiety and pressures that occur
during the course of the disease. Often, a PWA is relieved of guilt if the burdens of
caregiving are lightened for a primary-caregiving family member. Family members
continue to struggle with AIDS after PWAs die. The need for remembrance, validation,
and continued expressions of grief is natural and predictable. Loved ones may benefit
from bereavement groups geared to the special needs of “survivors” of AIDS. There
are no simple formulas for adjusting to the loss of so many people cut off in the prime
of their lives by devastating illnesses. Family members who care for PWAs may find
volunteer work in AIDS service organization a meaningful way to memorialize rela-
tives and friends, and to participate anew in life’s sorrows and joys.

ILLUSTRATION AND DISCUSSION

It is in the specific case that the human face of AIDS is revealed. Understand-
ing human responses to AIDS is important, not only in indicating how the
mechanics of diagnosis and intervention may be accomplished, but also in
sensitizing clinicians to the pathos of PWAs, who often must face, in addition
to the indignities of disease, societal stigma and isolation. In preparation for
AIDS work, practitioners may benefit from an examination of the emerging
literature of firsthand encounters with AIDS (Dreuilhe 1988; Monette 1988;
Peabody 1986; Whitmore 1988) or accounts by practitioners (Greenly 1986;
Snow 1987).

The following case description focuses on Marcos Vega, a 24-year-old
Latino man who sought out help from a community-based AIDS clinic after
finding out Anita, his 20-year-old wife, was HIV-positive after a routine pre-
natal examination revealed abnormal blood findings. Marcos was 21 years
old when he met Anita, who was completing her senior year in high school.
Marcos had a history of substance abuse since the age of 13, culminating
with heroin addiction.

Marcos did not know his father, who left the family when Marcos was
4 years old; he persistently dreamed of uniting with his father, but feared
that he might have died. His mother had tried repeatedly to get Marcos into
rehab and felt increasingly helpless in her ability to take care of him. After
his mother’s death, Marcos was tossed from one family member to another.
After multiple rejections, he began receiving welfare benefits and continued
to fail in all drug programs he was required to attend. The road to sobriety
was long with many arrests, homelessness, loneliness, depression, and sui-
cidal gestures.

Persuaded by a friend of his mother, Marcos began to attend Narcotics
Anonymous (NA) regularly; he felt strong for the first time in his life. His
confidence grew with each month of sustained sobriety. Marcos was well
liked by others in “the rooms” of NA. He soon met Anita after being intro-
duced by a friend from NA. They both remember it as love at first sight. Despite
her father’s reasonable concerns about Marcos’s ability to earn a living and
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take care of his beloved oldest daughter, they were married. Anita success-
fully completed high school and continued to work at a local grocery, con-
tributing money to her family as well as pooling income with Marcos who
worked as a peer educator in his drug treatment program. Marcos was widely
seen by his peers as a role model of successful recovery accomplished by
hard work. The Vegas both felt that they were working together to make their
dreams happen. A few months into their marriage, Anita was pregnant. Al-
though surprised, they felt confident that all would be fine. Unfortunately,
even with all of this determination, the Vegas were going to face even more
daunting challenges arising from HIV and AIDS.

Anita’s first prenatal visit showed an abnormal count for white blood
cells, the cells that help fight off infection. The Vegas were referred to a
hospital social worker who, after a brief interview, noted factors in their
history placing them at high risk for HIV infection. The worker told the Vegas
that given Marcos’s historic drug use, she strongly recommended that they
each be tested for HIV. Anita looked confused and asked if anything bad
could happen to their baby. The social worker noted if Anita were HIV-
negative, the baby could not be HIV-positive. If she were HIV-positive, there
were drugs that help the fetus avoid infection. Anita looked confused and
disoriented.

Phase 1. In the first phase with a family affected by HIV, social workers
engage and assess the condition of the persons at risk of an HIV/AIDS diag-
nosis. The beginning phase of intervention also is characterized by approach-
avoidance responses prompted by the at-risk person’s unconscious sense of
dependency and the loss of control that is associated with simply reaching
for help. HIV/AIDS itself is emblematic of uncertainty and the prospect of
the loss of bodily control. Therefore, the social worker working with people
affected by HIV/AIDS must strive to give them a sense of control by allowing
them to define their needs at their own pace and in their own terms. The
interventive approach is, therefore, nonconfrontational and typically permits
a PWA to ritually tell and retell his or her survival story beginning with
diagnosis and attendant concerns. The social worker points out commonal-
ties of the experience and acknowledges explicit and implicit painful affects,
including shame, guilt, loneliness, rage and sadness.

Marcos grew extremely agitated, blaming himself for never having a
complete blood workup. Avoiding his wife’s eyes, he told the social worker
that he was confident that there was absolutely no risk to the baby. As if he
were pleading his case to the social worker, he reiterated that the only pos-
sible route of infection was his multiple sexual partners from the period he
was out in the streets and using. Marcos only remembers using drugs intra-
venously one time with a buddy of his from high school, all the other times
he did his usual snorting. Marcos felt assured that this was the first time for
his friend. Marcos hadn’t seen this friend in at least seven years, no one had.

After a long painful interview with their social worker, the Vegas decided
to be tested for the HIV. In Anita’s words, “not for themselves but for the
baby.”
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Anita and Marcos met with their doctor and the social worker when they
discovered they both tested HIV-positive. They were shocked and never had
an idea of the possibility.

The next few weeks were filled with heartache and pain. In silence and
secrecy, both Anita and Marcos found their attention primarily focused on
the pregnancy and HIV. Anita tearfully told the worker that she had no one
to talk to about her concerns. Marcos spent a great deal of time working and
going to NA meetings. Anita was particularly fearful of her father’s reaction
and thought that it would hurt him too much. Marcos kept it quiet among
his friends, only telling his Narcotic Anonymous sponsor, afraid of former
addicts’ reactions.

The Vegas each privately told the social worker that they were concerned
about the well-being of the other and did not know where to turn. The social
worker asked them how helpful it would be if they came together for a few
sessions to speak about the pregnancy as a couple. During a single session
they began ask each other out loud: Would we soon get ill and die? Do we
need to be taking medications? What about our unborn child? The Vegas
realized that they had each other for support, but they also needed other
forms of help. The social worker suggested that they make active use of coun-
seling with her and join relevant support groups that the agency offered.

Phase 2. Assisting and supporting persons with HIV/AIDS, the social
worker continues to identify and to explore complex psychosocial problems
with clients. The social worker must avoid the temptation to preempt self-
determination out of anxiety arising from perceptions that the persons with
HIV/AIDS are automatically weak and vulnerable. The worker identifies the
strengths and resiliency present by their characteristic survival strategies.

Anita said to the social worker that she was afraid to be in an HIV support
group. She was also concerned about her father finding out that she was HIV-
positive. Anita was feeling like she was in the eye of a hurricane with every-
thing imaginable turning in every direction around her, “Everything was a
blur.” Anita decided she would see the social worker weekly and when any
crisis occurred. She noted that she could no longer keep herself bottled up
inside.

The first in a series of crises occurred when Anita was four months preg-
nant. The Vegas met with a physician and a social worker, specialists in HIV
treatment. This made it possible for the Vegas to get an updated physical
with blood results and give a pyschosocial history that would hopefully as-
sist them in receiving state-of-the-art treatment and much needed assistance
with illness and complex treatment protocols.

Anita was told that in addition to having the HIV antibodies, she had
been exposed to hepatitis; with these both, the risk of liver failure was highly
possible. This stress on her body could impact the welfare of her unborn
child as well. Her CD4 count, also referred to as the T cell count (number of
white blood cells), was beginning to decline, probably due to, among other
things, the high stress level in her life. When she was diagnosed, Anita’s count
was around 400, but since then consistent drops had occurred. Medications
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were immediately started, antiretroviral combination therapy for Anita. Her
doctor told her of the importance of starting them now and how the treatment
might allow the child not to contract the HIV virus.

Phase 3. A person affected by HIV/AIDS often receives quick relief by
hearing similar situations and responses from peers in a support group led
by a social worker. Although many group members may be locked into their
own emotional world, a support group offers nonthreatening acceptance
from peers and a recognition of shared experiences. They can also discuss
the quality of life issues for themselves and loved ones.

Marcos’s health was more robust than his wife’s constantly weakening
condition. His CD4 count remained at a stable 700. Although he had also
signs of exposure to hepatitis A, likely arising from sharing intravenous
drugs, his liver seemed to be holding up fine. Marcos and his doctor made
the decision not to start medications at this time.

Marcos grew increasingly more taciturn and depressed in his contacts
with the social worker who was concerned that Marcos was at a higher risk
of relapse into addiction with the many stresses now evident in his life. In
their interviews, the worker frequently checked in on Marcos’s use of an
already strong peer support system. Despite his acute depressive episodes,
Marcos went to several NA meetings weekly, and several supportive friends
in recovery cared about his welfare. Keeping this level of connection with
the meetings and speaking daily with his NA sponsor were strongly rein-
forced by the social worker. Marcos also started attending a support group
for newly diagnosed people who also used the same HIV/AIDS clinic. Ac-
customed to being in groups, Marcos shared a flood of concerns about Anita’s
diminishing health and whether the baby would be healthy. Marcos was
gently confronted by two male members that he seemed to speak more about
his wife than himself. Marcos seemed not to hear their comments.

Phase 4. It is not unusual for a person affected by HIV/AIDS to challenge
the authenticity of the helping relationship and the meaning of HIV/AIDS
for him- or herself. This is yet another step in the client’s efforts to maintain
autonomy in the face of uncontrollable bodily changes. Unexpressed rage at
family members, friends, and others with better life prospects (including the
social worker) may be expressed metaphorically or in strong emotional re-
sponses. People affected by HIV/AIDS are quick to pick up cues of the social
worker’s and others’ survival guilt, death fears, and sadness.

Marcos’s attendance at the support group became erratic; on two recent
occasions, he called the worker to say that “something came up at work,”
but he surely would be there next week. When the worker told the group
about Marcos’s messages, members made no audible comments. The worker
called Marcos before the next group session about the time and place of the
meeting. Marcos told the worker not to worry, that he would attend. He came
to the session as agreed and was unusually silent. Other groups members
acted as if he were not present.

During a lull in the group discussion, Marcos announced, with muted
affect, that he would be leaving the group. Marcos told the group that he
really needed to maintain his sobriety and coming to the group interfered
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with a more important NA meeting. The group members grew restive and
seemed unable to express their obvious shock and anger. The social worker
noted that Marcos might also be angry at her for calling him to come to
today’s group meeting. Marcos vigorously denied he was angry at the worker
or the group. The social worker stated that it was always a group member’s
right to leave a group, but that in this case, she felt that Marcos was flying
away from the group and, perhaps, not examining some of his HIV-related
concerns. A few group members wished him well, while two members said
they regretted Marcos’s decision to leave so quickly.

The following week, Marcos returned and told the group that he would
stay. He expressed growing anxiety about Anita’s health and whether the
baby would survive to term. The group members commiserated with him
and noted how upsetting these new developments were for him and for them.
One member asked him if he ever thought that he might become sick and be
unable to care for his family. Marcos sadly acknowledged he worries about
that each night before he goes to sleep and looks at Anita . . .

Phase 5. The social worker supports persons affected in the family sys-
tem by recognizing the possibility of foreshortened lives and yet living fully
in the present. With the succession of symptoms, affected people begin to
acknowledge directly the cumulative declines in functioning due to the dis-
ease process. Intimations of death are expressed metaphorically or as a con-
tingency to be planned for and thus controlled. Events in the past assume
saliency as future planning is fraught with uncertainties. A social worker
should assist affected individuals and members of the family system to rec-
ognize the actual functional consequences of HIV/AIDS without encouraging
either a morbid preoccupation with or a denial of the implications of specific
health concerns.

Of critical significance is the social worker’s powerful emotional iden-
tification with a declining PWA, which may propel the social worker to as-
sume either premature fatalistic or magical solutions to the more tragic ele-
ments of the disease process. Through an ongoing life-review process, a PWA
and others seek modes of mastery through active use of the past to make
sense of the present and an uncertain future. Relationships with family mem-
bers and longtime friends are examined in light of the realities of shifting life
chances.

Anita presented many pyschosocial issues; she was falling into a deep
depression, which was distracting herself from following proper care asso-
ciated with her drug intake. Now six months pregnant, she felt alone. Marcos
could not give her the attention that she felt she needed. Anita continued to
keep her HIV status from everyone, but her father grew increasingly con-
cerned and suspicious; he could sense that something was wrong. Anita de-
nied any problems, “I have been working too hard, that’s all, Father.”

During an interview, Anita insisted that a support group could not help
her, but she would attend if Marcos insisted. Two weeks later, Anita ex-
pressed her questions and concerns in the women’s AIDS support group. A
major topic in the group was the consequences of telling family and friends
about their diagnosis. Some of the group members used the group as a source
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of guidance and support to inform their parents and friends. Anita felt group
pressure to do the same. Anita wanted the support of her family but won-
dered if was possible. She told group members how upset she was when her
father kept the mortal illness of her mother a secret until a few weeks before
her death. Weeping, she said that she could not have carried out her house-
hold responsibilities caring for her siblings if she knew her mother was dy-
ing. The worker told Anita and the group that she felt some of the weight of
Anita’s continuing grief over the death of her mother. Anita nodded yes. The
group began discussing how Anita might tell her father about being HIV-
positive.

At the next session, Anita told the group that she was going to talk to
her father, but something inside stopped her. Later, unexpectedly, after ask-
ing her about a recent visit to the doctor, Anita’s father was dissatisfied with
her response and felt she was holding something back. Anita told the group
she was no longer able to hold it in. Her father asked once again and she told
him the whole story. Anita began crying in the group. Marisol and Linda
reached forward and held Anita’s hands. Anita said sometimes you need a
good cry, but expressed concern to the group about how her father would
accept Marcos after the baby was born.

Phase 6. The social worker monitors and supports people affected by
HIV/AIDS during episodic crises. As PWAs grow more seriously ill, they
naturally become more dependent on others for care and emotional valida-
tion. The social worker assists affected people to become more observant of
their changing health status, and to acknowledge the need to accept help
from others. Anita’s health was rapidly deteriorating. Now, seven months
into her pregnancy, she was complaining that she did not have much energy
in the morning and did not feel like going into work some days. When sup-
port group members suggested the possibility of her staying home, Anita’s
bristled, saying that it was impossible because they needed money.

Even though she now had the strong support from her father and other
family members, Anita started distancing herself from Marcos and her family.
She said that Marcos was too worried about her and he had plenty to do just
to remain sober.

At one point in the group, the discussion turned quickly to the virtues
of stopping work and going on disability benefits. Anita was concerned with
falling into greater depression and isolation, if she stopped working. Going
to so many medical appointments and managing her medications has become
a second career. She said she envied the two members who decided to stop
work and accept disability insurance.

After the eighth month of pregnancy, Anita was becoming weaker with
each passing day. She also noticed a persistent cough and was fearful of it
moving into her chest. Her next doctor’s appointment confirmed her expo-
sure to tuberculosis and the need to stay isolated in the hospital for its initial
treatment. Visitors were required to wear a mask when in the room with
Anita.

While in the hospital, Marcos and Anita spent hours talking about their
hopes and dreams. Anita told the social worker she dreamt that the baby
would live and she would die. Marcos discussed his fear about Anita “mak-
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ing it” and the chance of her missing most if not all of the child’s life. The
worker said even though it was difficult to discuss, his concern about plan-
ning for the child was important to him and Anita.

Phase 7. As a person with HIV/AIDS grows more seriously ill, the
worker supports efforts made toward greater intimacy and more active grief
work. As a person with HIV/AIDS experiences a more precipitous decline,
especially in mental status and mobility, more sustainable discussion starts
among the ill person and loved ones.

As her medical condition worsened, Anita became depressed, speaking
only to Marcos and refusing to see the social worker. Marcos told the social
worker that he asked a doctor if Anita and the baby would survive. The
doctor indicated that the fetus seemed to be healthy, even though Anita was
weaker. The birth would be very stressful, but hopefully she would make it.
Marcos later told his support group members and sponsor that he was fright-
ened to ask the doctor, but he felt he had to make plans for the baby even if
Anita could not.

Later, Marcos and the social worker talked about a plan to speak to
Anita’s father about her oldest sister helping Marcos care for the baby after
its birth. He said it would be hard speaking to his father-in-law, but they both
shared a love for Anita and her baby. Later, Marcos spoke during a group
session, to the applause of other members, about his successful conversation
with his Anita’s father.

Phase 8. The social worker assumes a more direct role in caring for and
advocating in behalf of persons affected by HIV/AIDS. An ill PWA may not
be able to discuss concerns. Caregivers become vital for their assistance at
obvious points of intervention. The social worker supports and advocates for
appropriate and dignified care during the often upsetting last days of life.

Anita gave birth to a baby boy. She seem to be flushed with energy after
the birth, returning home a week later. Unfortunately, her health declinedrap-
idly and she was hospitalized for bacterial pneumonia. Anita survived theres-
piratory distress, but she was unable to eat and required tube feeding. Marcos
slept evenings and weekends in her hospital room or outside in the hall. The
social worker convinced him to go home on several occasions. The social
worker encouraged Marcos to follow his routine of NA attendance and going
to his support group. The group assisted him in a decision to follow Anita’s
advance directives to withdraw all extraordinary means to keep her alive, if
there were no hope of recovery. Her wish was to have maximum pain relief.

Anita’s weight dropped to 60 pounds and she was transferred to a sub-
acute facility for PWAs where she died three weeks later. Marcos continued
attending the support group and had periodic contacts with the social worker
prompted by bouts of grief and anxiety about how he could care for his son
who turned out to be HIV-negative. He started to speak about making ar-
rangements for the child’s care if Marcos became sick or died.

CONCLUSION

It is not hyperbole to say that the measure of our society and the profession of social
work will be made in how we respond to the AIDS pandemic in this country and
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throughout the world. Every aspect of our knowledge and our values will be chal-
lenged by the multilevel complexity of the efforts at prevention, treatment, and social
reconstruction called for by the HIV infection and AIDS. Camus (1948) concluded in
The Plague that in times of pestilence, there will hopefully be more to admire in
humankind than to despise. In social solidarity, social workers, with other profes-
sionals and an educated citizenry, can and must act humanely and intelligently in
the days and years ahead, as together we face the complexity and challenges of the
pandemic.

References
Altman, Dennis. 1986. AIDS in the Mind of America. New York: Anchor Book Press.
Anderson, Gary B. 1986. Children and AIDS: The Challenge for Children Welfare. Wash-

ington, D.C.: Child Welfare League of America.
Bateson, Mary Catherine and Richard Goldsby. 1988. Thinking AIDS: The Social Response

to the Biological Threat. Reading, Mass.: Addison-Wesley.
Bayer, Ronald. 1989. Private Act, Social Consequences: AIDS and the Politics of Public

Health. New York: Free Press.
Buckley, Walter. 1967. Sociology of Modern Systems Theory. Englewood Cliffs, N.J.:

Prentice-Hall.
Cahill, Kevin M. 1984. “Preface: The Evolution of an Epidemic.” In Kevin M. Cahill, ed.,

The AIDS Epidemic, pp. 2–6. New York: St. Martin’s Press.
Camus, Albert. 1948. The Plague. New York: Knopf.
Cannon, Walter B. 1939. The Wisdom of the Body. New York: Norton.
Caputo, Larry. 1985. “Dual Diagnosis: AIDS and Addiction.” Social Work 30:62–73.
CDC (Centers for Disease Control). 1997, January. HIV/AIDS Surveillance Report. Atlanta,

Ga.: Author.
Child, Rachel and George S. Getzel. 1989. “Group Work with Inner City People with AIDS.”

Social Work with Groups 12(4):65–80.
Christ, Grace, Lori Weiner, and Rosemary Moynihan. 1986. “Psychosocial Issues in AIDS.”

Psychiatric Annals 16:173–79.
Dickens, Bernard M. 1988. “Legal Rights and Duties in the AIDS Epidemic.” Science

239:580–86.
Dreuilhe, Emmanuel. 1988. Mortal Embrace. New York: Hill & Wang.
Dubos, Rene. 1959. Mirage of Health: Utopias, Progress and Biological Change. New York:

Harper & Row.
. 1965. Man Adapting. New Haven, Conn.: Yale University Press.

Fineberg, Harvey V. 1988. “Education to Prevent AIDS: Prospects and Obstacles.” Science
239:592–96.

Friedland, Gerald H. 1989. “Clinical Care in the AIDS Epidemic.” Daedalus 118:59–83.
Gallo, Robert C. and Luc Montagnier. 1989. “The AIDS Epidemic.” In William Heyward

and James W. Curran, eds., The Science of AIDS: Readings from Scientific American,
pp. 1–12. New York: W. H. Freeman.

Gambe, Richard and George S. Getzel. 1989. “Group Work with Gay Men with AIDS.”
Social Casework 70:172–79.

Germaine, Carel B. and Alex Gitterman. 1996. The Life Model of Social Work Practice. New
York: Columbia University Press.

Getzel, George S. and Kevin Mahony. 1988. “Education for Life During the AIDS Pan-
demic.” Social Casework 69:393–96.

. 1989. “ Facing Human Finitude: Group Work People with AIDS.” Social Work with
Groups 2:95–107.

Greenly, Mike. 1986. Chronicle. New York: Irvington.
Heyward, William and James W. Curran. 1989. The Science of AIDS: Readings from the

Scientific American. New York: W. H. Freeman.



Getzel and Willroth 63

JAMA (Journal of the American Medical Association). 1996. 276:126–31.
Kramer, Larry. 1989. Reports from the Holocaust: The Making of an AIDS Activist. New

York: St. Martin’s Press.
Leukefeld, Carl G. and Manuel Fimbres. 1987. Responding to AIDS. Washington, D.C.:

National Association of Social Workers.
Lopez, Diego J. and George S. Getzel. 1984. “Helping Gay Patients in Crisis.” Social Case-

work 65:387–94.
. 1987. “Strategies for Volunteers Caring for Persons with AIDS.” Social Casework

68:47–53.
Mann, Jonathan M., James Chinn, Peter Pilot, and Thomas Quinn. 1989. “The International

Epidemiology of AIDS.” In William Heyward and James W. Curran, eds., The Science
of AIDS: Readings from the Scientific American, pp. 51–61. New York: W. H. Freeman.

Mann, Jonathan M. and D. J. M. Tarantola. 1996. AIDS in the World II: Global Dimensions,
Social Roots and Response. New York: Oxford University Press.

Mass, Lawrence. 1987 Medical Facts About AIDS. New York: Gay Men’s Health Crisis.
Monette, Paul. 1988. Borrowed Time: An AIDS Memoir. San Diego: Harcourt Brace

Jovanovich.
Nichols, Eve K. 1987. Mobilizing Against AIDS: The Unfinished Story of a Virus. Cam-

bridge: Harvard University Press.
Palacios-Jimenez, Luis and Michael Shernoff. 1986. Eroticizing Safer Sex. New York: Gay

Men’s Health Crisis.
Peabody, Barbara. 1986. The Screaming Room: A Mother’s Journal of Her Son’s Struggle

with AIDS. San Francisco: Old Oak Press.
Redfield, Robert R. and Donald S. Burke. 1989. “HIV Infection: Clinical Picture.” In William

Heyward and James W. Curran, eds., The Science of AIDS: Readings from the Scientific
American, pp. 63–73. New York: W. H. Freeman.

Risse, Guenter B. 1988. “Epidemics and History: Ecological Perspectives and Social Re-
sponses.” In Elizabeth Fee and Daniel M. Fox, eds., AIDS: The Burdens of History,
pp. 33–66. Berkeley: University of California Press.

Rosenberg, Charles E. 1989. “What Is an Epidemic? AIDS in Historical Perspective.” Dae-
dalus 118:1–17.

Ryan, Caitlin C. 1987. “Statement of Challenge.” In Carl G. Leukefeld and Manuel Fimbres,
eds., Responding to AIDS, pp.1–6. Washington, D.C.: National Association of Social
Workers Press.

Shernoff, Michael. 1988. “Integrating Safer-Sex Counseling Into Social Work Practice.”
Social Casework 69:334–39.

Shilts, Randy. 1987. And the Band Played On: Politics, People and the AIDS Epidemic.
New York: St. Martin’s Press.

Snow, John. 1987. Mortal Fear: Meditations on Death and AIDS. Cambridge, Mass.: Cowley.
Sonsel, George E., Frank Paradise, and Stephen Stroup. 1988. “Case-Management Practice

in an AIDS Service Organization.” Social Casework 69:388–92.
Sontag, Susan. 1977. Illness as Metaphor. New York: Random House.

. 1988. AIDS and Its Metaphors. New York: Farrar, Straus & Giroux.
Walker, Gillian. 1987. “AIDS and Family Therapy, Part II.” Family Therapy Today 2:1–6.
Walters, LeRoy. 1988. “Ethical Issues in the Prevention and Treatment of HIV Infection

and AIDS.” Science 239:597–603.
Whitmore, George. 1988. Someone Was Here. New York: New American Library.



64

3
Alcoholism and Other
Drug Addictions
Meredith Hanson

These are difficult times for alcohol- and other drug-involved individuals, as
well as for social workers who are committed to helping them. Despite recent declines
in drug use (Substance Abuse and Mental Health Services Administration [SAMHSA]
1997), persons who suffer from addictive disorders continue to outnumber those ex-
periencing most other types of major mental disorder in the United States. Two recent
epidemiological surveys reported that from 16 percent to over 25 percent of the U.S.
adult population has met the Diagnostic and Statistical Manual of Mental Disorders
(DSM) diagnostic criteria for a substance use disorder at some time in their lives; over
10 percent qualify for a current diagnosis of substance abuse or dependence (Kessler
et al. 1994; Robins and Regier 1991). Since 1990 drug-related visits to hospital emer-
gency rooms, especially those linked with heroin and cocaine use, have increased
noticeably (National Institute on Drug Abuse [NIDA] 1998b). The annual economic
costs of alcohol and other drug abuse exceed $245 billion in such areas as lost earn-
ings, decreased job productivity, higher health care and treatment costs, and crime
and social welfare expenditures (NIDA 1998a).

The social costs are even higher. Neighborhoods have been devastated by drug
use (Currie 1993). The prison system is populated with large numbers of persons who
have been convicted of drug-related crimes and who have untreated addictions them-
selves (Institute of Medicine 1990b). Children whose parents abuse drugs or alcohol
are nearly three times more likely to be abused and over four times more likely to be
neglected than children whose parents are not alcohol- or drug-involved (Reid, Mac-
chetto, and Foster 1999).

Clearly, alcoholism and other drug addiction continue to be among the most se-
rious health and social problems faced in modern society. Virtually everyone seeking
professional assistance has experienced—directly or indirectly—the effects of sub-
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stance abuse. Yet, despite this reality, disability, financial, and other governmental
benefits for persons with alcohol and other drug disorders have been restricted or
eliminated (Gresenz, Watkins, and Podus 1998). Benefits continue to be cut even
though there is little research showing how substance abuse affects clients’ use of
benefits or their experiences on welfare (Schmidt, Weisner, and Wiley 1998). Access
to treatment is limited, despite growing evidence of effectiveness (SAMHSA 1998;
Swarns 1998); and expenditures for law enforcement and drug interdiction programs
continue to outstrip moneys spent on drug treatment, even though studies consis-
tently report that expenditures on treatment are more cost-effective than law enforce-
ment expenditures (Rydell and Everingham 1994).

Social workers in all fields of practice must be prepared to work with alcohol-
and drug-involved individuals. Five percent of the social work workforce specializes
in addictions services (Gibelman and Schervish 1995). Most alcohol- and other drug-
involved persons do not find their way to addictions treatment agencies, however
(Hasin and Grant 1995). Instead, they appear in mental health facilities where it is
estimated that 30 percent of adults who have had a mental disorder also have had an
alcohol or drug problem or both, and over 70 percent of the institutionalized adults
have had both substance use and mental disorders (Regier et al. 1990). They enter
work-based assistance programs, which had their origins as occupational alcoholism
programs (Hanson 1993). They seek treatment via general hospitals and primary care
clinics, where between 10 percent and 40 percent of some hospitals’ admissions are
linked to alcohol abuse (Rose, Zweben, and Stoffel 1999). They show up in children
and family services agencies (Besharov 1994). They collide with the criminal justice
system. Their difficulties become apparent when they grow older and seek assistance
for age-related complications (Gurnack 1997).

Some experts predict that due to cost-containment efforts like managed care,
“[addictions] treatment services will increasingly be delivered at the general health
and social service level, with the specialized addiction treatment system focusing on
cases that do not respond to less intensive efforts” (Sobell and Sobell 1995:1151).
Thus, it becomes even more urgent that all social workers acquire the basic knowledge
and skills needed to assist alcohol- and other drug-involved clients and their signifi-
cant others.

As they struggle with the challenges posed by practice with persons who are
affected by addictions, social workers will discover few clear definitions or expla-
nations for addictive behavior or its treatment. Over the years, the characteristics of
drug abusers have changed. In addition, definitions, explanations, and treatments of
choice have evolved. This chapter reviews some of these changes and suggests prac-
tice approaches that have shown evidence of effectiveness and are congruent with
social work’s purpose and value base.

DEFINING AND EXPLAINING ALCOHOLISM AND OTHER DRUG ADDICTIONS

Defining addiction and addictive behavior has always been problematic. Although
disease-based definitions tend to predominate among professionals, multiple and
competing definitions of alcoholism and other drug addictions exist, and no single
definition is universally accepted. Over the years, definitions of addictions have
varied greatly from formulations based on the presence or absence of physiological
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disease to views relying more on the moral, legal, social, and/or psychological char-
acteristics of drug users and their social contexts (Babor 1990; Berridge 1990).

How a condition is defined determines in large part where assistance is focused
and how services are delivered (Germain and Gitterman 1996). To be useful, the def-
inition a social worker constructs to characterize addictive behavior must draw atten-
tion to its core features, suggest why it exists and how it develops, and thereby in-
dicate intervention options. Most descriptive definitions of addictive behavior draw
attention to abnormal patterns of consumption (e.g., excessive consumption, ritual-
ized and stereotyped use patterns), the functional consequences of drug use (e.g.,
marital and family difficulties), symptoms associated with substance use (e.g., in-
creased tolerance, withdrawal symptoms, and drug-related health problems), the
meaning and salience of addictive behavior for the user (e.g., drug use replaces other
activities in an individual’s life; drugs are used to cope with life stressors), the social
context of drug use (e.g., addiction becomes a lifestyle and habit that becomes a pri-
mary way that individuals identify themselves), and the persistence of the behavior
(e.g., development of the problem and its continuation despite efforts to eliminate it)
(American Psychiatric Association 1994; Edwards, Marshall, and Cook 1997).

Addictive behavior can be thought of as patterns of alcohol or other drug use
intended to alter one’s physical, psychological, or social functioning, which are as-
sociated with harm to the user or others. Addiction is both a psychological obsession
and a physical compulsion (Reinarman et al. 1997). Many addicted persons are aware
of their “need” (desire, craving) to use drugs, but they continue to use drugs despite
the presence of adverse consequences. Persons who are caught up in addictive cycles
often cannot predict reliably and consistently how much of a substance they will
consume or when they will stop. More severe forms of addictive behavior are char-
acterized by increased tolerance, withdrawal symptoms, and faster reinstatement of
the addictive patterns if consumption resumes following a period of abstinence
(American Psychiatric Association 1994; Edwards et al. 1997).

Persons are tolerant to a drug if the usual quantity of a substance has a diminished
effect or if they need markedly increased amounts to achieve intoxication or another
desired effect. Withdrawal symptoms vary by drug use. In general, withdrawal is
induced when drug use is stopped after a prolonged period of regular and heavy use.
The presence of withdrawal symptoms suggests that an individual is dependent on a
particular drug. If people who are dependent on a drug relapse after abstinence, the
full blown dependence syndrome can reemerge rapidly, depending on the severity of
the original dependence. For example, Edwards and his colleagues (1997) suggest that
a severe alcohol dependence syndrome “which had taken years to develop can be
fully reinstated within perhaps 72 hours of drinking” (40).

Definitions of addictive behavior and associated explanatory frameworks are so-
cially constructed products of the larger societal context in which addiction exists.
In many respects, they are metaphors—images that shape reality for both drug users
and society. For example, defining addictive behavior in moral terms places it in the
legal arena. Addicts become people who are at best “weak willed” and at worst “crim-
inal.” They are stigmatized as persons who must be controlled and from whom society
must be protected.

Historically, most addiction control efforts have been morally based. In colonial
times heavy drinking was the norm, and alcohol misuse was considered a matter of
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personal choice (Levine 1978). Alcohol was the “good creature of God”; the drunkard
was “from the Devil” (Lender and Martin 1987). Efforts to control excessive drinking
were confined primarily to criminal sanctions, including corporal punishment, in-
carceration, and public censure.

When other drug addiction became a serious concern in the latter part of the
nineteenth century, it, too, was defined legally and morally. Images of crazed, out-of-
control dope fiends emerged. Opium smoking was linked with racial stereotypes (Kan-
dall 1998), and it was considered a “willful indulgence” (Morgan 1981). Like alcohol-
control efforts, the primary attempts to control other drug use were legal in nature.
With the passage of laws like the Harrison Act of 1914 drug use became effectively
illegal (Brecher 1986; Gray 1998; Musto 1999), the drug user became a social outcast,
and society was “protected” from a potent danger.

Some evidence indicates that a major consequence of moral-legal approaches to
addictions was a change in the characteristics of the addict population (Jonnes 1995).
For example, during the nineteenth century “the typical opiate addict was a middle-
aged white woman in the middle of the upper class” (Courtwright 1982:1). In the early
twentieth century, when opium was still legal and opium-based medicines could be
purchased over the counter, “the typical American addict was [still] a middle-aged
southern white woman strung out on laudanum (an opium-alcohol mix)” (Gray
1998:43). When drug use became illegal, drug use patterns changed. Currently, the
typical opiate addict is more likely to be a male member of a deviant subculture and
a person who is alienated from many aspects of conventional society. In short, a
consequence of moral-legal definitions may be the emergence of a social group that
is less accessible for assistance.

Although addictive behavior is still considered a moral matter by many persons,
the most commonly accepted explanatory definitions appearing in the professional
literature assert that addictions are diseases, symptoms of underlying unconscious
processes, learned behaviors, or reflections of social dysfunction.

Disease models suggest that addictions are “rooted” in dispositional or consti-
tutional differences that distinguish addicts from others (Miller and Hester 1995;
Miller and Kurtz 1994). That is, addictions are “brain-related” medical disorders (Na-
tional Consensus Development Panel 1998), which are probably caused by some com-
bination of preexisting physiological vulnerability, heritable genetic traits, and bio-
logical changes resulting from drug use (Cloninger 1987; Dole and Nyswanger 1967;
Jellinek 1960). Core premises of most disease models of addiction are as follows:
Addiction is a primary condition in its own right that is not symptomatic of some
other disease. It is progressive and irreversible. Substance abusers are “qualitatively
different” from nonsubstance abusers and probably are predisposed to developing the
disease (Kissin 1983).

The defining feature of the disease is said to be “loss of control” or impaired
control over drug use (Jellinek 1952). Loss of control means that addicts can not pre-
dict reliably when they will stop their drug use once an episode starts, nor can they
consistently control the amount they will consume during an episode. The inability
to control drug use is not due to weak willpower or psychological inadequacies.
Rather, it results from physiological characteristics that cause addicts to react differ-
ently than nonaddicts to both drug ingestion and drug withdrawal. Once an addiction
has been established, according to disease theorists, addicts cannot resume drug use
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without reinstating the addiction. The essence of addiction becomes the physiologi-
cally determined uncontrollable, continued use of drugs, including alcohol, despite
the presence of adverse consequences.

Although disease conceptualizations of addiction appeared in the eighteenth and
nineteenth centuries (Levinstein 1878; Rush 1791; Trotter 1804), the “modern” dis-
ease designation, especially as it applies to alcoholism, was developed after the repeal
of Prohibition, in part, to depoliticize alcohol consumption and alcohol abuse (Gus-
field 1996; White 1998). Currently, support for the disease aspects of addiction can
be found in research on the genetics of alcoholism, the results of twin studies, and
findings on the impact of drug abuse on the brain’s neurotransmitters (Begleiter and
Kissin 1995; Goldman and Bergen 1998; Julien 1998).

Intervention approaches evolving from disease models of addictions assert that
addicts must establish lifelong abstinence from all drugs in order to remain free from
the effects of addictions. Without abstinence, addictions will progress and addicts’
conditions will deteriorate. Intervention strategies, therefore, are designed to identify
addicts early; educate them about the adverse consequences of addictions; break
down psychological defenses, like denial, that interfere with recovery; and support
efforts at maintaining abstinence, possibly through referral to twelve-step, self-help
groups like Alcoholics Anonymous and Narcotics Anonymous. In some cases, phar-
macotherapy (e.g., methadone maintenance; naltrexone treatment) is provided to
counteract the effects of a drug of abuse (Agency for Health Care Policy and Research
1999).

Symptom models of addictions draw on a range of psychoanalytic theories, in-
cluding drive theory, ego psychology, object-relations theory, and self-psychology
(Yalisove 1997). Early psychoanalytic explanations of addictions evolved from drive
theory and viewed addictive behavior as a regressive attempt to fulfill libidinous
wishes, while minimizing stress associated with unconscious conflict (Wurmser
1978). Freud (1897/1985) described masturbation as the “primary addiction” from
which other addictions emerged. Substance abuse was a “compromise solution” that
enabled an addict to satisfy primitive oral-dependency needs while maintaining a
facade of adult autonomy (McCord and McCord 1960), and it was a maladaptive de-
fense mechanism aimed at resolving neurotic conflict (Fenichel 1945).

More recent psychoanalytic formulations have placed greater emphasis on im-
paired ego functions (e.g., poor impulse control, poor judgment), self-destructive be-
havior associated with a damaged sense of self and difficulty regulating self-esteem,
and distorted object relations (Yalisove 1997). Chein and colleagues (1964) argued
that adolescent drug use was an attempt to cope with overwhelming feelings of anxi-
ety in anticipation of adult roles in the absence of adequate models. Khantzian (1985;
Murphy and Khantzian 1995) suggested that vulnerabilities, including deficits in ego
capacities, object relations, and sense of self, made it difficult for addicts to soothe
themselves, care for themselves, and manage affect. Drug use is hypothesized to rep-
resent an attempt by addicts to eliminate pain associated with psychic impairment
and to achieve adaptive functioning through “self-medication.”

Viewing addictive behavior as a symptom or a manifestation of an addict’s defec-
tive personality structure leads to helping strategies that are initially ego-supportive
and ultimately personality modifying (once clients establish extended periods of ab-
stinence). It is thought that an exclusive focus on drug use without attention to the
underlying dynamics that contribute to it will produce therapeutic failure. Early in
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the helping process social workers must focus on impaired self-care and provide the
support necessary for clients to cease drug use. As the helping process evolves,
through an empathic, clarifying, interpretive process social workers promote emo-
tional growth and more adaptive functioning by helping clients develop insight into
the conflicts they are experiencing and the negative impact that drug use has on their
lives.

A basic premise of learning and conditioning models of addiction is that addic-
tive behavior is learned and maintained by some combination of antecedent, medi-
ating, and consequent factors. Classical conditioning theory emphasizes the role of
antecedent stimuli and automatic (reflexive) reactions in shaping addictive behavior.
Research building on classical theory has demonstrated how antecedent environmen-
tal cues can trigger withdrawal symptoms without the drug of abuse being present
and can condition drug tolerance among users (Childress et al. 1993; Ehrman et al.
1992). Instrumental (operant) conditioning theory draws attention to consequent en-
vironmental contingencies that reinforce addictive behavior and enable it to continue
or increase.

During the latter half of the twentieth century more complex models of learning
were developed (Miller and Hester 1995). Social learning models draw attention to
the social foundations of addiction, particularly the role of modeling by peers that
help individuals learn vicariously and develop beliefs and attitudes, which mediate
their responses to environmental cues to use drugs (Bandura 1986). Cognitive models
underscore the role of covert processes (cognitions, beliefs, expectancies) in addictive
patterns (Beck et al. 1993). Cognitive behavioral paradigms draw attention to high-
risk situations in which addictive behaviors are likely to occur and to the adaptive
benefits of drug use for the user (Marlatt and Gordon 1985).

Central to all of these models is the idea that addictive behavior is learned in the
same way other behaviors are learned. To understand why a person uses drugs, one
must discover the antecedent stimuli that elicit addictive behavior, the social models
that facilitate vicarious learning, the cognitive factors that mediate perception and
response, and the consequent effects that maintain the behavior. Intervention strate-
gies that evolve from these models focus on the drug user’s behavior and contingen-
cies that maintain it. Examples of interventions that are designed to disrupt addictive
patterns and to develop alternative behaviors include aversive conditioning, contin-
gency contracting, cognitive restructuring, community reinforcement to alter envi-
ronmental contingencies, behavioral rehearsal, and skills training.

Theorists who explain addictive behavior as a function of social arrangements
draw attention to societal and cultural factors that differentially affect availability and
access to drugs, as well as produce stress, alienation, and despair that may place
certain subgroups of society at greater risk for drug use (Currie 1993). Some theorists
draw attention to subcultural support for deviant and alternative lifestyles like drug
use (Bourgois 1995). Others argue that addictions are associated with a social disen-
gagement from conventional values and norms (Lukoff 1980; Minnis 1988). Still oth-
ers declare that alcohol and other drug use may be legitimized by social and cultural
arrangements that influence individuals’ behavioral patterns (MacAndrew and Ed-
gerton 1969). Common to each of the models is the belief that sociocultural factors
may be the most critical forces explaining societal and subgroup levels of consump-
tion and subsequent addiction-related problems.

Interventions based on social models take several forms. Some aim at restricting
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availability and access to drugs through strategies like taxation and age limits for legal
consumption. Others try to eliminate the social conditions that create stresses that
lead to drug use. Another group of interventions attempts to improve drug users’
access to conventional society and the legitimate opportunity structure (Currie 1993).
Examples of assistance strategies that are consistent with social models include vo-
cational training and job development programs, therapeutic communities that re-
move drug users from pro-use drug cultures and place them in antidrug environments,
and workplace prevention programs that address organizational patterns that nor-
malize drug use on the job.

Spiritual models of addiction can trace their origins to Alcoholics Anonymous
and some of its predecessors. Although AA endorses no official view of addiction, its
program of recovery has a fundamentally spiritual quality (Miller 1998; Miller and
Kurtz 1994). As a “disease of the spirit,” addiction is characterized by a loss of mean-
ing, purpose, and connectedness in one’s life (McCrady and Delaney 1995). Substance
abusers are thought to be caught up in narcissistic, grandiose patterns in which little
in their world makes sense except the quest for intoxication. For recovery to occur,
substance abusers must “hit bottom” and experience an “ego deflation” (Tiebout
1957). They must “surrender” and “accept” that they are powerless over the addic-
tion. Through this acceptance, they give up a battle for control, turn their lives over
to a higher power, reconnect with others, and acquire a sense of serenity through
which they can live their lives without mood-altering substances.

Programs of spiritual recovery are illustrated most clearly in the “steps” of
twelve-step self-help groups. Recovery begins with “defeat” and the realization that
one is “not God” and has limitations (Kurtz 1979/1991; Tiebout 1957). This realization
marks the beginning of a shift from self-centeredness to self-acceptance. Assistance
implications that derive from this model include encouraging clients to participate
in self-help groups and examine their own sense of hopelessness. Acceptance, opti-
mism, and self-renewal are encouraged further through tactics that promote increased
self-awareness, nonjudgmental reflection, and tolerance for the actions of oneself and
others (Marlatt 1994; Miller 1998; Nowinski 1999).

In summary, the preceding definitions and conceptual models are representative
of the many existing addiction theories. Each contributes to the understanding of
addictive behavior. Disease definitions call attention to critical biological features of
addictions, including impaired control over drug use, and they legitimize addictions
treatment. Psychological approaches highlight intrapsychic, learning, and character-
ological aspects of addictions. Social explanations reveal environmental and inter-
personal factors. Spiritual models underscore the despair and loss of meaning that
may accompany addiction. All the theories err, however, to the extent that they over-
simplify the addiction process and underemphasize its multifaceted nature. Each def-
inition is a necessary but insufficient view of reality (Golucke, Landeen, and Meadows
1983). If they are used in isolation from one another, they are likely to result in poor
communication across disciplines, incomplete assessments of addiction problems,
and ineffective assistance strategies.

Taken together, the definitions illustrate that alcoholism and other drug addic-
tions are biopsychosocial phenomena (Kissin and Hanson 1982). As the addiction
process unfolds, factors from multiple domains—the psychological, thephysiological,
the sociocultural, the spiritual—interact sequentially and simultaneously to influence
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not only the emergence of addictions but also their maintenance and interruption. To
understand and to assist alcohol- and drug-involved clients, social workers must be
sensitive to each of these factors and how they interrelate.

DEMOGRAPHIC PATTERNS

Addictive behavior occurs in all cultural/ethnic groups, all age groups, both genders,
and all socioeconomic strata. General population surveys suggest that, for most peo-
ple, drug and alcohol use begins during adolescence, peaks during young adulthood,
and then gradually tapers off thereafter (e.g., Johnson et al. 1998). Use of legal drugs
(e.g., cigarettes and alcohol) tends to occur before use of illegal substances (e.g., her-
oin, cocaine, and marijuana). While most users of illegal drugs begin their addictive
careers by using legal drugs and “gateway” drugs (e.g., marijuana), most users of legal
and “gateway” drugs do not progress to more serious drug involvement. Further, most
casual and experimental users of any drug do not develop destructive and addictive
patterns of use.

The 1996 National Household Survey of Drug Abuse (SAMHSA 1997) reported
that 13 million Americans aged 12 years and older were current (past month) users
of illicit drugs, down from a peak level of 25 million in 1979. More than 100 million
persons were current users of alcohol, with about 11 million people being classified
as current heavy drinkers. The rate of current use of illicit drugs by youths aged 12
to 17 was estimated to be at 9 percent. About 1.9 million youths aged 12 to 20 were
thought to be current heavy drinkers.

These overall trends mask some interesting patterns. Within an overall pattern
of stability and decreased use, especially in the past few years, one sees patterns of
increase in some areas. For example, numerous reports indicate that there has been
a rise in heroin use in recent years, which is attributed to the emergence of a new
cohort of young users who snort, sniff, or smoke heroin (Epstein and Gfroerer 1997).
Other reports indicate that an overall leveling of drug use by youths may be counter-
balanced by increased consumption among young adults and the aging of the drug-
using population (the proportion of drug users aged 35 years and older has increased
from 10 percent in 1979 to 28 percent in 1996 as the baby boom generation has grown
older; SAMHSA 1997).

Studies of alcohol consumption reveal that, while two-thirds of the adult popu-
lation are current drinkers, half of all alcohol consumed is drunk by 10 percent of the
drinkers (Malin et al. 1982). Heavy drinking and drinking problems are most common
among young men, with women and older adults being more likely to abstain from
alcohol. Although women experience fewer drinking-related problems and depen-
dence symptoms, they tend to experience more adverse consequences associated with
drinking than do heavy-drinking men (Straussner and Zelvin 1997).

Whites tend to drink more and have higher rates of heavy drinking than do La-
tinos and African Americans (SAMHSA 1997). Latinos have higher rates of heavy
drinking than do African Americans. Native American men aged 25 to 44 years drink
more than members of other ethnic groups. Native Americans suffer from some of the
highest rates of drinking-related accidents, cirrhosis, fetal alcohol syndrome, and sui-
cide (Tang and Bigby 1996). Asian Americans have some of the lowest rates of alcohol
use. Americans of Japanese, Korean, and Filipino heritage drink more than persons
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from China. As Asian immigrants become more acculturated to the United States,
their drinking patterns become more like those of other Americans (Westermeyer
1992).

Use patterns for illegal drugs tend to parallel the use patterns for alcohol. How-
ever, due to the fact that drugs like marijuana, heroin, and cocaine are illegal, higher
proportions of users tend to develop drug-related difficulties. Of the major illegal
drugs of abuse, marijuana is used by the largest numbers of people, with over 30
percent of the population reporting some lifetime use. Cocaine use reached its peak
with about 5.8 million current users with the introduction of crack cocaine in the
mid-1980s. Currently, it is estimated that cocaine (including crack cocaine) is used
by 1.74 million people. Heroin is used by up to 500,000 persons (Office of National
Drug Control Policy 1996; SAMHSA 1997). Different studies, however, have reached
estimates of from 50,000 to more than one million chronic opiate users (Dozier and
Johnson 1998).

In all ethnic/cultural groups young men tend to be at greatest risk for illegal drug
use. Women users, however, seem to experience proportionately more adverse con-
sequences associated with use (Straussner and Zelvin 1997). Regardless of gender and
age, African Americans self-report lower rates of use for most illegal drugs. African
Americans tend to persist with cocaine use for longer periods of time, however, and
lifetime prevalence for crack cocaine is twice as high as comparable rates for whites.
When analyses are controlled for neighborhood of residence, however, racial/ethnic
differences in use tend to disappear (Chilcoat and Johanson 1998).

SOCIETAL CONTEXT

The United States has been described as a “drug-saturated society” (Akers 1985). The
types of drugs available are innumerable. Most drug use, however, consists of the
acceptable use of legal substances. The chief contribution of the societal context to
drug use and abuse may be that it facilitates exposure to favorable attitudes, oppor-
tunities, and pressures to use drugs. The societal context and setting in which alcohol
and other drug use occurs gives it meaning not only for users (or abusers) but also to
social control agents. The sociocultural context is the most powerful factor influenc-
ing not only whether people use drugs, but also the drugs they choose.

Research with Vietnam veterans who used heroin in Vietnam revealed that
“rather than equalizing the drug experience of men from different social and behav-
ioral backgrounds, easy access [to drugs] seemed to increase their pre-existing differ-
ences” (Robins 1978:195). In other words, a facilitating context exaggerated, rather
than reduced, preexisting tendencies to use drugs. Other research suggests that for
individuals to use or abuse drugs in the absence of a favorable context, they must
experience greater personal psychopathology (Kaufman 1974).

Drug use is a learned behavior. Regardless of an individual’s predisposing vul-
nerability toward addictive behavior, to become a drug user, one must learn to use
the drugs, recognize drug effects, attribute them to the drugs, and define the effects
as positive (e.g., Akers 1985; Becker 1953). For the most part, this learning occurs in
a social situation in which people learn drug-related norms and observe drug use by
significant others. Like other social behaviors, learning to use drugs is the result of
continuous, reciprocal interaction among people and a facilitating environment.
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Cultural approval and social structure increase the accessibility of specific drugs;
cultural ritual and social structure regulate their use (e.g., MacAndrew and Edgerton
1969). Favorable attitudes toward drugs like alcohol can emerge in children by the
age of 6 (Jahoda and Cramond 1972). Such attitudes can interact with parental and
peer norms and behaviors to influence adolescents’ definitions of alcohol use and the
probability that they will become heavy drinkers (Zucker 1979).

In a study of drug and alcohol use among three thousand adolescents in grades
seven through twelve, social learning factors, such as differential association—differ-
ential exposure to drug using peers and adults and to favorable drug use norms, def-
initions—definitions favorable to drug use, differential reinforcement—variations in
rewards and punishments for use, and imitation—differential exposure to admired
models who used drugs, were correlated highly with the use and abuse of alcohol and
marijuana (Akers et al. 1979). Variations in the same factors were related to both the
continuation of drug use and its cessation (Lanza-Kaduce et al. 1984).

Most cultural and societal values are communicated to individuals through their
interactions with meaningful persons, like parents and peers. The relative influence
of parents and peers on drug use varies as adolescents grow older. One study suggested
that peer models become more important relative to adult models as teenagers mature
(Huba and Bentler 1980). Another report revealed that, while parental influences re-
mained stable through high school, peer influence increased (Margulies, Kessler, and
Kandel 1977). A third study reported that the drinking of young adolescents was
affected directly by parental norms, while that of middle adolescents was a response
to peer pressures. By late adolescence, parental and peer norms were equally influ-
ential (Biddle, Bank, and Marlin 1980).

These studies and others (e.g., Jessor and Jessor 1977) clearly demonstrate that
drug use is learned in a favorable social context, with friends, parents, and other role
models influencing an individual’s decision to use drugs. Social factors interact with
personal and demographic attributes to affect the onset of drug use. They continue to
interact reciprocally to influence its continuance and cessation.

Despite the fact that all drug use and abuse is learned in social contexts and
extends to all social strata, problems associated with use and risks for becoming ad-
dicted are not equally distributed among all social groups. Drug abuse seems to pose
a greater threat to persons from society’s more disadvantaged and vulnerable social
groups (Cahalan 1982; Chilcoat and Johanson 1998). To understand why this is so,
one must examine the functions of drug use and how they interact with the societal
context. Among the reasons people use drugs are to gain peer acceptance (e.g., Akers
1985), cope with stress (e.g., Schinke et al. 1988), and escape overpowering threats
and pressures (Cahalan 1970). Individual motivations to use drugs emerge in societal
contexts that not only provide access to drugs and definitions favorable to drug use,
but also present people with a range of environmental demands with which they must
cope.

Adaptive functioning is a transactional process in which people respond to en-
vironmental demands that are mediated by social and personal resources. It is well
documented that a supportive social environment is associated positively withhealth-
ier adaptive functioning (e.g., Cohen and Syme 1985). Persons from the most disad-
vantaged social groups are likely to experience environmental demands that are
greater than, or equal to, the demands experienced by other people. However, they
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often lack “social margin,” the relationships and resources needed to survive (Segal,
Baumohl, and Johnson 1977). In settings with stressful demands, ready access to
drugs, and favorable definitions for drug use, drug use and abuse become viable op-
tions for many individuals. Faced with diminished access to legitimate opportunities,
persons at high risk for drug use (i.e., those with favorable attitudes and other liabil-
ities) are more likely to use/abuse drugs. As use continues, they can become enmeshed
in cultures of drug use in which drugs are a source of “status, identity, and challenge”
(Currie 1993:59), and they are apt to become more alienated from conventional
sources of support (Bourgois 1995).

VULNERABILITIES AND RISK FACTORS

Until the 1940s most drug problems were localized in specific geographic areas, each
of which experienced difficulties with particular substances (Arif and Westermeyer
1988). For example, heroin abuse tended to be a major problem in parts of Asia and
North America, while cocaine posed more serious difficulties in Latin American and
South American countries. Further, in most cases affluent social groups were the first
to encounter drug problems. However, as mass culture “homogenized” the world and
as technological and communication advances made it smaller, differences in drug
abuse patterns changed to the point where many drug problems are world wide now.
Factors that are associated with increased risk for drug use in modern society include
biological vulnerabilities, family characteristics, psychological characteristics, age,
gender, and community characteristics (Norman 1997; Pagliaro and Pagliaro 1996).

Biological Factors. Most researchers agree that there seem to be genetically trans-
mitted biological vulnerabilities for drug abuse, especially alcohol dependence (Beg-
leiter and Kissin 1995). However, the mechanisms that are operating seem to lead to
a variety of problem behavioral patterns of which drug abuse is just one (e.g., Goldman
1998). Some researchers suggest that men who have low sensitivity to alcohol (i.e.,
they must drink more to feel its effects) are at greater risk to become dependent on
alcohol (Schuckit 1998). Others counter that greater reactivity to alcohol is associated
with increased risk for dependence (Sher 1991). What seems clear is that alcohol and
other drug addictions are biological conditions, and heritable traits contribute to the
emergence of the conditions for many persons. The precise mechanisms of action
remain unclear (Chilcoat and Johanson 1998). Given the weight of the evidence, it is
safe to conclude that persons born in families with histories of alcoholism or drug
addiction are at increased risk to develop addictive behavioral patterns and other life
problems. Thus, high indexes of suspicion should be maintained when clients present
with this history. Equally important to remember is that despite increased risk, most
children of substance abusers do not develop addictive behaviors and most substance
abusers do not have substance-abusing parents.

Individual Factors. Among the personal factors that are associated with increased
risk for addiction are low self-esteem, low self-confidence, greater rebelliousness, be-
havioral undercontrol (e.g., impulsivity), and mental disorders (e.g., Chilcoat and Jo-
hanson 1998; Goldman 1998; Schinke, Botvin, and Orlandi 1991). In general, indi-
viduals alienated from conventional norms and institutions (e.g., schools), lacking
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respect for authority, and overly reliant on peer pressure are more apt to use drugs.
Their drug use patterns seem to be part of a more generalized problem behavior syn-
drome in which drug-using individuals are likely to engage in other “antisocial” be-
haviors, many of which precede the onset of drug use (Jessor and Jessor 1977).

Surveys of drug use and abuse patterns have revealed consistently that addictive
behavior is associated with age. For all drugs, young adults have the greatest rates of
usage and the most problems related to use (Kandel 1978). A national survey of drink-
ing practices among men found that the youngest respondents (those aged 21–24) not
only drank at greater rates, they experienced the highest rates of alcohol-related prob-
lems, including loss of control, interpersonal conflicts, legal problems, and financial
difficulties (Cahalan and Room 1974). Analyses of alcohol use patterns among women
(Herd 1988), surveys of use and abuse patterns for specific illicit drugs such as cocaine
(Chilcoat and Johanson 1998), and reviews of general American drug use patterns
(Schuster 1987) have reached similar results. In one report it was concluded that the
period of greatest risk for initiating illicit drug use ends by the mid-20s. Persons who
start drug use at a later age not only experience less drug involvement but also are
more likely to cease drug use (Kandel 1978).

Other individual characteristics are less strongly associated with drug use and
abuse. Men are more likely than women to drink and use illicit drugs (SAMHSA
1997). Women are more likely to abuse prescription drugs (Gomberg 1986). In the
youngest age groups, however, gender differences are less marked, and, as women
gain sexual, social, and economic equality, their addictive patterns are becoming more
visible and gender differences are declining (e.g., Kaestner et al. 1986).

Social Factors. Economic and social deprivation are major environmental risk fac-
tors for drug abuse (Hawkins et al. 1992; Turner 1997). Research has revealed that
when other factors are controlled, persons who reside in impoverished communities
are at greater risk to use drugs (Chilcoat and Johanson 1998). Risk for use increases
greatly when those neighborhoods are disorganized and residents feel little attach-
ment to the community (Hawkins et al. 1992). Favorable familial attitudes toward
drug use and poor family management practices have been associated with greater
risk for adolescent drug use, regardless of the presence of drug problems in the family
(Hawkins et al. 1992). Communities in which social institutions are poorly developed
and school systems are less effective (e.g., high dropout rates) have also been linked
with addictive behaviors. Surprisingly, the presence of drug dealers, except as they
reflect broader community problems, does not factor much into drug use initiation
(Cohen et al. 1996). Friends, peers, and family members are much more powerful
influences on drug use initiation than are drug dealers with whom users have no other
interaction.

RESILIENCIES AND PROTECTIVE FACTORS

Protective factors and resilience can be categorized into biological, individual, family,
and social domains.

Biological Factors. The alcohol-flush reaction exhibited by many Japanese, Korean,
and Chinese individuals is a genetic factor that may protect some persons from
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ditional support and acceptance, while promoting structured programs of recovery
for alcohol- and drug-involved individuals (McCrady and Delaney 1995). Conse-
quently, they are integral adjuncts to most professional treatment systems. Several
hybrids of twelve-step groups have formed to meet the needs of children, other family
members, and associates of drug abusers (e.g., Al Anon, Nar Anon, Adult Children of
Alcoholics groups).

Although self-help groups have been around for decades (e.g., AA was formed in
the 1930s), little empirical research exists that demonstrates their effectiveness as
“stand-alone” programs (Kurtz 1997; McCrady and Miller 1993). Studies in which AA
is an adjunct to formal treatment, however, reveal that AA attendance is often asso-
ciated with some improvement in treatment outcome (Emrick et al. 1993; Ouimette,
Moos, and Finney 1998).

Like any other assistance option, self-help groups are not useful for all clients.
Some research, for example, suggests that AA affiliates are more likely than nonaffil-
iates to have experienced loss of control and anxiety about their drinking. They also
tend to have more severe drinking histories and social networks that are more sup-
portive of drinking (Emrick et al. 1993; Longabaugh et al. 1998). However, because of
the potential benefit clients can receive from self-help groups, they should be en-
couraged to “sample” group meetings. Preparatory assistance, like familiarizing cli-
ents with group traditions and processes and teaching them communication skills,
can increase the likelihood that they will affiliate and profit from involvement with
self-help groups (Anderson and Gilbert 1989). If, after attending several meetings,
clients find that they are not helpful, continued participation should not be mandated.

Professional service delivery systems occupy two broad categories of settings:
specialized addictions treatment facilities and nonspecialized agencies. Agency set-
ting and mandate establish the parameters for social work assistance. Thus, the func-
tions of social workers employed in nonspecialized settings may differ greatly from
the responsibilities of social workers in specialized addiction agencies.

As observed earlier, most alcohol- and drug-involved persons encounter social
workers in nonspecialized settings, like primary care clinics, mental health agencies,
employee assistance programs, and school-based health clinics. The major profes-
sional tasks vis-à-vis addictions in these settings usually involve early identification,
information, and referral. Since social workers in these settings are in position to
identify addiction-related problems early—sometimes before clients are aware they
exist—they must be adept at screening for the existence of alcohol and drug problems
(possibly by using standardized screening questionnaires; Smyth 1998), performing
“triage” to ascertain clients’ needs and locate available resources, and linking clients
with the proper levels of care (Pattison 1982). In addition, social workers in nonspe-
cialized settings should be prepared to help clients reintegrate with natural support
groups as they recover from addictive lifestyles.

The specialized addictions treatment system includes several levels of care, in-
cluding prevention and education programs, detoxification services, early interven-
tion and outpatient clinics, day programs and partial hospitalization centers, residen-
tial and in-patient rehabilitation services, including therapeutic communities (TCs),
and dual diagnosis programs for persons with coexisting substance use and mental
disorders. Social workers in these settings occupy positions ranging from case man-
agers and clinicians, who deliver and coordinate care, to advanced generalist prac-
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titioners and administrators, who supervise staff, evaluate program effectiveness, de-
sign and develop new programs, and manage daily program operations.

Increasingly, decisions about the type of treatment clients receive are informed
by “best-practice” guidelines, which are based on evidence derived from empirical
research on the clinical utility, efficacy, and effectiveness of different treatment ap-
proaches (Goldman 1998; Schilling and El-Bassel 1998). The selection of the level of
care a client needs often is guided by “placement criteria” developed by expert task
forces composed of addictions treatment specialists and researchers. Typical of the
placement criteria used by many facilities are those of the American Society of Ad-
diction Medicine (ASAM). When making placement decisions and developing treat-
ment plans, ASAM suggests that professionals should assess the following: acute in-
toxication and withdrawal potential, biomedical condition, emotional and behavioral
status, relapse/continued use probability, client preference (motivation and accep-
tance/resistance potential), and environmental supports and resources (ASAM 1996).

Education and prevention programs are supported more in theory than in prac-
tice (Schinke and Cole 1998). Although policymakers and practitioners recognize the
need for preventive services, adequate resources and legislation often are missing,
and few practitioners are involved in their delivery. Educational and preventive ini-
tiatives include policy-level responses, like alcohol taxes and raising the minimum
legal drinking age, and community/educational interventions (Alcohol Alert 1996).
Some responses, like drug-free workplace initiatives and public service campaigns
warning about drinking and driving, are aimed at the general public. Others are tar-
geted at high-risk groups like pregnant women or teenagers who are experimenting
with drugs. Among the most effective education and prevention programs are those
aimed at adolescents. Group-based approaches exploit the natural peer group of the
classroom and community to alter norms and reinforce the prevention message
(Schinke and Cole 1998). Culturally competent approaches that target life skills and
social influence models have been particularly successful (Daugherty and Leukefeld
1998; Hawkins et al. 1992; Schinke et al. 1989). In general, these approaches achieve
their effects by providing information through peer models and helping clients de-
velop both “drug-specific” problem-solving skills (e.g., drug refusal skills) and general
social skills that enhance feelings of competence and self-esteem.

Detoxification services are designed “to eliminate a substance from someone who
is psychoactively dependent on it by gradually tapering off of that substance, or a
cross-tolerant substance [e.g., methadone for heroin dependence; benzodiazepines for
alcohol dependence], so as to alleviate significant subjective discomfort, minimize
observable or measurable withdrawal signs, or prevent health risks that might occur
if the substance were discontinued abruptly” (Alling 1992:402). Depending on the
severity of a client’s dependence and the availability of social resources, detoxifica-
tion may or may not be medically supervised. It can occur in inpatient or outpatient
settings. Because detoxification services are rarely sufficient to help clients develop
long-term abstinence, social workers employed in drug detoxification units usually
provide substance abuse education to raise awareness about the risks of continued
drug use, motivational enhancement therapy to encourage clients to continue in post-
detoxification treatment, and discharge planning to facilitate contact with self-help
groups and other aftercare services.

Outpatient and early intervention are most appropriate where minimal risk of
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withdrawal exists, clients are able to establish and maintain abstinence, and a sup-
portive recovery environment is available (ASAM 1996). Some outpatient clinics pro-
vide drug-free treatment. Others offer drug substitution chemotherapy like methadone
maintenance and methadone-to-abstinence treatment for opiate addiction or narcotic
antagonist treatment like naltrexone therapy for opiate addiction or alcohol depen-
dence. A primary value of outpatient assistance is that clients are able to face addictive
behavioral patterns in the social contexts in which they arose. With the rise of man-
aged care and other cost-containment efforts, outpatient stays have been curtailed
greatly in recent years. Thus, it has become imperative for social workers and other
professionals, like addictions counselors, nurses, physicians, and psychologists, to
provide brief, time-limited interventions and to involve clients quickly in self-help
groups whenever feasible.

When clients lack the social supports that will facilitate abstinence but are not
debilitated enough to require inpatient or residential care, they may be involved in
partial hospitalization or day programs. Generally, these programs are group and
milieu oriented and provide from nine hours to more than twenty hours of structured
programming per week (ASAM 1996). They expose clients to information about al-
cohol and other drugs, offer alternative social supports that will reinforce drug-free
lifestyles, and teach new coping skills to handle pressures that lead to alcohol and
drug abuse.

Residential/inpatient services and therapeutic communities (TCs) are designed
to serve clients who need safe and stable living environments in order to develop
recovery skills (ASAM 1996). Generally, inpatient rehabilitation services last from
three to four weeks. TCs provide social therapy that can extend much longer. Al-
though intervention strategies and techniques vary across settings, the goals of this
level of care include rehabilitating and resocializing clients by fostering mutual aid
and peer support. Therapeutic communities, which were pioneered by Maxwell Jones
in England at the end of World War II (DeLeon 1999) and adapted for drug addicts by
Charles Dederich in the late 1950s (Yablonsky 1965), try to accomplish these goals by
isolating clients from pro-drug-use external environments and creating highly struc-
tured treatment systems in which they can undergo “identity transformations” from
drug abusers to drug-free persons. This transformation is facilitated throughencounter
groups and other methods that create new family dynamics and peer relationships in
which resocialization can take place (Yablonsky 1989). Social workers in these set-
tings work in partnership with counselors who are recovering alcoholics or drug ad-
dicts to promote a recovery-oriented mutual aid system. They help prepare clients to
return to their natural environments by helping them to anticipate threats to sobriety
and locate resources that will support drug-free lifestyles (Hanson 1997).

In recent years services for special populations like persons with dual diagnoses
(coexisting substance use and mental disorders) have been developed. These services
arose out of the realization that significant numbers of persons with serious mental
illnesses also experienced addictive disorders, but they did not respond well to main-
stream addictions treatment. In general, there are three primary strategies for assisting
individuals with dual diagnoses: sequential treatment, when first one condition is
treated then the second condition is addressed; parallel treatment, in which treatment
of both conditions occurs simultaneously in two or more settings; and integrated
treatment, in which both conditions are addressed in the same treatment program
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(Minkoff and Drake 1991). Most professionals agree that, where possible, integrated
treatment combined with case management services produces the best therapeutic
outcomes—at least for clients with severe and persistent mental disorders (Drake et
al. 1996; Smyth 1998). Services themselves should be delivered in a supportive milieu
in which substance abuse problems are addressed in the context of clients’ overall
psychosocial functioning (Hanson, Kramer, and Gross 1990).

ASSESSMENT AND INTERVENTIONS

Research and clinical experience confirm that potential clients seek, or are referred
for, addictions services with varying motivational levels that are highly susceptible
to professional influence (Miller and Rollnick 1991; Prochaska, DiClemente, and Nor-
cross 1992). Thus, a first clinical task is to assess and enhance potential clients’ mo-
tivational readiness to engage in the helping process by eliciting from them their
interests, doubts, and concerns about treatment; their views on alcohol and drug use;
their definitions of the “problem”; and any hopes or expectations they have for assis-
tance. By encouraging potential clients to tell their own stories, social workers de-
velop an appreciation for their perspectives. Once social workers grasp these views,
they can attempt to establish common grounds that link potential clients’ concerns
with agency mandate and function. When this occurs, and there is agreement, poten-
tial clients become actual clients, and the helping process can proceed (Germain and
Gitterman 1996).

Many individuals entering addictions treatment are “coerced” into care, and they
would not be seeking assistance if it were not for outside pressure (Barber 1995). It is
helpful to think of these individuals as “visitors” rather than “customers” who are
ready to use the services that are offered. According to Berg (1995), visitors are persons
who define their “real problem” as having to come to treatment when their true con-
cerns lie elsewhere. Thus, they may appear unmotivated or resistant. When faced
with this dilemma, social workers should respect and affirm the person’s position and
not aggressively challenge it. By using client-centered interview tactics like open-
ended questions, reflection, and summarization, social workers can help visitors iden-
tify, explore, and understand their ambivalence, and they can help them weigh the
risks and benefits of accepting assistance and considering change (Miller and Rollnick
1991). An empathic, “not knowing” style in which social workers deliberately try not
to impose their own views on potential clients helps individuals feel understood and
creates a context in which they are more apt to accept assistance. By clarifying ex-
pectations and negotiating goals, social workers can identify concerns that are mean-
ingful to clients. By coupling these concerns with the persons’ alcohol and drug use,
they provide a credible basis for engaging potential clients into treatment that ad-
dresses addictive patterns.

Assessment. To assist clients and plan intervention strategies with them social work-
ers must understand the severity and nature of a client’s addiction and how addictive
behaviors “fit” within the person’s life context. Generally, assessment occurs at two
basic levels. Screening and diagnostic strategies attempt to determine the presence
and severity of an alcohol or drug problem. More comprehensive, ecologically
grounded assessment strategies attempt to clarify how particular clients’ alcohol- and
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drug-related difficulties are manifested in their lives. An ecological assessment tries
to uncover the adaptive and maladaptive aspects of drug use. It attempts to determine
how drug use may increase stress and discomfort for clients and others, how addictive
behavior may ease stress, and how it may be a normal “way of life” for clients and
their associates (Vaillant 1992).

Screening and assessment information is obtained through a variety of methods
including open-ended interviews, structured clinical interviews (e.g., the Addiction
Severity Index, McLellan et al. 1992; the Structured Clinical Interview for the DSM
IV, First et al. 1996), client self-report instruments (i.e., screening questionnaires like
the Michigan Alcoholism Screening Test, Selzer 1971, and the Alcohol Dependence
Scale, Skinner and Horn 1984), and computer-assisted procedures. The CAGE ques-
tionnaire is an extremely simple screening tool that is used widely in nonspecialized
addiction settings like primary care clinics (Mayfield, McLeod, and Hall 1974). Al-
though the CAGE questionnaire was developed for alcohol use, it has been adapted
for other drug use. To administer the CAGE, a social worker asks a client four ques-
tions that can be answered yes or no: Have you ever thought you should Cut down
on your drinking? Have you felt Annoyed when people criticize your drinking? Have
you ever felt bad or Guilty about your drinking? Have you ever had a drink first thing
in the morning to steady your nerves or to get over a hangover (Eye-opener)? Two or
more yes answers are indicative of a drinking problem and should be followed up
with further assessment.

A comprehensive ecological assessment of addictive behavior should occur as
part of a broader examination of clients and their impinging environments. It must
identify and explore the types of life tasks and demands clients face, the develop-
mental level of clients and their communities, and the personal and environmental
resources that affect adaptation and motivation (Germain and Gitterman 1996).
Among the drug-specific domains that should be examined are the following: (1) the
client’s general drug use patterns, including type of substances used, quantity and
frequency of use, method of ingestion (e.g., snorting, smoking, orally, injection), and
contexts of use (e.g., where, with whom); (2) precipitants (antecedents) of use;
(3) consequences of use (e.g., behavioral or mood changes, withdrawal symptoms,
drug-related medical complications, social and interpersonal consequences, in-
creased tolerance); (4) history of use, including patterns of increase and decrease and
length of involvement with drugs; (5) prior efforts to stop use; (6) environmental,
personal, and sociocultural factors that will support or block recovery; and (7) any
other problems in living the client faces (Smyth 1998).

Since addictive behavior tends to occur in some situations and not in others, it
is critical to assess closely the characteristics of the situations in which clients are at
high risk to use drugs, as well as the characteristics of those situations that seem to
protect them from drug use (Annis and Davis 1988; Meyers and Smith 1995). One
study found, for example, that over two-thirds of all alcoholic relapses occurred in
three types of situations: those evoking negative emotional states, like anger, anxiety,
and depression; those involving interpersonal conflict; and situations containing so-
cial pressures to drink. Heroin relapse followed the same pattern. However, while
alcoholic relapses were associated most strongly with negative emotional states, so-
cial pressures were the strongest determinants of heroin relapses (Cummings, Gordon,
and Marlatt 1980). These findings have been replicated in other studies that found
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that younger drinkers relapsed in a wider range of situations and that men were
more likely than women to drink in response to social pressures (Annis and Davis
1988).

Central to an analysis of high-risk drug use situations, as well as those situations
in which they are less apt to use drugs, is an assessment of clients’ perceived self-
efficacy, their expectations about their capacity to cope effectively with situational
demands and tasks (Bandura 1997; Marlatt and Gordon 1985). Research has demon-
strated that drug use/abuse involves a process in which people with differing vul-
nerabilities for drug abuse enter high-risk drug use situations (sometimes uninten-
tionally) and encounter pressures to use drugs. If they perceive that they can cope
with the pressures without using drugs, the likelihood that they will resist drug use
is increased. If, however, they perceive that they are unable to cope with the situa-
tional demands without using drugs, the probability that they will use and abuse
drugs is increased (Marlatt and Gordon 1985).

As assessment data is gathered, social workers must organize it so that it leads
logically to assistance options. They must formulate a data-based description that tells
them who the client is. They should develop inferences that help explain why the
client is using drugs. They must form intervention hypotheses that link description
and explanation and suggest how to aid the client.

Interventions. As assessment information is gathered and clients accept an offer of
help, social workers must align themselves with real possibilities for change within
individuals and their environmental contexts (Vaillant 1995). According to Edwards
and his colleagues (1997), the “basic work” of treatment builds on an understanding
of a client’s natural capacity for recovery, as well as potential dimensions of recovery.
Practitioners’ efforts consist largely of helping clients develop the personal and en-
vironmental resources and supports that will allow them to overcome addictive pat-
terns and move along “natural” recovery pathways.

A wide range of assistance strategies are employed to help alcohol- and drug-
involved persons. Core interventions include group counseling, individual therapy,
family therapy, chemotherapy (e.g., methadone maintenance, disulfiram treatment),
and referral to self-help groups. These interventions may be utilized (or initiated) in
all service settings. Other services—detoxification, vocational and educational assis-
tance, referral for financial aid and other benefits, medical and psychiatric care—are
supplementary and may be merged to form separate systems of care (e.g., a community
reinforcement approach to assistance, Budney and Higgins 1998; Meyers and Smith
1995). Supplemental services usually are not needed by all clients.

Core interventions are designed to address the central addictions-related diffi-
culties most alcohol- and drug-involved clients face. They are aimed at helping per-
sons establish abstinence, alter addictive lifestyles, develop more effective coping
skills, and establish social support networks that will reinforce abstinent behavior.
The sequence and timing of assistance efforts are determined by an assessment of
clients’ needs, as well as their willingness to accept the assistance offered. The “nat-
ural sequence” of intervention in order of urgency usually involves: detoxifying the
client; meeting emergent social, medical, and emotional needs; providing core inter-
ventions aimed at the addictive lifestyles and behavioral patterns; and delivering
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additional services (e.g., vocational rehabilitation) that will strengthen a client’s gen-
eral adaptive capacity.

To increase the likelihood that a particular intervention package will be success-
ful, it should have some empirical evidence for effectiveness. Controlledexperimental
studies and “real-world” applications of efficacious interventions have helped to dis-
pel the “myths” that little helps substance abusers and that they are more resistant
than other persons to assistance (Institute of Medicine 1997; Miller et al. 1995; O’Brien
and McLellan 1996; Project MATCH Research Group 1997; Schilling and El-Bassel
1998; Smyth 1998). Clearly, not all interventions used in the addictions field are ef-
fective, and some approaches seem more appropriate for some clients than others.
Effective alternatives exist, however, and social workers, who are guided by “in-
formed” (Miller and Hester 1995), “technical” (Lazarus 1997) eclecticism, will be able
to select “best-practice” options with their clients.

No single intervention approach has been shown to be consistently superior to
all others in its effectiveness. For example, group therapy is considered by many to
be the treatment of choice for alcohol- and drug-involved persons. However, while
group approaches that promote problem solving and the acquisition of coping skills
have been shown to be successful, little research documenting that group methods
are comparatively more effective than other intervention methods exists (Miller et al.
1995; Smyth 1998). Intervention alternatives that are well supported by treatment
outcome research include: brief interventions, motivational interviewing, decision-
making approaches, social skills training, contingency contracting, community rein-
forcement, client-centered strategies, relapse prevention, cognitive therapy, family
interventions with nonaddicted spouses, behavioral marital and family therapy, and
chemotherapy like naltrexone treatment and methadone maintenance (Miller et al.
1995; Schilling and El-Bassel 1998; Smyth 1998). Addictive behaviors often can be
addressed best through a combination of behavioral, social, and pharmacological in-
terventions (Stocker 1998). Social workers wishing to improve their abilities to be
responsive to their clients should consider integrating these strategies into their prac-
tice so that they have “menus” of options from which they and their clients can select.

Work with clients should be guided by several practice principles (e.g., Edwards
et al. 1997): (1) Continuity of purpose should be maintained. Initial goal selection and
contract should establish focus and maintain a demand for work. (2) A flexible, col-
laborative stance should encourage active client involvement. (3) An ecological per-
spective that enables clients and social workers to see the larger context in which
addictive patterns exist should be maintained. (4) Whenever possible, the perspec-
tives of family and social network members should be incorporated into the helping
process (Szapocznik et al. 1989). The empirical literature links beneficial therapeutic
outcomes to the involvement of social network members, when clients are invested
in the relationships and the networks are supportive of abstinence (Longabaugh et al.
1995). The roles network members play should be determined by their interests and
capacities, as well as the wishes of the addictive clients (Zweben 1991). (5) A balanced
focus should be maintained between addictive behavior and other life problems.
(6) Clients and workers should engage in continuous monitoring of the pacing, inten-
sity, and outcomes of helping encounters. (7) Client strengths and the advantages of
drug-free living should be highlighted to give meaning to the therapeutic work.
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ILLUSTRATION AND DISCUSSION

The following case example illustrates the process of differential assessment,
contracting, and intervention with a drug-involved client. The case illustra-
tion is not a “recipe” for social work practice. Instead, it highlights useful
practice concepts.

Jerry (aged 23) and Ann Smith (aged 24) are a married Irish American
couple who were referred for assistance by children’s protective services
(CPS) after their 2-year-old daughter was removed from their home and
placed in Ann’s mother’s custody when allegations of neglect were filed.
According to the referral materials, Jerry, who worked as a school custodian,
has a history of alcohol and crack cocaine use. School authorities noticed
that he was intoxicated on the job on more than one occasion. After contin-
ued efforts to help him stop using drugs through the school’s employee as-
sistance program failed, the case was referred to CPS, which determined that
Jerry’s actions placed his daughter at risk. Although Ann admitted to no
addictive behavior herself, she acknowledged that Jerry often became loud
and belligerent when he smoked crack. Since she refused to ask him to leave
the home, officials removed their daughter. CPS informed the couple that
they would be reevaluated and their daughter would be returned to them if
Jerry entered substance abuse treatment, he established complete abstinence
from crack and alcohol, and the couple entered marital counseling that ad-
dressed anger management and conflict resolution.

On their first visit, Jerry announced, “This is all a big waste of time, and
we really don’t need to be here. I haven’t had a beer or smoked any crack in
over two weeks, and I don’t intend to start now. My wife and I are in marriage
counseling and that is going fine.” Ann volunteered, “We just want to do
what it takes to get our daughter back.”

The social worker assessed quickly that the couple—especially Jerry—
was reluctant to engage in treatment, so he assumed they were “visitors”
who were investigating the treatment program, rather than “customers” who
were ready to make use of the services (Berg 1995). He thanked them for
coming to the center. He commented that he had reviewed the materials CPS
had sent over, and he asked them to share with him their impressions of the
situation. Jerry did all of the talking and Ann sat quietly. He externalized the
difficulties and minimized any drug use problem. When asked directly if he
thought he had difficulties with drugs, Jerry replied, “No.” Jerry’s remarks
indicated that he was in the “precontemplation” stage of change with respect
to the addictive behavior (i.e., he did not attribute his difficulties to drug use,
despite evidence to the contrary, Prochaska et al. 1992). The social worker
suspected Ann might view the situation differently. However, given the his-
tory of marital conflict, he chose not to put her in a position of disputing her
husband’s statements.

The social worker decided that to engage the couple in the helping pro-
cess, he had to discuss with them the mandated requirements of service and
attempt to negotiate goals (Berg 1995; Germain and Gitterman 1996). He told
them that he understood that CPS required Jerry to be sober and in addictions
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treatment, and that these conditions seemed nonnegotiable from CPS’s per-
spective. He added, “Given that we have to be here, I’m wondering what
could happen that might make this whole experience worthwhile.” Both Ann
and Jerry replied, “Getting our daughter back.” The social worker acknowl-
edged the goal and then asked Ann and Jerry what steps they thought needed
to be taken to attain it. They replied that they did not know, to which the
social worker responded, “What about what you are doing now? You’ve taken
important steps already. Jerry is drug-free and you are here. I know that must
be difficult, but it shows me how committed you are to making this work.”
Ann and Jerry nodded in agreement.

The social worker sensed that an initial rapport was being established,
so he asked if it would make sense for them to explore ways to make their
initial success last. They agreed, so he asked Jerry if he would mind telling
him a little about his drug use—when it started, what he likes about it, and
any concerns he has about it. He asked Ann to be a “witness” to the process
and offer feedback at times to clarify the information (Zweben 1991). He
thought that this tactic would keep her involved with less potential for stress.

Through the use of client-centered interviewing skills (reflection, open-
ended questions, summarization), the social worker learned that Jerry was
raised in a “family of alcoholics” (father, uncles, and paternal grandfather
had drinking problems). He had no role model for moderate drinking. “When
my family drank, they drank to feel it.” Jerry remembered tasting beer at an
early age. “It was around 5. I remember I liked it. It made me feel like my
dad.” He became intoxicated the first time he drank with friends at the age
of 13. He started smoking crack with high school classmates when he was
15. He reported “no problems” associated with drug use until he was caught
drinking on the job several months ago. He minimized the arguments he and
Ann had when he was high.

In response to the social worker’s question, Ann agreed that Jerry’s his-
tory seemed accurate with two exceptions: Jerry began to drink in the morn-
ings to calm his nerves long before he appeared intoxicated on the job, and
the arguments were very upsetting to her and to their daughter, who would
sometimes cry and ask them to stop fighting. Jerry seemed genuinely sur-
prised by Ann’s comments, and said, “Yes. You’re right, I forgot about Cal-
leigh (their daughter). . . . And, I guess, I was tying it on in the mornings,
sometimes.”

This was Jerry’s first treatment for addictive behavior. A “review of sys-
tems” uncovered the following additional information: He had no physical
problems. He exhibited no symptoms of major mental disorder. He tended
to handle problems rigidly and reactively, responding “that’s the way I’ve
always done things.” He spent leisure time watching sports on television and
playing softball in a work league. Ann and Jerry went to the movies about
once a month. They had few mutual friends.

A situational assessment of his addictive behavior revealed that during
the past year Jerry was most likely to drink heavily and smoke crack after
social events with his friends. This usually led to arguments with Ann, which
precipitated more drug use. Times when he would not drink or smoke crack
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were generally preceded by “conscious decisions” on his part not to use.
According to Jerry, “Crack and alcohol cost money. I can’t go broke. Besides,
sometimes, I’m not in the mood to have an argument when I get home.”

Preparatory to developing an intervention plan with the couple, the so-
cial worker provided personalized feedback (Miller and Rollnick 1991). He
presented the results of the situational assessments and he summarized that
Jerry, by his own report, consumed much more alcohol and drugs than other
people did. He observed also that given his family history he was at risk for
developing more serious problems if use continued. He balanced the feed-
back on risks by pointing out that the couple had strengths—they were stay-
ing together and committed to resolving their difficulties and regaining cus-
tody of their daughter, Jerry still had his job, and he was able to exert control
over drug use when he “put his mind to it.” He concluded by saying, “Your
goals are clear and there are some specific things we can do to help you. If
you maintain sobriety and strengthen your ability to handle conflict without
drinking or smoking crack, I will report this to CPS so that steps can be taken
to regain custody of Calleigh.”

Jerry commented, “Well, I just have to get my act together. As you said,
when I put my mind to it, I can stay out of trouble.” The social worker sided
with him and suggested that they could develop a plan that would strengthen
Jerry’s strategies. He pointed out that some situations were more difficult
than others for Jerry to handle, and that he could develop skills for coping
with them and avoiding relapse. Jerry agreed to “give it a try.” The social
worker asked Jerry and Ann what role they wanted her to play in the addic-
tions treatment, and they both replied that she should be “supportive” but
not get too involved to avoid conflicts. Picking up on their concerns, the
social worker suggested that Ann could become more involved when they
addressed marital conflict. Ann and Jerry agreed.

The following objectives were established with the couple: (1) Jerry
would increase his awareness of drug use cues and he would identify cor-
rectly situations in which he was at risk to use. (2) He would chart situations
in which he felt tempted to use drugs and those in which he felt no temp-
tation, keeping track of his thoughts, feelings, and actions. (3) Jerry would
develop skills for handling interpersonal encounters—first general social
encounters, then temptations to use drugs, finally interpersonal conflict.
(4) When Jerry improved his sense of mastery and competence in other social
situations, Ann and he would practice applying conflict management strat-
egies to the marital interactions.

To attain these objectives Jerry contracted with the social worker to par-
ticipate in weekly individual sessions. Ann and Jerry contracted to follow
up the individual sessions with couples counseling. In addition, Jerry agreed
to attend group counseling, and Ann agreed to participate in a group for
wives of drug-involved men. Jerry also agreed to “sample” at least six AA
meetings in the community and decide whether or not he thought they could
be of assistance to him. Since CPS wanted a progress report in six months,
a six-month time frame was established for the contract.

The group Jerry attended stressed problem-solving and coping skills
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development. Its purpose was to encourage members to complete “functional
analyses” of situations in which they were at risk for using drugs and to
practice alternate ways of handling those situations. Techniques included
role plays, modeling, coaching, positive feedback, support, and practicing
new skills in “real life” (Carroll 1998). Jerry found himself “at a loss for
words” in most social encounters. So, in early group meetings he learned
how to relax himself and prepare himself for the encounters. He also ob-
served other members model social encounters without using drugs. Then,
he rehearsed the situations himself. For example, he practiced making “small
talk” about sports and “refusing” requests to drink. Group members gave him
positive feedback and encouragement, and his confidence (perceived self-
efficacy) in social situations improved.

In couples counseling Jerry applied the coping skills he learned in group
to his interactions with Ann. For her part, Ann learned how to assert herself
and focus on her own needs. By disengaging somewhat from Jerry’s drug use
behavior she was able to communicate to him not only that she did not want
to be controlled by his addiction, but also that she was confident that he
could come to grips with destructive addictive patterns.

Ann and Jerry continued treatment for one year. After six months of
continued abstinence and steady progress, a favorable report from the social
worker paved the way for Calleigh’s return home. When the situation re-
mained stable for one year, treatment ended. A two-year follow-up revealed
that Jerry remained drug-free and occasionally attended AA. Ann attended
a community support group for spouses of drug-involved people. The couple
retained custody of their daughter.

This practice illustration highlights some important features of social
work practice with alcohol- and drug-involved people. Clinical assessments
and interventions were individualized to meet the clients’ life circumstances.
Assistance built on strengths, de-emphasized the “addict” label (stigma), and
linked the offer of help to concerns as they were experienced by the clients.
Once differential, situational assessments were completed, a treatment con-
tract that established a stepwise hierarchy of assistance was negotiated. The
intervention plan focused on developing both general coping skills (e.g., in-
terpersonal skills; conflict resolution skills) and drug-specific coping skills
(e.g., drug refusal skills). For recovery to progress, both categories of skills
had to develop, since the general coping skills provided the context in which
drug-specific skills could emerge. Finally, as Jerry improved his sense of self-
efficacy and competence, environmental interventions were effected. Alter-
native support networks (e.g., AA) were explored and existing supports (e.g.,
his relationship with Ann) were strengthened.

A multidimensional intervention strategy that included the clients’ total
life health helped them to develop the skills needed to meet situational de-
mands and create social networks that would be more supportive of their
efforts at adaptive functioning. Consequently, two years after formal services
ended the couple’s progress continued, and they were coping successfully
with life demands.
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CONCLUSION

This chapter has offered an introduction to social work practice with persons affected
by alcoholism and other drug addictions. Addictive behavior is a biopsychosocial life
condition that is influenced by multiple factors affecting all areas of functioning. To
understand addictive behavior and to help people who encounter drug-related diffi-
culties, social workers must adopt a dual person:environment focus. Addictive be-
havior must not be isolated from other domains of functioning and it must be under-
stood as one attempt persons make to remain adaptive in stressful life circumstances.

By adopting an ecological perspective toward addictive behavior, social workers
will begin to (1) understand clients, their strengths, and their problems in their own
terms; (2) accurately assess the nature and severity of their needs and resources; and
(3) develop meaningful assistance strategies that help clients and others alter addic-
tive lifestyles and develop supports for sobriety.

Addictions are major life difficulties that affect persons from all social groups.
Their detrimental impact on people and society is immense. Clients who utilize the
services of any social work setting may be affected by the consequences of addictive
behavior. Therefore, social workers must become sensitive to a population at risk,
continuously develop their knowledge base, and intervene at the personal and envi-
ronmental levels to help individuals become empowered and create communities that
support adaptive, drug-free functioning.
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4
Borderline Personality
Nina Rovinelli Heller
Harriette C. Johnson

People who meet criteria for borderline personality disorder (BPD) present
for services in almost every type of social work practice setting. Typical presenting
problems are suicide attempts and gesture, family violence, substance abuse, eating
disorders, reckless spending, and other problems with self-control. Social workers act
therapeutically with persons with BPD not only when they are designated “therapist”
but also in the roles of case manager or advocate (Goldstein 1983; Heller and Northcut
1996; Johnson 1988, 1991).

Clients with BPD are widely recognized as being difficult and frustrating to work
with because of characteristics such as intense hostile-dependent feelings toward the
practitioner, overidealization of the social worker alternating with rageful disappoint-
ment, suicidal or otherwise violent behaviors, impulsivity and recklessness, and the
tendency to terminate treatment abruptly and prematurely when painful issues arise
(Kaplan and Sadock 1998; Stone 1994). Although there are multiple theoretical per-
spectives regarding etiology and treatment strategies, the descriptions of problematic
behaviors, course of illness, and treatment difficulties are highly consistent.

DEFINING AND EXPLAINING BORDERLINE PERSONALITY

The Diagnostic and Statistical Manual of Mental Disorders, fourth edition (DSM-IV)
criteria are used throughout the United States. The International Statistical Classifi-
cation of Diseases and Related Health Problems (ICD-10) is used worldwide, with
increasing use in the United States. By the year 2000, DSM-IV codes must be identical
with ICD-10 (Kaplan and Sadock 1998). Many insurers now require use of this system.
However, nearly all research on BPD relies on the DSM-IV rather than the ICD. Mod-
erate support for validity of DSM-IV criteria was found in an evaluation of content
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validity related to three domains: affective instability, impulsivity, and interpersonal
and identity instability (Blais, Hilsenroth, and Castlebury 1997). Some writers advo-
cate broader inclusion for people in this diagnostic category (Kernberg 1984), a di-
mensional rather than a categorical approach to diagnosis (Stone 1994; Tuinier and
Verhoeven 1995), or regrouping the nine DSM-IV criteria into a different set of char-
acteristics (Linehan 1993). A dimensional approach identifies all characteristics of an
individual’s profile, emphasizing specific symptoms or characteristics such as self-
mutilation and dissociation, rather than including or excluding people from a diag-
nosis based on a list of criteria.

Some scholars emphasize certain criteria over others. For example, Cowdry
(1997), using research diagnostic criteria, requires the presence of self-injurious be-
havior for an individual to qualify for the diagnosis, whereas DSM-IV requires at least
five of nine characteristics that may or may not include self-injurious behavior.

Linehan (1993) sees psychic dysregulation as the core disorder. She has rear-
ranged DSM-IV criteria into five rather than nine characteristics: (1) emotional dys-
regulation (emotional responses that are highly reactive to stimuli), including epi-
sodes of depression, anxiety, irritability, and anger; (2) interpersonal dysregulation,
characterized by fear of abandonment and chaotic, intense, difficult relationships;
(3) behavioral dysregulation (extreme problematic impulsivity seen in self-mutilation,
suicidal attempts or gestures, substance abuse, indiscriminate sex, binge eating, reck-
less driving, and profligate spending); (4) cognitive dysregulation (brief nonpsychotic
depersonalization, delusion, or dissociation); and (5) dysregulation of the self (feel-
ings of emptiness and problems with self-identity).

Other salient characteristics are intolerance of aloneness (Gunderson 1996), low
levels of emotional awareness, inability to coordinate positive and negative feelings,
poor accuracy in recognizing facial expressions of emotion, and intense responses to
negative emotions (Levine, Marziali, and Hood 1997).

Almost all observers, no matter what their preferred ideologies, agree that highly
variable mood (extreme fluctuations in emotion) and impulsive behavior (e.g., over-
doses, self-injury, other violent acts, and outbursts of rage) are two features that char-
acterize most people with BPD and distinguish them from other, often overlapping,
DSM-IV personality disorders (Cowdry 1997). There is agreement that the self-
destructive behaviors often engaged in by people with BPD, such as cutting or burning
themselves or attempting suicide, are very effective in alleviating psychic pain, es-
pecially anxiety and anger (Linehan 1993). These behaviors also are effective at reg-
ulating the environment (e.g., by getting others to admit the person with BPD to a
hospital or otherwise to express concern and caring).

Because their pain is extreme, people with BPD may engage repeatedly in self-
destructive behavior as they learn that it reduces pain. How this mechanism works
is not yet known, but various theories have been proposed to explain it. Studies com-
paring persons with BPD who experience pain during self-injury with those who do
not suggest that analgesia (not feeling physical pain) is related to neurosensory and
attitudinal/psychological abnormalities, to cognitive impairment in the ability to dis-
tinguish pain, and/or to dissociative mechanisms (Kemperman, Russ, and Shearin
1997; Russ et al. 1996).

While descriptions of borderline symptomatology are similar, theories of etiology
and recommendations for treatment have varied widely. The early literature strongly
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favored intrapsychic and object-relations explanations, along with individually ori-
ented analytic interventions (Frosch 1960; Kernberg 1967, 1984; Knight 1953; Kohut
1978; Mahler 1971; Masterson and Rinsley 1975; Stern 1938). While some earlier
investigators (Andrulonis et al. 1981; Hartocollis 1968; Murray 1979) noted possible
neurobiological involvement in the development of BPD, the bulk of the clinical lit-
erature continued to focus on psychodynamic explanations. More recently, evolving
knowledge regarding neurobiological factors has become incorporated into theory
development, treatment protocols and research agendas. Feminist critiques have
emerged primarily from trauma theory (Herman 1992; Landecker 1992) and reflect an
appreciation of sociocultural and gender-related influences in the development of
BPD.

Symptoms of BPD border on several Axis I disorders and also overlap with several
Axis II personality disorders (Cowdry 1997). Axis I disorders commonly co-occur with
BPD or are mistaken for it. These include major depressive disorder (MDD) (Alneas
and Torgerson 1997), the spectrum of bipolar disorders (Akiskal 1996), substance use
disorders (Grilo et al. 1997; Morgenstern et al. 1997; Senol, Dereboy, and Yuksel 1997),
dissociative identity disorders (Atlas and Wolfson 1996; Sar, Yargic, and Tutkun
1996), and eating disorders (Davis, Claridge, and Cerullo 1997; Grilo, Levy, et al. 1996;
Sansone, Sansone, and Wiederman 1997; Verkes et al. 1996).

Affective Disorders. Unstable mood is one of the defining characteristics of BPD.
Extensive research supports overlap between BPD and mood disorders. Depression
is a major component of many borderline states. A strong positive family history of
serious affective disorder has been found among persons meeting criteria for BPD.
Many have symptoms characteristic of bipolar, cyclothymic, and unipolar affective
disorders. Significant improvement on antidepressant medication has been reported
for clients whose BPD includes prominent affective components (Kaplan and Sadock
1998). Phobic-anxious people who meet BPD criteria also respond to antidepressants
(Klein 1977). In Turkey, 45 patients diagnosed with BPD were followed for two to
four years after discharge. Prevalence of affective disorder was 76.6 percent, with
substance use disorders the second most common Axis I diagnosis among persons
with BPD (Senol et al. 1997).

Ultrarapid-cycling forms of bipolar disorder, where morose, labile moods with
irritable, mixed features constitute the patients’ habitual self, are often mistaken for
BPD (Akiskal 1996). De La Fuente and Mendlewicz (1996) found no evidence of an
endocrine biological link between BPD and MDD, suggesting that the depressive
symptoms in some patients with BPD may have different biological substrates from
those found in patients with MDD.

Substance Use Disorders. Substance abuse commonly co-occurs with BPD. For ex-
ample, high prevalence of BPD was found in a multisite sample of 366 substance
abusers in treatment, with BPD and ASPD linked to more severe symptomatology of
alcoholism (Morgenstern et al. 1997).

Dissociative Disorders. Recent studies highlight overlaps between dissociative phe-
nomena and BPD (Atlas and Wolfson 1996; Kemperman et al. 1997; Paris and Zweig-
Frank 1997; Russ et al. 1996). Dissociation is increasingly being recognized as a
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characteristic of persons with BPD, and conversely, among people meeting criteria for
dissociative identity disorder (DID), borderline characteristics are very common. In a
cross-national study, Sar et al. (1996) found that among 35 patients diagnosed with
DID, an average of 3.8 criteria for BPD were reported, only slightly fewer than the five
required to meet DSM criteria for BPD. Another study of 26 adolescents with BPD
showed both significant depression and dissociation, suggesting the importance of
evaluating instability of mood as well as weak continuity in self-expression when
identifying and treating BPD (Atlas and Wolfson 1996). Cowdry (1997) has noted the
similarity of dissociative states to complex partial seizures.

Eating Disorders. Persons with eating disorders serious enough to warrant hospital-
ization often also meet criteria for BPD. Using blood platelet measures of serotonin
(5-HT) and monoamine oxidase activity to assess monoamine functions, Verkes et al.
(1996) found that bulimia could be subdivided into two groups, those with comorbid
BPD, who resembled recurrent suicide attempters with BPD in levels of anger, im-
pulsivity, and biochemical characteristics, and those without BPD.

The overlap of BPD with other Axis II personality disorders is widely acknowl-
edged. In fact, Kernberg’s borderline personality organization (different from DSM-IV
BPD criteria) is a large umbrella that comprises all major forms of character pathology
and appears to encompass DSM categories of borderline, histrionic, narcissistic, and
antisocial personality disorders (American Psychiatric Association 1994; Kernberg
1984). The wide net cast by Kernberg yields a very high prevalence rate of between
15 and 30 percent of the population (Gunderson 1984). To identify overlaps between
BPD and other personality disorders, readers can consult tables of diagnostic criteria
in the DSM-IV (American Psychiatric Association 1994).

Neurologic Dysfunction. Various investigators have found evidence of neurologic
dysfunction in persons meeting criteria for BPD, especially those for whom impul-
sivity is a salient characteristic (Biederman, Newcorn, and Sprich 1991; Drake, Pak-
alnis, and Phillips 1992; Stein et al. 1993; van Reekum 1993). It is important to dis-
tinguish the term “neurologic” from “neurobiological.” All psychic phenomena have
neurobiological underpinnings, whereas the term neurologic designates specific sub-
types of neurobiological dysfunctions that are diagnosed and treated by the subspe-
cialty of neurology rather than psychiatry. These distinctions are becoming increas-
ingly fuzzy as knowledge about the neurobiology of psychiatric disorders advances,
but they are rooted in medical tradition.

In a study of 91 hospitalized borderline patients, 38 percent (n � 35) had un-
derlying neurologic dysfunction (Andrulonis et al. 1981), including ADHD (attention-
deficit hyperactivity disorder, then called minimal brain dysfunction) or learning dis-
ability (27 percent, n � 25), and brain trauma, epilepsy, or a history of encephalitis
(11 percent, n � 10). Differences by gender were highly significant, with 53 percent
(n � 17) of males positive for a history of minimal brain dysfunction or learning
disability compared with only 14 percent (n � 8) of females. Females more frequently
bordered on major affective disorder.

Residual characteristics of ADHD are also typical of adults with BPD. ADHD often
continues into adulthood and may underlie such characteristics as impulsivity, irri-
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tability, poor frustration tolerance, aggressive outbursts, temper tantrums, readiness
to anger, drug and alcohol abuse, distractibility, mood swings, diminished respon-
siveness to rewarding events, antisocial behavior, and loneliness. There are as yet no
large-scale studies indicating prevalence of overlap between ADHD and BPD.

The revolution in knowledge about biological bases of psychopathology made
possible by the development of scanning and other technologies has contributed to
knowledge about borderline phenomena. De La Fuente et al. (1997) used positron
emission tomography (PET scan) to identify characteristics of the physiology (func-
tion or process) taking place in borderline states. They found a relative hypometa-
bolism (low level of glucose consumption) in the premotor and frontal cortices, the
anterior cingulate cortex, and thalamic, caudate, and lenticular nuclei, indicating sig-
nificant cerebral metabolic disturbances in BPD. Recent studies have tested relation-
ships between BPD and hormonal responses (Steinberg et al. 1997); BPD, subthreshold
depression, and sleep disorders (Akiskal et al. 1997); association between platelet
monoamine oxidase activity and stable personality traits such as impulsiveness, mo-
notony avoidance, and aggressiveness (Stalenheim, von Knorring, and Oreland 1997);
and a possible neural basis for the phenomenon of splitting so often observed in
persons with BPD (Muller 1992).

Higher levels of platelet serotonin in persons with BPD predict recurrent suicide
attempts within a year of follow-up, suggesting an association between suicidality
and central serotonergic dysfunction (Verkes et al. 1997). Platelet 5-HT was higher in
patients with BPD than in normal female controls and was positively correlated with
experiencing anger.

The current understanding of the biological substrates thought to be present in
BPD has been reviewed by Figueroa and Silk (1997). In persons with BPD, the type
and breadth of the individual’s hyperreactivity to the environment, which often man-
ifests itself in hypersensitivity in interpersonal situations, is probably mediated
through noradrenergic mechanisms. Impulsivity, a major constitutional predisposi-
tion to BPD, is mediated through serotonergic mechanisms. The combination of these
two mechanisms may lead to a clinical picture, often seen in BPD, where impulsivity
and self-destructive behavior are employed to deal with the stress and dysphoria of
being hypersensitive to interpersonal and other environmental stimuli.

DEMOGRAPHIC PATTERNS

There are no precise data on prevalence of BPD, but it is thought to be present in
about 1 to 2 percent of the population. First-degree relatives of persons with BPD have
a higher prevalence than average of major depression and substance use disorders
(Kaplan and Sadock 1998). In contrast with other personality and psychiatric disor-
ders, persons meeting DSM criteria for BPD were found in a meta-analysis (N � 783)
to have significantly higher educational achievement and younger age (Taub 1996).
Persons with BPD constitute 10 to 25 percent of all inpatient psychiatric admissions
and represent the most common inpatient personality disorder diagnosis (Springer
and Silk 1996). Differences by race or ethnicity have not been demonstrated, although
most recent studies have been based on small samples of subsets or persons meeting
criteria for BPD (Else et al. 1993; Grilo et al. 1997; Snyder et al. 1985). Alarcon, Foulks,
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and Vakkur (1998) suggest that cultural differences and expectations in the expression
of affect and certain behaviors may be implicated in any prevalence differences among
ethnic and racial groups.

SOCIETAL CONTEXT

BPD is estimated to be twice as frequent in females as in males (Kaplan and Sadock
1998). Cowdry (1997) questions these differences in prevalence by gender, postulating
that males with BPD often are in jail and remain undiagnosed, so that the 2:1 ratio
overstates prevalence in females as compared with males. Grilo, Becker, et al. (1996)
found that among 138 consecutively admitted adolescents, females were significantly
more likely to meet criteria for BPD, whereas narcissistic personality disorder was
diagnosed only in males. Paris (1997a, 1997b) postulates that a common base of im-
pulsivity in antisocial personality disorder (ASPD) and BPD is expressed behaviorally
in different ways due to shaping by gender.

Kaplan and Sadock (1998) note that DSM-IV defines personality disorders, gen-
erally, as including “enduring subjective experiences and behavior that deviate from
cultural standards” (775). If this is so, an increased understanding of the culture from
which one “deviates” becomes critical to both assessment and intervention. Paris
(1991) hypothesizes that significant and rapid changes in cultural roles are implicated
in the development of borderline traits in persons with insufficient adaptive skills.
Likewise, the stresses associated with immigration have been implicated in the de-
velopment of symptoms such as identity disturbance, emptiness, and abandonment,
which are part of the BPD clinical picture (Laxenaire, Ganne-Devonec, and Streiff
1982). This suggested connection between cultural role changes and vulnerability to
developing BPD might offer one explanation for the higher incidence of BPD in
women.

While persons meeting diagnostic criteria for BPD tend to be relatively young,
there is little clear research regarding personality disorders in older adults. Tyrer and
Seivewright (1988) report that persons with personality diagnoses such as borderline,
antisocial, and histrionic, who are characterized in part by strong affective symptoms,
improve with age. They attribute this to decreases in impulsivity and activity levels.
Sadavoy and Fogel (1992) suggest that persons with BPD may show a shift in symp-
toms as they age, with somatization and depression replacing the more impulse-
ridden earlier symptoms. Murray (1988) reports that older adults who no longer meet
formal criteria for a personality disorder may exhibit related traits when confronted
with certain life stresses. Given that the mental health issues of the older adult have
been generally overlooked both in the clinical and research realms, further investi-
gation is warranted, particularly regarding the complex relationships between BPD
and stressful life events.

At the other end of the spectrum is the adolescent. While practitioners have his-
torically been reluctant to diagnose personality disorders in persons under 18, DSM-
IV defines personality disorders as having an onset in adolescence or early adulthood.
In a longitudinal study, Thomsen (1990) reported that children hospitalized with a
diagnosis of conduct disorder between the ages of 10 and 15 had a higher rate of adult
admission for treatment for personality disorder and substance abuse. Literature of
the 1970s and early 1980s included many case reports of “borderline” children. How-
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ever, these appeared to be more descriptive than diagnostic. Lofgren et al. (1991)
reported in a prospective study: “The borderline child diagnosis remains a misnomer.
Instead, this diagnostic category appears to represent an antecedent condition for the
development of an array of personality disorders in adulthood” (1545). If this is so,
early identification and intervention with this group of children is important.

Long-term prognosis appears to be good for the majority of persons diagnosed
with BPD. Four long-term studies following persons with BPD for fifteen years showed
remarkable concordance of findings (McGlashan 1986; Paris 1993; Stone 1987). BPD
is a chronic disorder into middle age, by which time the majority of persons formerly
diagnosed with BPD no longer meet criteria. In all four studies, mean Global Assess-
ment Scale scores were in the normal range (mid-60s), and most former patients were
working and had a social life. It is unclear whether treatment contributes significantly
to outcome or whether the natural course of improvement would occur in any case.
To the extent that treatment during crisis periods can deter suicide, however, it would
be essential to buy time by “holding” BPD sufferers until the risk of suicide has passed.

However, about 10 percent of persons with BPD have committed suicide by the
fifteenth year of posttreatment follow-up (Paris 1993). Findings are inconsistent with
respect to predictors of suicide and other poor outcomes.

VULNERABILITIES AND RISK FACTORS

As is the case with most psychiatric conditions, both the anecdotal and empirical
literature on BPD has been biased toward the examination of risk factors rather than
factors associated with resiliency. Factors promoting resiliency in persons with BPD
have typically been inferred rather than directly investigated. The preponderance of
evidence now supports the view that the borderline personality represents a common
or similar picture that is the outcome of a heterogeneous developmental course. Al-
most all observers agree that interacting biological and environmental risk factors play
a role in the development of BPD. In general, the components appear to be biological
vulnerability (predisposition for affective instability, impulsivity, or other borderline
characteristic) interacting with a childhood history of abuse, lack of validation, or
other unidentified environmental inputs (Cowdry 1997; Linehan 1993).

The role of childhood trauma as a risk factor for BPD is related to sensitivity to
environmental stimuli and is proposed to be acting through noradrenergic mecha-
nisms in the development over time of BPD in individuals with a history of childhood
trauma. In multiple regressions of potential predictor variables for the borderline di-
agnosis, interpersonal sensitivity was the only significant predictor of the borderline
diagnosis (Figueroa et al. 1997). The investigators postulate that at least in some cases,
interpersonal sensitivity may be the constitutional/environmental substrate with
which traumatic experiences interact to lead to BPD. That is, interpersonal sensitivity
makes such individuals especially vulnerable to trauma. Reviewing empirical evi-
dence, Zanarini and Frankenburg (1997) conclude that BPD is an outcome arrived at
by interactions between a vulnerable (hyperbolic) temperament, a traumatic child-
hood, and/or a triggering event or series of events. In any particular situation, any one
of these three categories may contribute most strongly

Neurobiological responses to stress were reviewed by Henry (1997). Delayed re-
sponses to severe psychological trauma (posttraumatic stress disorder, or PTSD)
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present a paradoxical mix of symptoms: continuing elevation in catecholamine re-
sponse mediating anger and fear, together often with normal levels of hypothalamic-
pituitary-adrenal (HPA) axis activity. Reexperiencing the trauma and the arousal may
be associated with dysfunction of the locus coeruleus, amygdala, and hippocampal
systems. In addition, dissociation of the connections between the right and left hem-
ispheres appears to be responsible for alexithymia (lack of awareness of one’s emo-
tions or moods) and failure of the cortisol response that so often follow severe psy-
chological trauma. In this condition, it appears that the right hemisphere no longer
fully contributes to integrated cerebral function. Children with damage to the right
hemisphere lose critical social skills. Adults lose a sense of relatedness and familiar-
ity. Henry postulates that these losses of social sensibilities may account for the lack
of empathy and difficulties with bonding found in antisocial personality disorder
(ASPD) as well as BPD.

Paris (1997a) critically reviews beliefs pertaining to the relationship between
traumatic events in childhood and personality disorders in adulthood. He notes that
attributing adult psychopathology primarily to environmental factors is problematic
because personality traits are heritable, children are resilient to the long-term effects
of trauma, all studies of trauma in personality disordered persons suffer from retro-
spective designs, and only a minority of patients with severe personality disorders
report severe childhood trauma.

According to Paris, the effects of trauma in the personality disorders can therefore
be better understood in the context of gene-environment interactions. Interaction is
key because many biologically vulnerable persons do not develop BPD, and many
persons with histories of childhood trauma or loss do not develop BPD. In cases of
biological vulnerability, it should be theoretically possible to prevent later onset of
BPD by recognizing vulnerabilities early and by supporting parents and educating
them about these children’s special, idiosyncratic needs. These vulnerable children
require parenting efforts different from and/or greater than ordinary parenting behav-
iors successful with children lacking these vulnerabilities. At present, however, few
if any preventive assessments or interventive programs are in place.

Linehan (1993) views etiology as the interaction of biological factors (due pos-
sibly to genetic factors, intrauterine events, or trauma at an early age, especially head
trauma) and environmental factors characterized as “invalidating.” Invalidating en-
vironments communicate to persons who later develop BPD that their responses to
life situations are invalid, inappropriate, or incorrect. In such environments, all prob-
lems are viewed as motivational in origin—if only you were to try harder, the problem
would be solved. Typically such environments fail to recognize or take seriously the
person’s (biologically based) emotional vulnerability and overly sensitive responses,
seen in children who may be inhibited, irritable, or cry a great deal in infancy, chil-
dren known as “difficult.”

For many decades, parents of persons with BPD were assumed by professionals
to have caused their children’s disorders. In an early review, Gunderson and Englund
(1981) found little evidence to support the literature’s messages about parental cul-
pability and suggested that the tendency of the persons with BPD and their therapists
to see mothers as “bad” may be a function of the splitting mechanisms used so fre-
quently by persons with BPD. They might, in fact, be projecting nonexistent negative
behaviors or affects onto their mothers in the process of reconstructing their pasts.
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Palombo (1983) observed that persons with BPD experience the world as hostile
and chaotic and believe their caretakers have failed to provide a benign environment:

Regardless of whether or not the parents did fail, [they] were in all likelihood
helpless to provide such an environment for the child . . . the benign, re-
sponsive, caring parents may in that sense be utter failures from the per-
spective of the child because his needs were not adequately attended to.
Conversely, neglectful parents raising a competent, well-endowed child
might be experienced as loving and responsible. . . .

[The person with BPD] could, and often does, pin the blame for his suf-
fering on those around him. From his perspective, they are the causes of it.
Since [the parents] are perceived as powerful and mighty, they cannot be
absolved of the blame for permitting his suffering to occur. Myths are then
created about the terrible things that parents did to the child, even though
in reality the parents may have struggled mightily to provide for the child.
(335–36)

In their study, Gunderson and Englund (1981) had expected to find empirical
support for the beliefs prevailing in the late 1970s that family psychopathology
for persons with BPD was characterized by overinvolved, separation-resistant,
dependency-generating mothers. Instead, they found that parental underinvolvement
was much more common. Neglectful parenting was also implicated in a recent study
(Zanarini et al. 1997). In comparison with people with other personality disorders,
three family environmental factors were significant predictors of a borderline diag-
nosis: sexual abuse by a male noncaretaker, emotional denial by a male caretaker, and
inconsistent treatment by a female caretaker. The results suggested that sexual abuse
was neither a necessary nor a sufficient condition for the development of BPD and
that other childhood experiences, particularly neglect by caretakers of both genders,
represent significant risk factors. Since the majority of children who experience any
of these risk factors do not develop BPD, however, other variables clearly had to be
present as well to account for the later development of BPD.

Gunderson, Berkowitz, and Ruiz-Sancho (1997) caution against one-sided as-
sessment of BPD:

Much of the preceding literature about the families of borderline patients
derived solely from reports provided by the borderline patients and rarely
included the families’ perspectives. When you consider that borderline pa-
tients are by nature often devaluative and that they often find on entering
treatment that devaluing past caretakers—past treaters as well as families—
is a way to ignite the ambitions and enthusiasm of the new candidates for
becoming their caretakers, it is disturbing in retrospect that we have not been
more suspicious about their accounts of their families. (451)

Recently, Gunderson himself offered a mea culpa with respect to parents of people
with BPD, as had another psychiatrist fifteen years earlier with respect to schizo-
phrenia (Gunderson et al. 1997; Terkelsen 1983). “I was a contributor to the literature
that led to the unfair vilification of the families and the largely unfortunate efforts at
either excluding or inappropriately involving them in treatment. So it is with embar-
rassment that I now find myself presenting a treatment [psychoeducation] that begins
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with the expectation that the families of borderline individuals are important allies
of the treaters” (Gunderson et al. 1997:451).

RESILIENCIES AND PROTECTIVE FACTORS

Factors promoting resilience in persons with BPD have typically been inferred rather
than directly investigated. The reconsideration of existing and emerging data regard-
ing those factors that do and do not promote risk for the development of BPD can be
useful in the development of both clinical and research questions about resiliency
factors. Masten (1994) refers to resilience as “a pattern over time, characterized by
good eventual adaptation despite developmental risk, acute stressors or chronic ad-
versities” (5). We would extend the definition of developmental risk to explicitly
include biological vulnerability. Further clinical and empirical investigation regard-
ing factors that promote resiliency in persons at risk for developing and/or sustaining
BPD might focus on the following questions: Given the prevalence of BPD diagnosis
in women with sexual abuse histories (Herman 1992; Landecker 1992), why do some
women with similar abuse histories not develop BPD? Persons with BPD frequently
experience interpersonal chaos, impulsivity, and intense affect, characteristics that
presumably impair “good parenting.” What impact does this parenting have on chil-
dren, and are there differences among siblings? Given the presumed biological/genetic
and environmental vulnerability of these offspring, are they at risk for developing
BPD? If so, what are the protective factors for children of parents with BPD? What
impact does early diagnosis (e.g., before age 15) have on the course of the illness?
How do the social supports and treatment histories of the 10 percent of persons with
BPD who commit suicide differ from those who do not? What impact does family
involvement in psychoeducational efforts within the first year of diagnosis of BPD in
a family member have on the course of the illness as measured by numbers of hos-
pitalizations, parasuicidal gestures, and so on? What is the relationship between on-
going, satisfying employment and the course of the illness? What distinguishes those
older adults previously diagnosed with BPD who continue to exhibit borderline traits
from those who do not? How does the course of illness differ in persons who are in
a long-term committed relationship and those who are not? Are persons from cultures
that condone or expect high levels of affect at less risk for developing BPD, given the
cultural concordance of certain related “symptoms”? Do cultures with a low rate of
cultural and gender-role change have lower prevalence rates for BPD?

While these questions are critical to the formation of research questions and the
promotion of further theoretical understanding of the BPD condition, our most im-
mediate concern is within the practice realm. The identification of client strengths in
the face of the disruptive symptoms of BPD is no easy task. Typically, social workers
see BPD clients at their most vulnerable, often when in crisis. The impulsive behaviors
and negative affect that are often present in the BPD client at these times often ob-
scures their considerable strengths. These clients are often described, pejoratively, as
“manipulative,” “needy,” and “crisis-ridden.” The clinician must see beyond and
around these terms as they perhaps better describe the interpersonal realm of the
client with BPD, of which the clinician becomes a part. The clinician who is able to
explore with the client the multiple function of certain behaviors will at once join
with the client respectfully, inviting him or her to the task of self-reflection, and ul-
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timately to the possibility of identifying and utilizing more adaptive responses to
overwhelming affects and cognitions. In turn, this allows both the worker and the
client to identify and capitalize on the client’s considerable strengths.

A good and common example of both reframing and reaching for the underlying
complexities and functions of difficult behaviors is self-mutilation. Self-mutilation, a
form of parasuicidal behavior is not uncommon in people with BPD. It is intentional
self-harm through cutting areas of one’s body with the intent to hurt oneself. Family
members and treatment providers often interpret this behavior as “attention-seeking”
and “manipulative.” Clients have different perspectives. Heller (1990), in interviews
with 30 hospitalized BPD clients with self-mutilating behavior, found that these
women cut themselves for a variety of reasons. Some reported a “wish to hurt myself,”
to “make the outside match the inside.” Some further explained that they’d prefer
“the physical pain to the emotional pain,” or that “when I see the blood, I know I’m
real.” These explanations suggest the clients’ attempts to “solve a problem,” for ex-
ample, overwhelming affect, dissociation, or trauma. Granted, the solutions are only
stopgap (clients often report an immediate but short-lived release of tension), but they
do demonstrate an effort to resolve an intolerable feeling state.

Paradoxically, the shifting affective and cognitive states of the BPD client may
allow them, with professional help, the ability to entertain divergent perspectives
about their situation. Ultimately this may be useful to them in terms of considering
alternative behaviors. The person with BPD is unlikely to be an isolate; while their
interpersonal relationships are often chaotic, they are typically object-seeking and
crave connections with others. This in itself bodes well for the establishment of a
therapeutic relationship. Although it is not reported in the literature, many clinicians
observe that people with BPD often possess fine senses of humor and the ability to be
self-reflective. These too are strengths with which the social worker must be able to
identify and join. Finally, the typical client with BPD experiences significant psychic
and social distress, and many of the behaviors that are seen by others as objectionable
represent both typical and idiosyncratic means of coping and adaptation. Once the
clinician can utilize this lens, that behavior is less likely to be alienating, and more
available for joint exploration, modification, and change.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Social workers practice in virtually every setting in which clients with BPD are
treated, including inpatient and outpatient mental health centers, day treatment, par-
tial hospitalization programs, and Assertive Community Outreach programs. Social
workers in host settings such as medical hospitals, correctional settings, and schools
are in a unique position to bring their expertise to direct work with clients and also
with organizations who may not be well equipped to handle the particular challenges
that clients with borderline symptoms present. We function in multiple roles in these
settings, including social work therapist, case manager, family consultant, patient and
family advocates, and social and political advocates. Social workers have made par-
ticular contributions to the literature in the areas of psychosocial assessment, diag-
nosis, and treatment (Goldstein 1990; Heller and Northcut 1996; Johnson 1988, 1991;
Marziali and Munroe-Blum 1995). Because of social workers’ biopsychosocial ori-
entation, we are particularly well poised and trained to extend our understanding of
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the effects of social conditions and cultural and gender variables on the etiology,
course, and treatment of BPD. Persons with BPD require knowledgeable and flexible
practitioners who are equally competent as psychotherapists, as advocates, and as
educators, all roles familiar to the social worker.

ASSESSMENT AND INTERVENTIONS

Biospsychosocial assessment that focuses on each of those three areas, the biological,
the psychological, and the social, and on their complex interactions, is critical in work
with persons with BPD, given the etiological and protective factors possible in each
sphere. Social work assessment should always be considered an ongoing process,
particularly when working with a person with BPD who typically experiences very
wide shifts in affective, behavioral, cognitive, and social functioning. A client with
BPD typically presents for treatment when in a crisis state, which may not accurately
reflect either her/his optimum level, or range of functioning. Reliance solely on the
client’s report may be problematic, because of either incomplete or distorted recol-
lections by a client who may be flooded by affect, impulsivity, or interpersonal chaos.
In this instance, information from collateral sources, with the client’s permission,may
be invaluable.

Many clients, particularly older ones with histories of multiple crises and hos-
pitalizations, may not have active family involvement. Assessment of the larger social
support network may yield information about the presence of a supportive and in-
volved friend, employer, or neighbor who may be an important resource to the client
and her/his treatment. With these clients the worker must make an assessment re-
garding the present or future inclusion of estranged family members. Comprehensive
assessment, preferably interdisciplinary, combined with the use of treatment effec-
tiveness data, is a critical factor in determining both choices of interventions and
appropriate treatment settings.

By the beginning of the 1990s only a very limited number of studies of treatment
effectiveness had been completed. At that time, interventive options for persons with
BPD were limited primarily to inpatient and outpatient psychotherapy (psychody-
namic, some early use of cognitive-behavioral strategies), inpatient group therapy,
family therapy for members of the person’s family, and medication (McGlashan 1986;
Stone 1987). Although psychoeducation and cognitive-behavioral interventions were
already widely used for persons with schizophrenia and their families, these ap-
proaches were just being introduced for BPD (Linehan et al. 1989; Schulz et al. 1988).

Since that time our repertoire of interventions has expanded. Emphasis is shifting
from insight-oriented reflective therapies to skills training targeted on the most com-
mon difficulties of persons with BPD, such as intense anger, self-destructive acts,
excessive drug use, binge eating and purging, or reckless spending (Springer and Silk
1996). Treatment components (inpatient or outpatient) may involve some combina-
tion of individual and group psychoeducation, behavioral strategies and skills train-
ing (such as anger management, relapse prevention, social skills training),medication,
peer support groups, family psychoeducation and support, cognitive therapy, indi-
vidual psychodynamic counseling, environmental changes, and advocacy. In light of
the chronicity of BPD, Paris (1997a, 1997b) advocates a wide range of treatment op-
tions in a model emphasizing continuous availability and intermittent active inter-
vention.
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Advances in neurobiology have amplified and deepened our understanding of
major psychiatric disorders, including BPD. Axis I disorders such as major depression
and ADHD, now known to be biologically based brain disorders, often co-occur with
BPD and are targeted for treatment (Cowdry 1997). In addition, specific problem be-
haviors of persons with BPD arising from mood or impulse control dysfunctions are
targets of treatment. Concurrently, psychoeducation and cognitive-behavioral ap-
proaches have emerged as first-line interventions (Gunderson et al. 1997; Linehan
1993). Insight-oriented psychodynamic psychotherapy appears to have been effective
for a subgroup of persons with BPD who are generally likable by others, motivated,
psychologically minded, free of overwhelming impulsivity and substance craving,
and without a history of “grotesquely destructive” early environments (Stone 1987).

However, impulsivity and/or cravings are among the defining characteristics of
BPD, and where present usually appear to require more structured, behaviorally ori-
ented interventions to help persons with BPD control self-destructive or addictive-
like impulses that threaten their ability to maintain jobs or intimate relationships.
Some persons with BPD may benefit from combining these different approaches
(Heller and Northcut 1996; Patrick 1993). As yet there are no empirical studies that
could measure relative contributions to outcomes of behavioral versus insight-
oriented strategies.

Psychoeducation for persons with BPD and family members is increasingly em-
phasized as it has become widely recognized that information is empowering (Gun-
derson et al. 1997). The question “Why am I this way?” or “Why is my family member
this way?” is a salient preoccupation even if not articulated. Palombo (1983) referred
to the person with BPD’s “maddening sense of inadequacy at coping with an imper-
fectly understood environment” (31). The clinician can help the client understand
his or her environment (internal as well as external) by giving information about the
role of biological factors in the person’s borderline illness and about the ways in
which the environment may interact with the client’s biological vulnerability to cause
symptoms and suffering. For example, when the person with BPD has a history of
ADHD, head injury, or other neurological dysfunction, it is helpful to say “You know,
your ADHD (head injury, epilepsy) seems to have the effect of making you fly off the
handle easily” (“get distracted,” “say things you’re sorry for,” “look for excitement
all the time”). When there is a tendency to major affective disorder, the worker can
point out that the client seems to have a constitutional proclivity for depression or
mania that interacts with stressful life events. It is often useful to suggest reading that
can help clients understand their own vulnerabilities and explain treatment options,
including medication. Psychoeducation usually includes specific information about
the disorder itself; benefits and risks of medication, side effects, and signs that the
medication requires adjustment (larger or smaller doses or a different medication);
alternative treatment options; and information about financial assistance, health bene-
fits, community resources, employment assistance, support groups, and respite care.

Dialectical behavior therapy (DBT), now the leading cognitive-behavioral strat-
egy in the treatment of BPD, has shown promise in reducing self-destructivebehaviors
in people with BPD, reducing hospital admissions, and improving social adjustment
(Linehan et al. 1991). Linehan notes that standard cognitive-behavior therapy, like
psychodynamic therapy, has a change orientation. It strives to change behavior
through learning and experience. Where these therapies fail, according to Linehan, is
the lack of acceptance of clients as they are, a posture that would reinforce clients’



110 Life Conditions

own ability to accept themselves. DBT begins with a posture of total acceptance
(called “radical acceptance”) borrowed from Eastern religions such as Zen. The term
“dialectical” refers to the treatment’s philosophical frame, the resolution of polarity
and tension between opposites. Clients must accept themselves as they are and at the
same time try to change. That is, the treatment is geared toward a balance involving
supportive acceptance combined with change strategies. The treatment is behavioral
because it focuses on skills training, collaborative problem solving, contingency clar-
ification and management, and the observable present (Linehan 1993). It is directive
and intervention-oriented.

Treatment includes weekly individual visits with a therapist and weekly group
sessions. The treatment is manualized to follow several phases. In the pretreatment
phase (sometimes called the “contracting phase” in other treatments), the therapist
focuses on suicidal or other self-harming behaviors. Will the client agree to stop doing
these things? Before other issues can be addressed, the client must be willing to agree
to stop hurting or threatening to hurt herself or himself. Treatment requires collabo-
rative agreement. The worker/therapist emphasizes that there are only two options,
to accept one’s condition and stay miserable, or to try to change it.

The worker engages with the client in active problem solving, responds with
warmth and flexibility, and validates the patient’s emotional and cognitive responses.
For example, the worker recognizes that the client’s coping behaviors (such as cutting,
burning, or attempting suicide) have been very effective or functional for that person
by supplying predictable relief from pain. Treatment focuses on figuring out ways to
avoid or escape from pain other than hurting oneself.

The social worker frequently expresses sympathy for the client’s intense pain and
sense of desperation, creating a validating environment while conveying a matter-of-
fact attitude about current and previous self-destructive behaviors (Linehan 1993).
The worker reframes suicidal and other dysfunctional behaviors as part of the client’s
learned problem-solving repertoire and tries to focus the counseling process on active
problem solving. In individual and group sessions, workers teach emotional regula-
tion, interpersonal effectiveness, distress tolerance, and self-management skills. They
openly reinforce desired behaviors to promote progress by maintaining contingencies
that shape adaptive behaviors and extinguish self-destructive behaviors. They set
clear limits to their availability for help. The treatment process emphasizes building
and maintaining a positive, interpersonal, collaborative relationship in which the
social worker’s roles are teacher, consultant, and cheerleader.

Because of continual crises, following a behavioral treatment plan within the
context of individual treatment may be difficult, especially if this plan involves teach-
ing skills that are not obviously related to the current crisis and that do not promise
immediate relief. Therefore, behaviorally oriented workers have developed psycho-
educational group treatment modules to teach specific behavioral, cognitive, and emo-
tional skills (Linehan 1993).

Overall, there are few methodologically sound studies of effectiveness of group
therapy for persons with BPD, with one notable exception: Linehan’s outpatient di-
alectical behavior therapy groups that are part of an overall multimodal treatment
package (Linehan et al. 1991). Empirical findings with respect to psychodynamically
oriented group therapy for persons with personality disorders have been discouraging
(Springer and Silk 1996). Some researchers even noted deterioration among patients
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receiving psychoanalytic group therapy (Beutler et al. 1984). However, inpatientswith
BPD themselves have sometimes evaluated group therapies as the most effective treat-
ment received (Hafner and Holme 1996; Leszcz, Yalom, and Norden 1986).

There has been a long-standing debate on the respective merits of interpretive,
insight-oriented individual counseling versus a supportive, structured “holding” en-
vironment (Waldinger 1987). Kernberg (1984) viewed the origin of borderline pathol-
ogy in malformed psychic structures, whereas Kohut (1978) viewed it as a deficit in
the ability to hold or soothe oneself, arising from early developmental failure. Ac-
cording to the deficit view, the worker must be a “holding self-object” (Kohut 1978),
that is, perform the holding and soothing functions that persons with BPD cannot
perform for themselves (Waldinger 1987). Advocates of the holding environment be-
lieve that healing occurs not through interpretation, but by being a stable, consistent,
caring, nonpunitive person who survives the client’s rage and destructive impulses
and continues to serve this holding function (Waldinger 1987:270). According to this
view, experiential factors are more important than the content of interpretations. Buie
and Adler (1982) advocated implementing the holding function by such supports as
hospitalization when needed, extra appointments, phone calls between sessions,
provision of vacation addresses, and even postcards sent to the client while on
vacation.

In line with current thinking emphasizing the long-term and chronic nature of
BPD, Links (1993) advocates the application of the psychiatric rehabilitation model
used for persons with schizophrenia to provide a validating environment, the oppor-
tunity to enhance skills, and a mechanism to accept input from families. Specific skills
are taught, such as learning to accurately label one’s own emotions, general problem-
solving skills, and skills to enhance self-esteem and deal with anger, as in Linehan’s
DBT. Often the person’s lack of skills is situationally specific, so the training must be
done in relation to a setting in which the deficits lead to dysfunction. Practitioners
develop environments and mental health services that validate the person’s experi-
ence. For example, families can be helped to create more validating environments
through psychoeducation about the characteristics of the disorder and the idiosyn-
cratic needs of the person with BPD. Hospitalization in acute psychiatric settings is
viewed as not very desirable as it may be too emotionally stimulating. Other settings,
such as a community agency or a work environment, must be found that mesh with
the patient’s characteristics and can create a sense of validation.

A current unanswered question is whether residential and therapeutic commu-
nities (TCs) are still justifiable for BPD given the success of Linehan’s outpatient ap-
proach (Hafner and Holme 1996). The effectiveness of therapeutic programs for BPD
appears to be strongly related to program structures that can meet the idiosyncratic
needs of persons with BPD (Miller 1995). What are these structures, and can they be
used as effectively in outpatient settings as in residential programs? At this time, the
jury is still out on these questions.

Miller (1995) describes four characteristics of successful programming in a day
setting for persons with BPD: affect facilitation, holding without overcontaining, en-
suring client safety, and providing focused time-limited treatment (three weeks in
Miller’s program). The first three of these characteristics also typify some TCs spe-
cializing in longer-term treatment of persons with BPD (Hafner and Holme 1996;
Schimmel 1997).
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Yet the high rate of suicide in people with BPD living in the community continues
(Antikainen et al. 1995; Paris 1993). Can client safety be ensured in outpatient pro-
grams? Those who argue that hospitals take away responsibility for individual self-
care in persons with BPD, by removing “sharps” and other implements of suicide,
emphasize the need for service providers to take a strong position that they cannot
save clients from themselves; only the individuals can ensure their own safety (Li-
nehan 1993; Miller 1995).

The emergence of psychoeducation and family support groups as the interven-
tions of choice in work with families of persons with BPD is relatively recent (Gun-
derson et al. 1997; Johnson 1991). Recent research on BPD suggests that average or
“good enough” mothering may be insufficient to protect a child with neurobiological
vulnerabilities from developing borderline characteristics, and, conversely, resilient
children at high risk due to traumatic environments may grow into well-functioning
successful adults. A borderline outcome may be the cumulative result of interactive
biological vulnerabilities and life stresses, with or without parental inadequacies. The
blame/shame stigma now beginning to dissipate for other major psychiatric disorders
such as schizophrenia and bipolar disorder has been slower to diminish in BPD, in
our view, because persons with BPD seldom have signs of psychosis and in addition
frequently exhibit irritating or upsetting behaviors. In the absence of evidence to the
contrary, such as the widely publicized PET scans shown on all the major networks
at the time of the assassination of two security guards at the Capitol, parents are often
assumed to be at fault when their children grow up with problematic characteristics.
Parents of persons with BPD themselves need to be educated that BPD is a neurobi-
ological disorder, not retribution for toxic parenting; they need the support of others
in similar situations to break down their sense of stigma, self-blame, and hopelessness;
and they need training in ways to cope with behaviors typical of BPD. As Gunderson
has pointed out (see earlier), they should be viewed as collaborators in the treatment
process, not objects of therapy.

Medication may target coexisting Axis I disorders and/or specific symptoms char-
acteristic of people with BPD (Cowdry 1997; Hirschfeld 1997). Major depression in
people with BPD may be helped with selective serotonin reuptake inhibitors (SSRIs),
usually the first-choice antidepressants, newer antidepressants such as venlaxafine
(Effexor), or the older monamine oxidase inhibitors (MAOIs) or tricyclic antidepres-
sants. These agents are also helpful in relieving dysphoria when not all criteria for
MDD are met.

Residual adult ADHD in persons with BPD is often responsive to stimulant med-
ications, notably methylphenidate (Ritalin), dextroamphetamine (Dexedrine), or pem-
oline (Cylert). Some symptoms of ADHD—impulsivity, aggressive outbursts, temper
tantrums, distractibility, and emotional overreactivity—often can be controlled with
stimulant medication such as methylphenidate (Ritalin) in adults whose borderline
characteristics arise from ADHD (Cowdry 1997; Spencer et al. 1996). Wender, Reim-
herr, and Wood (1981) found that 60 percent of adults with ADHD responded to meth-
ylphenidate with a reduction in impulsivity and hot-temperedness and an increase
in concentration, calmness, and energy. Stimulant medication has an alerting effect
that may help the individual organize multiple incoming internal and external stimuli
that he or she has experienced as chaotic, thus reducing anxiety, increasing confi-
dence, and giving the individual a sense of mastery.
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Some persons have ultrarapid-cycling forms of Bipolar I, in which morose, labile
moods alternate with irritable, mixed (manic and depressive) moods, but are often
mistaken for BPD. Such patients with bipolar characteristics may need mood-
regulating medications, such as lithium and anticonvulsants carbamazepine and val-
proate, which can benefit lifelong temperamental dysregulation combined with de-
pressive episodes (Akiskal 1996).

In eating disorders, several neurotransmitters and neuromodulators (brain chem-
icals that modify neurotransmission without meeting all the criteria to be neurotrans-
mitters) are involved in regulation of eating behavior in animals and have been im-
plicated in symptoms such as depression and anxiety in humans with eating disorders
(Mauri et al. 1996). Antidepressants have been effective in reducing frequency of
binge eating, purging, and depressive symptoms in persons with bulimia, even in
cases of chronic persistent bulimia in patients who had repeatedly failed courses of
alternative therapies, and even in persons with bulimia who do not display concom-
itant depression (Mauri et al. 1996). Medication for anorexia nervosa has been less
successful and few controlled studies have been published (Mauri et al. 1996). Central
serotonergic receptor-blocking compounds such as cyproheptadine can cause marked
increase in appetite and body weight. Zinc supplementation or cisapride may be help-
ful in combination with other approaches in anorexia nervosa. Naltrexone, an opiate
antagonist sometimes used to treat opiate or alcohol addiction, is also being tried.

Mood stabilizers, venlaxafine (Effexor), MAOIs, and stimulants such as Ritalin
have all been found helpful in reducing impulsivity and aggression (Cowdry 1997;
Hirschfeld 1997).

The antidepressants as a group, including the SSRIs, MAOIs, tricyclics, and
newer antidepressants like venlaxafine, alleviate depressive symptoms even when
criteria for major depression are not met. Anxiety is sometimes targeted with anxio-
lytic (anxiety-reducing) drugs, notably the benzodiazepenes such as alprazolam
(Xanax). Results are mixed, with some studies reporting negative effects of anxiolytics
(i.e., increased impulsivity and dyscontrol), others reporting helpfulness (Antikainen
et al. 1995; Hirschfeld 1997).

Self-injurious behavior (SIB) has been reduced with risperidone (an antipsychotic
that blocks certain dopamine as well as serotonin receptors) and naltrexone (an opiate
antagonist used to treat addiction to alcohol and opiates) in persons with BPD
(Khouzam and Donnelly 1997; Roth, Ostroff, and Hoffman 1996).

Repetitive SIB such as wrist-slashing is a dangerous and often treatment-
refractory feature of many borderline personality disorders. Khouzam and Donnelly
(1997) induced remission of self-mutilation in a patient with BPD using risperidone
(Risperdol). Szigethy and Schulz (1997) also found risperidone effective in comorbid
BPD and dysthymia. Self-injurious behaviors ceased entirely in six of seven patients
receiving naltrexone whose SIBs were accompanied by analgesia (feeling no physical
pain) and dysphoria reduction (acts of self-injury temporarily relieve painful feelings
of sadness and emptiness) (Roth et al. 1996). Two of the patients who discontinued
naltrexone briefly experienced rapid resumption of SIB, which ceased once again after
naltrexone therapy was resumed.

Dissociative states in persons with BPD suggest underlying neurobiological
events, such as complex partial seizures, that may call for treatment with anticon-
vulsants (Cowdry 1997). Schizotypal characteristics are usually transient and inter-
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mittent when they occur in patients with BPD. These clients may improve with low-
dose neuroleptic medication (Schulz et al. 1988).

Cowdry (1997:9) has noted that psychotropic medications in treatment of persons
with BPD occasionally result in marked improvement, but more often serve to mod-
ulate affect enough to make daily experiences somewhat less disruptive and to make
psychotherapy more productive. In most cases, medication is only one weapon in an
arsenal of individual and group interventions to help persons with BPD develop cop-
ing skills. For all persons with BPD, creative combinations of the approaches reviewed
in the preceding should be individually tailored to the needs of persons with BPD
and their families.

ILLUSTRATION AND DISCUSSION

The following vignettes illustrate various elements of assessment, evalua-
tion, and practice skills in two different settings with both a fairly high-
functioning and a more low-functioning chronic client with BPD.

Sandy is a 25-year-old single white woman who presents at a community
mental health center walk-in clinic with the complaint that “I wish I were
dead. Everybody would be better off.” She reports a recent breakup with a
boyfriend and states that “I am nothing without him.” She reveals that in the
forty-eight-hour period prior to her appointment, she cut her wrist (superfi-
cially) with “a bracelet he gave me.” After doing that she left him a “terrible,
furious” message on his answering machine and “he didn’t even call me
back.” She then describes a downward spiral in which she went to bed,
missed work, and refused to answer the phone, reasoning that “if he called
me back I didn’t want to give him the satisfaction of answering.” During the
interview she was alternately weepy, defiant, eager for help, and fearful that
“everything is going bad again.” Preoccupied with her current distress, she
had little patience for questions about her past history, treatment, and so on.
When the worker asked her whether she’d “ever felt just this way before,”
Sandy was able to recount several prior episodes in which she’d also felt
alternately angry, bereft, and self-destructive in the wake of the loss or per-
ceived loss of a relationship. When asked how she’d manage to “get through”
these prior episodes, Sandy noted that she’d typically “cut myself, settle
down, maybe go to a clinic, numb out and go on till the next time.” She
noted, however, that these episodes were occurring more frequently and
more intensely and were interfering with her work. She had recently been
placed on probation at her job as a secretary in a law firm because “I keep
bringing my personal life to work.”

Initial tasks for the social worker included the assessment for suicidality,
identification, and mobilization of natural support networks, and clarifica-
tion of the client’s willingness to be involved in treatment. While the worker
initially had difficulty eliciting relevant prior history, once she acknowl-
edged and inquired about the client’s affective state and its resonance with
Sandy’s history, the client was able to be quite forthcoming with information
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and also responsive to the worker. Further data were then gathered, including
treatment history and medication history. Sandy revealed that as an adoles-
cent she had had problems with alcohol and occasional cocaine use, but that
she had not used substances for three years. She gave indications of the pos-
sibility of disordered eating but refused to discuss that further. She did note
a history of sexual abuse by a neighbor, continually from ages 9 to 14. She
states that “that has nothing to do with my problems, so don’t even talk about
it.” She describes an alternately close and estranged relationship with her
mother and no contact with her father who had left the family when she was
age 9.

After determining that the client was not actively suicidal and was will-
ing to contract for safety, the worker presented some preliminary treatment
options. Appealing to the client’s own sense “that things are getting out of
control,” the worker encouraged Sandy to return to the clinic for a more
comprehensive assessment later in the week. Sandy agreed, providing that
she would meet with the same worker. Client strengths included her admit-
ted wish “to be close to people,” her cessation of substance use, her above
average intelligence, her previous good work performance, her network of
women friends, and the availability of her mother to provide both emotional
and financial supports. Pending the outcome of further evaluation, including
differential diagnosis, the client might continue with some combination of
individual, psychoeducation, and DBT, family/social support, and medica-
tion therapies.

The worker’s skills of engagement were critical to the beginning work
with this client. This, combined with her knowledge of psychopathology, the
differences between suicidal and parasuicidal thoughts and actions, and the
literature regarding treatment interventions for clients with BPD, allowed her
to complete the comprehensive evaluation and access appropriate resources
for the client. This worker, on the basis of this and similar cases, was also
able to advocate for a revised agency policy that allowed the crisis worker
to continue with the three-session evaluation with BPD clients, rather than
referring them on to yet another worker. She also initiated a very simple
evaluation procedure, which, after six months, revealed that clients with
BPD who were screened in the crisis service and allowed to continue the
evaluation with the same worker were more likely to continue with the treat-
ment recommendations than those who were not.

Dora is a 34-year-old white woman hospitalized on the acute unit of a general
hospital following her disclosure in her partial hospitalization program
(PHP) that she was “going to kill myself this time.” Dora is well known to
the hospital staff and is assigned to a second-year social work graduate stu-
dent, Rob.

Prior to meeting with Dora for the initial social work assessment, Rob
reviewed her voluminous chart. When he knocked and entered her room, he
was surprised to see her huddled in the corner of her bed, clutching a teddy
bear. Although she’d been admitted only hours earlier, she had decorated
her room with many pictures and mementos. Rob introduced himself and
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explained his role on the unit. Dora took notice and sat up, and quite coher-
ently explained her current situation with great detail, noting that she was
“surprised I can tell you this much . . . usually it takes me a long time to feel
close to someone.” While Rob felt flattered by her immediate connection to
him, he found himself a bit uneasy, remembering the warnings he’d received
from other staff about “the chronic complainer.”

Rob met with Dora twice more before the first treatment planning meet-
ing. Each time she said that in all the times she’d been in the hospital no one
had understood her like he does. When he met with the treatment team and
reported this, one staff member became quite angry, saying that “Rob, you’ve
been taken in by her.” Confused, Rob brought the situation to his supervisor,
who talked with him about the phenomena of both psychological and inter-
personal splitting, common in clients with BPD and on their treatment teams.
She suggested readings for him and also encouraged him to talk with the
program staff at the PHP regarding current treatment issues and their expec-
tations for this hospitalization.

Rob subsequently learned that Dora had a history of idealizing new staff
members and devaluing others and that this typically had resulted in conflict
among team members and the obscuring of the real treatment issues. Rob was
better prepared then, when at his next meeting with Dora, she refused to talk
with him once he denied her the day pass she’d requested. He noted to his
supervisor that “it was as if she’d entirely forgotten that three days earlier
she had been acutely suicidal, or that she thought I was the ‘best social
worker’ she’d ever had.”

Rob then worked closely with the treatment team, Dora, and the PHP
program to facilitate her gradual transition back to the PHP. He and Dora
were able to do a review of their work together and she jokingly noted in
their last session that “maybe it is possible to like and not like somebody!”

This was an important learning case for Rob. He learned a great deal
about the complexity of the BPD diagnosis, the countertransference re-
sponses among treatment team members, and the importance of understand-
ing the interpersonal styles of the client with BPD. He also was able to ap-
preciate Dora’s humor and to reflect it back to her in ways that she could
hear. Through his work with the PHP he better understood the importance
of continuity of care and of short-term hospitalization for the stabilization of
the client with BPD.

Both cases reflect the need for knowledge about BPD, well-honed prac-
tice skills, and the use of colleagues and various levels of programs for the
client with BPD.

CONCLUSION

How does this new expanded knowledge fit with our roles as case managers, thera-
pists, family consultants, patient and family advocates, and social and political activ-
ists? Contemporary approaches to work with persons with BPD and their families,
considered earlier, all fall within the purview of social work practice. Even with
respect to psychotropic medication, social workers perform all critical functions
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except for writing prescriptions, doing medical evaluations, and interpreting labora-
tory results.

Prior to intervening, we must familiarize ourselves with current research-based
knowledge about characteristics and etiologies of BPD, what interventions are effec-
tive for what types of BPD clients, and under what conditions. Research published
during the past few years has given us tools for understanding and treating BPD in
ways that were beyond our capability in the past. Without valid knowledge about the
diverse forms and different underlying characteristics of BPD, and without training
in specific skills targeted on troublesome or dangerous characteristics of the disorder,
there is no reason to expect that our treatments will be effective.

We should not be discouraged by the fact that we do not know for sure whether
our treatments account for the positive outcomes, years later, of many clients who in
their teens and twenties have been ill with BPD for periods of years. We do know that
a significant number of persons with BPD (perhaps 10 percent) commit suicide out-
side the hospital, so clearly efforts to prevent suicide are critical. Research suggests
that if we can prevent suicide in the crisis phases of the disorder, individuals have a
good chance at a satisfying life later. The process is usually very slow and gradual,
however. We should have reasonable expectations that the illness will be chronic for
an extended time and that relapses are to be expected. Meanwhile, until the risk of
suicide is diminished, intensive therapeutic efforts must be put forth. At the same
time, social workers can remind themselves and their clients with BPD that tools of
self-destruction are always available in the community, that we cannot save them,
and that ultimately only they can choose to stay safe.

The natural course of BPD of gradual diminution in symptoms over a period of
years underscores the need for ongoing structure and monitoring the community and
for short-term protected environments (hospitals or some other kind of safe haven)
where clients can stay until the immediate threat of suicide has passed. Expansion of
such services, rather than the contraction of services now happening under the aegis
of managed care, must be vigorously advocated by social workers in the political
sphere as well as on an individual basis. At the time of writing, the American public
has begun to voice frustration and anger about the impact of current cost-cutting
measures throughout managed care–dominated health care systems. Some social
workers are taking an active role in this effort, but we need to do much more.

Skills necessary to work with persons with BPD and their families are teachable
and learnable. However, it appears that training of these skills is not available in some
social work programs, requiring workers to get it elsewhere. In our view, generic social
work skills simply are not adequate to address the specific challenges of work related
to this painful and often dangerous condition. Given the prevalence of this life con-
dition across social work settings, social work educators should think of ways to bring
these therapeutic skills training modules directly into graduate and undergraduate
curricula.

The specific skills that workers may need include the following. (1) Social work-
ers must know how to provide psychoeducation for persons with BPD and their fam-
ilies in group and individual venues, conveying up-to-date information about char-
acteristics and etiology of the disorder, helping clients explore the meaning of this
information for their own lives, giving information about treatment options and com-
munity resources, and explaining potential benefits and risks associated with these.
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(2) Workers must know how to create a validating environment, so as to help the
person with BPD accept him- or herself while at the same time working actively to
change. (3) Workers must know how to clearly specify and enforce the conditions
under which client and practitioner will work together, especially the boundaries of
treatment. (4) Workers must learn cognitive-behavioral skills for teaching impulse
control, anger management, relapse prevention, and self-soothing, which can be con-
veyed well in groups as well as individual sessions. (5) With respect to medication,
practitioners must access up-to-date information so they can share this information
with clients and their families, and so together with clients and family members they
can effectively monitor the client’s response to a medication and report to the pre-
scribing physician when necessary. Workers do not need to memorize drug infor-
mation, as it changes continually, but they should become adept at doing computer
searches on Medline to obtain state-of-the-art information about drug effectiveness
and side effects. Because these searches can be done on the Internet with only a
minimal expenditure of time, “keeping up” with current knowledge is infinitelyeasier
than it was only a few years ago. The easiest method is to get online access to Medline
at home. Otherwise, Internet access to Medline can be obtained in libraries. Finally,
(6) skills in advocacy and political action are required for social workers to join with
other activist groups fighting to make services available to thousands of service con-
sumers and their families when they need them.

At the time of this writing, the gap between these goals for service delivery and
reality is great. All of the preceding should be available to persons with BPD on an
as-needed basis, not only for crisis management but also to provide the continuity of
a relationship with a consistent, caring person who can weather the client’s outbursts
of hostility, self-destructive threats and acts, and who can convey hope that a happier
future is possible.
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5
Chronic Physical Illness
and Disability
Grace H. Christ
Mary Sormanti
Richard B. Francoeur

Social work with individuals coping with chronic illness and disabilities is
characterized by wide variation and diversity at both individual and systems levels.
Assessment and intervention problems are challenging, and social and institutional
contexts are only slowly developing more relevant service systems. Indeed, the prob-
lems are so varied that skilled social workers quickly learn the value in using a struc-
tured problem-specific assessment and case formulation process and a broad range of
intervention approaches and techniques to provide comprehensive, effective care.
Even so, the experience of persons with chronic illness and disability includes a
number of profoundly important similarities as they negotiate and adapt to their
physical differences and capacities in our society.

Across formal and alternative systems of health care, changes in the perception
and understanding of individuals affected by these experiences have altered the way
chronic illness is treated by professionals in our society and the way patients expe-
rience and think about their condition. Gradually society is modifying some of its
own rigid attitudes and perspectives on illness and disability, including the ways we
attribute value to these common life experiences and confer visibility and place for
them in our communities. These changes have included:

1. a greater focus on individuals’ strengths and capacities as well as vulner-
abilities and limitations;

2. a greater acceptance of patients’ rights and abilities to advocate for them-
selves within our profession-based medical care system; and

3. a recognition that effective care plans must be patient/family focused.

The emergence of numerous disease-specific advocacy groups has provided an
additional means of expressing patients’ views, potentially influencing policy deci-
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sion making. These self-help groups also have provided important networks of sup-
port for affected individuals and have become a powerful sustaining force for indi-
viduals with a broad range of illnesses.

These changes in perspective also have resulted in increasing affirmation of social
work practice values, knowledge, and skills. Expertise in developing interventions
that improve quality of life for the patients and families coping with chronic illness
and disability is growing. However, such improvement may still be thwarted and
should not be taken for granted given that important advances in services for chronic
illness have been slow to develop and can be undermined by cost reductions in health
care due to economic downturns.

DEFINING AND EXPLAINING CHRONIC
PHYSICAL ILLNESS AND DISABILITY

At the beginning of this century, Americans frequently died at a young age from in-
fectious and parasitic diseases due to the limits of medical and public health knowl-
edge. As sanitation, nutrition, and living conditions improved and medical technol-
ogy advanced, deaths from infectious diseases declined steadily, and children and
young adults survived longer. The increased longevity of both men and women and
the greater vulnerability of older individuals to chronic illness strongly suggest that
the number of people affected with these conditions will be steadily increasing. To-
day, more than 45 percent of Americans (about 100 million people) suffer from
chronic conditions, such as diabetes, bronchitis, or arthritis. The cost of treating these
conditions is estimated to be $659 billion per year (Hoffman and Rice 1996). Fur-
thermore, these costs have steadily increased, now representing nearly 70 percent of
national expenditures on personal health care.

Chronic illness is distinguished from acute illness by at least three different di-
mensions: illness duration, interference with ordinary functioning, and impact on
quality of life (Sidell 1997). The National Center for Health Statistics considers an
illness chronic if its duration exceeds three months (Lapham 1986; Pollin 1994). A
chronic illness is considered to interfere with a person’s ordinary physical, psycho-
logical, or social functioning and to affect the quality of life of the individual and his
or her family by interfering with normal activities and routines (Dimond 1984; Miller
1983).

An illness that becomes chronic may occur gradually or suddenly and without
warning, leaving residual psychological and physical disabilities after treatment that
interfere with an established identity or self-concept, developmental phase, and life-
style. The age of the individual when such an illness or disability occurs is one of the
variables that shape the individual’s response and the range of psychosocial problems
that the patient and family confront. Others include marital status, preillness fitness,
ethnicity, and education. Chronic illnesses and disabilities vary with regard to the
degree of threat they pose to an individual’s life. They may be fatal, potentially life-
shortening, or of no consequence to one’s life span. For example, diseases such as
arthritis have no impact on life expectancy while illnesses such as diabetes may
shorten it. Finally, chronic illnesses may be unchanging, but they may also be pro-
gressive (Rolland 1994; Sidell 1997).

Although disabilities can occur as a consequence of a chronic illness, they may
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also develop as a consequence of an accident or be present at birth due to a prenatal
or birth injury or to a genetic disorder. A somewhat different social and psychological
impact is associated with each of these conditions. A genetic etiology is more likely
to be identified as an issue for disabilities that occur at birth. This biological reality
creates multiple medical crises at the beginning of a child’s life, often causing parents
to struggle with questions of blame and responsibility. Such conditions require that
individuals interact with the health care system throughout their lives around the
continuous challenge of optimizing functioning at each developmental phase and
with each change in treatment or condition. Disabilities from accidents occur sud-
denly and also confront patients and families with questions of blame and responsi-
bility, depending upon the particular circumstances of the accident, and the preceding
and subsequent events (Hockenberry 1995). They can occur at any point in the life
cycle. Finally, due to a sudden occurrence, accidents may evoke a traumatic stress
response in affected individuals that can impede their psychological adjustment to
their disabilities. Like disabilities from birth and chronic illness, disabilities due to
accidents have become more prevalent in our society as medical advances have in-
cluded treatments that prolong life in situations that previously led to certain and
often rapid death.

Jane was 20 years of age when she was in a motorcycle accident with her 21-year-
old fiancé. They had been riding with a group when a car tried to taunt them by
swerving toward their bike. Her fiancé lost control of his bike and ran into a tree. He
died immediately and Jane’s leg was so damaged it eventually required amputation.
One year later she was seen by a social worker during her rehabilitation of the am-
putation. She was demonstrating signs of complicated grief and traumatic stress: con-
tinuing to live in her fiancé’s room, refusing to let anyone remove his possessions
from the room, delaying rehabilitation of her severed limb, and developing increasing
fears and phobias. With the social worker she began to confront her anger toward her
fiancé for losing control of the bike and causing her amputation, an emotion that
seemed unacceptable to her since she had survived and he had not. Expressing and
working through these feelings empowered her to become active in making more
realistic plans for her life, including moving out of her fiancé’s room.

The severity of the burden of a chronic illness varies considerably. For example,
the most common chronic condition in the United States is sinusitis, considered a
mild chronic illness (Kerson 1985). While not usually devastating in terms of overall
health, it is considered to be a chronic illness. At the opposite end of the spectrum
are the five most disabling chronic conditions: mental retardation, respiratory can-
cers, multiple sclerosis, blindness (both eyes), and paralysis of extremities (Collins
1993). The most prevalent chronic diseases with severe impact include arthritis, can-
cer, dementia, diabetes, epilepsy, heart disease, respiratory illness, stroke, substance
abuse, and AIDS (Kerson 1985). Hobbs, Perrin, and Ireys (1985) argued that a chronic
illness could be considered “severe” when it resulted in serious physical difficulties,
major financial burdens, serious emotional or psychological problems for the affected
individual or major disruptions in family life.

Chronic illnesses are not viewed as curable. Rather, they are often progressive.
The emphasis of treatment is on effective management of the symptoms or residuals
of disease (Kinzel 1993). Many conditions once considered severely disabling are now
responsive to treatment, permitting the possibility of reducing disability and improv-
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ing quality of life for many individuals who previously would be faced with more
severe disability. Such “salvage” procedures include knee replacement surgeries for
the effects of arthritis or bone cancers, cardiac surgeries, and cataract operations.
These procedures may be costly, however, and they pose risks as well as likely bene-
fits.

The increase in prevalence of chronic illness, the broad impact of associated
disabilities, and the cost of care has encouraged a shift away from an almost exclusive
focus on the biological nature of health problems to an emphasis on broader concerns
about quality of life. This focus has increased the importance of the social worker’s
expertise in problem-solving approaches in enhancing quality of life and in devel-
oping interventions within the persons total ecological system as well as providing
assistance at the level of the individual. Despite what today would be considered an
insensitive label, these broader dimensions are nonetheless reflected in the definition
of handicapped individual found in the Rehabilitation Act of 1973, PL 93–112, as
amended by PL 95–602, Section 7:

1. Any person whose physical or mental impairment substantially limitsone
or more of the person’s major life activities;

2. Has a record of such impairment; or
3. Is regarded as having such an impairment.

The Rehabilitation Act affirms that handicaps are sequelae of chronic illnesses and
disabilities and emphasizes the contribution of societal perceptions to producing
handicaps. Today, advocates are increasing public awareness about the unintentional
yet stigmatizing effects of terms and labels such as “handicaps” and are replacing
them with terms such as “differently abled.”

A thorough examination of the problems that arise in chronic illness calls for
knowledge of at least three critical areas (Dimond 1984):

1. the physiological and medical treatment aspects
2. the sociological definitions and responses to the illness on the part of fam-

ily, friends, and co-workers, health care workers, and society in general
3. the context of the individual’s particular response to his or her own con-

dition, often shaped by age, gender, and cultural expectations, as well as
by the degree of impairment and/or visibility of the impairment.

These three areas tend to interact with each other, and the social work challenge is
to enhance a positive, mutually reinforcing interaction rather than a more limiting or
even destructive one. Frequently social work interventions focus on conflicts, mis-
understandings, or on the dis-synchrony between the goals, values, perspectives and
preoccupations of individuals or groups in each of these areas (Christ 1982).

The knowledge base for understanding chronic illness reflects an ecosystems per-
spective of social work practice (Germain and Gitterman 1996; Meyer 1976, 1983) that
considers the individual and family in transaction with their immediate and larger
society. For the practitioner, this also means recognition that persons coping with
chronic illness or disability are likely to experience greater personal difficulty and to
feel less hope about the future to the extent that disabled persons and their families
share society’s discriminatory views of handicapped persons. Similarly, professionals
who grew up exposed to those same societal prejudices may categorize clients and
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develop treatment strategies based on unexamined assumptions about the limitations
imposed by specific physical problems. For the affected individual, the maintenance
of self-esteem and a realistic sense of personal control are critical areas of focus for
social work intervention. However, as will be elaborated in the following, interven-
tions that improve the individual’s self-esteem and sense of personal control may
conflict with the values and goals of the family, the health care team, and the larger
society.

The primary focus in this chapter is on chronic illnesses that occur throughout
the life cycle. They will be compared with disabilities present from birth and with
accidents. Cancer is used as an illustration of a highly prevalent illness in our society.
Cancer was once considered a terminal condition that with medical advances has
developed into a chronic disease with residual disabilities caused by either the illness
or treatments. Cancer is prototypic of modern chronic illnesses, affecting individuals
throughout the life cycle, but increasing in prevalence as individuals age. In fact,
cancer comprises many diseases that require a full range of treatments, including
chemotherapy, surgery, and radiation as well as organ transplants and immunother-
apies. While often curable, cancer is also life-threatening, and the possibility of re-
lapse or recurrence remains (DeVita, Hellman, and Rosenberg 1993).

DEMOGRAPHIC PATTERNS

Although estimates of the incidence of chronic illnesses and disabilities (their fre-
quency) and their prevalence (the number of those affected by the disorders at a given
time) vary with the definitions used for illness and disability, the relative contribution
of severe and chronic illnesses to mortality and morbidity has increased over the last
several decades (Fox 1986; Hobbs et al. 1985; Hoffman and Rice 1996; Manton, Pat-
rick, and Johnson 1987).

The prevention of many infectious childhood diseases and improved technology
for the care of newborns and young infants has allowed survival in the face of even
serious health problems and disabling conditions. Many chronically ill children, who
previously would have died much earlier from their illnesses, now survive into adult-
hood. One in four children younger than 18 years of age have a chronic illness. Hobbs
et al. (1985) estimated that perhaps 1 percent of those problems in children are so
severe that the health care system is unlikely to serve them more than moderately
well. Definitions of severe chronic illness that were used by this study include severe
burdens on physical, monetary, psychological, and family functioning.

A growing number of individuals report activity limitations due to chronic con-
ditions. Between 1987 and 1993 there was an increase of (1) over 20 percent in the
number of Americans identified as having a chronic condition that limited their ac-
tivity, and (2) at least 33 percent in those identified as being unable to carry on their
major activity because of a chronic condition (Collins 1993). Even those who are not
disabled by their chronic condition live with the threat of recurrent exacerbations,
higher health care costs, days lost from work, and the risk of long-term limitations
and disabilities.

Individuals with chronic conditions are at greater risk for being underinsured
(Hoffman and Rice 1996). This means that they are more likely to incur high out-of-
pocket costs for medical services relative to their family income. They are also less
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likely to be insured by managed care plans that cover more services and preventive
care, thus increasing their likelihood of incurring high out-of-pocket expenses.

For those individuals who are poor, lack education, and are from racial minority
groups, the risks of chronic illness and disability are even higher. Inadequate or lack
of prenatal care increases the risk of mortality or later difficulties for a baby, yet pre-
natal care is least likely to be obtained by poor women who are unmarried, especially
if they are young, not well educated, live in rural areas, or are Hispanic (Black and
Weiss 1991; Brown 1988). Poor children are likely to have more illnesses and more
severe illness than their nonpoor counterparts (Starfield 1982).

SOCIAL CONTEXT

The dominant culture in American society continues to place a high value on those
who go through a crisis such as illness unscathed, are able to bounce back, and then
continue life without missing a beat, at least in any visible or observable way (Siegel
and Christ 1990). Also valued are those who die with dignity. But that is not the
experience of most individuals with a chronic, often deteriorating, illness. While life
has been prolonged, ongoing disabilities, the threat of future exacerbations, and the
reality of continuing physical losses challenge these individuals to maintain relation-
ships and a meaningful quality of life under conditions of uncertainty and threat.
These illnesses constitute transformative experiences in individuals’ lives that alter
much of the way they view themselves and the world. There are few social role models
in the dominant culture for living with the day-to-day rigors of managing a chronic
deteriorating illness with dignity and meaning.

Societal attitudes often shape the kinds of services provided to, or withheld from,
individuals affected by illness and disability. For example, with medical advances,
increasing numbers of cancer patients were cured. However, the intensive treatments
sometimes led to disabling physical and psychological conditions. These conditions
could occur months, even years after cancer treatment and patients found it difficult
to obtain medical care for these late effects. Having cured a difficult disease, physi-
cians wondered what more the patient could expect of them. The patient’s perspective
was quite different. Knowing they had a longer survival time, they were more con-
cerned about physical problems caused by the treatments that impeded their quality
of life. They wanted the loss of body parts, vision and hearing problems, and cardiac
conditions to be rehabilitated. They wanted symptoms such as depression, anxiety,
loss of energy, and other psychological symptoms to be treated. As the number of
survivors increased, they were able to effectively advocate as a group of patients with
knowledgeable professionals for attention to the residual psychosocial as well as
physical effects from their disease and treatment (Christ 1987).

Society’s values also shape the solutions provided for quality-of-life problems.
For example, society values maximum independence for individuals with disabilities
and often proposes to foster this with technological assists. However, the patient may
prefer a home health aid who provides socialization rather than technological assis-
tance that enhances independence but requires isolation. Quality of life implies an
individually defined situation, and a broad range of options need to be available in
order to accommodate the many different individual values and choices.

13-year-old Lee was diagnosed with osteosarcoma, a cancer of the bone in his leg.
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The surgeons removed the tumor and were able to replace his knee with a metal
internal prosthesis rather than amputate the leg, which was the usual treatment for
this disease in past years. However, because the doctors had to remove a great deal
of muscle due to the placement of the tumor, the resulting limb was fragile, and Lee’s
ability to walk even a moderate distance and to engage in sports of any kind was
severely limited. In addition, he had several infections secondary to the surgery that
required weeks in the hospital each year. Lee was very depressed about the interrup-
tion in his athletic activities not only because he enjoyed sports, but because this was
a major source of social contact for him. He saw individuals with amputated limbs
running marathons and skiing and he longed to be with them. He struggled with
feelings of depression and hopelessness. When he was 16 years of age Lee pleaded
with his father to let him have the limb amputated so that he could increase mobility.
He had decided mobility was more important than the external appearance of a nor-
mal limb so compromised in its functioning. Society may think that maintaining body
integrity is the most important value in selecting a treatment once survival is assured,
but Lee had concluded that for him giving up the limb would have a more positive
impact on his quality of life. The amputation would also permit him to be less vul-
nerable to infections, which required long hospital stays and treatment with antibi-
otics. However, his father refused to give permission since he viewed amputation as
a failure, his own as well as his son’s. Lee continued to discuss the situation with his
surgeon and when he was 18, old enough to sign an independent consent form, the
surgeon agreed to perform the amputation. Lee was immensely relieved by his im-
proved ambulation and his ability to participate in the many athletic activities avail-
able to amputees today. His mood and self-esteem also improved markedly. Unfor-
tunately his father maintained a bitter and resentful attitude toward his son for this
decision.

Programs of comprehensive medical and social support services are needed to
treat chronic illnesses as well as disabilities of all kinds (Berkman 1996; Dhooper
1997; Keigher 1997). However, despite the prevalence of chronic conditions, the
health care system has found it difficult to shift from its earlier focus on the treatment
of infectious diseases and acute illnesses to the provision of treatment and care sys-
tems that can more adequately address these longer-term health problems. The pres-
sures of containing AIDS highlighted the deficiencies in current services for the chron-
ically ill (Fox 1986). Treatment and rehabilitation programs that are community based
rather than institution based are integral to making services accessible over a longer
period of time. Interventions that enhance communication between multiple special-
ists enable the sharing of treatment information and expertise essential to effective
treatment and continuity in care.

Chronic illness management also requires patients to be knowledgeable about
their own conditions, and to be active participants in their own care. Informal care-
givers need to be knowledgeable as well since they can help to reduce costs. There-
fore, services generally encompass education for both patient and caregivers. Informal
caregiving responsibilities traditionally assumed by families are becoming less fea-
sible due to increasing numbers of scattered families, divorce, single-parent families,
childless couples, as well as families with both spouses working in order to survive
(State Health Coordinating Council 1992). Without access to informal caregiving, pa-
tients face higher out-of-pocket costs and are at greater risk for inpatient hospitali-
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zation and institutionalization (Vandermeer 1993). Supportive services aimed at as-
sisting patients and families in advocating for themselves in a sometimes unknowing
and/or reluctant community are integral to effective care. However, services often
have a patchwork quality and the need to redress such gaps continues to be reflected
in a variety of legislative initiatives and funding sources to address the needs (Hobbs
et al. 1985).

Early legislative attention to children’s needs came in Title V of the Social Se-
curity Act of 1935. This Act provided assistance to children through Crippled Chil-
dren’s Services programs in the states and territories and through other categorical
programs such as those for hemophilia and pediatric pulmonary conditions. The
1970s saw the passage of the Developmentally Disabled Assistance and Bill of Rights
Act of 1975 (PL 94–142), which provides assistance to children with a wide range of
chronic conditions, and the Education for All Handicapped Children’s Act of 1975,
which provides federal subsidies to improve educational opportunities. An increased
recognition of the importance of early intervention resulted in the more recent passage
of PL 99–457, which supports educational services for children with special needs
starting at birth. In addition, funds are available to some health-impaired children
through Medicaid and the Supplemental Security Income (SSI) Program, both under
the Social Security Act.

Of particular significance to adults with disabilities was the passage of Section
504 of the 1973 Rehabilitation Act, which bars employment discrimination on the
basis of disability in federally funded programs. The 1974 amendments to that act
also developed a comprehensive definition of disability (cited earlier) that considers
the handicapping potential of society’s stigmatizing views of certain disabilities.

The major cash transfer programs for disabled adults are Social Security Disabil-
ity Insurance (DI) and Supplemental Security Income (SSI). Disability insurancehelps
those who have been workers with Social Security coverage and entitles the recipient
to Medicare coverage after two years on DI. Supplemental Security Income focuses
on low-income children and adults with either no work experience or too little work
experience to be eligible for DI and provides medical coverage under Medicaid
(Mudrick 1988).

Programs that replace wages when a worker becomes disabled or that provide
income for those not in the labor force form a patchwork of supports, none of which
base eligibility solely on the nature and the severity of physical disability (Mudrick
1988). Instead, eligibility rests on such non-illness-related criteria as required periods
of work covered by Social Security, veteran’s status, or poverty. Under these programs,
disabled women in particular are less likely to achieve eligibility because household
work does not qualify as gainful employment and women’s more frequent patterns of
part-time participation in the labor force often disqualify them from Social Security
coverage (Mudrick 1988). These programs have eligibility requirements and compli-
cated applications that can limit access to necessary financial help.

A committed gay caregiver living with his unemployed partner with AIDS-related
cancer felt resentful because his partner’s moderate work history qualifies him for
only a minimal level of Social Security DI, which he must receive for twenty-nine
months before qualifying for Medicare Part A hospitalization coverage (Kerson 1985;
Montoya 1993). Ironically, the work history of the partner with AIDS-related cancer
exceeded the low work history threshold to qualify for SSI and immediate Medicaid
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coverage. Furthermore, both programs require that various financial documents be
obtained, organized, and submitted in support of the applications, which may take
several months to process. Fewer disabled adults receive benefits under Aid for Fam-
ilies with Dependent Children (AFDC, for low-income families in which there is a
disabled parent), veterans’ pensions, and worker’s compensation (for workers injured
on the job).

The preceding review of legislation and funding confirms the gains that have been
made on behalf of children and adults with serious health impairments. However,
significant barriers in health care, education, employment, and income support con-
tinue to impede their attempts to participate in our society to the full extent of their
abilities. Services available vary tremendously from one disease to another. For ex-
ample, the presence of an interested specialist or a particular comprehensive clinic
can mean a dramatically higher level of services for one disorder than for another in
the same locale. The gaps in the continuity of services are often reflected in a lack of
communication and coordination of services among providers for effective care of
these complex diseases.

Although educational opportunities for some children with chronic illnesses and
disabilities were expanded with the passage of the special education initiatives of the
1970s already described, many chronically ill children are not easily or appropriately
served by special education programs. Since special education itself is often stigma-
tizing, many parents and children resist this designation. Additions or modifications
to health services in the regular school setting transform regular education programs
to be appropriate for many health-impaired children. However the decline in the
numbers of school health nurses and related services represents a barrier to main-
stream education for many children with chronic health conditions (Hobbs et al.
1985).

The importance of home care and other community resources for the chronically
ill is reflected in the fact that a full 95 percent of home care expenditures are used for
care for the chronically ill. The lack of home care services available in the community
or reimbursed by health care plans represents another barrier to services for the chron-
ically ill.

For the disabled adult attempting to participate in the labor force, antidiscrimi-
nation laws have provided leverage for combating the more obvious and extreme
prejudicial barriers. More difficult to counter are strains from inadequate special edu-
cation programs, architectural and transportation barriers, job structures that allow
few opportunities for part-time or flexible work hours, or salary and benefits that are
inadequate to cover such extra expenses as home attendants, prosthetic devices, or
specialized transportation assistance. For example, most insurance does not cover the
costs of prostheses for amputated limbs. These expenses can be prohibitively costly
for children who require new prostheses with body growth. Each artificial limb may
cost between $15,000 and $20,000. Poor-quality or inadequately fitting prostheses
result in dramatic reductions in mobility, socialization, and other quality-of-life
domains.

Many insurance and managed care companies seek to avoid paying benefits to
individuals who have conditions that are likely to incur high medical costs. This is
particularly limiting for individuals who have a condition such as cancer or cardio-
vascular illnesses. They often find themselves “locked in” to work for large companies
who will provide more generous group benefits or to work in particular localities.
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This often results in little opportunity for job advancement. For example, health in-
surance for a child with a chronic illness is often critical for the child and the families’
economic survival. These benefits may determine the wage earner’s employment op-
portunities. In addition, in an economic downturn, the individual with high medical
expenses or physical limitations is at greater risk for job loss, adding to the already
considerable uncertainties and stresses these individuals confront. A patient with
advanced cancer may strive to work as long as possible to prolong his or her eligibility
for COBRA health insurance. Patients may be preoccupied by the fear that their health
insurance might be canceled during the terminal stage of an illness when family fi-
nancial stresses are expected to be most severe (Brown and Tai-Seale 1992).

Programs for AIDS patients were viewed as highly successful not only for pro-
viding integrated systems of care for chronically ill patients, but also for advocating
for patients in ways that influence the actual medical treatments recommended to
patients as well as the direction of medical research. Other illness groups became
more assertive as a consequence of observing the helpfulness and effectiveness of
AIDS programs. For example, breast cancer organizations joined together to advocate
not only for more medical research, but also for financing of behavioral research to
address quality-of-life and survivor issues. Patients pushed for early release of prom-
ising new treatments and insurance coverage of preventive interventions as well as
information about nutrition, exercise, cosmetic enhancements, and the development
of networks of social and emotional support.

VULNERABILITIES AND RISK FACTORS

Both adults and children with chronic illnesses and disabilities are at greater risk of
experiencing a broad range of psychological and social problems than individuals
who do not have these conditions. Although most research on the psychosocial con-
sequences of chronic illness has occurred within particular disease categories, some
consensus has emerged about client’s vulnerabilities and special needs across dis-
eases for both children and adults. Social workers must be aware of characteristics of
clients that make them more vulnerable so that they can fully appreciate the quantity
as well as quality of stress the individual is experiencing and structure their interven-
tions to mitigate the impact of vulnerabilities. Identified vulnerabilities and risk fac-
tors include (1) demographic factors, (2) illness and treatment experiences, (3) psycho-
logical symptoms, (4) personal coping style, (5) social support networks, (6) illness
appraisals and attributions, and (7) concurrent stresses.

Managing a chronic illness can be a costly process; therefore, individuals who
have fewer resources have greater problems with out-of-pocket costs, expensive pro-
cedures and equipment, and obtaining necessary personal assistance to meet a range
of adaptive challenges. Individuals from poorer areas are more vulnerable to chronic
illness and disability and are more severely disabled by their illnesses. Racial differ-
entials in health status are also evident in comparisons of the percentage of persons
with limitations in activity due to chronic conditions: blacks outnumber whites by a
ratio of 4 to 1 among those 45 to 64 years of age (Trevino and Moss 1984). Among
children, this vulnerability may include the child’s inability to access adequate sup-
port from the school and community to help them deal with the limitations they
confront.

Individuals with less education may have more difficulty negotiating with health
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professionals and managing the complex demands of current treatments. The capacity
of individuals and families to take an active role in their own care is becoming in-
creasingly important as patients are given more responsibility for decision making in
the emerging health care system.

The role of gender in facilitating adaptation to chronic illness varies by type of
illness, but women are better able to adapt to some illnesses than their male counter-
parts (Siegel and Christ 1990). Finally, age is an important demographic factor. Each
stage in development brings its own particular adaptational challenges. For example,
younger individuals have been found more vulnerable to emotional distress when
confronting chronic illness. Disease is less expected and a great interference with
normative life tasks of the young adult. Older individuals are more vulnerable to
difficulties managing physical realities and resolving practical problems in function-
ing. They may have more experience in managing illness and stress but are more
vulnerable to other concurrent illness and limitations in their physical capacities.

Specific aspects of the illness and treatment experience can create vulnerabili-
ties. The greater the functional limitations imposed by illness and disability, the
greater the degree to which the individual must confront the struggle of dependence
versus independence. The greater the uncertainty of the outcome of the illness, the
more psychological distress the patient experiences (Lapham 1986; Rolland 1994;
Sidell 1997). Clients who have neurological or sensory impairments from their illness
or treatment experience greater difficulty as their coping capacities may be reduced.
Some illnesses require intense and life-threatening treatments such as organ trans-
plantation. Each phase or stage of an illness brings its own challenges to the client
and some clients have more difficulty with the demands of a particular stage of illness.
For example, leaving the many resources and personnel of the acute care hospital can
be difficult for individuals who live in an inner-city environment that has few com-
munity resources to assist them.

Adults with chronic illness are at greater risk for experiencing depression, and
some illnesses, most notably AIDS, have higher rates of suicide (Mancoske et al. 1995).
And while there is great variability in children’s response to chronic illness, they are
about twice as likely to develop some form of psychiatric disturbance relative to their
healthy peers (Kliewer 1997; Stein, Westbrook, and Silver 1998). Individuals with
chronic illnesses may be at risk for psychiatric disturbances, and individuals with
mental illnesses are also more likely to have chronic physical conditions. Clearly the
individual’s mental illness is an added vulnerability and risk factor for compromised
adaptation to physical illness.

Individuals who do not use active coping strategies, who feel less optimisticabout
their adaptation, who have low self-esteem, and who do not perceive themselves as
able to master the demands of their illness are more likely to experience depression
and other indicators of compromised adaptation (Nezu et al. 1994, 1999).

The importance of social support, that is, help from family, friends, and com-
munity, in facilitating adaptation to chronic illness is identified by many studies
(Bloom 1982; Ell et al. 1989; Kriegsman, Penninx, and van Eyk 1995). The patient’s
perception of good social support appears to protect chronically ill individuals from
severe depressive symptoms. However, the particular aspects of that support that are
needed for a given illness may vary—for example, emotional support seems more
helpful for individuals confronting a life-threatening illness, whereas instrumental or
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practical support is required by individuals who are functionally disabled (Penninx
et al. 1998). For children, the family environment is the more critical support network.
More family conflict and less cohesion in family functioning creates a greater risk for
compromised adaptation to chronic illness (Kliewer 1997). School and community
support systems that do not make adequate accommodations for the child with a
chronic illness or disability to succeed as he or she matures also increase the ill child’s
vulnerability to adaptive failure. Social isolation has been identified as a consequence
of the vulnerabilities of some children with chronic illness.

13-year-old Susan was from a small rural community. Neither her parents nor her
older siblings had completed high school, and she was the youngest in the family.
Prior to her development of osteosarcoma she had been achieving high grades in
school, was an ice skating champion, and had been chosen as a class officer. After
her successful knee replacement and chemotherapy, she became fearful of returning
to school. Her parents were unaware of the problems of her giving in to this fear and
they permitted her to remain at home. The school system had no home tutoring pro-
gram. As time went on she fell further behind in her work, became isolated from
friends as she watched television all day, and when evaluated at age 17 years, had
never returned to school. At that time she had decided to get married and just obtained
a job at a local supermarket. Her surgery was successful, her disease cured, but her
disability was profound.

Some studies suggest that the professional relationship to the chronically ill client
influences their ability to adapt to rigorous and long-term treatment protocols. The
relationship of professionals to the chronically ill client can extend over many years.
In a study of children with diabetes, mothers who reported greater perceptions of
racism and family stress were significantly less satisfied with their children’s medical
care than those from less stressful environments (Auslander et al. 1997). These moth-
ers who perceived racism also had more difficulty adhering to the required treatment
protocol. This finding emphasizes the importance of the families’ relationship with
professional staff in facilitating treatment effectiveness.

Increasingly, studies have focused on how individuals’ way of thinking about
their illness affects how they feel about it and how well they adapt to it. Their level
of optimism that treatments will be effective, their belief in their ability to master the
many physical and psychological challenges of the illness, and their ability to main-
tain self-esteem while transforming identity in ways that integrate the realities of the
physical illness do seem to influence their ability to adapt. Ongoing negative thoughts
about the self and the illness have been found to be correlated with continuing de-
pressed mood (Schiaffino and Revenson 1995). Pollin (1994) identified eight fears that
she believed individuals with chronic illness confront: (1) loss of control, (2) loss of
self-image, (3) loss of dependency, (4) stigma, (5) abandonment, (6) expression of
anger, (7) isolation, and (8) death. She proposed a brief treatment to help individuals
cope with these specific fears.

Finally, individuals who struggle with many other stresses in their lives as well
as the chronic illness, face additional adaptive challenges. Some families experience
a “pileup” of stressors (McCubbin and Patterson 1987; McCubbin et al. 1998) often
secondary to or exacerbated by the chronic illness condition. Others have concurrent
stresses unrelated to the patient’s illness (Nezu et al. 1999; Northouse 1995). These
might include other illnesses or deaths in the family, severe financial problems, or
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other major losses. These additional stresses can make it more difficult for individuals
to adapt to the psychological and practical demands of the illness.

RESILIENCIES AND PROTECTIVE FACTORS

Identifying vulnerabilities and risk factors for individuals with chronic illness and
disabilities has been accompanied more recently by a search for characteristics as-
sociated with individuals who adapt well to their illness. Becoming more active in
identifying strengths, factors that seem to protect individuals from adverse conse-
quences of the stresses of illness, and characteristics of resilience in adapting to
chronic illness has increased significantly over the past decade. This has led to a focus
on “coping resources” and other factors that are associated with better adaptive out-
comes. This is critical in order to be able to develop interventions that aim at ways
to increase resilience and strengths, as well as to mitigate the impact of vulnerabilities.

Research has shown that those who cope well with stress, whether it be a serious
illness, job loss, or a natural disaster, are those who don’t deny the adversity or tragedy
of the situation, but who are also able to see it as a challenge, to make positive changes
in their life and their relationships, and who can derive some positive meaning out
of the situation. This is an empowering process that provides the individual with the
critical tools of sense of mastery and self-efficacy, and improved self-esteem. Facili-
tating this process is an important role for social work. Resilience and protective
factors are the converse of vulnerabilities and risk factors. Adults who adapt well to
chronic illness use active coping strategies such as engaging in a partnership and
dialogue with professionals about their condition. They tend to have more economic
and educational resources. They work actively to identify specific problems caused
by each stage in the illness process, and they focus on resolution of associated prob-
lems. While acknowledging the losses and disappointments in their situation, they
view it as a challenge, and they consider ways to develop a positive meaning of this
experience, using it as a source of personal growth and learning (Nezu et al. 1994,
1999).

A perception of strong social support is another characteristic associated with
better adaptation. Better-adapted individuals reach out for help and assistance from
a broad range of individuals outside the family and have families who are highly
supportive of their efforts to “keep the illness” in its place rather than permitting it
to dominate their total life experiences. Their reaching out often seems a recognition
of the reciprocal nature of the recovery process. They feel a sense of self-efficacy,
empowerment, and less conflict with their level of dependence. They feel good about
what they have accomplished and are able to identify and value their positive attri-
butes. They recognize that life has changed. and they seek to integrate that reality into
their future plans. The better-adapted individuals have large support networks that
include other patients, family, and friends as well as professionals. They often seek
self-help groups for information and normalization as well as emotional release.

For children, active coping strategies are also related to better adjustment out-
comes. In addition, families of well-adjusted children are characterized by high levels
of cohesion, flexibility, and warmth. Conflict is reduced in these families. These moth-
ers also have lower levels of depression and other symptoms of high levels of stress
(Kliewer 1997).
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These characteristics of resilience and protective factors are reflected in the range
of interventions that are being developed to assist patients with chronic illness and
disabilities. Some of these have been formally evaluated by research; others have
become integrated with the ongoing clinical care of these patients and their families.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Social workers provide service to individuals with chronic illness in a wider array of
service sites than was true just a decade ago. While many services continue to be
located in acute care facilities and rehabilitation centers, there has been an expansion
of treatment, rehabilitation, and assistive programs in the community, especially in
the area of home care, self-help organizations, and for children, in schools (Berkman
1996; Dhooper 1997; Egan and Kadushin 1999; Keigher 1997).

In health care settings, social workers frequently function as members of multi-
disciplinary teams that serve persons with chronic and disabling health problems in
specialty programs devoted to similar clusters of illnesses (e.g., renal, orthopedic, or
gastrointestinal clinics). The social work role can vary widely from case manager,
counselor, therapist, health educator, group leader, and program developer. The social
worker is typically both a resource to which families turn for guidance in their ne-
gotiations with other health professionals, for referral to community resources, and
for personal support at times of medical crises or changes in the course of the illness.
Unfortunately, the size of workers’ assignments or caseloads can often limit the num-
bers of patients they are able to intervene with or the range of services that they can
provide.

An increasing challenge for social workers in health settings, especially acute
care facilities, is effective communication with the members of the multidisciplinary
team. Social workers deal with psychosocial and quality-of-life issues, rather than the
more physical/biological concerns of most other professionals. On many treatment
teams the social worker may be the only mental health professional. Describing the
social work role and communicating about patient’s and families’ psychological, so-
cial, and emotional needs are critical to the social workers’ effectiveness. They are
often an important linkage between the patient/family system and the medical team,
interpreting their needs and wishes.

Increasingly, it is necessary for social workers to define the specific outcomes of
their services, to demonstrate to corporate administrators financial as well as quality-
of-life benefits. This has been a difficult area for social workers not only because of
the nature of their work, but also because they are often not given the time or training
to fulfill this function. Nevertheless it is now a vital component of functioning in
health care settings.

Through interpersonal contact with the client, family, and staff within and out-
side of the agency, social workers engage in a natural process of case management to
address the needs of the client with chronic illness across all areas of functioning and
daily living within the client’s physical and social environment. The multiple and
interacting issues that call for case management are often subtle and intricate, de-
manding careful and deliberate application of critical thinking and creative problem-
solving approaches to meet client goals of problem prevention, amelioration, or res-
olution. Although a cursory view of case management might suggest a limited and
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simplistic focus on the provision of concrete resources to chronically ill clients and
their families, a hallmark of case management appears to be its flexibility and plastic-
ity to assume ever-changing roles and functions across broad, multiple, and interact-
ing domains that are important to clients, their families, interdisciplinaryprofessional
teams, and human service agencies (e.g., Vandiver and Kirk 1992). This adaptability
and fluidity can result in surprisingly effective outcomes.

In addition to the more apparent function of linking clients and families to ser-
vices within and across agencies, case management itself may function as a “social
support” linkage that may impact the client as part of a caring, meaningful, and mo-
tivating intervention. For instance, physical and mental health needs may exacerbate
each other when either remains untreated; as an example, untreated and mismanaged
diabetes may mimic or worsen symptoms of chronic mental illness. In effective case
management for clients with both chronic physical and mental illness, clients and
their families may feel a sincere and motivating sense of caring and support when
they actively witness social workers who strive to assess, initiate, monitor, and ad-
vocate for ongoing linkages to community physicians and medical services while
encouraging clients to seek periodic physical examinations, attend follow-upappoint-
ments, and comply consistently with medical and psychiatric care (Davis 1996; Fran-
coeur, Copley, and Miller 1997). Positive impacts of performing case management in
the presence of clients, families, and other professionals may be subtle yet profound,
especially when other case management roles and functions occur simultaneously.

However, the performance of actions and tasks by the social worker and wit-
nessed by the client should not be overreaching, for an important case management
goal should concern the effective empowerment of patients and families to advocate
and solve problems associated with their chronic illness situation whenever they can
and to resist overdependence on the social worker, other professionals , and agencies.
One of these case management concerns is strengthening the social competencies of
chronically ill clients and their families through training and referrals that foster self-
help and through guidance to improve social skills. This function of case management
is based on the concept of self-efficacy from social learning theory (Liberman 1988;
Roberts-DeGennaro 1987; Vandiver and Kirk 1992), which poses that behavior results
from continuous interactions among cognitive, behavioral, and environmental factors
(Bandura 1986). The role of the social worker is to intervene in ways that build the
capacities of clients and their families to engage in purposeful actions and tasks that
prevent, ameliorate, or resolve problems. Such interventions not only focus on im-
proving the actual capacities of clients and families but also seek to enhance their
beliefs that they are capable of engaging in particular actions and tasks that are likely
to result in desired outcomes.

These interventions may take various forms. Through the process of direct per-
formance, social workers may engage with clients and families to jointly work on and
achieve a task, such as arranging for home health assistance. Through the process of
vicarious coping, social workers may engage with clients and families to plan and
role-play various ways of dealing with stressful situations, such as writing down im-
portant medical questions and learning ways of feeling less intimidated when speak-
ing to physicians. Through the process of social persuasion, social workers provide
corrective feedback, verbal persuasion, coaching, and encouragement, such as en-
couraging socially withdrawn clients to take the initiative to set up transportation for
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medical appointments. Through the process of self-monitoring, social workers may
train clients and families to monitor baseline levels of key perceptions, emotions, or
behaviors, followed by monitoring of changes during and after intervention(s),
through the use of logs, diaries, and various types of measures (e.g., direct observa-
tions, self-anchored scales, rapid assessment instruments and longer standardized
instruments).

Finally, it should be noted that the flexibility and plasticity of case management
to assume ever-changing roles and functions across broad, multiple, and interacting
domains often generates “multiplier effects” that enhance the effectiveness of actions
and interventions by other professionals. Common positive outcomes with vested
interests by various parties include improvements in the client’s physical and mental
health symptoms and quality of life that reduce the future prevalence of costly and
inappropriate service needs (examples are delayed hospital admissions or repeated
emergency room visits).

Rehabilitation programs also exist as part of the health sector but specialize in
remediating disabilities and teaching alternative approaches to managing the tasks of
daily living. Here also the social worker functions as a member of the interdisciplinary
team that is at the core of rehabilitation services (Russell 1988). Treatment plans in
rehabilitation extend into the community and often include the involvement of close
family and friends. Social workers with their knowledge of family functioning and
community resources are particularly equipped to make important contributions on
rehabilitation teams (Russell 1988).

Social workers also work in the range of community programs and voluntary
agencies that provide services for disabled persons. Social services that can benefit
clients and families with chronic health problems include: (1) those that support and
reinforce the caretaking abilities of the client or parent, e.g., family or mental health
counseling, and anticipatory child guidance; (2) those that supplement care, e.g., re-
spite care, homemakers, and transportation; and (3) those that provide substitute care,
e.g., foster and adoption services, and long-term care facilities (Hobbs et al. 1985).
Social workers employed in these non-illness-specific social service settings are criti-
cal providers of services for this population but are often hampered in their efforts by
fragmentation of programs and limited resources.

Newer and expanded roles for social work have developed in a variety of new
programs for individuals with chronic illness and disabilities. These include: (1) more
sophisticated case management programs that permit the professional to follow the
patient through in and outpatient services and provide monitoring of the patient’s
condition over a period of many years; (2) more comprehensive home care services
where social workers now provide a very broad range of counseling, decision-making,
educational, support, and continuity services (Egan and Kadushin 1999; Roberts et
al. 1997); (3) expanded self-help programs that provide a broad range of information,
support, and political advocacy; (4) support programs for caregivers whose economic
value to the system has been recognized; (5) increasingly sophisticated intervention
programs that use advanced technology such as telephone groups, Internet chat
rooms, and distance learning (Galinsky, Schopler, and Abell 1997); and (6) the pro-
vision of enormous quantities of information on the Internet for patients, families,
caregivers, and professionals. This accessibility of information for patients promises
extraordinary help; however, professionals are challenged to develop ways to monitor
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its validity and provide correction and validation so that patients are not misled. This
is most evident in the development of homeopathic medicine. Methods such as mas-
sage and acupuncture have become more widely available. These are treatments that
are helpful, but were not studied or used in the past because they had little economic
value (Cassileth 1999). A professionally developed and regularly updated Web site
provides comprehensive descriptions of the support for many of these approaches.
The challenge for social work is to maximize the opportunities this new information
source offers while assuring clients about the validity of the information provided.

ASSESSMENT AND INTERVENTIONS

The complex interaction of psychosocial, medical, and ecological factors that affect
the chronically ill can make it difficult to select a focus for social work intervention.
How does the professional decide which problem to address at a given point in time?
For example, when should interventions emphasize the client’s internal feelings of
discouragement and loss, practical problem solving, or expanding and empowering
the support network? These are just a few of the decisions a social worker confronts
with an individual coping with a chronic illness condition. Three processes are criti-
cal to effective intervention planning in chronic illness: (1) illness-relatedassessment,
(2) case formulation, and (3) intervention implementation and evaluation.Assessment
refers to information the social worker obtains about the client’s experience and func-
tioning. The case formulation is the social worker’s analysis of this and all other
pertinent information. This step is often the most overlooked part of the intervention
process by mental health professionals. It requires critical thinking and analytic skills
and may be the most important step in choosing a successful intervention. Imple-
mentation requires the integration of this information with clinically recommended
approaches and interventions that have empirical support.

A structured illness specific assessment is critical in organizing the range of in-
formation required to understand the clients’ adaptation to chronic physical condi-
tions. This structure helps the worker to be comprehensive, consider the full range
of stresses that may be affecting the individual, and include critical factors that the
client may have overlooked or not viewed as influential. Chronic physical illness and
disability imply complexity in illness course, in treatments, and in responses to treat-
ments. The way these factors interact over time can be confusing to the professional
who is gathering information. The structure of the assessment is intended to help
reduce this confusion.

Presenting Problem or Chief Complaint. In chronic illness, clients need to be helped
to articulate the nature of the problem that brings them to the worker as comprehen-
sively as possible. Patients with a chronic illness may have many thick records from
multiple sources that document the system’s treatment of their condition over many
years. The sheer volume of information can create a reaction in professionals that
provokes or contributes to an undesired negative interaction with the client. Busy
emergency rooms are well known as settings where arriving at rapid professional
conclusions is routine. But emergency rooms are poorly suited for the often confusing,
but potentially dangerous and frightening, symptoms of chronic illness. Clients who
have been involved in battles during multiple encounters with the health care system
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may seem to have a chip on their shoulder as the result of a long history of difficult
experiences. This anger can easily be projected onto the new professional. A careful,
thoughtful and respectful effort to understand the client’s presenting problem may
facilitate the assessment interview and increase the accuracy of the information
elicited.

Several dimensions of an illness have been found to be particularly important in
analyzing individuals’ illness experiences and in identifying relevant psychosocial
tasks around which workers can organize their work (Christ 1991; Mailick 1979; Rol-
land 1994; Strauss and Glaser 1975). They include the illness trajectory, the level of
impairment, the phase or stage of the illness, and the response to treatment.

Illness Trajectory. Increasingly, authors have pointed out the importance of under-
standing the illness “trajectory”: how it is likely to change over time and the different
demands it makes on affected individuals (Christ 1991; Corbin and Strauss 1988;
Rolland 1994). The trajectory includes the course of the illness (medical) but also the
way in which it is affected by the responses of the patient and the significant people
in their social network. The trajectory includes the disease’s onset (i.e., whether it is
sudden or gradual); its duration and course, including whether it is progressive, re-
lapsing, or constant; and its likely outcome (i.e., a shortened or normal life span).
Figure 5.1 shows variations in the trajectory of a cancer illness that ranges from a cure
for increasing numbers of patients with increased risk of recurrence, second cancer,
or late effects of treatments to terminal illness and death following diagnosis for other
cancers. The expected trajectory of an illness may change as has happened, for ex-
ample, with HIV, the AIDS virus. With the development of a widening array of anti-
viral treatments, patients began to realize they would likely have a longer life span
than they had previously anticipated. For AIDS patients who divested themselves of
resources in anticipation of an earlier death, this change has created challenging fi-
nancial problems (McReynolds 1998).

Functional and/or Visible Impairment. The type and severity of impairment caused
by the disease or treatment also affects the adaptive challenge of the illness. The level
of impairment has both a subjective and an objective dimension. The limitation may
be experienced as severe by one individual and mild by another. In a study of ado-
lescent seven-year survivors of bone cancer, patients who had limb surgery for re-
moval of the bone tumor experienced, on average, less severe anxiety and depression
if their surgery was less extensive and they had fewer postsurgical complications
(Christ, Lane, and Marcove 1995). On the other hand, there were patients who had a
very successful surgical result who continued to hide their scars from peers. They
thought the doctors were unrealistic in their positive views of the results of their
surgery, especially the appearance of the spared leg.

Breast cancer patients who have had surgery that restricts the range of motion in
their arm are generally only affected by this in a limited way. However, Jane, a 32-
year-old patient who made her living teaching golf was devastated by the implications
this had for continuing her vocation.

The impact of the impairment on patients’ usual functioning, their attitude to-
ward the impairment, level of acceptance, adaptation, and future plans for alteration
shape the adaptive challenge and their response.
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FIGURE 5.1 Cancer: Variations of Illness Experience

Relapse/recurrence/metastasis

Cure/potential cure with increased risk of recurrence or second primary
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Phase/Stage of the Illness. The client’s adaptive task is also shaped by the particular
stage or phase of the current illness. Identification of the illness phase helps to specify
the personal and professional tasks that must be addressed at these various points on
the illness trajectory. While these phases vary with every illness, Rolland (1994) sug-
gested three generic phases for all chronic illnesses. The initial crisis phase that begins
before diagnosis may extend into the early period of adjustment. The second, chronic
phase is the “long haul” period of the illness trajectory, whose characteristics are
determined by the severity of the illness and the extent to which it is progressive,
relapsing, or constant in nature. The terminal phase occurs when death looms as an
inevitable event that dominates family life. Earlier, Mailick (1979) described these as
the diagnostic phase, the chronic, and the ending of an episode of illness. Pollin (1994)
suggests three times when individuals with a chronic illness face crucial adaptive
challenges: (1) at diagnosis, (2) when the disease is exacerbated, and (3) when the
disease must be managed without the constant presence of the medical team. With
each particular illness, some effort to characterize typical phases and their associated
psychosocial tasks helps the professional to focus quickly on critical adaptive issues
(Christ 1991). The tasks associated with several phases of a cancer illness are de-
scribed in tables 5.1 and 5.2 with the interventions that have been shown to be effec-
tive in helping patients meet these challenges.

At diagnosis, for example, clients are likely to be confronted with the possibil-
ity of death or permanent disability or disfigurement for the first time. Initially pa-
tients’ responses may reflect shock and then denial that the illness is serious or life-
threatening. They may focus on the most optimistic possibilities and have difficulty
integrating the reality of negative test results. Other patients may feel they are dying
immediately rather than being able to integrate the good, but not certain, possibility
of newer treatments that have become effective in producing a cure or remission. The
difference in the social work role during this period includes more utilization of crisis
intervention techniques than when, for example, the patient is successfully complet-
ing a treatment and preparing to return to work, school, and normal family living with
some new physical deficits. While the patient is in crisis at diagnosis, the social
worker keeps in mind the fact that over time patients can become quite accommodated
to living with a life-threatening disease. One woman who had AIDS for four years
said, “I don’t get upset about it. I don’t think that ‘I’m dying.’ It’s just that my life has
been shortened. AIDS has taken over my body, I’m not going to let it take over my
spirit as well!”

Treatment Response. The patients’ responses are also shaped by the effectiveness of
treatments. If their treatment response is positive and they have regained some func-
tioning and some improvement in their quality of life, their mood and optimism may
be quite high. However, if treatments have failed and the disease is progressing, pa-
tients may become discouraged, depressed, and reject or become noncompliant with
additional treatment. They may search for nontraditional treatments. The patient’s
level of trust of the physician and other health care staff may be significantly altered
by treatment failure as well. Conversely, when the patients’ mood does not improve
with improvement of their condition, other sources of stress need to be explored.

Past History. Often health care professionals behave as though the client’s life be-
gan with the illness. There are some chronic illnesses of infancy, such as Down’s
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TABLE 5.1 Stage of Illness and Effective Professional Institutions

Stage of Illness Adaptive Tasks Social Work Role

Diagnosis Manage acute emotional distress
Confront mortality and vulnerability
Move from disorientation and denial to constructive

processing of medical information
Make treatment decisions
Cope with overwhelming emotions and initial lack of

control
Alter daily plans (e.g. work, school, day care)
Consider disclosure of diagnosis to relevant others

Solicit illness story and health beliefs
Normalize social work involvement
Facilitate expression of feelings
Support adaptive defenses
Contain anxiety
Normalize feelings, reactions, and questions
Recognize developmental issues
Provide information
Create opportunities for patient/family control
Enhance patient/family strengths
Identify secretive and protective communication
Address immediate practical needs
Mobilize supports

Initial treatment Understand treatment options and decide on a plan
Regain emotional and interpersonal equilibrium
Balance fear and hope
Integrate illness experience into daily life

(e.g., reorganize schedules and roles)
Manage treatment requirements and routines
Begin building illness-related support network
Prepare for and cope with the effects of treatment

including pain
Strive to make illness a part of life but not the focus
Grieve myriad changes resulting from illness and

treatment
Avoid social isolation
Manage effects of illness and treatment on functioning,

self-esteem, and relationships

Normalize emotional responses
Provide emotional support
Assist in reorganization of patient/family life through

provision of resources
Encourage health-promoting skills
Prepare patient/family for rigors of treatment
Facilitate communication with health care provider
Assist with management of side effects
Reinforce effective coping skills

(continued on next page)
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TABLE 5.1 (continued)

Stage of Illness Adaptive Tasks Social Work Role

Continuing care Recognize fear of less medical surveillance
Confront sense of emptiness/abandonment now that crisis

is over
Relinquish medical care team as primary source of

support
Procure support from those outside medical care team
Reengage with preillness activities, functions, and tasks
Cope with residual physical impairments and

psychological stresses
Reevaluate priorities within the context of illness

Normalize fears, anxieties, and conflicting feelings
Provide information about community resources
Facilitate return to normative tasks and functions
Encourage patient/family recognition of strengths and

coping skills
Facilitate grief of perceived losses
Prepare patient/family for potential complications and

late effects
Provide structure for continued medical and social

work services

Exacerbation Integrate new medical information
Evaluate treatment options and side effects
Confront ambivalence about treatment
Decide which course to pursue
Cope with new threats to integrity and control
Balance hope and fear in light of potentially poorer

prognosis

Same as those during diagnosis and initial treatment

Terminal illness Grapple with relevant existential and spiritual issues
Find acceptable balance between living and letting go
Relinquish self-care abilities as condition worsens
Grieve for what will not be
Address important unresolved issues
Plan for surviving loved ones

Explore patient/family fears about the dying process
Facilitate a discussion of patient/family choices for

end-of-life care
Propose predeath rituals to facilitate grieving
Support realistic attempts at reconciliation and

resolution of important issues and relationships
Facilitate good-byes
Assist in reallocation of roles and functions held by

dying person
Help patient/family to redefine hope with a focus on

the present
Assist patient/family with plans for practical realities

(e.g., funeral)
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TABLE 5.2 Empirically Supported Interventions

Behavioral Therapy
Problem-solving therapy (Nezu et al. 1998, 1999)
Cognitive-behavioral group therapy (van Dulmen, Fennis, and Bleijenberg 1996)
Communication skills training (Ewart et al. 1984)
Biofeedback (Davis 1986)
Relaxation training (Carey and Burish 1987)

Psychoeducation
Nursing interventions (Pless et al. 1994)
Multifamily groups (Gonzales, Steinglass, and Reiss 1989)

Support Groups (Cella et al. 1993; Evans and Connis 1995; Kelly et al. 1993; Roberts et
al. 1997; Spiegel et al. 1996)

Individual Psychotherapy (Forrester, Kornfeld, and Fleiss 1985; Lin, Lin, and Harris
1982)

Family Therapy (Gustafsson, Kjellman, and Cederblad 1986)
In-Home Support (Hughes et al. 1991; Stein and Jessop 1984)
Activity Camps (Balen, Fielding, and Lewis 1998)

syndrome, or birth injuries, such as cerebral palsy, where there is no separation be-
tween the past history and the present illness. Most patients have an illness-free part
of their lives that antedates the onset of the illness. Dawn, described in the case il-
lustration that follows, did not develop her cancer until well into or just past the
growth spurt of adolescence. By then she, her parents, her teachers, and her friends
had aspirations and expectations of who she was and who she might become as an
adult. But it is not only what may have been lost that needs to be explored in the past
history, it is also the experiences that may have strengthened or weakened the indi-
vidual’s adaptive resources. Previous activities, abilities, and achievements as well
as vulnerabilities can be very relevant in understanding the client’s responses to the
illness as well as in identifying existing strengths that can be used to help them cope.

Identity Reconstitution. Reconstituting a new identity that encompasses the reality
of the illness and its consequences in the patient’s life is a central task for individuals
living with a chronic illness (Christ 1999; Corbin and Strauss 1988).This process in-
cludes grieving losses of previous abilities, relationships, and opportunities while
celebrating remaining strengths and capacities, and developing new coping skills.
This is an important process for patients, families, and members of their support
network. They may have interacted with the patient in very different ways before the
illness. The increasing access to groups of patients with similar illnesses either in
person, over the telephone, or over the Internet has helped patients with the process
of identity reconstitution. Finally, identity transformation is an ongoing challenge at
different stages of development and with different life events.

History of Illness and Loss. Previous family illnesses or losses can also shape illness
responses (e.g., level of optimism/pessimism). A patient who has known others in her
life who have survived a life-threatening illness may be more likely to feel hopeful
that she too will respond positively to treatment. For these reasons, previous devel-
opmental, work, and medical histories are essential to a comprehensive assessment.
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History of Interaction of the Ecological Systems. Especially with children, a sense of
the family microsystem (Bronfenbrenner 1979; Kazak 1989) into which the patient
was born, the temperament of the child (Thomas and Chess 1977), the fit with par-
ent(s) and siblings, and the role of the child in the home/ family are some of the types
of information that may be more or less important in understanding who this client
is now, who she or he has been and how the chronic illness has affected her or his
development. Knowledge of the individual’s interaction with the school—as a site of
learning to relate to adults other than the parents, and to peers other than to siblings—
adds to the emerging picture. Most important for chronically ill individuals is their
evolving relationship to the health care system and the available network of patients
and professionals who can be an important resource for information, effective treat-
ment, and emotional support. Conflict in those relationships or an overly passive
approach to coping can signal adaptive problems.

Developmental Task Interference. A developmental perspective is very helpful in
pursuing the type of information that is relevant to our understanding of a chronically
ill person. At 17, Dawn, described in the following case illustration, was just discov-
ering that she had a special appeal to young men when she was diagnosed with a
bone cancer that at that time generally required an amputation. She had already dis-
covered that she was an excellent student, was liked by teachers, and excelled in
sports. She was beginning to push the edges of independence and was not yet secure
about who she was with peers—boys and girls, white and black. Dawn was close to
her mother, but she had only a vague understanding of her father, who spent most of
his time with his work. All these streams of development were profoundly affected
by the life-threatening illness and then the year of intensive treatment. Independence,
rebellious or dignified, was no longer an option. One of the most difficult challenges
for chronically ill individuals is the regressive pull—actually a survival reality—of
needing to be much more dependent than they have ever been—for toileting, for
feeding, for survival. Learning to accept help while retaining autonomy, dignity, and
self-esteem is never easy.

Other Areas. Different chronic illnesses may require a greater level of concentration
on specific areas, such as, for example, family history (e.g., genetic or familial illnesses
such as diabetes), school history (e.g., retardation, learning disability), work history
(e.g., accident, toxicity), and marital history and sexual history (e.g., HIV). The patient
may also bring up very idiosyncratic factors within a given family that are integral to
their management of this particular illness.

A 17-year-old cancer survivor was interviewed ten years after his diagnosis and
successful treatment for bone sarcoma. He revealed that the most stressful part of his
illness was his father’s response of intense criticism of the patient’s rehabilitation
efforts. His father had had both of his legs amputated below the knee consequent to
a war injury. The son’s illness that included the threat of possible amputation had
reawakened his father’s traumatic stress responses and caused him to be quite un-
realistic in his expectations of his son’s performance. He seemed to be saying “At
least you have one whole leg, you should be walking much better.” The reality was
that the knee replacement surgery for the patient had not gone well due to the size
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TABLE 5.3 Case Formulation Outline

A. Strengths
1. Biological strengths
2. Personal psychological strengths
3. Attitudinal or attributional strengths
4. Family strengths
5. Sociocultural strengths

B. Vulnerabilities
1. Biological: (neurobiological-genetic)

a. genetic or familial vulnerability
b. biological (general/nonspecific) vulnerability including disabilities

2. Personal psychological vulnerability
3. Family vulnerability
4. Sociocultural vulnerability

C. Precipitating Event(s)
D. Diagnosis (DSM-IV )
E. Formulation Summary
F. Intervention Approach

1. Central problem(s)
2. Contract mutually agreed to between client and worker
3. Basic approach and time frame for intervention

G. Goals and Evaluation Plan
1. Short term

a. address the effect of safety, salience, and cooperation of client on
intervention selection

b. address the effect of time and finances on intervention selection
c. address the effect of individual characteristics on interventions

and location of the tumor and he struggled with ongoing painful complications with
limited sympathy or support from his father.

Case Formulation. Clinical and supervisory experience in a cancer center, as well as
teaching social work students led one of us (GHC) to elaborate a case formulation
component to precede and inform treatment planning. The reason for developing this
component was to encourage the worker to be very clear about the connections be-
tween assessment information and intervention decision making. The case formula-
tion also helps the worker to organize his or her understanding in such a way that as
new information becomes available, the part of the formulation altered and the way
in which this in turn alters (or does not alter) the treatment approach can be clarified.
The hard work this brief formulation requires is well worth the effort. At the very
least, it facilitates a rational thinking process and a common source of agreement and/
or disagreement with team members or supervisor, where the disagreements and/or
corrections can be based on the interpretation of the assessment data or on the specific
intervention planned to deal with identified strengths or vulnerabilities. Basing an
intervention on a formulation also improves the ability to develop ways of measuring
the efficacy of the intervention.

There are seven headings in the formulation outline, each with one to five sub-
headings. The formulation outline is shown in table 5.3.
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Strengths and Vulnerabilities. The listing of the strengths and vulnerabilities under
different headings clarifies which domains might be the primary or only source of a
given strength or vulnerability. It also encourages specificity: for example, a patient
with a diagnosis of schizophrenia would probably have vulnerabilities in all four
domains, yet separating them this way encourages the clinician to identify how each
might play a different role in the client’s illness and each might require a somewhat
different approach.

An 11-year-old boy with a school behavior problem related to a moderately severe
learning disability might have the following set of vulnerabilities and strengths: a
biological familial vulnerability (both his father and older brother have or had a simi-
lar disorder), a personal psychological vulnerability (he was always a temperamen-
tally difficult child, has a chip on his shoulder, and was considered a bully until one
year ago, possibly related to his feelings of insecurity because of his chronic school
failure and his father’s handling of this), and a family vulnerability (his father is very
punitive about his learning problem, and treats him as he was treated by his own
father—with frequent threats, scolding, and occasional beatings). The strengths in-
clude biological strengths—that he is an excellent athlete and unusually well coor-
dinated, an unusual strength in a learning disabled child—and both personal psy-
chological and sociocultural strengths—that he quickly gave up being a bully when
he transferred to the new school where he began to succeed and then excel in sports.
There are no sociocultural vulnerabilities in this family. It is a middle-class family
with adequate financial resources, and the school to which the boy transferred has a
good attitude about youngsters with learning disabilities. The school provides good
supports, counseling, and remedial help and seeks to find attributes in each child that
will compensate for the low self-esteem commonly seen in children with learning
disabilities.

Precipitating Event. The precipitating event is singled out in the formulation to dis-
tinguish which reactions might be related to an acute traumatic experience. For ex-
ample, depression following the death of a spouse or parent could be a normal com-
ponent of mourning or it could be a complicated grief response related to the nature
of the death (Pynoos 1992) or to earlier life experiences (Christ 1999). Similarly, initial
depression following the diagnosis of cancer and its early treatment would be an
expected response, while the onset of an immobilizing suicidal depression with a
family history of bipolar illness might point to the possible onset of a mental illness
as well. In addition, for many multiply stressed families living in inner-city neigh-
borhoods, the onset of a depressive symptom might be precipitated by “the last straw”
stress response, being a precipitant because it is the last in a series of stressful events
and conditions. Finally, it is necessary to assess the importance of the precipitating
event because the individual may be unaware of its importance and therefore unable
to mobilize effective coping approaches. For example, a change of a caregiver may
precipitate a crisis for a chronically ill person, one that he or she finds difficult to
recognize. The assessment might require a much more careful review of recent life
events to place in context the importance of the precipitating event.

DSM-IV. Probably the least relevant to the formulation of chronic physical illness is
the DSM-IV diagnosis. It helps to remember that the DSM nomenclature is atheoretical
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and nonetiologic and is actually geared to improve agreement about diagnoses. How-
ever, major clinical depression and anxiety are more prevalent among individuals
with chronic illnesses. Indeed, major medical illness is a risk factor for suicide. Fur-
ther, individuals with severe mental illnesses are more likely to have chronic physical
illnesses as well. Therefore, it is an important dimension to evaluate.

Formulation Summary. Perhaps the most daunting challenge for the clinician is writ-
ing the formulation summary statement. The temptation is to write a case summary,
but what is needed is a true summary of the clinician’s current thinking and under-
standing of the case, including the role of strengths, vulnerabilities, and mediators
and moderators. The summary draws on factual material provided by other profes-
sionals as well and incorporates existing literature and theoretical approaches that
suggest ways in which experiences interact with the individuals in their ecological
setting. In addition to clarifying the clinician’s thinking about the client, the formu-
lation provides information for others who might also have contact with the client,
helping them to understand the reasoning of the clinician who wrote the summary.
Especially in situations of chronic disability, the likelihood that other professionals
will be involved in the care of the client is very great. The formulation summary
conveys the thinking and reasoning of the previous clinician.

The intervention planning is listed next to underscore the importance of using
the information generated in the assessment, and integrated in the case formulation,
to develop a relevant intervention and evaluation plan. The intervention is also in-
formed by practice knowledge of the adaptive tasks required by individuals and fam-
ilies coping with chronic illnesses and by empirical evidence of the effectiveness of
a range of interventions. For example, Dawn (see the following case illustration) had
already successfully negotiated the diagnosis and initial treatment stages of her ill-
ness. At the point of current social work involvement, she was considered a cancer
survivor. However, she had recently experienced neurological symptoms that she
feared were either long-term side effects of her cancer treatment or a recurrence of
the cancer. Although tests confirmed that her cancer had not recurred, Dawn was
forced to face some of the adaptive tasks associated with the exacerbation stage of an
illness during the lengthy workup for her symptoms. She was coping with the emer-
gence of new symptoms, integrating new medical information, managing threats to
her newly found sense of self, and balancing hope and fear in light of the possibility
of a recurrence or other condition that might result in a poorer prognosis.

The stages identified in table 5.3 were originally based on a cancer diagnosis, but
they have relevance to other chronic illnesses. There is no magic in the number of
stages; each illness may have more or less. The stages also may overlap in relation to
the demands they make on the individual. However, they do describe the type of tasks
confronting most individuals who are at a given point in their illness trajectory, and
the social work role and clinically recommended interventions to help patients adapt.
The table also identifies the empirically supported interventions that have shown
some ability to help patients with task completion. While the interventions were
generally evaluated in a research environment that cannot be fully replicated in a
clinical setting, they reflect basic principles of adaptation and coping that can be
integrated into a variety of intervention models. Most research interventions have
focused on the period of diagnosis and treatment initiation.
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ILLUSTRATION AND DISCUSSION

This case concerns Dawn, a 24-year-old African American woman who was
diagnosed at age 17 with osteosarcoma, a bone cancer that affected her left
femur just above the knee. Dawn was treated at a major cancer center with
bone replacement surgery, essentially the substitution of metal for the af-
fected bone, and chemotherapy. As a consequence she did not require sur-
gery to amputate her leg thus preserving greater body integrity. This surgery
has since become an option for 80 percent of patients with this diagnosis and
when offered as an alternative to amputation, almost all patients elect this
procedure. Dawn was eligible for this “limb salvage” procedure because of
the location, size, and other characteristics of the tumor. By the time she was
diagnosed, the introduction of high-dose chemotherapies had resulted in dra-
matically improved survival rates and osteosarcoma was considered a cur-
able disease. Still, approximately 30 percent of adolescents diagnosed with
this disease experienced recurrence and deaths. In addition the long-term
effects of the surgery and chemotherapy treatments were just beginning to
be clarified. At the time of the social work interview from which this history
was obtained, Dawn was returning to her surgeon’s office for a follow-up
visit because she was pregnant. She had questions about the effect of her
compromised leg on the birth process as well as questions about the possible
effect of the chemotherapy she had taken on the health of her unborn child.

The social worker was asked to evaluate Dawn’s adaptation to her ill-
ness. This type of assessment was a routine component of follow-up visits
for patients who had been treated for cancer and were indicating significant
problems around their illness adaptation. Dawn reported that in addition to
her pregnancy, she had gone through a period of having neurological symp-
toms. These symptoms had subsequently disappeared, but she reported that
tests showed there had been a brain hemorrhage of unknown etiology. Dawn
was relieved when the symptoms stopped. However, her physicians worried
the symptoms might also reflect psychological stress or that psychological
stress had contributed to her biological condition.

Dawn was a very intelligent, articulate young woman who presented as
emotionally intense but confident and in control of her situation. In spite of
her compromised leg, her walk was balanced so that her limp was not im-
mediately apparent. Such a smooth gait can only be accomplished with con-
siderable attention to rehabilitation. However, her pressured speech, emo-
tional intensity, and adamant optimism suggested to the interviewer that
Dawn was also worried about what was happening to her body. What she
presented was her concern about her pregnancy, how her compromised leg
might affect her delivery, and how her leg might affect her ability to manage
a small child. She was also concerned about conflict with her family over
her withdrawal from law school.

Despite the fact that Dawn is considered a cancer survivor, there were
really three conditions that needed to be explored with her: (1) her preg-
nancy, (2) her neurological symptoms, and (3) her history of cancer and her
reconstructed leg.

1. Pregnancy. Dawn had been married for two years to a man her par-
ents thought was ideal for her. He was in business and very supportive of
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her taking time away from her law school studies. They had not planned to
have a baby at that time, but both were pleased. In fact Dawn had wondered
if she would be able to conceive due to the chemotherapy treatments and
she was relieved to know that she could have children. She was only worried
about the delivery process, the health of the baby, and her ability to take care
of her child with her fragile leg. She and her husband had adequate resources
to care for the child. Dawn also was very involved with a local church that
she valued highly. Her relationships with people in the church were a source
of great support and encouragement. What was unclear was how much these
individuals would be able to help her with her child care responsibilities.

2. Neurological Symptoms. The strokelike symptoms she had one year
ago, before her pregnancy, were very frightening to Dawn and were also a
source of ongoing conflict with her parents. They thought she may be malin-
gering or using these symptoms as an excuse not to return to law school.
Dawn went through many frightening tests and was relieved when the doc-
tors said they thought they saw evidence of some bleeding into the brain that
was now healing. She felt vindicated and pleased when the symptoms dis-
appeared. During this period of heightened uncertainty and threat, Dawn had
brief treatment for her anxiety and depression with a local psychiatrist who
prescribed medication, which she had stopped taking when she discovered
she was pregnant. She wanted to discuss this with her physician.

3. Bone Cancer. Both the neurological symptoms and her pregnancy
reawakened Dawn’s memories and feelings about her cancer diagnosis and
treatment at the age of 17. She was an intelligent and inquisitive patient.
Prior to her illness she had been studying science in high school and plan-
ning to attend medical school. She knew her treatment might have late ef-
fects. At the time of the interview, seven years after the illness, Dawn felt
positively about her cancer experience. She saw herself as fortunate to be
able to have had the limb salvage, to have rehabilitated so well, and to have
had so much attention and support from friends and family. She was a sur-
vivor. But she was also aware that the late effects of the disease and treatment
were unknown and for this reason the neurological symptoms had been es-
pecially distressing. Several of her acquaintances had had a recurrence and
had died. That was the “Sword of Damocles” she knew was hanging over
her (Koocher 1986). She wondered if her luck had finally run out. Because
of her fear of an exacerbation of her disease, recurrence, or late effect of
treatment, she said the neurological symptoms seemed even worse than the
cancer experience. In addition, Dawn’s family had provided much support
for her during her cancer illness. She quickly returned to school after treat-
ment and her development proceeded with little interruption. Her parents
encouraged her to keep succeeding and moving ahead.

Dawn’s parents had raised her father’s four children before she was born.
The youngest was six years older than Dawn. Dawn and her 21-year-old sister
were the only children of her father and mother’s marriage. Her father was
a highly successful lawyer and businessman and he had high hopes that
Dawn would follow in his footsteps. She was very bright, outgoing and pop-
ular with people, and an excellent student. The family had lived in the east
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during her grade school experience where she attended a mostly white sub-
urban public school. When they moved to the west, she was for the first time
attending a school that was being integrated and at the time was mostly black.
She felt rejected and devalued by the students’ lack of immediate acceptance
even though her mother told her the students were jealous of her compe-
tence. Dawn said, “In fifth grade, you don’t want to hear that students are
jealous of you, you just want them to like you.” But gradually she became
popular, was in the Honor Society, was elected to many student offices, and
just before her diagnosis, was the first African American student to be elected
to the homecoming court. The outpouring of concern and good wishes she
received from the school, friends, and the local community was a major
source of encouragement and support to her during her psychologically ar-
duous cancer treatment, helping her to overcome underlying fears of her
peers’ rejection and devaluation.

Dawn’s family had dealt with disability before her cancer; her younger
sister had a fairly severe scoliosis and had to spend several years in a brace.
Subsequently she had a short stature, and even after the surgeries her mal-
formation was somewhat visible. Since this condition is not life-threatening
and was diagnosed as a birth defect, with surgeries taking place over several
years, there was much less “fanfare” than with Dawn’s much more dramatic
survival of cancer treatment. Her sister was jealous of Dawn’s successes and
the attention she received regarding her cancer, and Dawn worked hard to
help her sister feel better about herself.

She is a success story herself, but she won’t see that. Her condition
was so severe that they did two surgeries when she was 13 or 14
years old. When I came home from the hospital, she had her second
surgery the next month. While I was having all the attention from
friends and the community, she was in bed in a body cast.

These experiences strained their relationship.
The family was also strained by the demands of illness and disability in

both children. However, Dawn was pleased that she had become much closer
to her father during her illness. Because of his work, they had spent little
time together prior to her cancer treatment. Afterward she traveled to the
treatment center with him when she went for her chemotherapy. He had been
able to rearrange his work to spend more time in a corporate office close to
the hospital. As a consequence, she became more interested in law, and he
believed she would become a success in his chosen field. But after one year
in law school, Dawn realized the content of this profession was not one that
interested her. She felt unhappy and confused and therefore dropped out
with an agreement that she could reenter within the next couple of years.
Dawn said she felt that she just needed to “sit still” for a year while she
thought about herself and what she really wanted to do with her life. It was
this decision that created serious conflict between Dawn and her parents.

Dawn’s parents believed she was giving up after all their efforts to sup-
port her. They became angry and told her how disappointed they were. They
could not accept what they believed was a defeat.



154 Life Conditions

I told them I was taking a “leave of absence,” but they heard “quit.”
I have always been the one child that has gone straight through
everything. I went from high school, graduated honors, went to col-
lege, graduated, and was accepted in law school with a scholarship.
I married a guy my father feels he couldn’t have picked better him-
self—he likes to take credit for finding him! So I have done every-
thing right. And then to withdraw from law school . . . it did some-
thing to my dad. When I used to visit my father’s office he would
talk about me to everyone . . . I almost thought I should have a scep-
ter and a crown on my head when I walked in. That got on my
nerves, but when he stopped that, it really hurt.

Although Dawn still thought she had made the right decision, she was
tremendously stressed by the conflict. Several months later she began to ex-
perience her strokelike symptoms: severe headaches and numbness. She
wondered if it was related to the stress she was experiencing, but she pursued
medical treatment as she believed the symptoms were too severe to be stress
reactions. She also worried about the possibility of late effects of her cancer
treatment or, worse yet, recurrence of her cancer. All these thoughts went
through her mind during the six months of diagnostic testing. Her parents
still thought she might be malingering or making an excuse to stay out of law
school and the career that was their dream for her.

Once the doctors found a possible physiological basis for her symptoms,
Dawn felt vindicated. Her symptoms gradually subsided, but she continued
to live with the uncertainty about what had caused them. Dawn began to feel
better emotionally but she continued to feel upset about her strained rela-
tionship with her parents. She finally confided in the social worker that she
felt she was a failure and wondered if her parents were right. Her mother
noticed that she did not complete things and that made Dawn wonder if there
was something else wrong with her. She felt confused, depressed, and hope-
less. Dawn was surprised that her parents were so pleased with her preg-
nancy; she was afraid they would see this as just another excuse to stay away
from law school.

Formulation of Strengths. 1. Biological. Dawn was very athletic and physically ac-
tive before her cancer. She responded well to the chemotherapy. The surgery was
successful, and she had rehabilitated with limited residual disability given the sever-
ity of the operation. Dawn was intelligent and was reported by her parents to have an
easy temperament.

2. Psychological. Although Dawn is depressed about her conflict with her par-
ents, she uses her considerable intellectual skill to cope effectively. She is persistent
and able to follow through on tasks and goals. She is self-reflective and reaches out
for support, both professional and nonprofessional. Although Dawn’s tendency to
deny her vulnerability caused her stress as a cancer survivor, during the treatment
and immediate posttreatment phase it helped her to survive arduous treatments while
continuing to meet developmental tasks. It is only with her movement into adulthood
and the challenge of establishing intimacy, and defining a stable identity and life
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work, that this approach has become less adaptive. Her opposition to her parents and
to her own internal compliance with their goals appears to be a strength: a reflection
of the emergence of her need for greater self-definition and identity. These strengths
support her ability to master the current psychological crisis she confronts.

3. Sociocultural. While Dawn confronts the realities of racism in society, her
personal gifts and her hard work have won her admiration, affection, and esteem, not
only in the African American community, but in the majority culture as well.

4. Familial. Dawn’s family are highly educated and accomplished and have been
able to acquire sufficient resources to support a large family and pay for education
and the considerable medical expenses they have incurred. They are valued in their
community and can obtain assistance for most problems. They care deeply for Dawn
and reach out to her in spite of the current conflict in their relationship. Given their
considerable experience with illness they have become quite adept in managing ill-
ness crises.

5. Developmental. Dawn has excelled academically, interpersonally, and so-
cially. She has the capacity for intimate relationships. She chose a husband who not
only is warmly accepted by her family but also is supportive of her needs. Her reflec-
tive capacity supports her ability to confront her current delayed identity crisis. She
seems ready for and is eager to move into the developmental stage of young parent.

Formulation of Vulnerabilities. 1. Biological/genetic. Clearly Dawn has a life-
threatening chronic illness. She survived the treatment, rehabilitated well, butconfronts
the uncertainty of a future recurrence and unknown effects of the aggressive treatment
she endured. Dawn is currently limited in the activities she can engage in: she cannot
run, ride a bike, or participate in active sports. She has a severe scar on her leg that
concerns her. The rate of secondary leg problems is still unknown, but several of her
acquaintances from the treatment center have had frequent rehospitalizations related
to their reconstructed leg and one has had a secondary amputation. She is currently
pregnant and confronts uncertain complications related to her other illnesses. She
has had strokelike symptoms of unknown etiology. While osteosarcoma is not known
to be a genetic disorder, there are some hypotheses that suggest this possibility. Her
sister’s birth defect further raises the possibility of familial vulnerability.

2. Psychological. Dawn has been treated with both medication and brief therapy
for depression, and she currently expresses depressive symptoms such as feelings of
being a failure and hopelessness. The family conflict over her withdrawal from law
school was a significant stressor and the contribution of this stress reaction to her
strokelike symptoms is unknown. She seems to be suffering from a delayed identity
crisis that includes identity confusion and fears of independence and separation.

Dawn follows a pattern of survivors of illness who adapt by denying vulnerability,
taking on increasingly demanding tasks in order to prove they are worthy to have
survived, and denying the limitations imposed by their chronic illness. At times the
practical demands of Dawn’s illness and her family’s expectations threatened to over-
whelm even her considerable psychological strengths. She then experiences high lev-
els of anxiety and depression that could threaten her health, and certainly threaten
her subjective sense of well-being. Dawn’s minimization of her anger in the conflict
with her parents and her feelings of dependence on them, probably exaggerated by
her illness, is currently contributing to her distress.
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3. Sociocultural. Dawn is African American and experienced feelings of rejec-
tion when she first entered a racially mixed school having attended an almost all-
white elementary school. Her achievements in school were remarkable. However,
they were overshadowed by her peers’ jealousy and anger toward her. She feels ad-
ditional pressure to achieve because of her race and fears rejection if she does not.
The reality of racial discrimination in our society adds to her fears of stigma and
rejection due to the combination of illness and race. It also at times creates distrust
of her physicians. For example, she wonders if her first doctor made the incision on
the outside of her leg rather than the inside, leaving a highly visible scar, because he
had already resigned himself to doing an amputation or because he did not value her
appearance needs. The reluctance of traditional health care approaches to consider
late effects of cancer treatment, and the need to see illnesses as discrete events with
time limits, may also have led physicians to view her neurological symptoms as psy-
chosomatic or stress-related rather than looking for physically rooted causes. Lack of
knowledge about, and denial of, the ongoing impact of illness on developmental tran-
sitions may have prevented them from exploring in greater depth her psychological
adaptation to her illness. No attempt was made to uncover her family conflict or to
help her resolve it.

4. Familial-interpersonal. Dawn’s family’s resources were strained by the major
illness and disability of two children. The pileup of stresses was likely considerable
and may be affecting their current response to her. Her withdrawal from law school
may have been a last straw to them after they had worked so hard to support their
children’s healthy development within the context of their illnesses and disabilities.
The family conflict over Dawn’s withdrawal from law school was extremely stressful
to all of them. While her parents are resourceful and supportive in many ways, they
are also controlling and experiencing their own difficulty with Dawn’s normative
need for increased independence.

5. Developmental. Due to Dawn’s cancer, she became reengaged with her family,
especially her father, just as she was beginning to separate and feel comfortable with
her independence. This increased dependence on parents at a time when greater in-
dependence is normative potentially delayed formation of an independent identity.
Her neurological illness and her family conflict further compromised her confidence
in her capacity to function independently.

Precipitating Event. Dawn feared complications of her pregnancy due to her earlier
cancer treatment. She experienced depression over the conflict with her family over
her withdrawal from law school and together with her neurological symptoms fos-
tered feelings of helplessness and hopelessness.

DSM-IV: Depression.

Formulation Summary. Dawn is a 24-year-old young adult struggling with a delayed
identity crisis, a common late psychological effect of the cancer illness she experi-
enced as an adolescent. She had coped well with her cancer but decided she did not
want law as a profession after a year of classes. Her parents’ criticism of her with-
drawal from law school exacerbated her underlying feelings of inadequacy, of being
a failure and not worthy to have survived, and of depression. The subsequent devel-
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opment of neurological symptoms confronted her with all the emotional and practical
tasks of the stage of “illness exacerbation.” However, because of her family conflict
she did not have the parents’ support through this process, as they considered her
symptoms to be psychosomatic and a further manipulation to avoid law school. Neu-
rological symptoms also increased her fears of physical vulnerability especially in
relation to her pregnancy.

Intervention Approach. Brief counseling to normalize delayed identity crisis and to
reduce feelings of depression and failure by supporting Dawn’s “taking time” to sort
out her career direction. With her agreement, arrange a joint meeting with husband
and family to educate them about this pattern of delayed identity formation, reduce
conflict, and better understand their distress. Normalize feelings of apprehension
about her pregnancy in the context of various chronic illnesses, increase control by
providing information about her condition, assist with immediate practical needs,
and expand existing support network outside of family. Locate group for survivors
and/or network information or Internet chat room that will provide ongoing contact
with peer survivors.

Longer-Term Goals and Evaluation Plan. Reduce anxiety and depression, normalize
“survivor” experiences, reduce family conflict, expand support network to include
other survivors and ongoing sources of information, increase feelings of efficacy and
control. Improve communication between new network of health care providers with
the health care team that treated her cancer.

Follow-Up. Three years later, Dawn had a healthy son. She and her mother had de-
veloped a new shared intimacy around the parenting of her son. Her health continued
to improve and she had just completed her first year in medical school. Her father
was almost reconciled to her career change and believed his new grandson would
become an attorney. Her repaired leg was still holding up, but Dawn was reconciled
that an amputation may be required in the future. She had occasional headaches, but
none as severe as the ones she previously experienced.

CONCLUSION

Dawn’s experience with life-threatening illness illustrates the continuous interaction
of disease and treatment occurrences with the individual’s temperament, personality,
and psychological adjustment. It also highlights the fact that the individual is not an
island unto herself. Her developmental progression, family relationships, and societal
responses exemplify the person/ecological interaction that is so critical in the emerg-
ing individual-family adaptation to chronic illness. The social work role is to clarify
these processes and to identify key barriers to effective problem solving. Optimal
interventions aim to help clients, their families, and the social system find new ways
to relate to each other, and to solve problems in order to improve self-esteem, affirm
strengths, and promote a sense of well-being. With adequate support, clients and their
families are able to grow from their experiences and may, like Dawn, develop re-
markably sophisticated and strong coping capacities in the face of extraordinary dis-
ease stresses. In the context of such apparent strength, the appearance of develop-
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mental delays and transient stress reactions can be unexpected and especially when
unrecognized, can lead to depression and low self-esteem. Idiosyncratic factors such
as other illness in the family, or racial prejudice, may shape client’s and families’
responses in unanticipated ways as well. The illness of Dawn’s sister and the expe-
rience of racial prejudice fueled the family’s need for Dawn to quickly achieve ex-
pected professional goals. A temporary withdrawal from school and educational pur-
suits was feared by the family as permanent abandonment of striving. This proved
not to be the case.

Social workers in all areas of work are likely to encounter individuals with
chronic illnesses who are struggling to maintain an adequate quality of life with their
disease. The increasing prevalence of chronic illness in our society and the complex-
ity of associated treatments and disabilities has brought this about. Uninformed and
ambivalent societal response, inadequate financial support, and a narrow focus on
disease factors is only slowly giving way to a broader understanding of the importance
of social, psychological, and ecological dimensions of care. Psychosocial research has
identified key areas of biopsychosocial risk for poorer adaptation as well as clarified
factors associated with better adaptation for a broad range of diseases. This knowledge
has led to the development of a broader range of social work interventions that in-
crease opportunities to meet patients’ and their families’ diverse needs. Such inter-
ventions include a widening array of options such as patient self-help and advocacy,
the use of Internet technology for education and peer contact, and more sophisticated
and effective case management. Still, because of the complex interaction of disease
and treatment factors with developmental, psychological, social, and cultural/envi-
ronmental factors that emerge episodically over long periods of time, the use of a
structured assessment and problem formulation process is recommended. An accu-
rate understanding of the specific problem and its dimensions can lead to an effective,
focused intervention as occurred in the case of Dawn.
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6
Depression
Jay Callahan
Joanne E. Turnbull

Depression is so common in our society that it is often referred to as the
“common cold” of mental illness. Depression is difficult to comprehend, assess, and
treat effectively. Because it is so common in our society, social workers encounter
depression in their work with clients regardless of their field of practice. Conse-
quently, social workers have to be able to recognize and assess depression.

The impact of depression on society is enormous. At any point in time, 11 million
Americans suffer from depression, and the cost in absenteeism and lowered produc-
tivity is 24 billion dollars annually. Individuals with depression are more impaired
in their social functioning than those suffering from diabetes, hypertension, and ar-
thritis. Altogether, the cost of depression to American society totals over 40 billion
dollars per year (Greenberg et al. 1993).

Perhaps the most devastating consequence of depression is suicide. Depression
is the single largest condition that predisposes people to suicide. Approximately 50
to 60 percent of the thirty thousand people who die from suicide in the United States
annually suffered from depression (Brent et al. 1993a; Conwell et al. 1996; Shaffer et
al. 1996), and about 15 percent of individuals with major depression die by suicide
(Sainsbury 1986). This is a particularly important area for social workers—it is an
arena in which social workers have an opportunity to make interventions with life
and death consequences.

DEFINING AND EXPLAINING DEPRESSION

Depression is heterogeneous; there are several types of depression. Depression can be
described as simply a mood state, often part of what people refer to as “everyday ups
and downs.” As such, it is simply a normal human emotion, one that everyone
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experiences from time to time. People frequently describe this mood state as feeling
“blue,” “down,” “sad,” “low,” or “down in the dumps.” However, depression can also
be thought of as a cluster of symptoms, centering on sad feelings but also including
a pessimistic attitude and reduced enjoyment in normally pleasurable activities. This
cluster of symptoms can often be a part of a mental or emotional disorder other than
depression, such as alcoholism or other substance dependence, schizophrenia, or
personality disorders. Finally, in its most pure form, depression can be a mental or
emotional disorder itself, and as such includes reduced ability to experience pleasure,
lessened motivation and energy, and a variety of physical symptoms.

Although the popular notion of depression is limited to mood disturbance, the
symptoms of depression can be grouped into four dimensions. In the cognitive di-
mension are memory difficulties and distorted thinking, including pervasive beliefs
of futility, pessimism, hopelessness, and helplessness. In the motivation dimension
are feelings of apathy, fatigue, and inactivity. In the mood or affective dimension are
sad feelings, as already noted, but depressed people also frequently feel irritable,
anxious, angry, and hostile and direct these feelings especially toward those close to
them. In the physical (somatic) dimension are increased or decreased appetite and
sleep, and psychomotor changes. These psychomotor changes include agitation and
restlessness, or slowed (retarded) speech and movements. Occasionally an individual
will alternate between these two states.

As described earlier, depression is also the core element of a family of mental or
emotional disorders. Since it is so widely used, we will discuss the various depressive
disorders using the framework of the fourth edition of American Psychiatric Associ-
ation’s Diagnostic and Statistical Manual of Mental Disorders (DSM-IV; American
Psychiatric Association [APA] 1994). Differentiating between these disorders is rela-
tively straightforward conceptually, although in practice some individuals’ clinical
pictures are confusing and unclear. The DSM system, as most social workers know,
is a descriptive one, focusing simply on the symptoms and course of disorders, with
no attempt to establish cause. Making a DSM diagnosis requires the social worker not
only to obtain the client’s “story,” frequently a narrative account in chronological
order, but also to assess symptoms and course over time.

Primary among the mood disorders in DSM-IV is major depressive disorder
(MDD). MDD is generally thought of as the most severe depressive disorder, although
it can vary from a brief (two-week) episode of fairly mild symptoms to lengthy epi-
sodes (years) with symptoms so extreme that the individual is unable to function at
all. The vast majority of cases occur in episodes, although in a small minority of cases
the depression becomes chronic and unremitting. About half of individuals with MDD
appear to have one episode, and the other half have multiple ones (Badger and Rand
1998). The etiology of MDD is controversial, and partisans of an entirely biological
or entirely psychological or entirely social causation can be found. However, the con-
sensus of most experts is that it is biopsychosocial. That is, major depression is caused
by a combination of factors, including a biological (genetic) vulnerability, constitu-
tional temperament, early childhood experiences and family functioning, predispos-
ing life events, traumatic stressors, presence or absence of social support, and precip-
itating life events. Cultural factors also play a role, although a detailed discussion of
cross-cultural depression is beyond the scope of this chapter.

Major depression is common. The recent National Comorbidity Survey (NCS), a
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large-scale epidemiologic survey of mental disorders in the United States, found that
12.7 percent of all adult men and 21.3 percent of all adult women in the United States
have or will have experienced at least one episode of major depression in their life-
time. Current rates, defined as the presence of major depression during the past thirty
days, was 3.8 percent for men and 5.9 percent for women (Blazer et al. 1994). Major
depression is usually precipitated by a psychosocial stressor, but some episodes begin
spontaneously. Although previously thought of as a disorder of middle and old age,
it has now become evident that major depression can have an onset at any age and
frequently begins in adolescence or young adulthood (Sorenson, Rutter, and Anesh-
ensel 1991).

The second disorder of depression listed in DSM is dysthymic disorder (DD).
Dysthymic disorder is a milder but more chronic condition. Previously referred to as
“neurotic depression,” DD typically has a gradual onset, and frequently people cannot
identify exactly when it started. By definition, DD lasts at least two years, and in many
cases individuals state that they have been depressed “as long as I can remember.”
DD is less severe than major depression, and if criteria are met for both during the
same period of time, MDD takes precedence. However, it is certainly possible to have
both MDD and DD, in a kind of alternating fashion, and this combination is often
referred to as “double depression.” Double depression essentially consists of chronic
mild to moderate depression over the years, with occasional more severe episodes
that last a few months. DD by itself never includes psychosis.

Dysthymic disorder is less common than major depression. In the NCS, the life-
time rate for men and women ages 15 to 54 in the United States was 4.8 percent and
8 percent, respectively. The prevalence during the most recent twelve months for this
population was 2.1 percent and 3 percent, respectively (Kessler, McGonagle, Zhao, et
al. 1994).

A third depressive disorder is adjustment disorder with depressed mood. Al-
though not technically a mood disorder, adjustment disorder is important to include,
since our focus here is the range of syndromes or disorders that must be considered
when a social worker encounters a client who appears to be depressed. The key con-
cept that distinguishes an adjustment disorder is the identification of a specific psy-
chosocial stressor that causes difficulty in coping. Along with this difficulty, clinically
significant emotional or behavioral reactions begin relatively soon after the stressor
occurs. “Clinically significant” means that the individual’s reactions (in this case,
depressive symptoms), are “in excess of what would be expected given the nature of
the stressor” (APA 1994:623). For example, an individual who was demoted at work,
who felt sad, and who began functioning at a lower level could be diagnosed with an
adjustment disorder. An adjustment disorder is a diagnosis of last resort and can only
be used when nothing else applies. An adjustment disorder can look much like a
precipitated episode of major depression but is by definition milder.

Finally, it is important to differentiate bereavement from the various subtypes of
depression. Bereavement is a normal reaction to the loss of a loved one and includes
sad mood, loss of interest in normally pleasurable activities, impairment of function-
ing, and many of the other features of major depression. In many cases, making a
diagnosis of bereavement is straightforward. In other instances, in which atypical
features are present (such as a significant loss of self-esteem) or in which the death
took place a year or two in the past, diagnosis is more difficult. Later in this chapter
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a more detailed discussion of differentiating bereavement from major depression is
presented.

Mood disorders also include bipolar disorders, which are presented here briefly.
Chief among these is bipolar I disorder, in which an individual experiences one or
more episodes of mania as well as episodes of major depression. Mania can be thought
of as roughly the opposite of depression: a state of heightened energy, increased self-
esteem, euphoric mood, increased activity, and impulsive action with little regard for
the consequences. Individuals may spend thousands of dollars, place numerous
phone calls at all hours, and engage in indiscriminate sexual activity. Bipolar I dis-
order is much more rare than major depression, affecting only about 1.6 percent of
the population on a lifetime basis (Kessler, McGonagle, Zhao, et al. 1994).

A related disorder, new to DSM-IV, is bipolar II disorder. Bipolar II disorder is
similar to bipolar I, but the symptoms of the episodes are not as severe and so are
termed hypomanic episodes. Many of the same symptoms are present, but to a milder
degree, and functioning is not impaired. Finally, cyclothymic disorder is a rare con-
dition consisting of numerous alternating episodes of low and high mood, none of
which reach the level of major depression or mania.

Social workers must also keep in mind that depression and other mood altera-
tions may be caused by the direct physiologic effects of medical conditions and sub-
stances. For example, several of the many medications used to treat hypertension
cause depression. When the medication is discontinued, the symptoms remit. Simi-
larly, hypothyroidism produces a syndrome that includes low mood, decreased en-
ergy, increased sleep, and many of the other symptoms of depression. Evaluation by
a physician is an important aspect of all thorough assessments of mood disorders.

A word about terminology is in order. The term “clinical depression” is fre-
quently used as a shorthand phrase, referring to major depression, bipolar depression,
and/or dysthymic disorder. Clinical depression is not a technically defined term; it
simply means serious enough to warrant professional help. Accordingly, social work-
ers may encounter a variety of different definitions in practice. Similarly, “affective
disorder” is an older term that is essentially synonymous with “mood disorder.”

DEMOGRAPHIC PATTERNS

When general epidemiologic data such as the preceding is broken down, we find that
depression affects various groups differently. In the United States, women have sig-
nificantly high rates than men, and European Americans have higher rates than Af-
rican Americans, and Hispanic Americans. The NCS assessed lifetime rates of major
depression (and other disorders) in U.S. citizens aged 15 to 54 (Blazer et al. 1994).
The rates of major depression among these groups were as follows:

Males (%) Females (%) Total (%)

White 13.5 22.3 17.9
Black 7.2 15.5 11.9
Hispanic 11.7 23.9 17.7
All 12.7 21.3 17.1
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One of the most frequent epidemiologic findings, both in the United States and
in other countries, is the elevated frequency of depression among women as compared
with men (Kessler et al. 1993; Newmann 1987; Spaner, Bland, and Newman 1994).
Numerous hypotheses have been generated to explain this difference, including bi-
ology, differential exposure to stress, differential vulnerability to stress, role conflict,
and role overload. Moreover, because of socialization factors, women are thought to
be more willing to self-report emotional difficulties than men, and men may forget
more. Men may also deny or hide their feelings not only from others but also from
themselves.

Previous epidemiologic studies have found varying rates of depression among
the U.S. population. The Epidemiologic Catchment Area (ECA) project (Regier et al.
1984), conducted in the early 1980s, found rates of depression that were considerably
lower than in the NCS. For example, the ECA found the lifetime rate of depression
among women in the United States to be about 7.2 percent (Robins et al. 1984), as
opposed to the 21.3 percent found in the NCS. For men, the corresponding rates were
3 percent in the ECA (Robins et al. 1984) and 12.7 percent in the NCS. This large
discrepancy between the two most sophisticated and scientifically complex epide-
miologic studies ever conducted in the United States highlights the methodological
difficulties in accurately measuring true rates of lifetime depression in the community
(see also Bromet et al. 1986).

As noted in the preceding, NCS lifetime rates of major depression varied by race
and ethnicity. African Americans had significantly lower rates than European Amer-
icans or Hispanic Americans. In the NCS, the lifetime rate of major depression among
African American men was 7.2 percent, as compared with 13.5 percent for white men.
Similarly, the lifetime rate among African American women was 15.5 percent, as
compared with 22.3 percent for white women (Blazer et al. 1994). The rates of major
depression among Hispanic Americans were similar to European American rates;
rates among Hispanic men were a bit lower than European American men and His-
panic women’s rates were a bit higher than European American women’s rates (Blazer
et al. 1994). Possible reasons for these dissimilarities will be discussed later, in the
sections on risk factors and protective factors.

The rates of depression among the elderly are also somewhat unclear. Varying
methods of measurement account for some of the differences. Generally, the finding
of high rates of depression among the elderly is based on self-report distress scales
(Husaini 1997). Studies that have used diagnostic interviews, by contrast, have found
lower rates of depression among those 65 and older than among younger respondents
(Newman and Bland 1998; Robins et al. 1984; Weissman and Myers 1978). Moreover,
assessment of depression among the elderly is complicated by the more frequent pres-
ence of medical illnesses with symptoms that mimic or resemble that of depression,
as well as medication that may cause mood changes and associated symptoms (Baker
1996).

The epidemiologic statistics reviewed here generally lump all manner of major
depression together. That is, individuals with one lifetime episode, those with nu-
merous lifetime episodes, and those with chronic depression all count the same. Sim-
ilarly, mild cases of major depression, in which the individual has the fewest number
of symptoms that meet the criteria (five) for the shortest length of time (two weeks),
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and the most severe cases, in which individuals are so seriously impaired they cannot
function, or are psychotic, all count the same. But one must remember that these
cases are not the same. More severe symptoms, more frequent episodes, longer chro-
nicity, and the comorbid presence of other disorders (such as anxiety or substance
dependence) clearly increase the suffering and impair the functioning of the individ-
uals afflicted, and in treating people individually, social workers must remember the
social work value of helping those most in need. In the case of depression, the most
severely affected are clearly in great need.

Another important concept in understanding depression and mood disorders is
comorbidity. Comorbidity is the concurrent existence of two or more mental disorders
at the same time. The presence of other comorbid disorders complicates the diagnosis
and treatment of depression significantly, and it is important to realize that the vast
majority of individuals with major depression have other disorders as well. In the
NCS, 61 percent of the respondents with major depression had some other DSM dis-
order prior to the depression. Anxiety disorders, especially generalized anxiety dis-
order, were the most common comorbid conditions. Posttraumatic stress disorder and
substance abuse disorders were also frequent (Kessler et al. 1996). Similar high rates
of comorbidity were found for dysthymic disorder in the ECA (Weissman et al. 1988).
Of course, the coexistence of major depression and dysthymic disorder constitutes a
special case of comorbidity—“double depression.” In one study, over a third of the
respondents with recurrent major depression also had dysthymic disorder (Spaner et
al. 1994).

SOCIETAL CONTEXT

As is the case with many other phenomena in our society, groups that are oppressed
or marginalized are at greater risk for depression than others. Although most studies
suggest that racial or ethnic minority status per se does not increase one’s risk for
depression, several factors that are more often found in minority groups do increase
the risk. Poverty or low economic level increases risk for depression (Moscicki et al.
1989; Narrow et al. 1990), as does racism (Kessler and Neighbors 1986), unemploy-
ment, and homelessness (Schwartz and Schwartz 1993).

Epidemiologic studies have provided compelling evidence that the rates of de-
pression have been increasing with each new birth cohort, at least since World War
II (Cross-National Collaborative Group 1992; Kessler, McGonagle, Zhao, et al. 1994;
Lewinsohn et al. 1993). That is, individuals born during the 1950s have higher life-
time rates of major depression than those born during the 1940s. Similarly, those
born in the 1960s have higher rates than those born in the 1950s, and so forth. This
increase appears to be continuing through the 1990s. Better methods of identifying
depression may account for some of the increase, but they do not explain it entirely.
Social factors such as changes in family structure, higher divorce rates, and in-
creased family mobility with a concomitant loss of the extended-family system may
be contributing factors. These indicators often represent disrupted attachments and
deficient social supports. Earlier onset may be fueled by increased social and com-
petitive pressures, and by earlier exposure to alcohol and drugs among young peo-
ple. Thus, stresses inherent in contemporary society seem to be related to depression
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and have turned theoretical and empirical attention to the social factors that may
influence depression.

Social support may protect one against the onset of depression and may be as-
sociated with a good outcome. Alternatively, lack of social support or negative social
interactions may make one vulnerable to depression. Social support can be broken
down in a variety of ways. One conceptualization describes two primary types: in-
strumental and expressive. Instrumental support is practical help with the tasks of
daily living. Expressive support is characterized by access to and use of intimate,
confiding relationships. In summary, companionship, emotional support, guidance
and advice, and material aid and services, as well as a sense of belonging and social
role expectations, are all components of the construct of social support (Billings and
Moos 1986; Coyne and Downey 1991).

However, the nature of our understanding of the relationship between social sup-
port and depression has undergone a transition in recent years. Earlier theories pos-
ited a linear cause/effect explanation, which saw depression in part as a result of lack
of support. It has become clear recently that a more complex relationship, one that is
reciprocal and circular in causation, is more accurate (Coyne and Downey 1991; Keit-
ner and Miller 1990; Kendler 1997; Shrout et al. 1989; Turner, Wheaton, and Lloyd
1995). That is, lack of social support leads to vulnerability to depression, but depres-
sion also leads to a lack of social support. Disentangling the social causes of depres-
sion from the social consequences of depression is a daunting task.

Similarly, stressful life events are part of the etiology of most instances of de-
pression. However, in life events research, it has been extremely difficult to sort out
which events are independent of the behavior of the individual, as opposed to those
which are possibly dependent, i.e., likely to have been caused either directly or in-
directly by the individual (Brown, Bifulco, and Harris 1987; Coyne and Downey 1991;
Hammen 1991). For example, the loss of a job may lead to depression, but depression
may also lead to job loss.

VULNERABILITIES AND RISK FACTORS

There is ample evidence that depressive disorders are biopsychosocial in nature. That
is, depression is caused by a combination of a factors, including biological (genetic)
vulnerability, constitutional temperament, early childhood experiences and family
functioning, predisposing life events, traumatic stressors, presence or absence of so-
cial support, and precipitating life events. Overall, the total number of risk factors,
along with their nature and severity, in combination with the presence or absence of
protective factors, combine to determine the probability of an episode of depression
at that time. In addition, varying risk and protective factors are differentially signifi-
cant for different people. Previous conceptions of categorically endogenous (“from
within”) or categorically reactive depression appear to simply be endpoints on a con-
tinuum of biology versus environment, with the vast majority of cases caused by some
combination of both. The complexity of each of these contributors is increasingly
evident. For example, different risk factors appear to be most salient for each gender,
for different age groups, and for different ethnic and racial groups. In addition, pre-
vious depression is itself a risk factor for a recurrence of depression. Numerous studies
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have attempted to elucidate the specifics of these factors, or vulnerabilities, and are
discussed in the following.

Certain demographic characteristics are risk factors for depression, such as fe-
male gender, young age, marital status of divorced/widowed/separated/unhappily
married, and European American ethnicity (as opposed to African American or His-
panic American).

As noted previously, women have a higher risk of depression than men (Blazer
et al. 1994; Newmann 1987; Spaner et al. 1994). Rates of depression are low and
approximately equal for boys and girls during childhood. The increased rate among
females begins with early adolescence (Angold et al. 1996; Angold and Worthman
1993; Kessler et al. 1993; Rutter 1988). The NCS found that at any given age, women
had a greater risk of experiencing a first episode. After an episode took place, the risk
for recurrence was identical for men and women (Kessler et al. 1993). Medical re-
searchers have emphasized biological explanations to explain women’s higher rates,
such as childbirth, menopause, and hormonal factors (Blumenthal 1994; Seeman
1997). Postpartum depression and involutional melancholia (precipitated by meno-
pause) were previously thought to be unique depressive reactions triggered by
women’s hormones. However, these seem to be simply major depressive episodes like
any other, and that the hormonal changes are merely precipitants. Sociological the-
ories have posited that the inherent stress in women’s multiple roles are causal in
women’s higher rate of depression (Bromberger and Costello 1992).

Alternative explanations have included the idea that women have poorer coping
abilities than men, and thus women are more vulnerable to depression. However,
studies have shown that women actually experience more stress than men, particu-
larly in that they are more emotionally involved in the lives of important people
around them. It appears it is this “emotional cost of caring” that accounts for much
of the difference (Kessler and McLeod 1987; Turner et al. 1995). Women in specific
life circumstances are particularly vulnerable. Working-class women and women with
young children in the home, no outside employment, and no intimate relationship
with the opposite sex are at high risk of developing depression in the face of stressful
life events (Brown and Harris 1978). In addition, certain traumatic events that are
much more common in women—childhood sexual abuse, domestic violence, sexual
assault—are significantly related to depression (Burnam et al. 1988; Levitan et al.
1998; Scott 1992).

Virtually all of the studies upon which these findings are based rely on respon-
dents’ answers to either interview or self-report questions. An additional factor may
be that women’s higher scores on depression scales partly reflect their greater will-
ingness to admit to feelings of sadness and/or vulnerability (Newmann 1987). Fur-
thermore, advocates of projective testing argue that the only way to accurately gauge
the presence or absence of depression or other states is to include some techniques
that tap unconscious mental processes. They argue that men’s denial of symptoms
may not be conscious avoidance so much as unconscious defense mechanisms, and
thus men’s apparent low level of symptoms is actually just the “illusion” of mental
health (Shedler, Mayman, and Manis 1993).

Major depression was previously thought to be a disorder of middle age. How-
ever, it is increasingly clear that the late teens and twenties are the most frequent ages
of onset. In one study, a full 50 percent of all cases had had their onset by age 21
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(Spaner et al. 1994), and in the Los Angeles site of the ECA, over half of the cases had
their onset by age 25 (Sorenson et al. 1991). In both the ECA and NCS, younger groups
were at higher risk for depression (Robins et al. 1984; Blazer et al. 1994); in the ECA,
the median age of onset of major depression was 24 (Christie et al. 1988). As noted
earlier, despite numerous “check-list” studies that have documented high rates of
distress among the elderly, research using more accurate diagnostic interviews have
found lower rates of depression among those 65 and older than among younger re-
spondents (Newman and Bland 1998; Roberts et al. 1997; Robins et al. 1984; Weiss-
man and Myers 1978).

Marital status affects the risk for depression. Divorce, separation, and widow-
hood convey increased risk, and married people are at lower risk for depression
(Badger and Rand 1998; Blazer et al. 1994; Weissman 1987). However, depression is
highly correlated with unhappy marriages and marital distress, especially among
women. In community samples, the lifetime prevalence of divorce and marital insta-
bility is higher among individuals who meet criteria for a mood disorder than for
persons with other psychiatric diagnoses (Kessler et al. 1993; Turnbull et al. 1993).
Divorce rates are still higher if both members of a couple are depressed, a not uncom-
mon occurrence due to the phenomenon of “assortative mating,” the tendency of
depressed people to marry each other (Merikangas 1984; Merikangas, Bromet, and
Spiker 1983).

As already noted, NCS lifetime rates of major depression among African Ameri-
cans are significantly lower than among European Americans or Hispanic Americans.
However, once again, the accuracy of these rates is controversial. The earlier ECA
study found that rates of major depression among whites and blacks were not signifi-
cantly different. Other studies that used rating scales of depressive symptoms (which,
as noted, produce a score of overall distress, not a diagnosis of major depression) have
also found similar rates for whites and blacks (Fellin 1989; Husaini 1997). Nonethe-
less, the NCS is usually regarded as the most methodologically sophisticated, and its
findings are generally considered the most accurate. In the NCS, the lifetime rate of
major depression among African American men was 7.2 percent, as compared with
13.5 percent for white men. Similarly, the lifetime rate among African American
women was 15.5 percent, as compared with 22.3 percent for white women (Blazer et
al. 1994).

At first glance, it seems counterintuitive that a racial and cultural minority group
should have lower rates of depression than the European American majority. Certain
stressful life events that are more common to African Americans, such as poverty and
racial discrimination, are correlated with depression (Stevenson et al. 1997). How-
ever, these risk factors appear to be balanced by important protective factors, such as
religion, intragroup social support, social participation, and cultural values of per-
severance (Fellin 1989; Gary et al. 1985; Gibbs 1997).

In the NCS, the rates of major depression among Hispanic Americans were com-
parable to European American rates; Hispanic men’s rates were a bit lower and His-
panic women’s rates were a bit higher (Blazer et al. 1994). Of course, simply lumping
various Hispanic groups together disguises significant ethnic differences. For exam-
ple, a survey of Puerto Ricans living in New York in the early 1980s found very high
rates of depression, higher than in the ECA or NCS. In this study, the lifetime rate of
major depression among Puerto Rican women was 32.96 percent, and among men,
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19.20 percent (Potter, Rogler, and Moscicki 1995). Risk factors for depression included
low education, poor health, and disrupted marital status (divorced, widowed, sepa-
rated). By contrast, a study of Mexican Americans found that 8.0 percent of males
and 18.7 percent of females had high rates of depressive symptoms over the previous
week. In this study, low educational achievement, low income, U.S. (as opposed to
Mexican) birth, and Anglo cultural orientation were risk factors for depression. Sur-
prisingly, in light of the acculturation finding, preferred language (Spanish vs. En-
glish) was not a risk factor (Moscicki et al. 1989).

Cuban Americans living in Dade County, Florida, were surveyed in the early
1980s. Lifetime rates of depression were found to be quite low—for males, 2.42 per-
cent, and for females, 3.74 percent. The only risk factor that independently predicted
depression was low income (Narrow et al. 1990).

For Hispanic Americans, immigration and acculturation are significant stressors.
Maintenance of the culture of origin (Puerto Rico, Mexico, Cuba) or biculturalism
appear to be associated with mental health; predominant acculturation into main-
stream culture is a risk factor for depression (Gomez 1990; Potter, Rogler, and Moscicki
1995). As is true in the population at large, young Mexican Americans are particularly
at risk (Roberts, Roberts, and Chen 1997).

Chinese Americans in Los Angeles were studied in 1993–94. The lifetime rate of
major depression was 6.9 percent, much lower than the rates in the NCS for European
Americans. Strikingly, the rate was virtually the same for men and women. However,
when acculturation was included in the analysis, it was found that among highly
acculturated individuals, women were three times more likely to have had a lifetime
episode of major depression. Among low-acculturation individuals, there was no sex
difference. In contrast to major depression, the rates of dysthymic disorder were
roughly the same as that of European Americans. Disrupted marital status and a his-
tory of at least one traumatic stress were associated with higher rates of both major
depression and dysthymic disorder (Takeuchi et al. 1998).

For the population at large, lower socioeconomic level, lower levels of education,
and related occupational groupings are risk factors for depression. This vulnerability
is apparently due to the increased level of stress and reduced resources, economic
and otherwise, that poorer groups possess relative to other population groups (Mc-
Leod and Kessler 1990; Turner et al. 1995). In the NCS, odds ratios for the presence
of current major depression were highest for the lowest income level (Blazer et al.
1994).

Biological vulnerability is a major risk factor. From a variety of research studies,
it is clear that mood disorders are familial, and that there is a genetic component to
the transmission of depression from one generation to another. Depression is more
likely to occur among close relatives of those with the disorder than among unrelated
people. Different rates of depression are observed in identical and fraternal twins;
identical or monozygotic twins have higher rates of depression than fraternal or di-
zygotic. High rates of depression have been found among the offspring of depressed
parents who have been adopted by families without a history of depression (Goldin
and Gershon 1988).

A family history of depression is an important risk factor. In most cases, a family
history contributes a combination of biological and environmental factors. A particu-
larly elegant demonstration of this phenomena has been provided by Kendler, Neale
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et al. (1992), in which the authors prospectively studied 680 pairs of twins over a
three-year period. One of the most powerful predictors of the onset of major depres-
sion during the study period was “genetic factors,” defined as the difference between
the rates of depression in monozygotic versus dizygotic twins. Other nonbiological
family factors were also significant, however, such as negative “perceived parental
warmth” and “childhood parental loss.”

A family history of depression doubles or triples the risk of major depression
(Goldin and Gershon 1988). In some studies of individuals in treatment for depres-
sion, family history has been identified as the strongest risk factor (Weissman, Kidd,
and Prusoff 1982). The rate of major depression in the relatives of depressed patients,
whether outpatient or hospitalized, is triple that of the general population (Weissman
et al. 1982). Children of depressed parents have an increased risk of both major de-
pression and substance abuse (Nunes et al. 1998; Weissman et al. 1987, 1997).

The specification of additional risk factors for depression is a complex task. Con-
siderable research has been conducted on certain categories of risk factors, such as
stressful life events and ongoing circumstances. On the other hand, results are often
in conflict with one another, and it appears that the causal impact is bidirectional:
stressful life events lead to depression, and depression leads to stressful life events
(Coyne and Downey 1991; Hammen 1991; Keitner and Miller 1990; Kendler 1997;
Shrout et al. 1989; Turner et al. 1995).

Predisposing (or distal) events must be differentiated from precipitating (or prox-
imal) ones. Predisposing, or distal, events are ones that occur long in the past, often
years before the onset of depression. Precipitating, or proximal, events are the “trig-
gers” for an actual episode of depression. Stressful events in childhood are often
considered predisposing factors for major depression during adulthood. For instance,
separation from a parent during childhood or adolescence has often been found to be
a predisposing factor for adult depression, but the effect is not a strong one and has
not been found in all studies (Kendler, Neale et al. 1992; Paykel 1982; Roy 1987).
Qualitative aspects of the loss, such as the nature of the loss (whether it was due to
illness, marital separation, or death), its timing (the developmental stage when the
loss occurred), the nature of the attachment, the adequacy of the care following the
loss, and family stability are all critical elements that may influence the outcome
(Bifulco, Brown, and Harris 1987; Breier et al. 1988; Coyne and Downey 1991;
O’Connell and Mayo 1988; Rutter 1985; Tennant, Bebbington, and Hurry 1982).

The link between childhood experiences and vulnerability to adult depression is
hypothesized to be a downward spiral of negative circumstances that stem from the
loss and from which it is difficult to escape. For example, the loss of one’s mother
may be accompanied by subsequent neglect, which may impair or arrest personality
development and may result in inadequate coping mechanisms and difficulty in form-
ing close, lasting relationships. These factors, in turn, make it more difficult to adapt
to losses and stresses as an adult (Coyne and Downey 1991; Ragan and McGlashan
1986; Rutter 1985).

Traumatic events are those that involve overwhelming amounts of stress and
usually include an element of “death threat.” Traumatic occurrences during child-
hood have been found to be predisposing events for the later onset of depression.
Childhood sexual and/or physical abuse, perhaps the most common traumatic events
of childhood, are particularly significant (Burnam et al. 1988; Duncan et al. 1996;
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Levitan et al. 1998; Liem et al. 1997; Lizardi et al. 1995; Scott 1992; Valentine and
Feinauer 1993). The trauma of a suicide of a family member or friend is also associated
with depression (Brent et al. 1993b, 1996). Ongoing stressful circumstances can also
lead to depression later, such as presence of depression or alcoholism in one or both
parents (Hill and Muka 1996; Nunes et al. 1998; Reich et al. 1993; Weissman et al.
1987; Weissman et al. 1997), poor relationships with parents, including less care but
more overprotection (Birmaher et al. 1996; Gotlib et al. 1988; Lizardi et al. 1995), low
family support (Lewinsohn et al. 1994), and all of the possible sequelae of parental
loss already outlined (Coyne and Downey 1991; Rutter 1985).

Recent negative life events are frequent precipitants, or proximate causes, of de-
pression. A wide range of events has been identified, usually those that are perceived
as losses (Coyne and Downey 1991). For example, in one study, significant associa-
tions between “fateful loss events” and depression were found in investigating the
following life events: death of spouse, child, or close friend; miscarriage or stillbirth;
physical attack or assault; cut in wage or salary; laid off from work; and so on (Shrout
et al. 1989). These authors assert that the connections between events and depression
is obscured when low-impact events are included in lists or interviews, and that the
association is best highlighted “by eliminating events that would not lead to lasting
behavioral changes in the lives of most normal persons who experience them” (Shrout
et al. 1989:465). Examples of other important life events include health problems,
teen pregnancy, family conflict during teen years (Carbonell, Reinharz, and Giaconia
1998), and corporal punishment during adolescence (Straus and Kantor 1994).

Although some reviews of the literature have found that the contribution of stress-
ful life events to depression is relatively minor (O’Connell and Mayo 1988), most
authorities see their role as more important (Coyne and Downey 1991; Kendler et al.
1995; Kessler, Abelson, and Zhao 1998; Shrout et al. 1989). Perhaps if all life events
are considered together, the impact is equivocal. However, when the focus is on severe
normative events, such as serious marital problems or divorce/breakup (Kendler et
al. 1995) and on traumatic events (Shalev et al. 1998), the contribution to depression
is more significant and convincing.

Specific life events may be particularly stressful for certain people, depending
on the meaning and value they possess for those individuals. The personality char-
acteristic of perfectionism may be a risk factor for depression, but only in interaction
with specific stress. It appears that failures and/or difficulties in school or work are
salient for people who highly value achievement (the autonomous form of depres-
sion), whereas problems with family members and/or close friends are more salient
for those who highly value people and relationships (the sociotropic form of depres-
sion) (Blatt 1995; Ferguson and Rodway 1994; Hewitt and Flett 1993). For individuals
who value achievement, and who have perfectionistic standards, failures perceived
by others as relatively minor may assume overwhelming proportions. Perfectionism
has been identified as a factor not only in depression, but in suicide as well (Blatt
1995).

For many people, but especially those who find meaning in relationships, specific
interpersonal conflicts or losses, or ongoing interpersonal difficulties may precipitate
depression. As noted earlier, many women in the United States have larger social
networks than men and are more involved in the lives of others; when negative events
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happen to others, these individuals are also negatively affected (Kessler and McLeod
1987; Turner et al. 1995).

Among the elderly in particular, medical disorders and health concerns are spe-
cific risk factors for depression (Coleman et al. 1993; Husaini 1997; Roberts et al.
1997).

The impact of family interaction is an important factor. A depressed person and
his or her intimate others, particularly the spouse, exerts a powerful effect in the
direction of triggering and maintaining the depression. A circular process of mutual
causation is postulated, in which the depressed person and family members inadver-
tently interact to create and maintain a stable system that resists change. Theoretically,
the depressed person engages others in the intimate environment in such a way that
support is lost (Coyne et al. 1987). Initial communications of hopelessness, helpless-
ness, and irritability by the depressed person are answered with direct reassurances.
The depressed person must decide whether the reassurances that he or she is worthy
and acceptable are sincere or are empty responses to repeated attempts to elicit re-
assurances. Accelerated efforts to elicit even more positive feedback in order to an-
swer this question have profound negative effects on interpersonal relationships
(Coyne et al. 1987).

In time, depressive symptoms gain an aversive and powerful ability to arouse
guilt and annoyance in others, because no amount of reassurance is ever enough.
However, the depressed person’s apparent dependency inhibits direct expressions of
annoyance and hostility. Instead of direct expressions, manipulative attempts at non-
genuine reassurance and support are made to reduce the aversive behavior of the
depressed person, accompanied by simultaneous rejection and avoidance of the de-
pressed person. As he or she becomes aware of the reactions of others, the depressed
person displays more symptoms of distress, which stimulate the depressive social
process further. A malignant cycle develops.

A related conception is that depressed people sometimes attempt to elicit feed-
back in others that serves to confirm their negative view of themselves. Although
counterintuitive, research shows that people differentially prefer feedback that con-
firms their self-image, whatever it is, to contradictory feedback. This outcome is pre-
ferred because validation of one’s perceptions of life, the world, and the self is even
more important than a positive view of the self (Giesler, Josephs, and Swann 1996).

Lack of support from intimate family members, especially the spouse, and dis-
turbed family functioning are significant contributors to recurrence of depression
(Hooley 1986; Keitner and Miller 1990; Keitner et al. 1995). “Expressed emotion” (EE)
is a concept that originated in the study of the families of people with schizophrenia.
Studies found that schizophrenic patients relapsed sooner when they lived with fam-
ilies who were critical and overinvolved (labeled “expressed emotion”), as compared
with patients whose families were more supportive and who assumed a moderately
distant, but caring stance (Bebbington and Kuipers 1994; Jenkins and Karno 1992;
Rosenfarb et al. 1995). There is no evidence that EE has any role in the etiology of the
disorder, but rather it appears to be a kind of interpersonal stress that triggers relapse.
Further work revealed that EE also operated in families of individuals with other
disorders, such as depression (Hooley 1986; Schwartz et al. 1990). In fact, in one
dramatic example of the role of family support, one researcher found that the answer
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to one question was the best single predictor of depressive relapse, better than any
other clinical or demographic factor. That one question was, “How critical is your
spouse of you?” Patients who perceived their spouses to be highly critical of them
relapsed sooner than those who perceived their spouses to be less critical (Hooley
and Teasdale 1989).

Another example of the crucial role spouses and family members play has been
identified in an important community study carried out in London by Brown and
Harris (1978). They found that housewives who had “nonconfiding” relationships
with their spouses were much more likely, given certain stresses, to become depressed
than others.

Another risk factor is cognitive style. The “learned helplessness” theory of de-
pression posits that a perceived lack of connection between one’s own efforts and
outcomes in the environment results in depression. Following multiple uncontrol-
lable events, a stable generalized belief forms that the environment is uncontrollable
and independent of one’s efforts. This belief inhibits active coping responses in new
situations. A perception of response-reinforcement independence is acquired as the
individual comes to believe that responding is ineffective (Seligman 1990). The de-
pressed individual does not engage in actions that will challenge his or her perception
of environmental control. The key rests in the tendency to interpret negative events
in internal, global, stable terms. Internal attributions (“I am responsible”) for events
result in self-blame, while attributions to global factors (“not just in this situation, but
in all situations”) and attributions to stable factors (“not just this time, but every time”)
lead to a chronic sense of helplessness that is manifested in depression (Hamburg
1998; Lewinsohn et al. 1994; Seligman 1990). “Learned Optimism,” an educational
program geared to prevent depression among children and adolescents, has been de-
veloped using this perspective, in which children are taught to challenge their pes-
simistic thoughts (Seligman et al. 1995).

Biological factors that have nothing to do with genetic inheritance, such as stop-
ping smoking, have been found to be precipitants for depression. Because nicotine is
a mild stimulant, it is believed that one factor that leads to smoking is the use of
nicotine as a form of self-treatment for depression. When the nicotine is removed, the
underlying depression becomes evident (Covey, Glassman, and Stetner 1997).

In real-life practice, these various factors must be integrated. A particularly ele-
gant study (Kendler, Kessler, Neale et al. 1992; Kendler et al. 1995) recently identified
a number of etiologic factors for major depression in different domains. Researchers
prospectively studied 680 pairs of twins over a three-year period, using structured
interviews and a variety of other questionnaires. The role of genetic factors centered
on the differences in occurrences of depression between monozygotic twins, who
have identical genes, and dizygotic twins, who share some genes but only to the extent
of normal siblings. Etiologic factors were hypothesized to be independent variables
and intervening variables; the former were genetic factors and early family environ-
ment, and the latter were more recent events, including the occurrence of an episode
of major depression in oneself and/or in one’s co-twin. Nine distinct variables were
found to be significant in causing a new episode of major depression during the three
years of the study. These variables included childhood parental loss, low perceived
parental warmth, and genetic factors. Intermediate variables that were significant
were social support, neuroticism (the characteristic tendency to frequentlyexperience
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negative emotions such as dysphoria, anger, etc.), and lifetime traumatic events. A
recent history of major depression was also an intervening variable, and the final ones
were both stressful life events and minor difficulties (“daily hassles”) in the previous
three months. All these variables were significantly related to the prospective predic-
tion of an episode of major depression. This state-of-the-art study provides empirical
support for the biopsychosocial model, presents a model of intermediate specificity,
and rebuts any theories that attempt to reduce the phenomenon of depression to one
or two etiologic factors. One major finding was that “genetic factors influence the risk
of onset of major depression in part by altering the sensitivity of individuals to the
depression-inducing effect of stressful life events” (Kendler et al. 1995:833).

RESILIENCIES AND PROTECTIVE FACTORS

Despite genetic vulnerabilities, early family discord, and stressful life events, some
individuals do not become depressed, and, indeed, flourish. A newer line of research
has attempted to identify protective factors, which are conditions and qualities that
seem to shield or buffer people from the impact of adversity. “Protective factors refer
to influences that modify, ameliorate, or alter a person’s response to some environ-
mental hazard that predisposes to a maladaptive outcome” (Rutter 1985:600). Indi-
viduals with sufficient protective factors to prevent depression or other psychopa-
thology are said to be resilient (Smith and Carlson 1997).

Resilience to depression has not been studied to a great extent. To some degree,
protective factors are the opposite of, and usually the absence of, risk factors. How-
ever, additional or positive factors exist in their own right. Despite the paucity of
studies, certain characteristics have been identified. Three general domains of pro-
tective factors have been identified: individual factors, family factors, and external
support systems (Aro 1994).

Individual factors include characteristics that are either genetically acquired or
are the result of a positive family environment. A temperament that embraces equa-
nimity, that enables an individual to “roll with the punches,” appears to be protective
(Beardslee 1989), as is an internal locus of control. For example, in two separate
studies of adults who were sexual abuse victims as children, internal locus of control
was resilience-producing, but at the same time, the abuse victims did not blame them-
selves for the abuse, as an internal locus of control might suggest (Liem et al. 1997;
Valentine and Feinauer 1993). Higher than average intelligence appears to be a pro-
tective factor (Radke-Yarrow and Sherman 1990). A belief in one’s own self-efficacy
also has been found to be protective (Aro 1994; Rutter 1987; Valentine and Feinauer
1993), along with such characteristics as being flexible and adaptive (Wagnild and
Young 1993), having a range of problem-solving skills, spirituality (Valentine and
Feinauer 1993), and having high self-esteem (Rutter 1987; Valentine and Feinauer
1993).

However, the true meaning of self-esteem in the building of resilience is contro-
versial. The culture at large has taken on a quest for self-esteem among youth, and
schools and recreation programs have been designed to explicitly foster increased
self-esteem. Some experts believe that such programs really do not build self-esteem,
but rather a superficial good feeling about the self. True self-esteem, they argue, is
based on succeeding at tasks, facing and overcoming challenges, and actual achieve-
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ment (“task accomplishment”), as opposed to simply being told to feel good about
the self (Aro 1994; Caplan 1990; Seligman et al. 1995). Self-esteem also comes about
through positive interactions over time with parents, siblings, and peers, in which an
individual is treated as if he or she has value (Smith and Carlson 1997).

Several researchers have developed and factor analyzed a “resilience scale,”
which focuses on individual variables. Two main factors emerged, which the authors
labeled “personal competence” and “acceptance of self and life.” The former factor
included such characteristics as perseverance, determination, flexibility, and coping
adaptability; the latter factor included an easygoing disposition (“I usually take things
in stride”), sense of humor, and a liking oneself (Wagnild and Young 1993).

One area of resilience that has been studied extensively is that of coping. Positive
or adaptive coping provides an individual with an effective or at least helpful way to
address stresses and difficulties (Coyne and Downey 1991; Kessler, Price, and Wort-
man 1985; Rutter 1985). Coping strategies can be broadly categorized as those that
directly address the problem and modify or eliminate it, those that alter the individ-
ual’s perception of the meaning of the stressor, and those that keep the emotional
consequences within bounds (Pearlin and Schooler 1978). A repertoire of responses
is protective, and different coping mechanisms are associated with different situations
and problems. For example, in “high-loss” situations, reappraisal of the problem ap-
pears to be especially protective against depression (Mattlin, Wethington, and Kessler
1990).

Family protective factors generally center around having a psychologically
healthy, communicative, supportive family. For example, in one study, a “less stress-
ful” family environment was identified as a protective factor against depression (Liem
et al. 1997). Family stability itself appears to be protective (Conrad 1998). Family
cohesion, good family functioning, and good communication were protective against
depression in a prospective study of adolescents (Carbonell et al. 1998). In a pro-
spective study of at-risk children, resilience in the parents and high parental aspira-
tions for their children’s education were protective (Osborn 1990).

Protective factors in the general environment consist of social support from
friends and peers. In the study of resilient adolescents described in the preceding, the
ability to request and use assistance from adults, and the perception of greater social
support from peers, was also protective (Carbonell et al. 1998). A network of good
interpersonal relationships, which provide social support, are protective (Aro 1994;
Rutter 1985, 1987; Valentine and Feinauer 1993).

Additional research into resilience-producing conditions is obviously important,
especially those that may be modifiable. Innovative programs and interventions that
address resilience-producing factors need to be developed. This appears to be a bur-
geoning area of mental health research.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Programmatic social work responses to depression can occur at three levels: at the
interpersonal level, at the organization and policy level, and through social work
education. Based on theories of and research on depression, clinical programs have
been developed that go beyond traditional psychotherapy. These programs tend to be
readily available in clinical settings, especially those that specialize in the treatment
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of depression, but they also have been modified and distributed to the general public
through books on self-treatment. Based on cognitive and behavioral theories, these
approaches use self-control techniques, relaxation training, pleasant activities, social
skills, and cognitive restructuring (Copeland 1992; Gilbert 1999; Gold 1995). Many
social workers are incorporating these techniques into their clinical work with clients.
Self-help groups exist both in clinical settings and in the community, and social work-
ers can offer their skills as resource consultants.

New approaches are sensitive to the burden shouldered by families and empha-
size effective coping (Jacob et al. 1987; Noh and Turner 1987). Severe depression is a
mental illness with serious consequences, and when mental illness strikes a family,
that family becomes intimately and indefinitely involved with the mental health sys-
tem. Such families must learn to gain access to and interact effectively with the ap-
propriate services. As such, they are viewed as equals on the treatment team and may
be involved in treatment-planning decisions (Spiegel and Wissler 1987). They may
even be used to train professionals in family issues related to the care of the mentally
ill. In this model, social workers offer consultation as it is needed on such issues as
community resources, interpersonal problems, and crisis intervention.

In hospitals, training programs and administrative changes are being imple-
mented to increase cooperation between staff and patients’ families (Bernheim and
Switalski 1988). Psychoeducational groups and workshops for families maximize
family strengths to enable significant others to become useful, long-term resources for
their loved ones (Jacob et al. 1987). Families are taught how to recognize the early
warning signs of depression so that appropriate treatment can be sought quickly in
an effort to ward off serious episodes. Families can be oriented to the complex issues
that surround hospitalization, and the support of others struggling with similar issues
is also provided (Turnbull et al. 1993). Families are empowered through self-help
groups that counteract the devastating effects of mental illness and feelings of guilt
(Axelrod, Geismar, and Ross 1994). Skills-training programs for parents afford an op-
portunity for preventive work with offspring. For the families of those with unremit-
ting depression, day and respite programs similar to those designed for families of
the elderly are appropriate. Social workers can take a role in starting up these groups
and programs where a need exists and can also serve as facilitators. They may also
be advocates for these groups and may serve as resources.

On the organizational and policy level, educational programs are under way, such
as National Depression Screening Day (Greenfield et al. 1997; Rapaport and Suminski
1994). Government-funded training programs and promotional materials are increas-
ing public and professional awareness (Regier et al. 1988), and television programs
are informing the public through educational programs on depression and other men-
tal health problems. Celebrities who have experienced serious depression, such as
television reporter Mike Wallace and writer William Styron, have talked publicly
about their difficulties (Styron 1990). The highly publicized and unfortunate suicides
of presidential aid Vincent Foster (Blatt 1995), youth leader Abbie Hoffman, and rock
musician Curt Cobain (Jobes et al. 1996) have also increased public awareness of the
obviously serious consequences of depression. Such interventions are critical in de-
creasing the stigma associated with depression and, in turn, in facilitating the search
for appropriate help. Despite these constructive developments, social workers need
to develop more public education programs that deal with the psychosocial aspects
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of these problems and to conduct workshops in their communities for the public and
for professionals in other disciplines.

Grass-roots, university-based, and state-supported family support programs have
emerged as important social and political movements (Weiss 1989; Zigler and Black
1989). Social workers should be actively involved in these organizations and should
support other social actions that are directly or indirectly related to depression. These
include feminist programs that empower women and families and lead to mastery
coping, such as child care programs that enable women to work and to obtain training
programs.

Social work education is becoming increasingly systematic in teaching students
to recognize and assess depression. Our academic institutions need to take more re-
sponsibility for conducting research into the manifestations of depression among vul-
nerable subgroups of the population such as the poor and, from this research, to design
effective interventions and programs.

Most people with depression do not seek help. In the ECA, only about one-third
sought treatment (Regier et al. 1993). The rates may be even lower among racial and
ethnic minorities. For example, one study of African Americans found that only 11
percent of those with major depression saw a psychiatrist or other mental health
professional (Brown et al. 1995). A number of programs have targeted primary care
physicians as recipients of education regarding depression, with the hope that their
ability to identify depression will increase (“New Federal Guidelines” 1993). Social
workers are in a similar position, given the wide variety of settings and populations
with whom social workers interact (Levy and Land 1994). Hopefully, improved social
work education will lead to better case finding and higher rates of identifying client
depression in social work’s various fields of practice.

ASSESSMENT AND INTERVENTIONS

The assessment of depression is straightforward in some cases, and extremely com-
plex in others. In all cases, depression as a mental disorder is much more than simply
feeling depressed. In each disorder to be described, a variety of associated symptoms
are also present, and a characteristic course or trajectory over time can usually be
identified. As described in the introduction to this chapter, the most widely used
diagnostic framework is the Diagnostic and Statistical Manual of Mental Disorders,
4th edition (APA 1994). In DSM-IV, there are a variety of possible disorders when a
client presents with a depressed mood:

1. Major Depressive Disorder
2. Dysthymic Disorder
3. Adjustment Disorder with Depressed Mood
4. Uncomplicated Bereavement
5. Depression as a part of some other clinical condition, such as substance

abuse/dependence or a personality disorder.
6. Depression Due to a General Medical Condition or the Direct Effects of a

Substance
7. Bipolar Disorders: Bipolar I, II, or Cyclothymic Disorder

As described earlier, the differential diagnosis of mood disorders and depression
involves assessing symptoms and course, as well as understanding how the depres-
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sion has affected the individual’s life. Most clients who come to a social worker for
help are prepared to tell their “story,” a constructed narrative that describes the mean-
ing and context of their problems. They do not usually offer specific symptoms while
describing this story. Similarly, many social workers have not been trained in evalu-
ating depression, and they may fail to inquire about specific symptoms, age of onset,
course over time, and family history. Knowing which symptoms to inquire about
means knowing the symptoms of each of the mood disorders in DSM-IV, as well as
how they fit together over time.

Major Depressive Disorder. As displayed in table 6.1, major depressive disorder
(MDD) is a mood disorder centering on feeling sad, blue, or down in the dumps, or
one in which the individual has lost interest or pleasure in normally enjoyable activ-
ities, termed “anhedonia.” Sometimes individuals do not state that they feel sad or
depressed, but rather simply apathetic or numb. This is anhedonia. In addition to
either sad mood and/or anhedonia, the individual must experience at least four other
symptoms during the same two-week period (or longer), each of which are present
most of the day nearly every day. These other symptoms include appetite increase or
decrease, or weight increase or decrease, sleep increase or decrease, decreased energy,
feelings of worthlessness, guilt, or low self-esteem, decreased ability to concentrate
or make decisions, psychomotor agitation or retardation, and suicide thoughts. Al-
though usually a moot point when a client requests help, the symptoms just listed
must cause “significant distress or impairment” in functioning in one or more aspects
of life.

Finally, to diagnose MDD, the social worker must determine that the mood dis-
turbance is not caused by a medical problem or a substance. Confirming that depres-
sion is not caused by a medical problem usually involves requesting that the client
obtain a medical evaluation, including routine blood work that tests thyroid function,
unless the client has recently already done so. Ruling out the presence of a substance
requires a careful inquiry about the client’s use of alcohol, prescribed drugs, and illicit
drugs. Even with assurances of confidentiality, many clients are not totally honest
about their use of substances, and so this line of questioning involves paying as much
attention to the process as the content. Some clients who were open and cooperative
initially become defensive and resistant when questions about substances are raised,
and this change may alert the social worker to the presence of a potential substance
abuse problem. Virtually all drugs of abuse, including alcohol, can lead to depression,
either from a pattern of excessive or prolonged use or from withdrawal effects.

As noted earlier, major depression usually occurs in episodes. The minimum
duration is two weeks, but almost everyone who seeks help for depression has had a
longer episode. In its most extreme form, an episode can last for years (Howland
1993). The severity of MDD can vary tremendously, from a condition that is distressing
but tolerable, which in many cases the individual never identifies as depression, to a
syndrome so severe that a person stays in bed virtually continuously, or attempts
suicide to escape from the unbearable pain. Author William Styron’s account of his
own depression is an extremely articulate description (Styron 1990). Since it occurs
in episodes, most individuals with major depression recognize that something ab-
normal is happening to them—that they are “not themselves”—although they fre-
quently do not label it depression.

Most episodes are precipitated by a stressor of some kind, as described earlier,



182 Life Conditions

TABLE 6.1 DSM-IV Major Depressive Disorder

Major Depressive Episode

A. Five (or more) of the following symptoms have been present during the same two-
week period, and represent a change from previous functioning; at least one of the
symptoms is either (1) depressed mood, or (2) loss of interest or pleasure.
(1) depressed mood most of the day, nearly every day, as indicated by either

subjective report (e.g., feels sad or empty) or observation made by others (e.g.,
appears tearful). Note: In children and adolescents, can be irritable mood.

(2) markedly diminished interest or pleasure in all, or almost all, activities most of
the day, nearly every day (as indicated by either subjective account or
observation made by others)

(3) significant weight loss when not dieting or weight gain (e.g., a change of more
than 5% of body weight in a month), or decrease or increase in appetite nearly
every day. Note: In children, consider failure to make expected weight gains.

(4) insomnia or hypersomnia nearly every day
(5) psychomotor agitation or retardation nearly every day (observable by others,

not merely subjective feelings of restlessness or being slowed down)
(6) fatigue or loss of energy nearly every day
(7) feelings of worthlessness or excessive or inappropriate guilt (which may be

delusional) nearly every day (not merely self-reproach or guilt about being sick)
(8) diminished ability to think or concentrate, or indecisiveness, nearly every day

(either by subjective account or as observed by others)
(9) recurrent thoughts of death (not just fear of dying), recurrent suicide ideation

without a specific plan, or a suicide attempt or a specific plan for committing
suicide

B. The symptoms do not meet criteria for a mixed episode.
C. The symptoms cause clinically significant distress or impairment in social,

occupational, or other important areas of functioning.
D. The symptoms are not due to the direct physiological effects of a substance (e.g., a

drug of abuse, a medication), or a general medical condition (e.g., hypothyroidism).
E. The symptoms are not better accounted for by bereavement, i.e., after the loss of a

loved one, the symptoms persist for longer than two months or are characterized by
marked functional impairment, morbid preoccupation with worthlessness, suicidal
ideation, psychotic symptoms, or psychomotor retardation.

Major Depressive Disorder, Single Episode

A. Presence of a major depressive episode.
B. The major depressive episode is not better accounted for by schizoaffective

disorder, and is not superimposed on schizophrenia, schizophreniform disorder,
delusional disorder, or psychotic disorder NOS.

C. Has never had a manic episode or unequivocal hypomanic episode. Note: This
exclusion does not apply if all of the manic or hypomanic episodes are substance-
or treatment-induced.

Major Depressive Disorder, Recurrent

A. Two or more major depressive episodes.
Note: To be considered separate episodes, there must be an interval of at least
two months without significant symptoms of depression.

(continued on next page)
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TABLE 6.1 (continued)

Major Depressive Disorder, Recurrent (continued)

B. The major depressive episodes are not due to the direct effects of a substance (e.g.,
drugs of abuse, medication), or a general medical condition (e.g., hypothyroidism);
are not better accounted for by schizoaffective disorder, and are not superimposed
on schizophrenia, schizophreniform disorder, delusional disorder, or psychotic
disorder NOS.

C. Has never had a manic episode or unequivocal hypomanic episode. Note: This
exclusion does not apply if all of the manic or hypomanic episodes are substance-
or treatment-induced.

but some episodes start spontaneously. With recurrent episodes, less psychosocial
stress is required to trigger subsequent episodes (Post 1992). At least 50 percent of
the individuals who have one episode have a second or third, and after two or three,
the probability is very high that additional episodes will occur (APA 1994). Moreover,
in many cases, the depression becomes “autonomous” once begun. That is, it seems
to “take on a life of its own,” such that if there were a specific precipitant, reversing
or undoing it often does not eliminate or even reduce the severity of the depression.

One of the unique characteristics of MDD is what DSM-IV calls “markedly di-
minished interest or pleasure in all, or almost all, activities” (APA 1994:327). This
phenomenon we have previously termed anhedonia, and it is a hallmark of MDD,
even more than the oft-noted loss of appetite or sleep. Anhedonia is also manifested
by “lack of reactivity of mood,” meaning that the individual’s mood state does not
change in reaction to events, other people, or other stimuli. Positive occurrences do
not make them feel any better, and negative ones do not make them feel worse. In the
interview, the social worker may notice a client’s lack of reactivity by his or her
monotone voice, lack of facial expression, and particularly by the constricted range
of their emotions. Social workers frequently expect that clients will temporarily feel
better after discussing their depression or associated problems with an empathic and
nonjudgmental listener. However, when a client has significant anhedonia with lack
of mood reactivity, “venting” their feelings has no effect, and they seem just as de-
pressed after an hour’s interview as they were at the beginning. An inexperienced
social worker may think he or she failed to pinpoint the central issue when the client
does not exhibit a brief brightening of mood by the end of an interview, but this
phenomenon frequently represents not an oversight, but an important clue to the
presence of major depression.

A related phenomenon is that during an episode of depression, individuals per-
ceive their lives, their past and future, and the world in negative and pessimistic ways
(Beck 1991). One important aspect of this “cognitive distortion” is that they perceive
their previous adjustment in a much more negative way than when they are not de-
pressed. In taking a history, social workers must be aware of this distortion and not
assume that the assessment the individual makes while depressed is accurate or ob-
jective (Morgado et al. 1991).

In severe cases, some individuals have psychotic symptoms. “Psychotic” means
a significant loss of reality contact, and the symptoms consist of an illogical or con-
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fused form of thinking (“thought disorder”), delusions (fixed, false beliefs), and/or
hallucinations (usually hearing voices). In previous years it was mistakenly thought
that the presence of psychosis meant schizophrenia, but now it is clearly known that
MDD (and bipolar I disorder) can include psychotic features in severe cases.

Another variation is called major depressive disorder, seasonal pattern, or simply
“seasonal affective disorder” (SAD). Individuals with SAD experience depressions
almost entirely during the winter months, when the amount of daily sunlight is sub-
stantially decreased. SAD may be due to excess production of the hormone melatonin
in the pineal gland, which normally is suppressed by sunlight, and this excess mel-
atonin in turn causes depression (Lam 1998). Alternatively, it may be that an abnormal
shift in circadian rhythms, normally stabilized by adequate sunlight at regular inter-
vals, is responsible (Sack et al. 1990).

When it appears that a client has a depressive disorder, it is helpful to pursue the
possible presence of MDD first, as a “default option.” If it is determined that the client
does not have MDD, then other possible diagnoses can be considered.

Dysthymic Disorder. The second disorder to consider is dysthymic disorder (DD) (see
table 6.2). DD is more chronic than MDD, but milder. It consists of a sad mood “for
most of the day, more days than not” (APA 1994:349) for at least two years (or one
year in children or adolescents). In addition, the individual must also have two or
more symptoms from the following list: poor appetite or overeating, insomnia or hy-
persomnia, low energy, low self-esteem, poor concentration or difficulty making de-
cisions, and feelings of hopelessness. During the two years or more of the disorder,
there may be times when the individual feels “normal” or “not depressed,” but these
periods must not exceed two months at a time. If these “good times” do exceed two
months, some other disorder—or no clear-cut disorder—is present. Most cases of DD
begin slowly and gradually, so that the individual never really notices it at the time;
only later can he or she look back and date its onset in rough fashion. Typically no
specific precipitant or stressor can be identified. Most cases also go on for much longer
than two years.

DD, by its chronic nature, comes to be viewed by most as simply part of their
personalities, as part of themselves, not as something out of the ordinary or different
from their normal selves.

Like MDD, dysthymic disorder must cause significant distress or impairment and
must not be caused by a general medical problem or a substance. Psychosis is never
a part of DD. Like MDD, if periods of mania have ever been present, the diagnosis of
DD is ruled out, and bipolar I disorder should be considered.

A complicated association exists between DD and major depression. In cases
when the dysthymic period seems to come right before or right after an episode of
MDD, then MDD takes precedence. However, many people have both disorders, and
this combination is termed “double depression.” Double depression consists of
chronic mild-to-moderate depression for years, often decades, punctuated by occa-
sional worsenings that last several months at a time. Most people, perhaps as high as
90 percent, of individuals with DD also develop MDD (Badger and Rand 1998; How-
land 1993).

Adjustment Disorder with Depressed Mood. The third depressive disorder to be con-
sidered, when both MDD and DD have been ruled out, is adjustment disorder with
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TABLE 6.2 DSM-IV Dysthymic Disorder

A. Depressed mood for most of the day, for more days than not, as indicated either by
subjective account or observation made by others, for at least two years. Note: In
children and adolescents, mood can be irritable and duration must be at least one
year.

B. Presence, while depressed, of two (or more) of the following:
(1) poor appetite or overeating
(2) insomnia or hypersomnia
(3) low energy or fatigue
(4) low self-esteem
(5) poor concentration or difficulty making decisions
(6) feelings of hopelessness

C. During the two-year period (one year for children and adolescents) of the
disturbance, the person has never been without the symptoms in A and B for more
than two months at a time.

D. No major depressive episode has been present during the first two years of the
disturbance (one year for children and adolescents); i.e., the disturbance is not
better accounted for by chronic major depressive disorder, or major depressive
disorder in partial remission.

Note: There may have been a previous major depressive episode provided there
was a full remission (no significant signs or symptoms for two months) before
development of the dysthymic disorder. In addition, after the initial two years
(one year for children and adolescents) of dysthymic disorder, there may be
superimposed episodes of major depressive disorder in which case both
diagnoses may be given when the criteria are met for major depressive episode.

E. There has never been a manic episode, a mixed episode, or a hypomanic episode,
and criteria have never been met for cyclothymic disorder.

F. Does not occur exclusively during the course of a chronic psychotic disorder, such
as schizophrenia or delusional disorder.

G. Not due to the direct physiological effects of a substance (e.g., a drug of abuse, a
medication), or a general medical condition (e.g., hypothyroidism)

H. The symptoms cause clinically significant distress or impairment in social,
occupational, or other important areas of functioning.

depressed mood (AD; see table 6.3). Although technically not included in the mood
disorders section of DSM-IV, it nonetheless must be considered when depression is
the presenting problem. The concept of an adjustment disorder is that of a specific
psychosocial stressor that causes difficulty in coping, responding, or adjusting to it.
As such, AD almost seems to be a normal reaction to a life change. However, the
criteria for AD state that the difficulty consists of clinically significant emotional or
behavioral reactions that begin relatively soon after the stressor occurs. “Clinically
significant” means that the individual’s reactions (in this case, depressive symptoms),
are “in excess of what would be expected given the nature of the stressor” (APA
1994:623). Deciding what is a “normal” response to a particular stressor is obviously
a difficult judgement. In practice, though, when an individual requests help from a
social worker, a clear stressor is identified, and his or her depression does not meet
criteria for major depression or dysthymic disorder, an adjustment disorder is usually
diagnosed. Adjustment disorder is a diagnosis of last resort and can only be used
when nothing else applies. The stressor cannot be the death of an important person,
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TABLE 6.3 DSM-IV Adjustment Disorder with Depressed Mood

A. The development of emotional or behavioral symptoms in response to an
identifiable stressor(s) occurring within three months of the onset of the stressor(s).

B. These symptoms or behaviors are clinically significant as evidenced by either of the
following:
(1) marked distress that is in excess of what would be expected from exposure to

the stressor
(2) significant impairment in social or occupational (academic) functioning

C. The stress-related disturbance does not meet the criteria for any specific Axis I
disorder and is not merely an exacerbation of a preexisting Axis I or Axis II
disorder.

D. Does not represent bereavement.
E. The symptoms do not persist for more than six months after the termination of the

stressor (or its consequences)
Acute: the symptoms have persisted for more than six months
Chronic: the symptoms have persisted for six months or longer

that is, the “adjustment” cannot be grief or bereavement, since grief is a normal re-
sponse to a death.

An AD can look much like a precipitated episode of major depression but is by
definition milder. In some cases, the differential diagnosis is difficult. For example, a
two- or three-week depression that was precipitated by the loss of a job is major
depression if four additional symptoms accompany the sad feelings, but if only three
are present, the diagnosis is AD. Beyond counting symptoms, however, most expe-
rienced social workers look for some of the unique symptoms of MDD to validate its
presence, such as significant anhedonia and/or lack of mood reactivity. Anhedonia is
not present to any significant degree in AD or in DD.

Finally, in AD the disturbance resolves itself if the stressor is removed. Up to six
months can be required for the symptoms to fade, but in an AD, removal of the stressor
leads to the remission of the disorder. This is usually not true for MDD.

Grief or Bereavement. Another diagnostic possibility for the depressed individual is
bereavement. In DSM-IV, bereavement is reserved for the death of a person, as opposed
to a pet, job, hobby, or other activity, or body part, even though many of the features
and dynamics of these losses are similar. Bereavement is a normal reaction to the loss
of a loved one and includes sad mood, loss of interest in normally pleasurable activ-
ities, impairment of functioning, and many of the other features of major depression.
DSM-IV offers no criteria, noting that it is a normal reaction, and that culture plays a
major role in the way that grief is expressed. In many cases, making a diagnosis of
bereavement is straightforward. In other instances, in which atypical features are pres-
ent or in which the death took place a year or two in the past, are more difficult.

DSM-IV actually terms this phenomenon uncomplicated bereavement, which
suggests the possibility of “complicated bereavement.” Indeed, the literature and
clinical experience suggest that there are many instances and many types of abnormal
or complicated bereavement, or unresolved grief. However, DSM supplies no name
or diagnostic criteria for such a phenomenon, although proposals have been made
(Horowitz et al. 1997; Prigerson et al. 1995). DSM suggests that instances in which
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bereavement has become complicated or abnormal should simply be diagnosed ac-
cording to the presenting symptoms, much like any other disorder. Most often, be-
reavement that has become complicated turns into MDD, DD, or substance abuse.

Differentiating MDD from bereavement can sometimes be difficult. One must
keep in mind that the expression of grief is culturally specific, and that most grief
reactions include many of the symptoms of MDD. However, DSM-IV offers some
guidelines. When an apparent grief reaction includes psychomotor retardation, sig-
nificant loss of self-esteem, psychotic features, anhedonia, considerable difficulty
functioning for more than a few weeks, and suicidal thoughts, fantasies, or plans, the
grief has probably become complicated by major depression (APA 1994).

Depression Due to a Medical Problem or a Substance. Social workers must be alert
to the possibility that a depressive disorder might be caused by the direct physiolog-
ical effects of a medical illness; DSM-IV terms this mood disorder due to a general
medical condition. As noted earlier, medical evaluation by a physician is necessary
to adequately address this possibility. Illnesses that may cause depression include
diabetes, hypothyroidism, Cushing’s disease, Addison’s disease, lupus, multiple scle-
rosis, encephalitis, Parkinson’s disease, strokes, vitamin B-12 deficiency, and many
others (Gaviria and Flaherty 1993; Schwartz and Schwartz 1993).

Depression might also be due to the effects of a substance, including prescribed
medication, a drug of abuse, or a toxin or poison. As noted earlier, a careful assessment
of possible substance use or abuse is necessary, including inquiring about prescribed
medications. Medications and drugs that may cause depression include birth control
pills, reserpine, propranolol, L-dopa, corticosteroids, clonidine, the withdrawal from
amphetamines and cocaine, and others (Gaviria and Flaherty 1993). In this case, the
diagnosis is substance-induced mood disorder.

Depression As a Symptom. Depression is also frequently present in many other men-
tal and emotional disorders. Social workers must be aware that a self-report of de-
pression on the part of a client does not guarantee that the diagnosis is necessarily a
mood disorder. Virtually all of the personality disorders, for example, include the
mood of sadness or depression at times and are also at heightened risk for either MDD
or DD. Anxiety disorders are frequently accompanied by the mood of depression, so
much so that a new diagnostic proposal was included as an appendix in DSM-IV,
mixed anxiety-depressive disorder. Psychotic disorders such as schizophrenia also
cause depression, especially immediately after an individual has recovered from an
episode of psychosis. Impulse control disorders, such as pathological gambling and
kleptomania, are often accompanied by depression. In short, the mood of depression
is ubiquitous, and social workers should not be misled by a presenting complaint of
depression into assuming that that is the core problem. A thorough assessment is
always needed.

Bipolar Disorders. Social workers should also consider that the depression that a
client is experiencing may be one pole of a bipolar disorder, such as bipolar I or
bipolar II disorder. Bipolar I disorder consists of alternating episodes of major de-
pression (in this instance, termed bipolar depression) and mania. Mania is the op-
posite of depression; manic episodes tend to last for a few weeks and they are usually
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shorter than depressive episodes. During a manic episode an individual feels eu-
phoric, elated, or expansive, with increased self-esteem, increased activity, talkative-
ness, hypersexuality, and in general a tendency to carry out impulsive actions that
are poorly considered. When manic, clients spend thousands of dollars in a few
weeks, and then later take years to pay off the debts and regain financial stability.
Manic clients may make numerous phone calls, write novels, start businesses, and
sleep little. They are grandiose, distractible, and in severe cases, psychotic. When
psychotic, manic people frequently have delusions that are consistent with their
elated mood. In an interview, they are often witty and clever. Manic clients are no-
torious for having little or no insight into the nature of their disorder, even if carefully
educated about the signs and symptoms beforehand. Manic clients can also be irri-
table and arrogant and can become violent if others do not submit to their will. In-
dividuals who are manic can become violent even if they would never do so under
any other circumstances.

Less frequently, an individual with bipolar I disorder experiences a mixed epi-
sode, in which symptoms of mania and depression coexist. This juxtaposition seems
impossible, since many of the symptoms of mania and depression are the opposite of
each other. However, in practice, an individual in mixed mania has manic energy,
but his or her mood is dysphoric and frequently anguished. The combination of dys-
phoric mood and high energy places the individual at great risk for suicide (Goldberg
et al. 1998).

Bipolar II disorder is similar, except that the individual has depressive episodes
alternating with hypomanic episodes. Hypomania is similar to mania, but milder, and
has a lifetime prevalence of 0.6 percent (Badger and Rand 1998). Many of the same
characteristics are present, but to a lesser degree, and the disorder does not interfere
with functioning. An individual who is manic would be almost immediately notice-
able in a social situation, whereas an individual who is hypomanic would not stand
out. Indeed, in conversation, he or she would only seem like an unusually talkative
person, not one who was mentally ill.

Finally, cyclothymic disorder is a relatively rarely diagnosed disorder that con-
sists of numerous short periods (hours to days) of mild depression and numerous
short periods of mildly hypomanic symptoms. Neither the “highs” nor the “lows” are
severe enough to be diagnosed mania/hypomania or major depression. Cyclothymic
disorder appears to be heterogenous, with a significant proportion of cases actually
being the prodromal period prior to the onset of bipolar I or bipolar II disorders (How-
land and Thase 1993).

The first step in treatment is obtaining a history, making a diagnosis, and for-
mulating a treatment plan. In severe cases, it may be a difficult task to draw a history
from a person whose memory is impaired and whose speech is decreased and marked
by long pauses between words and sentences. Therefore, the history should be gath-
ered not only from the client, but also from significant others who have observed the
client’s behavior. This expanded assessment approach provides an opportunity to
develop an alliance with family members and increases the likelihood that objective,
reliable data about the client’s depression will be gathered.

An essential part of the evaluation of a depressed person is a suicide risk assess-
ment. Although the details of this process are beyond the scope of this chapter, social
workers must keep in mind that depression is the most frequent underlying condition
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in suicide. In cases of high risk, protective measures must be taken, which most often
means hospitalization. In this era of managed care, the most justifiable basis for psy-
chiatric hospitalization is high suicide risk.

An evaluation of psychosocial functioning is also important. An acute episode
of depression can be conceptualized as a crisis that commands all of the individual’s
coping resources and leaves little energy for personal growth. As in any crisis, re-
gression may occur during episodes of depression, and functioning typically im-
proves after the depressive symptoms have abated. For clients who have had a long
course of depressive illness marked by multiple severe episodes, it is not uncommon
for the developmental tasks to be those of an earlier life stage rather than those in-
dicated by chronological age. In this instance, the client may be fixated at the devel-
opmental stage operating when the first episode of depression occurred. Intervention
planning should maximize the periods between episodes as opportunities for com-
pleting developmental tasks, advancing psychosocial functioning, and moving to a
more advanced developmental stage.

The contemporary consensus of most mental health professionals, includingmost
social workers, is that the treatment of major depression should include both psycho-
therapy and medication. In severe cases, in which psychotic features are present, the
client is extremely suicidal, or all other treatments have failed, electroconvulsive
treatment (ECT) is utilized. Although no doubt misused in the past, ECT is an effective
and at times lifesaving treatment for severe depression.

The treatment of DD emphasizes psychotherapy, but medications are used at
times, especially in cases whose severity approaches that of MDD. The treatment of
AD is typically brief therapy and the mobilization of social support. The treatment of
bereavement is a special topic with a literature of its own (e.g., Worden 1991).

Various models of psychotherapy have been used to treat depression. Psycho-
dynamic conceptualizations were the earliest to provide a causal framework for de-
pression. The role of repressed hostility is the central explanatory variable. Basically,
depression is viewed as anger that is first projected onto one’s parents and is later
generalized to the wider interpersonal environment. In the process, the anger becomes
detached from its roots in hostility, is turned inward on the self, and is experienced
as a deep sense of inferiority, guilt, and dysphoria (Abraham 1911/1986; Freud 1896/
1962).

Additions to the basic theory include the notion that depression is based on early
childhood trauma that translates into a vulnerability to feeling helpless in the face of
specific frustrations in adulthood (Bibring 1953), and the idea that adult patterns of
interpersonal relationships are forged in early family life in an emotional climate that
is characterized by conformity. As a result, a narrow range of relationships, charac-
terized by dependency and sensitivity to disapproval and rejection, is developed (Co-
hen et al. 1954).

Other events that are thought to lead to adult depression include “early childhood
experiences of being disappointed by others, from inadequate nurturing, . . . from an
inability to bridge the gap between aspirations and achievements,” and similar factors
(Schwartz and Schwartz 1993:180).

Traditional conceptions of psychodynamic treatment were necessarily long term,
involving analysis of the transference as well as extensive review of childhood events.
In many ways, psychodynamic treatment for depression was no different than psy-
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chodynamic treatment of other disorders, since neurotic disorders were treated sim-
ilarly. In the past twenty years or so, brief or short-term variations have also been
developed, mostly of up to twenty or twenty-five sessions in duration. These short-
term models usually emphasize one focal conflict to which treatment is addressed.
Transference interpretation is still utilized, but only interpretations that focus on this
core conflict (Book 1998; Henry et al. 1994).

There are very few empirical studies of psychodynamic treatment, for depression
or any other disorder. This paucity of research is due partly to the extraordinary
demands of conducting research on a long, idiosyncratic, difficult-to-operationalize
undertaking. Empirical studies are somewhat easier with shorter-term models, al-
though still complex, and thus much of the empirical work has centered on these.
Overall, there is insufficient evidence to speak to the effectiveness of psychodynamic
treatments for depression one way or another.

One important exception to this generalization is that of interpersonal psycho-
therapy (IPT). Developed by Klerman, Weissman, and colleagues twenty years ago,
IPT is a short-term (approximately twelve-session) psychodynamic therapy that has
been the subject of a considerable number of empirical trials. It conceptualizes de-
pression as either being caused or sustained by problems in the interpersonal arena
and offers particular strategies for four interpersonal difficulties. These four difficul-
ties are (1) abnormal or unresolved grief, (2) role disputes, in which two people dis-
agree about how to define their relationship, or have conflicting expectations of each
other, (3) role transitions, including life cycle changes that accompany the aging pro-
cess, and (4) interpersonal deficits, in which individuals suffer from too few relation-
ships. Specific treatment manuals have been developed for IPT in general (Klerman
et al. 1984) and for treatment of adolescents in particular (Mufson et al. 1993). It is
the one psychodynamic therapy that has been empirically studied most often, and in
general its efficacy has been validated (Elkin 1994).

The behavioral perspective conceptualizes depression in terms of observable be-
haviors that operate under the influence of antecedent events (controlling stimuli)
and subsequent events (reinforcement contingencies) in the environment. Depression
is viewed as a low rate of behavior and a concurrent low mood that is a function of
the total amount of positive reinforcement for any available response (Ferster 1971;
Lewinsohn 1986). Not only must the reinforcement be available, but the person must
also respond to the reinforcement. The rate of response-contingent reinforcement
available depends on three factors: (1) events that are reinforcing to the person,
(2) reinforcing events that are available in the immediate environment, and (3) the
ability of the person to receive the reinforcement. The events that precipitate depres-
sion affect one or more of these factors.

Cognitive theories of depression emerged from the behavioral perspective and
assume that cognition determines affect; that is, affective, motivational, and behav-
ioral deficits are secondary to negative cognitions. Beck (1967) theorized that the root
of depression is a “negative cognitive triad” that consists of a gloomy view of oneself,
the world, and the future. Beck also introduced the notions of negative cognitive
schemata and cognitive errors. Cognitive schemata are enduring, organized negative
representations of past experience that act as filters and distort incoming information
from the environment. Cognitive errors include a range of illogical and erroneous
conclusions about the environment, such as overgeneralizing, selective abstraction,
“catastrophizing,” and dichotomous thinking.
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These illogical ways of thinking are elicited and examined in cognitive-
behavioral therapy. The role of the therapist is not to try to persuade the client that
his or her thinking patterns are erroneous, but rather in a spirit of “collaborative
empiricism” to design real-world experiments to see if the patterns are accurate and
valid or not. Invariably, clients discover that the global negative conclusions they have
reached about themselves are inaccurate. The social worker then helps the client to
design alternative self-statements that the client uses to replace his or her negative
thoughts. At the same time, behavioral homework assignments are used to combat
the passivity and inactivity that is frequently symptomatic of depression (Beck et al.
1979).

Beck’s cognitive therapy, which has gradually transformed itself into cognitive-
behavioral therapy, has been the subject of numerous empirical studies. It has gen-
erally been validated as an effective treatment for depression (Emmelkamp 1994; Hol-
lon and Beck 1994) and also for relapse prevention (Fava et al. 1998).

In some cases, severe major depression may not respond to psychotherapy of any
kind, and somatic treatments are necessary, such as antidepressant medication or
electroconvulsive treatment (ECT). However, straightforward psychoeducation about
the nature of depression, its biopsychosocial basis and what to expect during the
course of an episode, is helpful and appropriate. Many social workers are unfamiliar
with severe major depression and attempt psychotherapy aimed at dynamic conflicts
during an episode. For clients whose depressive symptoms include severe cognitive
deficits, such as memory loss and an inability to engage in abstract thinking, the
experience is frustrating at best and cruel at worst. Typically, clients blame themselves
for their inability to benefit from a therapeutic intervention that leaves them with an
increased feeling of worthlessness and hopelessness. They may even become desper-
ate, because they continue to feel bad despite attempts to clarify conflicts, to rectify
problems in interpersonal relationships, and to formulate new goals for themselves.

Marital and family therapy is also utilized as a treatment for depression. Capi-
talizing on the strong interpersonal aspects of depression for many individuals, mar-
ital therapy targets conflict between spouses, expressed emotion, skill deficits such
as failure to offer support, and increases in expressiveness and marital intimacy. Be-
havioral marital therapy (BMT) has shown some promise in this regard, as well as
other modalities (Jacobson et al. 1991; Prince and Jacobson 1995).

However, it is possible for a person to be so depressed or for a partner’s negative
attitudes and ideas about the hopelessness of the depressed person to be so over-
whelming that marital therapy is impossible. For severe major depression, when anti-
depressant medication is necessary, it may be wise to delay marital treatment until
the symptoms are alleviated sufficiently so that the depressed person can participate
actively.

Somatic treatments for depression are used for MDD and in some cases of DD.
The use of antidepressant medications has greatly increased in the last decade, her-
alded by Prozac. Since then a number of other selective serotonergic reuptake inhib-
itors (SSRIs) have been introduced, including Zoloft, Luvox, Paxil, and Celexa. The
SSRIs are popular because of their lower incidence of side effects and low index of
toxicity, relative to the older tricyclic/heterocyclic antidepressants (Tofranil, Elavil,
Sinequan, etc.). A third category, rarely used except in refractory or unusual cases, is
the MAO inhibitors (Nardil, Marplan). All of the antidepressants require several
weeks for their effects to take place.
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In instances of SAD, bright light treatment has proved effective (Avery 1998; Lam
1998). Individuals with SAD frequently respond within a few days, but cessation of
the light treatment typically brings a rapid relapse as well. The dose (brightness,
duration, and distance from the light) must be titrated, and although no eye damage
has ever been reported from light treatment, clients are advised to undergo a precau-
tionary eye examination prior to beginning treatment.

For any of the mood disorders, but particularly major depression, hospitalization
is sometimes necessary due to high suicide risk, profound functional impairment,
extreme severity of symptoms, or to make a particularly complex differential diag-
nosis. During a hospitalization, family intervention that includes the goals of accept-
ing and understanding the illness and the possible precipitating stressors may im-
prove family coping with depression and may result in greater compliance with and
willingness to accept professional help. Interventions can also help to form strategies
to deal with stressful family interactions by interrupting negative sequences between
the depressed person and the other family members. Family members also can be
encouraged to avoid overinvolvement, to foster the depressed person’s autonomy, and
to avoid burnout (Anderson et al. 1986). Multiple family groups can decrease stig-
matization and isolation and can improve communication.

It can be difficult to work with depressed clients. The social worker often feels
drained after an extended interaction and may feel frustrated by the seeming lack of
effort on the part of the client. The client’s pessimism and hopelessness may lead the
social worker to feel the same way. These feelings may be alleviated by consultation
with other professionals, a mixed caseload that includes problems other than depres-
sion, and a firm sense of where one’s responsibilities begin and end.

The following case illustration is used to highlight several of the important clini-
cal issues that emerge in working with depressed clients.

ILLUSTRATION AND DISCUSSION

Catherine G. is a 33-year-old nurse who was referred three days after the
birth of her daughter. She was referred for a suspected postpartum depres-
sion. The social worker immediately suspected major depressive disorder
based on symptoms such as slowed movements and a flat facial expression.
The interview, which was difficult to conduct because of the client’s slowed
speech and memory difficulties, revealed multiple psychosocial stressors,
including several major life events. Catherine was married to a man who
suffered from debilitating lung disease. Both Catherine and her husband
worked in the field of developmental disabilities and had planned to adopt
a handicapped child. These plans were interrupted by the unplanned preg-
nancy. Catherine’s mother had died eight weeks before the baby was born.
Catherine had undergone a tubal ligation immediately following the birth in
accordance with her husband’s wishes.

An evaluation indicated that Catherine was suffering from major de-
pressive disorder. Her depressive symptoms responded to a course of anti-
depressant medication within a few weeks. She had to stop nursing her baby
when she began the medication, and once the symptoms lifted, she stopped
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the medication to resume nursing. Unfortunately, the symptoms reemerged,
and she had to stop nursing in order to begin medication again. Within four
months of her mother’s death, Catherine’s father remarried suddenly. The
social work involvement during this time consisted of evaluation, support,
and education about major depressive disorder. The supportive work in-
cluded the provision of hope in the face of overwhelming hopelessness, as
well as continual reminders that painful symptoms such as hopelessness
would remit as the depression lifted. Catherine also needed continual re-
minders that symptoms such as feelings of worthlessness were components
of depression and not of her character.

Catherine’s significant past psychosocial history included a brief hos-
pitalization as a teenager. She remembered only feeling blamed and refusing
to talk to her parents during this time. She had been raped by her gynecol-
ogist when in her early 20s but had not reported the rape. Although she had
worked with a variety of mental health professionals intermittently for ten
years, her problem had never been assessed as major depression, which was
partly biological. The therapy had tended to focus on her passive-aggressive
behavior and her hostility, and one therapist had told her she “chose to be
depressed” when therapy failed to alleviate her symptoms. She worked as a
filing clerk until her mid-20s, when she decided on a career in nursing and
eventually obtained a graduate degree.

Catherine’s family history revealed many female relatives with histories
consistent with depression, as well as an overly close mother-daughter re-
lationship. The mother seemed to have been overinvolved, yet unaware of
her daughter’s needs. For example, Catherine had been named after her
mother’s favorite doll and had been discouraged from dating or other peer
activities as a teenager. The parents had an unhappy marriage and the father
traveled extensively in his work. The mother had confided her long-standing
marital difficulties, including her father’s numerous infidelities, to her
daughter.

Once the symptoms of depression were under control, Catherine asked
to work with the social worker on issues related to long-term feelings of
helplessness and job and marital difficulties. She expressed a desire to un-
derstand why she had become an adult who lacked confidence and fulfill-
ment, and she wanted to put the recent events, such as the death of her
mother and her depression, behind her. The working relationship lasted
three years. For some periods, the work was intermittent because of financial
problems. At other times, when things were going well, the work would cease
and contact would be on an as-needed basis. The majority of the three years
consisted of sustained work every week that intensified during episodes of
severe depression.

Following the initial episode, Catherine’s depressive symptoms de-
creased, but she continued to experience low self-confidence, little interest
in sex, and lack of energy. She also had fleeting thoughts of suicide. An initial
attempt at insight-oriented psychotherapy had proved minimally useful. She
talked of experiencing anger interspersed with sadness and was able to de-
scribe several strengths, such as determination, insightfulness, and motiva-
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tion. She was passive in response to interpretations, and while she would
superficially agree when ways to improve her situation were pointed out to
her, she was unable to formulate independent solutions to her problems or
to grapple actively with issues.

Because of Catherine’s job termination, coupled with her husband’s low-
paying job, the family began experiencing severe financial difficulties. They
moved into a small basement apartment in a poor neighborhood, and the
dampness in the apartment set off serious asthmatic problems in the baby.
With many disagreements over money management and sex, the couple ex-
perienced increased emotional distance.

Things improved as some of the stresses abated. Catherine’s obtaining
another job relieved the financial situation somewhat. At this point, the in-
tervention plan was modified to incorporate mutually agreed-upon cognitive
strategies. Negative cognitive schemata and the use of selective abstraction
were actively challenged. Catherine began to be more assertive in her mar-
riage. At her insistence, the couple obtained credit counseling despite her
husband’s strong resistance. She began to explore the possibility of having
her unwanted tubal ligation reversed. Her marital dissatisfaction increased,
and over time, a seesaw marital pattern was revealed: When Catherine’s de-
pression lifted, her husband’s chronic illness would invariably worsen.
Eventually, he began to have an affair with a woman at work, which
prompted Catherine’s first and only suicide attempt.

Within three years, Catherine experienced two additional episodes of
severe depression and was hospitalized briefly once. Each episode re-
sponded to a course of antidepressant medication, and after the second ep-
isode, she decided to continue the medication indefinitely. Eventually, she
began to experience severe cardiac side effects from the medication. Numer-
ous changes and reductions in medication ensued. Despite the serious com-
plications, Catherine resisted stopping the medication for fear that the deep
depression would return. She came to believe that the depression was en-
tirely controlled by the antidepressant medication. The worker-client rela-
tionship ended when the social worker moved from the area. During termi-
nation, Catherine was unable to express any feelings of anger or loss, saying
only that there was nothing she could do about the move.

This case clearly demonstrates the complex coexistence of major de-
pression and dysthymic disorder. Support was critical during severe epi-
sodes of depression, to fill in deficits that were caused by the depressive
symptoms and to help the client cope with the multiple uncontrollable life
events that were occurring.

Support continued between episodes, and other issues were addressed.
Glimmers of appropriate mastery behavior can be seen in Catherine’s psy-
chosocial history (her return to school) and in the current work (her active
handling of the financial situation and her exploration of reversing the un-
wanted tubal ligation).

Socialization into a passive orientation to life is relevant to this case and
is not uncommon in many women in our society. Inappropriate intrusiveness
like that exhibited by Catherine’s mother is often found in the histories of



Callahan and Turnbull 195

depressed women. We can surmise that the inappropriate disclosure of her
father’s behavior did little to foster a vision of healthy reciprocal relation-
ships between men and women. We can also hypothesize that the develop-
mental stage of separation and individuation that usually occurs in late ad-
olescence was hampered by depression and hospitalization, and that the rape
only reinforced Catherine’s feeling of not being in control of her life. Not
surprisingly, insight-oriented therapy was not the treatment of choice, as ev-
idenced by her response to medication and cognitive strategies.

The worker-client relationship in this case reflects typical relationships
between depressed clients and significant others. An alliance is easily estab-
lished during the most severe episode of depression but is characterized by
extreme dependence. The alliance must be renegotiated when the depression
lifts, or the worker will join the larger environment by sending a message
that the client perceives as saying that the client is not capable of taking
control of his or her own life. An underlying current of hostility can also be
read in this vignette. An inability to express feelings of anger or loss is evi-
dent in the client’s attitude toward termination.

CONCLUSION

This chapter has described the theories, the social influences, and the risk and pro-
tective factors associated with depression. Assessment and intervention issues have
also been described. A great deal of clinical “knowledge” about depression is based
on the fallacy that it is a homogeneous phenomenon. It is not. Clear definitions of
depression and a clarification of the distinguishing features of the different types of
depression will enhance treatment for social workers’ clients, but we need to learn
more. Most information about depression has been gleaned from middle-class sam-
ples, and very little information exists about the poor. More research is needed to
explore differential treatment strategies and programs for the different types of
depression.

The prevalence of depression, the extensive suffering it causes, and the effective
clinical interventions available stand in tragic contrast to the lack of appropriate care
received by those who need it. Today, 80 to 90 percent of people with a major de-
pressive disorder can be helped successfully, but only one person in three with de-
pression ever seeks treatment (Regier et al. 1988).

Depression is the most treatable of any of the major psychiatric disturbances, but
it goes unrecognized and untreated because it is misunderstood. Public attitudes to-
ward depression need to be changed so that there is greater acceptance of depression
as a serious health problem, rather than a moral or personality weakness. Social work-
ers can help to alleviate or prevent problems with depression among vulnerable peo-
ple by taking an active role in educating other professionals to recognize depression.
The training that social workers receive in the dynamics of human behavior makes
them especially suited to alert professionals in other disciplines to the need to identify
and obtain treatment for depressed clients outside psychiatric settings. Social workers
can also work to increase public knowledge about the symptoms of depression and
the availability of effective interventions, and to develop new programs to meet the
needs of the depressed.
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Social workers are in a unique position to assume a critical role in ensuring that
clients will be identified early and will be provided appropriate care. Social workers
have the perspective, the training, and the expertise to identify the emotional distress
associated with social problems, especially as it varies with the particular social prob-
lem presented, and with the characteristics of the client. With its unique person-
environment perspective, social work can and should take a leading role in the iden-
tification and treatment of depression. Early recognition and proper care of depressed
clients may help prevent other serious individual and social problems, including
perhaps the most significant consequence of depression, suicide.
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7
Developmental Disabilities
Claudia L. Moreno

Developmental disAbilities is an area that requires multi- and interdisciplin-
ary involvement. Social work is an important and essential component because of the
profession’s practice, advocacy, programming, and social policy involvement. Fur-
ther, social work contribution emphasizes the family-centered approach characterized
by the provision of services within the context of the whole family. In this chapter,
the abilities of individuals with disAbilities is emphasized; that is, the term dis-
Abilities is viewed from a strengths perspective.

Developmental disAbilities are conditions and disorders that affect any areas of
cognitive, physical, communication, social, emotional, and adaptive development.
The federal definition of developmental disAbilities requires that an impairment must
be present before the age of 22 and be severe and chronic in nature. For those under
6, the definition of disAbility encompasses limitations in the usual kind of activities
in that age group, and it is also based on the receipt of services or therapy for devel-
opmental, behavioral or emotional needs (U.S. Census Bureau 1997). The definition
of who is developmentally disAbled has been problematic for some groups who resist
being classified as developmental disAbled because of the stigma attached to people
with mental retardation (Mackelprang and Salsgiver 1996).

Developmental disAbilities can affect individuals on a temporary or lifelong ba-
sis. Individuals also move across the spectrum of disAbility or involvement in their
lifetime, depending on several factors, which include the nature of the disAbility,
developmental achievements, individual differences, rehabilitation services, and the
environment in which they function and grow. Where individuals are in reference to
the spectrum of their disAbility is an approach that social workers need to be attuned
to because individuals might need different services and support across the life span
that vary in need and duration. This has implications for practice, programming,
advocacy, and social policy.
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Developmental disAbilities affect individuals and their families in differentways,
ways that depend on the nature of the disAbility, ability level, coping and stress,
individual differences, culture and belief systems, society’s response to a specific
condition, and attitudes and value system.

DEFINING AND EXPLAINING DEVELOPMENTAL DISABILITIES

Over the last five decades individuals with developmental disAbilities and their fam-
ilies have been profoundly affected by social, economic, philosophical, political, and
scientific changes. These changes have included scientific discoveries about drug
treatment and prevention of certain conditions, medical technologies to keep at-risk
children alive, deinstitutionalization of the disAbled and mentally ill, cash benefits
to the disAbled and their families, physical and employment access to public places,
public special education, legal protection of civil rights, and the rise of self-helpmove-
ments for both the disAbled and their families.

Family caregiving is the product of social policy generated by multiple factors:
clinical, fiscal, legal, and humanistic. Since ancient times families have provided care
to their disAbled members. Perceptions about parental influence are related to phil-
osophical perspectives and treatment of the time. The psychogenic theory in the early
1950s made parents responsible for the child’s psychological problems and person-
ality (DeMause 1974). This perspective was influential in portraying “mothers” as bad
parents, lacking knowledge and skills and in some way responsible for their children’s
condition (DeMause 1974). Treatment approaches included working with parents’
anxieties and frustrations and removing the child from the parent.

Over time this perspective changed, influenced by the emergence of research
findings that demonstrate that developmental disAbilities, specifically those that are
in the social and adaptive domain (e.g., autism, schizophrenia), are not caused by
parents and have other biological and unknown causes (Rimland 1964). This ap-
proach has contributed to removing blame from parents as the cause of their children’s
conditions. Then in the early 1960s, parents’ reaction to their child’s disAbility was
conceptualized from the bereavement perspectives of Kübler-Ross (1969) and Freud
(1957), which suggested that parents’ grief can be understood from a stage perspective,
including shock, denial, guilt, shame, anxiety, hopelessness, blame, anger, fear, and
acceptance.

From the 1980s, the stress and coping perspective has been influential in under-
standing how parents experience and cope with a disAbled child. This perspective
changes the focus from considering only the caregiver’s experience to considering the
experiences of all family members (Dyson 1993). It also concentrates on parental
psychological factors such as self-esteem, coping, and stress levels (including the
initial crisis that parents experience when they find out that their child has a dis-
Ability) and changes over time. Contextual aspects such as family functioning, finan-
cial burden, and the adequacy and availability of resources in the micro- and ma-
croenvironments are considered (Pearlin et al. 1981). The ecological perspective has
been helpful in understanding the broader context of the reciprocal interaction of
families and children with disAbilities within a social-ecological environment
(Rogers-Dulan and Blacher 1995). Gallimore et al. (1993) developed the ecocultural
model by drawing from the ecological theory (Bronfenbrenner 1979) and integrating
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cultural aspects (the psychocultural model developed by Whiting and Whiting 1975).
It considers how families adapt to tasks required by the special needs of their chil-
dren’s activities and development. The process of how families adapt includes eco-
logical constraints, available resources, cultural beliefs and customs, and opportuni-
ties that are sustainable, meaningful, and congruent (Gallimore et al. 1993). This
process of accommodation is extended to all family members. This ecocultural model
has been embraced by the cross-cultural adaptation model that includes the ecological
perspective, emphasizing the centrality of the parent’s culture (belief system, religion,
practices, values) in understanding how disAbility is perceived and constructed.
Dilworth-Anderson and Anderson (1994) suggest that research about the effects of
race on the caregiving experience needs to be informed by an understanding of the
social, cultural, and psychological context in which the caregiving takes place. This
perspective criticizes other models that ignore the context of culture and make gen-
eralizations based primarily on white samples.

DEMOGRAPHIC PATTERNS

The U.S. Census Bureau (1997) estimated that 1 in 5 Americans have some kind of
disAbility and 1 in 10 have a severe disAbility. An estimated 4 million children and
adolescents, or 6.1 percent of the U.S. population under 18 years of age, have dis-
Abilities. Here, disAbility is defined broadly to include any limitation in activity due
to a chronic health condition or impairment. Results for a 1994 survey indicated that
12 percent of U.S. children below 18 years of age had a chronic physical, develop-
mental, behavioral, or emotional condition (Newacheck et al. 1998).

Lower levels of income have been associated as a stronger predictor of having a
child with a disAbility. Poor families are four times more likely to have a child with
a disAbility in comparison to the general population (U.S. Census Bureau 1997). Pov-
erty has been blamed as the closest link to other social problems and conditions. Some
forms of mental retardation, low birth weight, prematurity, chronic health problems
and other disAbilities, and some secondary conditions have been related to low-
income populations. Children in poor families present an elevated risk for disAbilities
and chronic health problems. In addition, with regard to race, American Indians (27
percent) and blacks (21 percent) are more likely to have a disAbility than whites (18
percent), Hispanics (18 percent) or Asians (10 percent) (U.S. Census Bureau 1997).

SOCIETAL CONTEXT

Historically, we have neglected and rejected the notions of differences, especially
when it comes to disAbility. The early conceptions of disAbility have been influenced
by sociocultural and political belief systems that implied negative views of the
disAbled (Mackelprang and Salsgiver 1998). Individuals with developmental dis-
Abilities and mental retardation have been portrayed throughout history with stereo-
typical language, such as “evil,” “deviant,” “deficient,” “sick” (Bryan 1996), “perpet-
ual children,” “incompetent,” “biologically deficient,” “deviant,” “a curse or a gift
from God” (Moreno 1996), and “passive and dependent” (Priestley 1998). This lan-
guage also has negatively portrayed other disAbilities. Conditions such as blindness,
cerebral palsy, learning disAbilities, autism, or speech problems are not necessarily
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accompanied by mental retardation. In addition, mental retardation and develop-
mental disAbilities vary in severity and ability.

From the 1960s, several activist groups have demanded that people with dis-
Abilities have access to the mainstream of society, not just in terms of social justice
and equal rights, but also in terms of how they are defined as individuals. Activists
reveal a macroperspective of disAbilities by enhancing awareness about how the
larger society creates and perpetuates disAbilities as a result of architectural and at-
titudinal barriers (Mackelprang and Salsgiver 1998). Individuals with disAbilities
have been pushed into rehabilitation with a “fix the individual” approach without
addressing the environmental barriers that perpetuate their conditions and make them
more disAbled. Upon the dawn of the twenty-first century, society has made little
progress, if we consider the effort, and if activists continue to be silenced (Mackel-
prang and Salsgiver 1998). In addition, the voices of disAbled children have fre-
quently been excluded. Social workers have created dependence and diminished self-
advocacy, growth, and empowerment (Gilson, Bricout, and Baskind 1998).

Currently, different groups and social workers who advocate on behalf of people
with disAbilities stress for alternative models and approaches. Among these ap-
proaches, the strengths and empowerment perspective provides a focus upon abili-
ties, strengths, potentialities, and capabilities. The independent living model advo-
cates for self-determination and social and economic justice for people with
disAbilities. In addition, disAbility needs to be seen as an aspect of diversity and not
as a deficiency (Mackelprang and Salsgiver 1998); individuals with any disAbility
have to negotiate complex identities within a world that disAbles their own condi-
tions (Priestley 1998). People with disAbilities have suggested that social workers
need to move away from the label, listen to their specific needs, recognize the indi-
vidual strengths and capabilities of individuals with disAbilities, integrate them as
active participants in their own struggle, and recognize their expert advice (Gilson et
al. 1998).

In working with families of children with developmental disAbilities, the new
paradigm includes the family-centered approach, which stresses empowering parents
rather than emphasizing solely the psychological treatment of their “emotional dys-
function.” Using this approach involves shifting the focus of service and interventions
to support and empower families instead of perceiving them as targets of change
(Johnson et al. 1998).

VULNERABILITIES AND RISK FACTORS

The presence of a disAbility increases the likelihood of living in poverty or with lower
income. According to the U.S. Census Bureau (1997), the proportion of individuals
with a disAbility receiving cash assistance is 62.4 percent. Although, 77.4 percent of
Americans between the ages of 22 and 64 do not receive public assistance, disAbility
is relatively common among individuals who receive cash, food, or rent assistance.
Low-income families have a higher incidence of children with chronic illness or a
disAbility, which may be as high as 40 percent (Newacheck and McManus 1988).
Poor families of children with disAbilities carry a double burden, their child’s con-
dition and financial problems (Beresford 1994). In a study conducted in California
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with 1,320 families, 43 percent of AFDC recipients had children with disAbilities and
chronic health problems, and the severity of their children’s conditions had an impact
on the economic well-being of families (Meyers, Lukemeyer, and Smeeding 1998).
The presence of a child with a disAbility can impose socioeconomic stress to families
that includes lower income, part-time work, inability to work due to care demands
of the disAbled child, and difficulties obtaining suitable employment to meet current
needs (Breslau, Salkever, and Staruch 1982). Social workers must understand how
financial matters affect families of children with developmental disAbilities.

In addition, lack of financial resources limits the ability of families to obtain
proper care for their children, including rehabilitation services, transportation,respite
care, and adequate medical services (Beresford 1994). When families are poor, high
proportions of medical care are received in city hospitals and emergency rooms. Most
pediatricians in the community do not see these children because they do not accept
Medicaid in their private practices. When these children go to emergency rooms, their
medical conditions might be more severe because of the lack of affordable medical
care in the community. The financial assistance provided by governmental programs
does not include out-of-pocket expenses for families such as transportation for fam-
ilies to schools, doctors, and therapists; modification of the living headquarters; or
special equipment (not covered by Supplemental Security Income [SSI] or insurance),
clothing, and food. In addition, the care of these children can impose considerable
costs on families and government programs (Meyers et al. 1998). For families of un-
documented children, these financial hardships are even greater. They are forced to
use whatever services or equipment they can receive through charitable organizations
or programs. Financial burden is also related to psychological stress and psychosocial
reactions; families with lower incomes suffer from higher levels of psychological
stress than families with higher incomes (Palfrey et al. 1989). They also tend to be
more isolated and experience more family conflict and anxiety.

Measuring levels of stress and coping is an area that has been given much atten-
tion in working with families of developmentally disAbled children. Families of chil-
dren with disAbilities are at risk for emotional and psychological difficulties (Dyson
1991, 1993). Perception of stress is complicated by differences in socioeconomic in-
terpretation of disAbility, culture, and ethnicity (Moreno 1996), and parental educa-
tional levels. A greater perception of difficulties in accepting a child with a disAbility
is reported by highly educated parents (Palfrey et al. 1989). In addition, parents are
affected differently depending on the type of disAbility. In a study conducted with
parents of children with Down’s syndrome, with autism, and without a disAbility,
parents of children with autism revealed elevated levels of stress compared with the
other sets of parents (Sanders and Morgan 1997). Parents of children with disAbilities
will always have to confront the fact that their child is not the one they would have.
Parents begin a period of crisis when they are informed about their child’s diagnosis.
It is a time of painful, often overwhelming, feelings and emotional reactions such as
shock, disbelief, anger, and grief (Leff-Taner and Hilburn-Walizer 1992). For social
workers, this is a time to start where the client is—parents need support, guidance,
and information about available resources and knowledge about their children’s
condition.

Grief can be present at different stages of development. In addition, parental stress
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varies over time, and changes in these levels will occur as children grow older. Di-
vorce rates are higher among families of children with disAbilities (Hodapp and Kras-
ner 1995), regardless of socioeconomic status. However, these divorce rates vary ac-
cording to the type of disAbility (Sanders and Morgan 1997). DisAbilities that tend
to be most stressful for the family system, such as autism and severe behavioral dif-
ficulties, are associated with higher divorce rates (Jenkins and Smith 1993).

Finally, there is a need to use sensitive language when referring to people with
disAbilities and their families. Gilson and colleagues (1998) found that the language
we use to talk about people with disAbilities has become more positive and affirming
and is moving away from label-oriented language (e.g., autistic children) to people-
first language (e.g., children with autism). Gilson et al. also criticize most research
and articles about families of children with disAbilities because they do not reflect
the positive aspects of raising a child with a disAbility but focus on the negative
aspects, with families still portrayed as victims. Social work practice with the families
of developmentally delayed children should include a strengths perspective, which
is vital for accurate assessment, intervention, and development of services and pro-
grams.

RESILIENCIES AND PROTECTIVE FACTORS

Resilience in families and children with developmental disAbilities needs to be seen
from a perspective of how families cope in spite of the stress, turmoil, and demands
that a child with developmental disAbilities takes on parents, families, and commu-
nities. Many families thrive and become very strong and resilient. Some parents can
find spiritual or religious answers to their situation, viewing it as a gift from God.
Others might see the situation as a test of endurance and patience, and still others
reconcile themselves by considering it a matter of luck or happening for unknown
reasons.

Germenzy (1993) defines risk factors as the increased potential for an individual
to develop emotional or behavioral disorders in comparison to the general population.
Risk factors need to be contextualized to developmental disAbilities. For instance, a
child with attention deficit disorder (ADD) can be at risk for developing behavioral
difficulties. However, even though the presence of ADD can be a risk factor, many
children do well in spite of their condition. Common risk factors for children with
developmental disAbilities can be temperament, severity of the developmental delay,
biological/genetic factors, and gender (Morrison and Cosden 1997). In addition, the
literature associates risk factors to conditions associated with poverty (Rounds, Weil,
and Bishop 1994), nutrition, and lack of resources needed for the specific condition,
abuse, family disruption, and socioemotional complications. On the other hand, risk
factors need to be viewed as multidimensional in terms of analyzing how disruptions
in individuals, families, and communities have harmed functioning. Resilience has
been defined as a process of bouncing back from adversity, resulting in adaptive out-
comes even in the presence of challenging situations (Morrison and Cosden 1997).
Resilience is also viewed as the individual strengths and capacity to recover or deal
with hardship.

Many families and children with developmental disAbilities are resilient in spite
of their circumstances and might be more resilient at specific stages than others. Re-
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silience can present a challenge for social workers who might not think that a child
has a good prognosis because of his or her condition. Many children develop, im-
prove, and make dramatic changes in spite of their disAbility.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Social work has a long history in the delivery of direct services, advocacy, program-
ming, and social policy for individuals with developmental disAbilities and their
families. Services and entitlements for children with developmental disAbilities vary
from state to state. Policies and eligibility have changed over time according to shifts
in philosophies and advocacy efforts. Social workers need to be attuned to these
changes in the law because they have implications for service delivery.

Over the past five decades, services and programs for individuals with dis-
Abilities and their families have been affected by social, economic, and scientific
changes. These changes have included the availability of drug treatments that have
helped to alleviate conditions such as mental illness, severe conduct disorders, ADD,
and other conditions. Since the deinstitutionalization of the mentally ill and the men-
tally retarded, the federal government and states have been forced to create programs
in the community. Over the years, community services have changed and improved
according to individual, community, state, and special interest groups. This process
of restructuring and improving services, options, and supports has emphasized com-
munity inclusion and direct support for individuals and families (Balcazar et al.
1996). Families of children with developmental disAbilities were hardly included in
the decision-making process. During the last decade, however, different interest
groups have advocated for full inclusion in the decision process and the enhancement
of empowerment for families. Parents need training, networking, knowledge, and
leadership skills to be successful advocates.

Health Care and Insurance. In many states, every child who is born with a disAbility
or a chronic condition is registered by a health professional and/or hospital. Children
and families, referred to as Case Management Units, are followed in order to connect
them with appropriate services. Many social workers are actively involved in case
management and provide not only concrete services but also support and advocacy.

Some states have adopted legislation to provide cash benefits to cover the cost of
uncovered medical expenses for a child with an illness, if the expenses exceed 10
percent of the family’s income and are uncovered by insurance or other programs.
One such fund in New Jersey, called the Catastrophic Illness in Children Relief Fund
(www.state.nj.us/humanservices/article1.html), does not limit coverage to specific
diseases or diagnoses, and expenses might include hospital, physician bills, medi-
cations, medical equipment, transportation for treatment, psychiatric and home
health care, and specialized home and vehicle modifications.

For those families who do not qualify for Medicaid, SSI, or any other state or
federal program due to their income, President Clinton signed, on August 5, 1997,
the Children’s Health Insurance Program (CHIP). This program provides medical cov-
erage for those uninsured children from middle-income homes who do not have
health insurance. The Department of Human Services (www.hcfa.gov/init/wh-chip7.
htm) is forming task forces in many states to educate families and professionals about
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the potential eligibility for health insurance, because this information was not being
widely disseminated.

The Social Security Act was enacted in 1935 and only until 1959 included aid
to the permanently and totally disAbled, excluding children. In 1972, the SSI program
was created but also excluded children. After pressure from social workers and other
interest groups in 1974, Title XVI was established under SSI, and for the first time
disAbled children were eligible. In 1997, the Congress revised eligibility, and some
disAbilities considered “minor” were ineligible to receive SSI, which determines el-
igibility based on family income and diagnosis. Once the child reaches the age of 18,
eligibility depends only on an individual’s income. SSI provides cash assistance and
coverage for medical and rehabilitation expenses. In 1997, welfare reform temporarily
changed cash benefits such as SSI, TANF, and state-funded General Assistance pro-
grams for many immigrants (legal residents) who arrived after August 22, 1996. The
changed was reconsidered after political pressure, and services were reinstated for
all legal residents. However, the bad press that asserted that immigrants are a public
charge, as well as the fear of interfering with naturalization services, decreased the
numbers of immigrants asking for entitlements, especially for families of children
with developmentally delayed children.

Some states require that Medicaid beneficiaries enroll in managed care programs.
Some groups are advocating for the specific needs of children and adults with special
needs to receive services according to the multiple and complex needs of their situ-
ation, such as housing, employment, and need for special equipment, that might di-
rectly affect their condition (www.families.usa.org/FCTDIS.HTM).

Education. Social workers, educators, and rehabilitation professionals have been pi-
oneers in delivering services to children who are developmentally disAbled and their
families. The Education for All Handicapped Children Act (PL-142) in 1975 gave the
right to all children with special needs to receive free special education. In 1978, an
educational amendment (PL 96–561) was included to allow handicapped children to
be placed by local school districts into private schools.

Programs such as Early Intervention and Head Start have been significant in im-
proving the quality of life for many children with a variety of conditions (Mahoney
et al. 1998). Early interventions programs are funded by federal, state, and local funds,
as well as, private organizations to provide therapies and support for children and
families who have children from 0 to 3 years of age with developmental disAbilities
and those who are at risk for developing a disAbility. This criterion includes gesta-
tional age, low birth weight, and presenting medical problems.

Head Start is a preschool program for low-income children and children who are
identified as at risk. This program has been very successful in providing cognitive
and social gains to children who otherwise might have fallen between the cracks in
day care centers (Lee, Brooks-Gunn, and Schnur 1998).

Once a child with developmental disAbilities reaches the age of 3, he or she is
eligible for a special preschool program as determined by the Board of Education.
Children are evaluated by a multidisciplinary team of professionals who develop an
individualized educational plan (IEP).

In 1990, the Americans with Disabilities Act (ADA) was signed by the federal
government to protect against discrimination based on a person’s disAbility. This
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legislation was influential in making special legislative mandates to the Individual
Disabilities Education Act (IDEA) in making categories specific, identifying children
with disAbilities or at risk for developmental delays, and in the development of
service plans for these children (Lifter 1999). IDEA emphasizes family-centered,
community-based services for children with and at risk for disAbilities as a result of
conditions associated with poverty (Rounds et al. 1994). In addition, advocacy efforts
have improved the education for children with developmental delays because parents
and interest groups felt that just the “special needs” area was emphasized and not the
academic arena. The Disabilities Education Act Amendments of 1997 significantly
improved the educational opportunities for children with disAbilities.

Special education services for children with developmental delays also have
shifted in approaches, from removing the child from the regular classroom for spe-
cialized education to current approaches to mainstream children. Mainstreaming em-
phasizes allowing special needs children to remain in regular classes with nondis-
Abled peers. In the past, it was very difficult to remove children with disAbilities
from mainstream classes or special education classes. A recent concept that has
emerged in education is inclusion. With inclusion, a child’s primary placement is in
the regular education class, and the child has no additional assignment to any special
class. Advocates for inclusion support the provision of specialized services, not sepa-
rate education.

Thus, services for children with developmental disAbilities and their families
have evolved over the years and will continue to change. Social workers have an
important role that consists of sharing information, providing referrals, providing spe-
cific ways parents can help their children, supportive and psychotherapeuticservices,
advocacy, empowerment, teaching coping skills, involving parents in the decision
process, acknowledging and valuing parent’s expertise about their own children and
specific condition, using parents as cotherapists, keeping up-to-date with current
knowledge, and informing parents of state-of-the-art services, treatment, and pertinent
information (Johnson et al. 1998).

ASSESSMENT AND INTERVENTIONS

Multidimensional assessment is a process of gathering information regarding the dif-
ferent dimensions that are present in the micro- and macroenvironments of clients
during treatment and intervention. It is used in screening, diagnosing, and determin-
ing eligibility, program planning, service delivery, and advocacy. Interventions are
planned efforts to bring some form of problem solving to the personal, family, com-
munity, group, or organizational or societal level. Interventions include finding and
developing different types of resources.

Families of children with developmental disAbilities have been misunderstood
over time, and assessment has been influenced by pathology and maladjustment mod-
els. New models now include other aspects, such as the complexity of family func-
tioning and ecological approaches regarding the multidimensionality of individuals.
However, current models have been criticized (Masters-Glidden 1993) because of the
assumptions they make, such as: (1) a family with a child with a disAbility is a family
with a disAbility; (2) the child’s exclusive reliance is on the mother, although gen-
eralizations are made to the entire family; (3) stress is pathological and negative in
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nature; and (4) researchers do not differentiate among the demands, stresses, and
strains faced by families with developmentally delayed children.

In working with families of developmentally delayed children, proper assessment
and intervention include looking at different dimensions of the micro- and macro-
ecological systems of clients. For an accurate assessment, five dimensions of the sys-
tems need to be considered in our work with families of developmentally delayed
children: family context, children characteristics, strengths, social context and sup-
ports, and cultural differences.

Family Context. Each member of a family with a child with a disAbility is different
from one another. This uniqueness implies that separate and individual assessments
and interventions should be conducted to identify person-specific stressors,demands,
strains, adjustments, strengths, and individuals’ developmental stages within the con-
text of the family life cycle (Seltzer and Heller 1997) and availability and quality of
resources.

Research has shown that mothers have higher levels of stress in parenting a child
with developmental disAbilities than in parenting a child who has no disAbilities
(Frey, Greenberg, and Fewell 1989). Social workers face families who are struggling
financially, often as single parents, in addition to raising children with disAbilities.
These families face a triple challenge: stress, depression and strains. Coping is related
not only to the child’s condition and demands but also to the overall family situation.
The financial situation, in addition to single parenting and having a child with de-
velopmental disAbilities, can result in extra strains in the parenting role and in the
way a parent feels as a person (Stokes-Gottlieb 1997).

Experiences by fathers and mothers in raising children with disAbilities tend to
be different. In the past, research suggested that mothers experienced higher levels of
stress than fathers (Milgram and Atzil 1988). New findings shed light on the new roles
that parents are adopting in the care of their children with special needs. Fathers
appear more involved in the care and rearing of the child and experience the same
level of stress as mothers (Dyson 1997).

When assessing families, it is important to consider the stage and quality of re-
lationships, marital satisfaction, and the age and developmental stage of children. For
instance, some families of children with disAbilities might be experiencing difficul-
ties with an adolescent in addition to the child with disAbilities. Families of children
with disAbilities confront myriad issues like any other family. Often parents need to
divide their time to meet the needs of the child with special needs and to satisfy the
needs of other family members.

Of all family members, we often assume that parents of children with develop-
mental disAbilities are the most affected. Siblings of children with disAbilities, as
well as grandparents and other relatives, are also affected by having a family member
with a disAbility (Atkins 1989; Bagenholm and Gillberg 1991).

Families of children with disAbilities need to balance the new demands imposed
by the special care of their children. It is important to assess how family members
balance the demand of children with special needs and sustain the multiple caregiv-
ing, partner, sibling, family member, and work roles.

Characteristics of Children. Developmental disAbilities do not affect parents the
same way. Children who have severe cases of behavioral difficulties such as autism,
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severe attention-deficit hyperactivity disorder (ADHD), or severe mental retardation
affect parents more than those children with milder cases (Beckman 1983). Research
studies reveal that parents experience greater stress with boys and with children
whose communication skills are low (Frey et al. 1989).

The child’s age in the life cycle can generate more demands and greater stress for
a family. For instance, some adolescents with autism experience heightened behav-
ioral outbursts and developmental manifestations, such as sexuality (Moreno, under
review), and this period can be very stressful for parents and the family in general.
Younger children with severe behavioral problems in addition to limited self-help
skills can transform parenting into a twenty-four-hour job. In many instances, parents
need to perform all the daily activities for children such as bathing, tooth brushing,
dressing, and eating. These activities demand constant energy from parents, generally
mothers.

Strengths. Social workers must remove the deficit perspective and acknowledge that
families of children with disAbilities have their own values, perceptions, and unique-
ness (Weick et al. 1989). We need to acknowledge that families of children with de-
velopmental disAbilities are families and not disAbled families. All families go
through changes, conflict, and transformation, and their experiences are not uniform
(Seltzer and Heller 1997). A strengths-based perspective allows social workers to see
the strengths of individual members and gain a sense of how a child with develop-
mental disAbilities transforms a family, gives meaning, and makes parents experts
and resources for other parents (Kurtz 1997). A disAbilities-strength perspective
needs to incorporate the experience, values, and specific choices of families of chil-
dren with disAbilities and to assist them in redefining, evaluating, and choosing their
own goals and priorities. Parents need to be seen as resources, partners, and experts
with regard to their own children.

On the other hand, in assessing family strengths, it is important to assess strengths
in the context of personal history, current and past challenges, and the immediate
social environment (McQuaide and Ehrenreich 1997). There are factors within these
three dimensions that transcend individuals’ situations and cannot be attributed
solely to them.

Finally, services for families of developmentally delayed children should be
guided based on the family’s perspective and not the social worker’s values. We are
there to assist and not to impose. We can assist families and nurture their development
in their own journey with children with specific conditions.

Social Context and Social Support. As discussed earlier in this chapter, our historical
view of the disAbled has shaped policy, programs, practice, attitude, and values. The
social context is a very important aspect to address within the assessment process.
We used to blame parents for their children’s disAbilities, and that was accepted by
practitioners. Now we need to reevaluate the present social context in reference to
how it influences advocacy, practice, policy development, programs, and the rights
of the disAbled.

Part of the social context is the attitude and behavior of professionals toward
parents. The literature discusses that parents and individuals with disAbilities are
concerned about the overt behavior of professionals toward parents. Areas of concern
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include minimizing and devaluing parent’s expertise about their children, blame at-
tribution, explaining the scope of treatment options, teaching coping skills, sharing
information, involving parents in the assessment and treatment decisions, advocacy,
keeping up-to-date with latest treatments, respecting parents’ beliefs in nontraditional
cures, and referring parents to services beyond their expertise (Johnson et al. 1998).

Structural barriers, found within the social context, limit our practice and inter-
vention. Managed care, for instance, has impacted on the quality and quantity of
services for the disAbled. Immigration laws also restrict the care and treatment of
undocumented children and their families. This area is of specific concern for social
workers because we should advocate for the creation or transformation of programs,
services, and laws on behalf of the disAbled and their families.

Assessing and developing interventions about the adequacy of social supports
for parents of children with developmental disAbilities is one of the foundations of
social work. Parents of children with developmental disAbilities experience a tre-
mendous burden and might feel isolated, stressed, and depressed about their child’s
condition and the impact that it makes on the family as a whole (Seltzer and Heller
1997). The quality and the quantity of supports is an important area for social workers
to assess, as the literature stresses that parents with strong social supports cope better
than parents with low levels of support (Friedrich, Cohen, and Wilturner 1985;
Gavidia-Payne and Stoneman 1997). Supports can be informal (natural) and formal
(institutions, programs). Informal supports can be social contacts that provide assis-
tance to families of children with disAbilities, such as family members, friends, and
community and other resources available for the family. Informal supports also can
consist of centers of worship, social/civic organizations, grocery stores, restaurants,
beauty parlors, and support groups (Delgado 1998). Part of the social work assessment
should consider the community where the family lives, because some communities
have more resources than others. This area is usually neglected in assessment. Re-
search suggests that social support might lessen the stresses and demands experienced
by families of the developmentally disAbled (Weiss 1991). Formal support consists
of schools, community programs, agencies, mental health centers, and hospitals. Fam-
ilies of children with developmental disAbilities might have frequent contact with
these places in the form of rehabilitation and therapeutic services.

Cultural Differences. Families with cultural differences from the mainstream culture
often cope with tensions associated with cultural differences. Parents have beliefs
about their children’s condition that might not match those of the larger society. Par-
ents from different cultures have different ideas about etiology and theories of con-
ditions; as a result, indigenous treatment techniques might be different from tradi-
tional approaches (Moreno 1996). It is important for social workers to acquire
awareness of the variations between different ethnic groups with regard to child rear-
ing, parenting, achievement, perception of disAbilities (Moreno, under review), fam-
ily roles, and family styles. In addition, for proper assessment and intervention, social
workers need to be aware of the values, customs, religious and folk beliefs, world-
views, boundaries, behavioral and linguistic patterns, and individual differences of
their clients. Some families of children with disAbilities might seek nontraditional
cures for their children’s conditions. Social workers need to be sensitive to these
practices and use them in positive ways instead of informing families that they are
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not accepted. Some innovations are occurring with nontraditional cures used in con-
junction with traditional cures.

Families of children with disAbilities who have immigrated to this country pre-
sent a real challenge in reference to their own journey to a new country, culture, and
language. Relocation to a new environment brings the stresses that come with finan-
cial, employment, housing, and demographic changes. Immigration disrupts the fam-
ily life cycle. Immigrant families of children with disAbilities need extra help not
only in what matters to their children but also in learning to negotiate educational,
legal, and community systems; they also must familiarize themselves with the dom-
inant value system in the host country (Lequerica 1993). Some immigrant families
leave children behind and mourn this practice. Language difficulties are common for
most families who arrive in a host country. This is a real challenge for the social
worker who might need to do extra work with these families.

Religion has been found to influence how parents adapt, experience, interpret,
and respond to children with developmental disAbilities (Weisner, Breizer, and
Stolze 1991). Many families turn to religion, faith, prayers, and celestial powers as
a way of coping with their children’s conditions. For social workers, assessing re-
ligious views of children with developmental disAbilities can help in developing
adequate intervention and treatment plans. For instance, a mother who believes chil-
dren with disAbilities are gifts from God might have different needs in the thera-
peutic process than a mother who thinks that children with disAbilities are a pun-
ishment from God.

ILLUSTRATION AND DISCUSSION

Working with families of children with developmental disAbilities involves
a multi- or interdisciplinary approach. This means that social workers should
be working along with other professionals involved in comprehensive as-
sessment and intervention, including neurodevelopmental pediatricians,
neurologists, psychologists, speech pathologists, and occupational and
physical therapists. According to the presenting problem and the nature of
the setting, each professional will conduct an assessment and provide rec-
ommendations for intervention; professionals also might administer tests to
identify areas of need and strengths and the nature of the problem.

The case presented here happened in a center for the evaluation and
treatment of developmental disAbilities. Children are referred to the center
by their physicians, social workers, family members, day care centers, or
friends. This is the story of Mrs. Rodriguez, who was referred by a neighbor
because her 21⁄2-year-old boy, Ramon, had some “odd behaviors,” such as
lack of response to people, poor eye contact, hand flapping, echolalia, ag-
gressiveness, and being in a world of his own. The intake worker had set up
an appointment with the social worker for a psychosocial evaluation. When
Mrs. Rodriguez heard that the social worker was fluent in Spanish, she felt
at ease and became very verbal. Speaking the same language of a client and
being from the same ethnic group may facilitate rapport and the emergence
of the client’s story. Ramon was first seen by the social worker who, in order
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to have a better understanding of the case, took a history of the “problem,”
developmental milestones, medical events, and the family context.

Mrs. Rodriguez mentioned that she first noticed that her Ramon was
“different” when he was a year old. She did not seek any help because she
thought that he might be just a quiet and introverted boy. However, Ramon’s
behavior puzzled her because he used to play with car toys and align them
with much detail. She thought that he was going to be a very well organized
boy. Mrs. Rodriguez’s neighbor, who has a child with speech delays, advised
Mrs. Rodriguez to have the child evaluated at the same place. Ramon’s de-
velopmental milestones had been achieved within normal limits except for
his language and socialization skills. He currently has no language and utters
a few words that he hears. Mrs. Rodriguez was not sure if Ramon’s hearing
was normal because he was not responsive to some noises or when spoken
to. Ramon was described as a “loner” who does not play with his siblings.
Rather he ignores them. He doesn’t watch television and doesn’t play with
all kinds of toys. He screams a lot for no reason at all and hits his siblings.
Mrs. Rodriguez reported that Ramon doesn’t like to be touched, held, or
comforted. Ramon’s health has been remarkable except for a few colds and
ear infections. Mrs. Rodriguez blames herself for Ramon’s behavior and feels
that she hasn’t given enough attention to his needs. Taking a detailed history
of the child’s condition, developmental milestones, and behavior and the
parent’s response to the child’s condition is essential. Mrs. Rodriguez’s self-
blaming is very common among parents of children with behavioral, emo-
tional, and speech problems. Many parents feel that they are in part respon-
sible for their child’s condition.

Mrs. Rodriguez is 23 years old. She was born in Mexico, where she fin-
ished a fifth-grade education. She is currently a homemaker and married to
Mr. Rodriguez, who is 44 years old. He was also born in Mexico and works
as a baker in a local Spanish bakery. He earns minimum wage and works
seven days a week. He also finished fifth grade and reads and writes with
more difficulty than Mrs. Rodriguez. They have been married for eight years
and have been in this country for six years. They crossed the border with the
help of a “coyote” and lived in California for six months before moving to
the East Coast. They are undocumented, but their three children were born
in this country. They have a daughter, Cristina, who is 6 years old; Jose, who
is 4 years old; and Ramon, who is the youngest. Cristina and Jose are in good
health and have no problems. Cristina is currently attending first grade in a
local public school. The family does not have health insurance. When the
children are sick, Mrs. Rodriguez seeks help from women in the community
who know home remedies and if it doesn’t work, she takes the children to
the local emergency room. For many low-income families, the emergency
room is the only chance families have to see a physician, and in many cir-
cumstances the medical problems are severe. Going to healers or local bo-
tanical shops is a very common practice for many Latino low-income fami-
lies. In many rural areas in Latin America the only available help is healers.
Healers are cheaper, readily available, knowledgeable of the cultural prac-
tices, speak the same language, and have a level of trust and reliance for
many families.
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Mr. Rodriguez’s brother and his brother’s wife also live with the Rodri-
guezes. They have no children and work selling flowers. They all help with
the expenses and have to send money to support Mr. Rodriguez’s parents
back in Mexico. The family’s finances are very limited. Sending money back
home is common for many recent immigrants who leave families in their
countries in financial need. The adults in both families are undocumented
and unable to obtain lucrative employment for this reason. In addition, their
command of English is poor, and they have no other work skills. They live
in fear of being deported and are very mistrustful of anyone working for the
government or any public office.

In terms of social supports, the family is very religious and go to church
every week. They have friends from church and seek religious and emotional
support from the priest. They do not socialize outside church because of lack
of time. Once in a while Mrs. Rodriguez will take her children to a local park.
She mentioned that she does not like to take them all together because Ramon
is a handful. He needs constant supervision when taken to public places, and
she cannot manage with three kids at the same time. Mrs. Rodriguez men-
tioned that they do not have enough money, and the apartment is very
crowded. She does not allow her children to go out because she fears the
dangers of her neighborhood.

Part of the history taking involves observation of the child and mother’s
body language, facial expression, and dialog emergence during the inter-
view. Mrs. Rodriguez was rather shy at the beginning, but as time went
along she felt very comfortable. She did not look at the social worker eye
to eye. This behavior is very common among Latinos because it can be con-
sidered disrespectful to look at someone directly in the eye. She was very
affectionate with her son in spite of Ramon’s inattentiveness to her. Ramon
had poor eye contact. His glance was rather sporadic. He did not play with
toys and was constantly grinding his teeth. He appeared “unaware” of his
surroundings.

The social worker explained to the mother the procedure about the eval-
uations conducted at the center as well as the duties and roles of the different
professionals who might evaluate her son, such as the speech and occupa-
tional therapists and neurodevelopmental pediatrician; the worker also ex-
plained other possible evaluations that might be conducted, such as psychi-
atric and neurological examinations. Ramon had a comprehensive evaluation
by all the members of the interdisciplinary team. The main diagnosis was
pervasive developmental disorder not otherwise specified (PDDNOS), com-
monly known as PDD, a form of childhood autism. Autism is a lifelong dis-
order with many levels of involvement. It varies in severity and behavioral
manifestations. Autism is characterized by a sensory integration deficit: this
is one reason that many children with autism do not like to be touched or
held (Green 1996), which might impact negatively on parents. Many children
with autism have language, cognitive, social, and behavioral difficulties. The
incidence of autism has increased over the years and is more common in
boys that in girls. PDD is a condition that should present before the age of
30 months, characterized by a pervasive impairment in communication, re-
ciprocal social interaction skills, and stereotyped behavior, interests, and
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activities (American Psychiatric Association 1994). Ramon had many of
these behaviors: poor eye contact, speech delays, echolalia, and inappropri-
ate behaviors (hand flapping, sameness, inappropriate play activities).

Speech and occupational therapies were recommended for Ramon as
well as a referral for special education and health insurance benefits. Mrs.
Rodriguez also was referred to a parent’s support group. Mrs. Rodriguez met
with all the professionals who evaluated her child and had an opportunity
to ask questions and clarify doubts she had. For many months, Mrs. Rodri-
guez attended individual and group sessions with the social worker. In the
group, other parents shared techniques of behavior modification that work
for their children, sensory integration techniques used for children with au-
tism, and communication enhancement. During this time, the social worker
and Mrs. Rodriguez focused on areas of strength and gains that Ramon had
made as well as different ways of dealing with his sometimes erratic behav-
ior. The worker also focused on Mrs. Rodriguez’s parental beliefs because
when the diagnosis was given, she thought that her child had a bad spirit
inside and also felt that she probably did something wrong in raising her
child. During the process of understanding the diagnosis, explanations are
found within the cultural realm of labels (Moreno 1996). In the Hispanic
culture, many odd behaviors are attributed to supernatural causes and spirit
possession. These beliefs are also influenced by Catholicism. Mrs. Rodriguez
felt comfortable and obligated to consult a healer in the community and to
try different home remedies to cure her child. She was open with the social
worker about these beliefs, and she found support to use her cultural reme-
dies. Ramon continues with special education and intensive behavioral train-
ing with individual, occupational, and speech therapies. If Mrs. Rodriguez’s
beliefs had been rejected and not integrated in the therapeutic process, it is
likely that she would have viewed with distrust and disbelief the approaches
that were recommended. Ramon’s siblings attended a siblings’ support group
and were very supportive of Ramon’s treatment. They also tried to live as
normal a life as possible and to integrate Ramon in all their activities. Mr.
Rodriguez could only attended a few sessions with the social worker due to
the demands of his job. However, Mrs. Rodriguez shared with him all the
main issues discussed in the sessions and everything she has learned about
autism.

This case illustrates the multidimensionality of clients who have chil-
dren with developmental disAbilities. Developmental disAbilities vary in
severity and condition. Also, many children with developmental disAbilities
improve their condition. On the other hand, many conditions are lifelong
and present many challenges for families. It is important to understand the
conditions of clients such as immigration, culture, socioeconomic status, so-
cial support availability, religion, stress, education, and the context in which
the situation occurs. It is likewise important to understand how all these
elements impede, interfere, enhance, empower, and disempower people.
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CONCLUSION

Early intervention, behavior modification, special education, parents’ support groups,
and individual and parental training are very effective in improving many conditions.
Social workers play an important role in working with families of children with
disAbilities. We have neglected this population for many years. We need to revisit
our roots and history and serve families again at different levels: direct practice, plan-
ning and programming, community organizing, advocacy, and social policy. Children
with disAbilities become adults with disAbilities; thus, our involvement is essential
throughout the life span. Families are different and have different needs, which must
be integrated in social work assessment, planning, and intervention. They are partners
in our quest to serve individuals with disAbilities, and many times, they become
experts. Let’s use their expertise and join other professionals in advocating and in
developing services, programs, and policies to create better living for children and
adults with disAbilities. Furthermore, let’s work to make others sensitive to their
needs and uniqueness as individuals and families.
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8
Eating Problems
Barbara von Bulow
Susan Braiman

Eating problems such as anorexia nervosa and obesity have long been of
interest to social work clinicians. More recently, with the growth in the incidence of
bulimia, mental health workers have been increasingly interested in this disorder as
well. An eating disorder can present as a sole problem or as one of many difficulties.
These eating problems are encountered by social workers in medical settings, psy-
chiatric clinics, community centers, and in private practice. Social workers should
have a comprehensive theoretical understanding of eating disorders and be able to
devise appropriate plans for helping their clients. Plans may include combinations of
individual, group, and family therapy; full or partial hospitalization; and medication.

DEFINING AND EXPLAINING EATING PROBLEMS

Anorexia nervosa is a term first used in 1868 by Sir William Gull, an English physi-
cian, and refers to loss of appetite due to nervous symptoms. Gull used it to describe
a “want of appetite” attributable to a “morbid mental state” (Gull 1874/1964). How-
ever, those with anorexia nervosa usually do not lose their appetite; rather, they ex-
pend enormous energy in curbing their intake of food. Anorexics are extremely thin,
often to the point of emaciation, yet they do not perceive that they are underweight.
The Diagnostic and Statistical Manual of Mental Disorders, 4th ed. (American Psy-
chiatric Association [APA] 1994), known as DSM-IV, provides a common language in
which mental health clinicians and researchers can communicate about psychological
disorders. The diagnostic criteria for anorexia nervosa in DSM-IV includes body
weight 15 percent below that expected, intense fear of gaining weight or becoming
fat, amenorrhea, and a disturbance in the way in which one’s body weight, size, or
shape is experienced.

Bulimia nervosa is an eating disorder that has been increasing in incidence in
recent years. The diagnosis of bulimia nervosa in DSM-IV includes recurrent episodes
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of binge eating, a feeling of lack of control over the eating behavior, an average of two
binge eating episodes a week, persistent overconcern with body shape and weight,
and the use of self-induced vomiting, laxatives or diuretics, strict dieting or fasting,
or vigorous exercise in order to prevent weight gain.

The diagnoses of anorexia nervosa and bulimia had little in common as they were
delineated in the DSM-III (APA 1987). However, the changes in DSM-IV have illu-
minated the common psychopathological feature in these two diagnostic categories:
i.e., overconcern with shape and weight. The commonality in diagnostic criteria is
underlined by the change from bulimia to bulimia nervosa.

Obesity is a medical diagnostic entity and is listed in the ICD-9 (U.S. Department
of Health and Human Services [U.S. HHS] 1980) as a subcategory under “278 Obesity
and Other Hyperalimentation.” DSM-IV does not list obesity as a psychiatric diagnosis
because obese people do not have in common a characteristic cluster of psychological
symptoms. In addition, many studies of psychopathology associated with obesity
have not found persons who are obese to differ from those who are not obese (Halmi
1980). However, other studies have shown an increased level of depression, especially
in the obese who binge, as opposed to the obese who chronically overeat slightly
(Prather and Williamson 1988). Obesity is medically defined as having an excess of
fat tissue and a weight of at least 20 percent over what is considered normal for age
and build (Stunkard 1980). Mild obesity is defined as 5 to 39 percent over ideal
weight, moderate obesity as 40 to 99 percent over ideal weight, and severe obesity as
100 percent or more over ideal weight (Austrian 1995). Obesity is further defined by
appearance, circumferential measurements of the body and its parts, and skinfold
tests. Approximately 12 million Americans are considered obese. The prevalence is
estimated at about 35 percent of men and 40 percent of women (Hodge and Maseelall
1993).

Currently there is consideration of a new diagnostic category to be called “binge
eating disorder,” which resembles bulimia nervosa. It is characterized by episodes of
uncontrolled eating, but sufferers do not purge their bodies of excess food. They eat
until they are uncomfortably full, and they have a history of weight fluctuations.
People who develop bulimia and binge eating disorder typically consume huge
amounts of junk food to reduce stress and anxiety (National Institute of Health [NIH]
1993). Another problematic eating pattern is “night eating syndrome,” which is usu-
ally marked by anorexia in the morning, little or moderate eating in midday and
evening, and compulsive consumption late at night or in the middle of the night until
exhaustion or sleep.

DEMOGRAPHIC PATTERNS

Anorexia is found predominantly in girls. Stringent dieting plays a key role in trig-
gering this disorder, which typically begins at the onset of puberty, with the aim of
achieving an ideal figure. Anorexia nervosa is growing in incidence in the West (Bruch
1978). This increased incidence appears to be real, rather than apparent, and not to
be related to changes in diagnostic or hospitalization practices. The incidence of bu-
limia nervosa has also dramatically increased in the past ten to twenty years (Garner
and Garfinkel 1985). It is unclear how much of this increase is due to the revelation
of a previous shameful secret, how much is due to women copying other women, and
how much is due to societal and familial pressures. Although obesity does not appear
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to have increased in incidence recently, public censure of obesity has not lessened;
indeed, there appears to be more emphasis than ever on maintaining a normal weight
for health reasons.

Most epidemiological studies report that 90 to 95 percent of anorexia nervosa
subjects are female, and this percentage has not changed over time: there are few
documented cases of males who are truly diagnosed as having anorexia nervosa. Also,
anorexia nervosa tends to occur predominantly in women from an upper socioeco-
nomic background and to be mainly a disease of Western society. However, Garner
and Garfinkel (1985) found a progressive rise in the proportion of patients from the
lower social classes. Between 1970 and 1975, 70.6 percent of their patients fell into
Hollingshead’s Social Classes I and II, whereas between 1976 and 1981 only 52 per-
cent of their anorexia nervosa patients were from Classes I and II. Women whose
professions require that they control their weight, such as ballerinas, models, and
athletes, are at higher risk of developing anorexia nervosa. Garner and colleagues
(1980) found the prevalence of anorexia nervosa among professional dance students
to be seven times what might be expected in young females in the general population.
Anorexia nervosa is reported to be growing in incidence in Japan but is relatively rare
in other non-Western societies.

Historically, anorexia nervosa usually develops during adolescence or the early
20s. Recently, there appears to be a significant increase of onset in young adulthood
over the earlier age of onset (Garfinkel and Garner 1982). The actual incidence of
anorexia nervosa is not clear, as one study found 1 severe case in every 100 adoles-
cent girls (Crisp, Palmer, and Kalucy 1976) and another study reported that 10 per-
cent of the surveyed adolescents showed some anorexic behavior (Garfinkel and Gar-
ner 1982). Although anorexia nervosa was historically almost exclusively an illness
of Caucasian women, more recently there have been a few reported cases of non-
Caucasian women with anorexia. Hsu (1987) reported on seven black patients (one
was male), who represented 4 percent of her patient population within a forty-two-
month period. Four suffered from anorexia and three from bulimia. Silber (1986)
wrote about seven black and Hispanic female adolescent anorexia nervosa patients,
who represented 5 percent of her patient population during a twelve-year period.
Both of these studies caution that the prevailing stereotype of the victim of anorexia
nervosa as a white upper-middle-class female may prevent early diagnosis in non-
Caucasian clients.

Some researchers have attempted to document the incidence of bulimia nervosa
and to describe the course and symptoms of this disorder (Fairburn and Cooper 1982;
Halmi 1983). The incidence of bulimia has been reported to be as high as 13 percent
(Halmi 1983). Bulimic women have been found to aspire to a thinner ideal body than
normal controls. Also, women who are heavier than their peers tend to develop bu-
limia because the gap between the ideal body and the actual body is intensified by a
thinner than average ideal and a heavier than average self (Johnson et al. 1982). Bu-
limia often begins when a woman goes on a diet. Food deprivation is followed by
bingeing and subsequent purging by vomiting, laxative or diuretic abuse, excessive
exercise, or starvation. Bulimics are intensely afraid of gaining weight and are acutely
sensitive to small fluctuations in weight. In addition, bulimic women appear to be
significantly more ashamed of their weight than other women, as bulimic women
accept and internalize most deeply the societal norms of attractiveness and thinness
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(Rodin, Silberstein, and Striegel-Moore 1985). Bulimia nervosa appears to be a disease
that fluctuates over time, with individuals sometimes having a clinical eating disorder
and at other times not meeting all the criteria necessary for a clinical diagnosis (Fair-
burn and Beglin 1990).

Five major studies have been done to delineate the characteristics of bulimic
individuals (Fairburn and Cooper 1982, 1984; Johnson et al. 1982; Pyle, Mitchell,
and Eckert 1981; Russell 1979). The results of these studies were compared by Bu-
low and DeChillo (1987). The average age of onset of bulimia is between 18 and 20
years, and the victims generally suffer with the illness for four or five years before
seeking treatment. About half of these bulimic individuals binge daily, and more than
80 percent vomit or purge in other ways. A history of anorexia nervosa was noted for
only 6 percent in the Johnson et al. study, in contrast to 57 percent in Russell’s study.
The majority of bulimics have an acceptable weight for their height. Menstrual irreg-
ularities (including amenorrhea) occur in one-third to three-fourths of bulimic
women. Most bulimics have depressive symptomatology, and many report suicidal
plans or acts. These women are also noted to have high levels of anxiety, interpersonal
sensitivity, and impulsivity as measured by general personality inventories such as
the Minnesota Multiphasic Personality Inventory (MMPI) or the General Health Ques-
tionnaire (GHQ) in Great Britain. The onset of bulimia appears to occur after voluntary
restrictive dieting, or following a period of emotional upset (Johnson et al. 1982; Pyle
et al. 1981).

Family history data are limited; however, families have been implicated in the
etiology of bulimia because of the psychodynamic interactions in the family and/or
a genetic loading for psychopathology. Pyle and colleagues (1981) noted that there
seemed to be a high incidence of alcoholism and weight problems in the families of
bulimic subjects. Half of their research participants reported alcoholism in at least
one first-degree relative, and 68 percent reported obesity in one or more first-degree
relative. Similarly, Fairburn and Cooper (1984) noted that 29 percent of their partic-
ipants reported that a first-degree relative had received treatment from a psychiatrist,
usually for a depressive disorder, and more than half the patients (59 percent) had a
relative who had been advised by a doctor to lose weight. Igoin-Apfelbaum (1985)
studied bulimics’ family background and found a significantly higher percentage of
broken homes than in the study’s control population. He also found that a significant
proportion of the intact families were hiding massive internal tensions.

Social environment differences have important implications for the development
and maintenance of obesity. There is a marked inverse relationship between socio-
economic status and the prevalence of obesity, particularly in women; obesity in men
is much less class-linked. Although obesity occurs in every social class, it is pre-
dominantly a disease of the lower classes. Stunkard (1980) surveyed midtown Man-
hattan and found that obesity was more prevalent among downwardly mobile people
than among those who had remained in the social class of their parents. The predom-
inance of obesity in lower-class women was 30 percent, while 16 percent of middle-
class women and only 5 percent of upper-class women were obese. Religious affiliation
was another social factor linked to obesity. Jews demonstrated the greatest prevalence
of obesity, followed by Roman Catholics and then Protestants. The relationship be-
tween obesity and Protestant religious affiliation was that Baptists had the largest
proportion of obesity, followed by Methodists, Lutherans, and Episcopalians. Ethnic
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factors were also demonstrated, as the percentage of obesity in first-generation Amer-
icans from Czechoslovakia, Hungary, and Italy was higher than in first-generation
Americans from England or fourth-generation Americans. Black women tended to be
heavier than white women at all age levels; however, when the economic levels were
the same, there were no significant racial differences (Allon 1982).

SOCIETAL CONTEXT

In our stressful culture there is ample reinforcement for the development of eating
disorders. Girls gain self-esteem and social acceptance for their physical appearance,
whereas boys are valued for intellectual and physical prowess and success. Since the
late 1960s the standard of physical beauty for women has been changing, and there
has been an increasing emphasis on lean, almost boyish figures. One recent study
found that when mothers are overly concerned about their daughters’ weight and
attractiveness, they may put them at increased risk. These girls often have fathers and
brothers who are overly critical of their weight.

The desirability of thinness for women is stressed for models, dancers, long-
distance runners, gymnasts, and actresses. Magazines stress diets, restaurants serve
“lite” food, and as pressure mounts, self-esteem plummets.

In past eras, women were considered desirable if they were plump. Impressionist
paintings glorified healthy-looking women. In some societies, where food supplies
were scarce, an overweight family implied that the father was a good provider. In the
Western world, there are intense and conflicting messages about weight and eating
(Saunders 1985). On the one hand, we are constantly bombarded with food in tele-
vision commercials and in magazine advertisements, and there are a multitude of
food stores and restaurants. On the other hand, there is intense pressure to be thin
exemplified by the diets in every magazine, numerous health clubs and spas, and
clothes for every sport. These conflicting social pressures lead women to be enor-
mously concerned about weight and eating behavior. A majority of women report
feeling fat, although only a minority of women are actually overweight. For many
women, dieting has become a way of life. A survey by Nielson found that 56 percent
of female respondents between the ages of 24 and 54 were currently on a diet (Rodin
et al. 1985). In addition to this enormous concern with weight and dieting, women
also experience enormous shame in relation to their bodies. This shame derives from
the woman’s perception that her actual body does not match her internalized ideal
body shape. Many females try to adhere to society’s dictates of a fashionably slim
body by episodes of severe dieting that lead to anorexia nervosa or to food cravings
and episodic binge eating, i.e., bulimia nervosa.

Cultural and societal standards of appropriate body shape are major determinants
of the perception and evaluation of one’s body. A woman’s ideal body image is not
her individual creation but the product of a societal prescription. Beauty ideals are
highly culture-bound and change with time. In America, there is a preoccupation with
thinness and a negative evaluation placed on being fat. There is an inverse relation-
ship between low body weight and high social class in Western society; the reverse
is true in less developed societies. However, the longer the time immigrants have
been in Western countries, the less obese they tend to be (Furnham and Alibhai 1983).

Because of the pressure in Western culture to be thin, women try to force them-
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selves to be thin. Fallon and Rozin (1985) studied 248 male and 227 female under-
graduates and found that the men were satisfied with their figures and that the women
were not. Thus, one of the precipitants of the increasing incidence of anorexia nervosa
and bulimia nervosa is the apparent shift in cultural preference toward thinner
women (Garner et al. 1980). In an effort to document this shift, Garner and colleagues
collected data from Playboy, the Miss America Pageant, population norms, and a
number of diet articles in women’s popular magazines. The results of this survey
confirmed a shift toward an ideal of a thinner female figure over the twenty years
from 1959 to 1979, particularly between 1969 and 1979. Furthermore, since 1970 the
Miss America Pageant winners have been thinner than the average size of the other
contestants, a finding that suggests that the thinnest woman is considered the most
beautiful. However, spanning this same period, women’s average weights actually
increased. Therefore, paradoxically, as women’s actual weights went up, the idealized
female figure became thinner. Schwartz, Thompson, and Johnson (1982) were also
interested in the interplay between sociocultural forces and eating disorders. They
speculated that sociocultural pressures affect the shape of psychological symptoms.
Pointing to the dramatic increase in eating disorders, the authors added sociocultural
factors to the previously suggested etiological causes of eating problems, such as
mother–child interaction, family system problems, and organic causes.

VULNERABILITIES AND RISK FACTORS

In addition to cultural pressure, which is a major risk factor, there are medical and
psychological factors to be considered as well in the etiology of these illnesses. Eating
disorders can be divided into three diagnostic categories: anorexia nervosa, bulimia
nervosa, and obesity. Sometimes these diagnoses occur simultaneously in one client
(e.g., an anorexia nervosa client may also purge). At other times, they follow each
other (e.g., a bulimic woman may stop purging and become obese). A careful assess-
ment is essential because the eating problem may be a specific illness or one symptom
within a larger constellation of symptoms, or it may occur along with another illness
in a single client. Depression, for example, is an illness in which an eating problem
is a prominent symptom but not an exclusive one. Most individuals with severe de-
pression become anorexic and lose weight; in contrast, patients with a mild to mod-
erate depression often have an increased appetite, which can lead to weight gain or
bulimia. However, those suffering from depression also have other symptoms, such
as anhedonia, depressed mood, sleep disorder, and loss of concentration. For de-
pressed clients, counseling is insufficient if it focuses only on the eating problem. In
addition, an eating disorder can coexist with substance abuse. Some excessive eaters,
such as obese and bulimic individuals, may also drink excessive amounts of alcohol.
Increased appetite often occurs after marijuana intoxication and nicotine withdrawal.
Other clients may try to curb their excessive intake of food by using cocaine, which
is known to decrease appetite, and, therefore, they develop an additional problem. In
these examples, counseling must be geared to both the eating problem and the sub-
stance abuse.

Some family theorists believe that family dynamics account for anorexia nervosa.
According to Minuchin, Rosman, and Baker’s (1980) theory, families of patients with
anorexia nervosa demonstrate rigidity, enmeshment, overprotectiveness, and failure
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to resolve conflict. Initially, Selvini-Palazzoli (1978) theorized that the seeds for an-
orexia nervosa lay in the mother–daughter relationship. However, over time, she
shifted her focus to the whole family’s interactions. Both Minuchin et al. (1980) and
Selvini-Palazzoli (1978) have postulated a systems model in which certain family
relationships contribute to the development of anorexia nervosa and, in turn, in which
the illness maintains the family’s homeostasis.

Some authors have evaluated the psychodynamics of bulimic patients’ families.
Strober (1981) reported that affective disorder, alcoholism, and drug abuse in the first-
and second-degree relatives of 35 bulimics were all more prevalent than in the rela-
tives of 35 anorexics or in the general population. In terms of parental personality
characteristics, fathers of bulimics were more impulsive and excitable, had lower
frustration tolerance, and were more dissatisfied with their familial relations. Mothers
scored higher on depression, hostility, and dissatisfaction with family relationships.
Ordman and Kirschenbaum (1986) compared the families of bulimics with the fami-
lies of normal controls and found more conflict and less cohesion in the bulimic
families. Humphrey’s (1986) findings were similar to Ordman’s; in addition, she
found that the bulimic-anorexic families were less involved and less supportive.
There are not more overweight family members in bulimics’ families; however, the
families of severe bulimics are highly anxious about weight and derogatory of over-
weight people (Wold 1985).

Eating disorders run in families, suggesting that genetic factors predispose some
people to these conditions. For anorexia nervosa, there is little data about genetic
factors. Mother–child concordance for anorexia nervosa is rare, although there are
many reports of more than one case in a single family (Garfinkel and Garner 1982).
However, anorexia in more than one female in a family may be due to environmental
factors, rather than genetic factors. Regarding bulimia nervosa, the emergence of large
numbers of sufferers is so recent that the incidence of bulimia in both mother and
child is rare. There are no reported studies of anorexics or bulimics that indicate
genetic factors, such as studies of adopted offspring or of twins reared apart. However,
bulimics do tend to have a family history of psychological problems, as the incidence
of affective illness and/or alcoholism in the parents of bulimics is high (Pyle et al.
1981; Fairburn and Cooper 1984). Finally, with regard to obesity, there appears to be
clear evidence that genes can influence body weight and obesity; however, weight
appears to be quite malleable by the environment (Foch and McClearn 1980). Twin
studies have demonstrated high concordance of weights, in contrast to adoptive stud-
ies, which have shown an absence of correlations in weight between adopted children
and their adoptive parents and siblings. The magnitude of the genetic contribution
varies with age and sex and with the criteria used for obesity.

Bulimia nervosa and anorexia nervosa can be understood theoretically as modern-
day versions of obsessive-compulsive neuroses. Social and educational factors influ-
ence the development of particular symptomatology. What is common to all anorexic
and bulimic women is a constant preoccupation with food and a persistent pursuit
of thinness and an ideal body size. Certain foods become forbidden and thus both
strongly feared and strongly desired (Rothenberg 1986). For clients with eating dis-
orders, the emphasis on body image and body dissatisfaction may divert attention
from other stressful areas and may become a defense against dealing with other prob-
lems in life.
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The dynamics of the anorexia nervosa patient can also be understood from an
object-relations perspective (Selvini-Palazzoli 1978). People suffering from anorexia
nervosa may view their bodies as threatening forces that must be kept in check. From
this perspective, the anorexic equates her body with the incorporated object (i.e., the
mother) in its negative, overwhelming aspects. The anorexic experiences her body as
all powerful, indestructible, growing, and threatening. The findings of Halmi, Falk,
and Schwartz (1981) also support a developmental concept of body image. Their study
shows that the accuracy of self-estimation increases as adolescent girls become older.
Briefly summarized, the object-relations point of view is that an unempathic, unre-
sponsive mother results in the child’s having an ego structure inadequate to the tasks
of autonomy and self-regulation as well as little capacity to monitor hunger and a
resulting tendency to act out conflicts over independence and self-control via the body
and food intake (Bruch 1973). The process of separation-individuation is hypothe-
sized to persist much longer in women (Beattie 1988). There is far more blurring of
boundaries and identification for mothers with female children than for mothers with
male children. Mothers also see their daughters as narcissistic extensions of them-
selves and project onto their daughters their own hopes, fears, and fantasies about
femininity. At puberty, the girl’s ambivalent struggle for autonomy from the mother
is intense as she tries to attain psychosocial maturation. The mother, on the other
hand, is often threatened by her daughter’s growing sexual attractiveness and, at the
same time, is heavily invested in her social success.

In discussing obesity, we must distinguish between juvenile-onset obesity and
adult-onset obesity. In their work on weight reduction in obese patients, Glucksman
and Hirsch (1969) found striking body image differences between severely obese per-
sons with juvenile-onset obesity and those with adult-onset obesity. The onset of
obesity during adolescence seems to be an extremely crucial factor in terms of that
individual’s self-concept and evaluation of body image. Obesity is an extremely visi-
ble physical deviation not unlike any other type of physical handicap. The ramifi-
cations of this handicap include teasing by peers and family and an inadequate op-
portunity to learn appropriate social skills. Thus, the obese youngster develops an
extremely poor body image and self-concept (Leon 1982).

RESILIENCIES AND PROTECTIVE FACTORS

Eating problems are individual issues that need to be seen in a family and social
context. As Shakespeare said, “Beauty is in the eye of the beholder”; therefore, how
a person thinks the world and her family perceive her is vital in the establishment of
self-esteem. Some obese women are quite happy and emotionally well adjusted be-
cause of feeling accepted, valued, and loved by their families. Acceptance by others
can facilitate recovery from eating problems.

One of several valuable coping mechanisms for eating disordered women and
their families is the use of humor. Laughter can provide an emotional catharsis, pro-
mote intimacy and humanness, and create an atmosphere of closeness (Broden 1994).
Humor can break tension and ease emotional anguish. Self-reflection in an accepting,
gently joking manner, can advance self-acceptance.

For some people, becoming articulate advocates for their personal issues is a
means of transforming a strictly personal matter into a potentially useful “cause” that



232 Life Conditions

can help others. Thus, an adult with an eating disorder can start an informal group
for friends, can write about the experience in fiction or nonfiction form, and can help
spread information about treatment alternatives to others with similar afflictions. It
may be recalled that the organization now known as MADD (Mothers Against Drunk
Driving) had its origin in the personal tragedy of one family who found within them-
selves remarkable resilience and a coping mechanism that has helped countless
others.

Protective factors also include the capacity for the development of compensatory
strengths. People struggling with eating disorders often feel they have a disability;
one protective factor against despair is the capacity to develop expertise, talent, and
excellence in some area of strength. It is remarkable to observe how many adults with
health problems and/or handicapping conditions use their strength in other areas to
develop as dramatists, artists, writers, and professionals in all walks of life. If self-
esteem is a function of success and pride, then patients with eating disorders should
be encouraged to develop themselves in areas in which they can excel, in which they
can develop new sources of self-confidence.

The more the population becomes educated about the etiology and treatment of
eating problems, the less judgmental people will become. To protect a vulnerable
segment of the population, social workers and other helping professionals should be
vigilant in encouraging clients to take advantage of their strengths and their emotional
resilience.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Anorexia nervosa can be a life-threatening disease, and clinicians have to know when
referral to a medical doctor is essential. Even though clients with bulimia nervosa are
usually within a normal weight range, this illness can also be life-threatening because
of electrolyte imbalance and cardiac complications. Bulimia nervosa patients tend to
be secretive about the extent of their psychopathology because of enormous shame.
Therefore, referral for a medical evaluation must be very carefully handled. Obesity
is also a health problem. Therefore, it is imperative that social workers be knowl-
edgeable about intervention models for all three conditions and to be aware of the
many facets of these diseases. Broad-spectrum approaches using community as well
as medical resources are familiar to social work clinicians. They can provide individ-
ual family and group therapy, and they can help clients find exercise and self-help
programs. It is also very important for social workers to help clients understand the
health hazards implicit in these disorders and to direct them to appropriate medical
facilities.

Social workers encounter eating problems in their clients in a variety of settings.
Medical social workers see eating problems in both outpatient and inpatient settings
because of medical difficulties caused by the bodily abuse of massive food intake and
restriction. Anorexia and bulimia nervosa clients may have gastrointestinal difficul-
ties, esophageal tears, dermatological problems, cardiac complications, etc. Obese
clients run an increased risk of diabetes, hypertension, and cardiac problems. Family
agencies have clients whose predominant difficulty is family interaction around a
female member’s food intake or lack of it. Social workers in psychiatric settings will
probably be involved with both anorexia nervosa and bulimia nervosa clients. Finally,
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social workers in private practice may have young women in treatment who reveal
their bulimic behavior only after a long period of counseling.

Many options are available to social workers who want to help clients with eating
disorders. These options can be used singly or in combination after a thorough clinical
assessment. In assessing an individual’s eating disorder, developmental problems,
psychodynamics, and environmental context, the social worker should maintain an
ecological perspective. This perspective views individual psychopathology as rooted
in the discrepancy between the individual’s needs and the environmental resources
and supports (Germain and Gitterman 1980; Goldstein 1984). Therefore, a clinician
needs to assess the family and social supports of clients with eating disorders in order
to determine which of the many programmatic possibilities are most suited to that
client. This ecological assessment requires a nonlinear view of causality and an un-
derstanding of the meaning of the eating problems to both the client and the envi-
ronment.

ASSESSMENT AND INTERVENTIONS

A comprehensive initial evaluation is essential to the appropriate counseling of cli-
ents with eating disorders. The degree of pathology in these clients is quite variable;
therefore, a broad perspective is required. The evaluation process should take into
account current symptomatology, including the duration and frequency of the symp-
toms, psychodynamics, and the degree of fit between personal and environmental
resources. The client’s level of object relations and degree of family pathology should
be reviewed. In addition, the presence or absence of concurrent psychopathology,
such as depressive symptoms or other impulse-control problems (alcohol or drugs),
should be assessed. Medical evaluations are important if physical health is being
jeopardized or if psychotropic medication may be indicated.

Obviously, the first consideration in the assessment of the client with anorexia
nervosa is how precarious her physical condition is and whether medical intervention
is necessary. The most common reason for hospitalization is weight loss. If the client
is 25 percent below normal weight for her height or if weight loss is rapid (four to
five pounds a week or more), hospitalization is usually indicated. Symptoms that
result from weight loss include the lowering of vital signs, physical weakness, cold-
ness, and difficulty in concentrating. The other possible indications for hospitaliza-
tion include severe depression and/or strong suicidal ideation.

If the weight loss can be contained and the depressive symptomatology is not
severe, outpatient counseling is indicated. Then the question becomes what form of
intervention would be most helpful. Individual counseling is almost always pre-
scribed, either solely or in conjunction with other modalities of treatment. All anorex-
ics initially need support, realistic encouragement, and a sense that the clinician em-
pathizes with their struggle against fat. Cognitive-behavioral techniques are often used
to facilitate weight gain. An assessment of whether more dynamic counseling would
be useful should be based on the client’s age, capacity for insight, and psychological
maturity.

As discussed earlier, it is important to evaluate not only the client, but also the
family and environmental supports. Family sessions are often vitally important in
altering family dynamics and facilitating change. Families of anorexics are suffering
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also and have a mixture of feelings, including guilt, anger, and a sense of being over-
whelmed by the illness.

The assessment of the bulimic client is similar to that of the anorexic in that
many factors need to be considered, including psychiatric impairment, the actual
symptomatology, psychodynamics, the family, and the broader environment. Hospi-
talization is rarely indicated for bulimic clients unless they are severely depressed
and suicidal. The other indications for inpatient care include being incapacitated by
the bulimic symptoms, being addicted to other substances, or serious electrolyte
imbalance.

There are major differences among bulimic clients in regard to symptomatology.
The frequency of binge-purge episodes varies from many times per day to less than
one time per week. Bulimics vary in how they define a binge, from consuming many
thousands of calories to eating one cookie. Purging behavior also demonstrates great
variability, from vomiting to laxatives or diuretic abuse to excessive exercise or a
combination of these. Some women have developed major physical and dental prob-
lems, whereas others do not experience such complications. All bulimics with active
symptoms should have regular medical and dental checkups to assess the develop-
ment of complications. The client’s degree of competence and ability to function
effectively in the world fluctuate widely, as does the degree of social involvement or
social isolation. Some women have been able to separate from their families, whereas
others are enmeshed in pathological family systems. The psychodynamic pattern of
these clients includes lack of self-esteem, distorted body image, and a paralyzing
sense of ineffectiveness. Underlying conflicts over dependency-independency and
passivity-assertiveness are prominent. These women often feel lonely and isolated
from their peers. Bulimia is a “secret sin” and the sufferers live in terror of being
exposed.

The clinician assesses all of the preceding factors to determine what modality
should be recommended (individual, group, or family counseling; medication; or hos-
pitalization) and what focus the intervention should take (cognitive, behavioral, or
dynamic). For example, if a client has frequent binge-purge episodes, a combination
program may be suggested, consisting of individual and group sessions and medica-
tion. Initially, cognitive-behavioral techniques could be used to get the symptoms
under control, followed by dynamic interventions to uncover underlying conflicts.
When clients live at home or when family enmeshment is found, family meetings are
often essential.

The initial assessment of the obese client entails a consideration of whether there
is concomitant psychopathology such as depression or alcohol abuse. Hospitalization
is rarely indicated unless the client is markedly obese to the point of medical danger.
An ecological perspective is particularly crucial for obese clients because family dy-
namics and social supports may have the most impact on ameliorating the obesity.
Individual psychodynamic counseling seems to be quite unsuccessful in helping cli-
ents to reduce, while behavioral interventions seem to be somewhat more successful.
Family sessions are often necessary for symptomatic alteration when the client is a
child. Ideally, when the child is an adolescent, the family sessions are supplemented
by group work because of the importance of peer support at this transitional stage.
Finally, for adult obese clients, group sessions are frequently indicated, possibly to
include both professionally run group sessions and self-help groups such as Weight
Watchers or Overeaters Anonymous.
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During midadolescence, heterosexual associations begin. However, obese girls in
particular may have great difficulty in dating and developing romantic relationships;
therefore, they may show an overall immaturity. Obese adolescent girls are often
overly dependent on the family, have separation anxiety about leaving their mothers,
and are greatly interested in sex, but only on the fantasy level. Both male and female
adolescents who are obese are often the butt of comments and are often excluded from
peer-group activities; thus, their social development is stunted. Some obese adoles-
cents use their excessive weight consciously or unconsciously as a protection against
sexual involvement, which they feel incapable of handling. A small percentage of
obese adolescent girls go to the opposite extreme and become sexually promiscuous
in their search for acceptance.

Obesity is a serious handicap in the social life of a child and even more for a
teenager. Fat children often become miserable and reclusive. In obese adolescents,
the preoccupation with weight and appearance may become so intense that it over-
shadows all other feelings and actions, as everything is experienced in terms of
“weight” and “figure.” Many of the personality features of obese people—their shy-
ness and oversensitivity, their easy discouragement in the face of difficulties or when
confronted with the slightest rejection, and their tendency toward depression—may
be considered to be related to their constant concern with their obese appearance and
the impression they make on others (Bruch 1949, 1975).

Obesity can provide a defense against dealing with the “real” problems of life
(Kornhaber and Kornhaber 1975). Adults who want to lose weight must be able to
reexperience all the tumultuous feelings of the adolescent period that they buried in
an obese body. These adults may have a delayed a social life and professional ad-
vancement because of the vow, “First I must lose weight, then I shall . . .”

Almost all investigators have found problems in normal-weight families in which
there is an obese child whom the parents have urged or demanded to lose weight.
The obese child has often been ridiculed or rejected or become the scapegoat of par-
ents and siblings. Obese children are often used as an object by one or the other parent
to satisfy the parent’s own needs (Wolman 1982). In addition, obese children are
frequently the opposite sex of that wished for by the parent or a disappointment in
some other way (Bruch 1973). This wish for an opposite-sex child can lead to the
child’s being confused in sexual identification. In one study, adolescents were able to
move toward a more normal weight when the family did not demonstrate excessive
anxiety about the overweight; in families in which there was constant preoccupation
with weight, the child became increasingly overweight and psychologically less well
adjusted (Daniel 1982). Disturbances in the families of obese children are frequently
characterized by poor sociability among family members and much sibling fighting
(Daniel 1982).

Three factors predispose an obese individual to the development of a disturbed
body image: the onset of obesity before adulthood, the presence of a neurotic behavior
pattern, and censure by significant family members (Stunkard and Mendelson 1967).
The disturbance in relation to body image is generally not affected by weight reduc-
tions and is improved only by long-term psychotherapy. The impaired body image
does not usually occur in families in which other people are large and fat, and when
overweight is associated with strength and health. Therefore, a probable cause of the
disturbed body image is censure or rejection by parents or significant others because
of the obesity.
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All of the following possibilities have been effectively used with clients with
primary eating problems: individual counseling, either psychodynamic or cognitive-
behavioral, group work, family therapy, medication, and hospitalization. Each treat-
ment option is discussed next as it applies to the different disorders.

Individual counseling is the most frequently recommended treatment modality
for anorexia nervosa and bulimia nervosa patients. Sometimes individual counseling
is the only modality chosen; at other times, it is the major component of a plan that
includes hospitalization and/or medication. The treatment approach needs to be de-
fined: the psychoanalytic approach focuses on internal dynamics; the behavioral
approach concentrates on symptoms; and a life model emphasizes interpersonal, life-
transitional, and environmental task resolution. Unfortunately, despite the wide-
spread use of individual counseling, very little research has been done to substantiate
the effectiveness of the different approaches or delineate which elements of individ-
ual work are most helpful.

For anorexia nervosa clients, Bruch (1982), an analyst and a well-known author-
ity on eating disorders, recommended an active therapy, where counseling is a “fact-
finding mission” rather than a traditional interpretive analytic approach. However,
some analysts still recommend intense psychoanalysis to deal with underlying con-
flicts regarding identity and object relations (Wilson, Hogan, and Mintz 1983). Other
theorists use cognitive techniques to deal with the intellectual problems that seem to
be quite common among anorexia nervosa clients, such as dichotomous thinking and
overgeneralization. Behaviorists recommend behavioral techniques such as eating di-
aries to deal with eating pathology in terms of behavioral manifestations. Life-model-
oriented social workers intervene in the dysfunctional transactions between the client
and the environment.

Women with bulimia nervosa rival anorexic clients in being difficult to help. The
illness is viewed by its sufferers as being a “secret sin,” and merely getting the client
to acknowledge the problem is an enormously difficult task. Also, bulimics frequently
want “instant cures” and have unrealistic expectations about being able to stop the
bingeing and purging cycle in a short time. Fairburn (1981) reported on a cognitive-
behavioral approach for bulimics in which the treatment was divided into three
phases and generally extended from four to six months. He emphasized increased
self-control with the use of eating diaries, specific strategies for avoiding overeating,
and the development of an understanding of the events that lead to a bulimic episode.
In contrast to this cognitive-behavioral approach, Wilson et al. (1983) advocated a
psychoanalytically oriented treatment that focuses on the underlying conflicts rather
than on the overt symptoms, with an emphasis on the patient’s understanding of
internalized object representations and, ultimately, on an analysis of the triadic oe-
dipal conflict. Lowenkopf (1983) used supportive psychotherapy or exploratory ther-
apy or a combination of supportive therapy with psychotropic medication, depending
on the severity of bulimic episodes.

Even though anorexia nervosa and bulimia nervosa clients are extremely difficult
to help in individual counseling, perhaps the most difficult of all problem eaters are
the obese. Obese people tend to be vague and nonspecific in counseling when asked
about their eating habits, probably for many reasons, including shame and guilt, not
thinking the quantity eaten is too much, and fearing that the food on which they are
psychologically dependent will be taken away. As Bruch stated, “The basic attitude
toward life of a fat person is passive and demanding and he expects to have everything
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done for him. His ideal of treatment is something, anything, that will melt his fat away
without effort on his part” (1949:236).

Psychodynamically oriented psychotherapy with the obese focuses on obesity as
a somatic manifestation of a problem in personality development. Obesity symbolizes
the strength and the security that the passive-dependent obese person lacks. Anxiety
is masked by chronic overeating. Focusing on these dynamic issues, however, is only
moderately successful in encouraging weight reduction in the mildly obese and is not
at all successful with the morbidly obese. Individual counseling of the obese that
combines a respectful tolerance of initial overeating with the use of some behavioral
techniques may be more successful in helping clients to lose weight gradually. In a
review article on practice effectiveness, Thomlison (1984) commented that the obese
appear to respond better, at least in the short run, to behavioral techniques. Weekly
eating diaries, the development of a moderate diet based on the individual’s needs,
and counseling that facilitates an understanding of feelings may be successful over a
long period of time.

Group work has increasingly been recommended as the modality of choice for
eating disorders, either singly or in combination with other modalities. As in indi-
vidual counseling, the approaches vary from psychoanalytically oriented to cognitive
and behavioral work. From an ecological perspective, a disturbance in eating behavior
may develop because of a lack of fit between an individual’s ego capacity and self-
identity and the expectations, stresses, and rewards of the environment. The pressure
put on women by Western society to have a beautiful body is excessive and unreal-
istic. Therefore, acceptance by a group of peers can be enormously reassuring and
ego-enhancing. In addition, practical advice is often given by other group members
and the social worker about how to change eating patterns.

Anorexia nervosa clients seem to do less well in group work than do their bulimic
sisters. Anorexia nervosa sufferers are often anxious and withdrawn and have extreme
difficulty identifying and expressing their feelings. Although superficially socially
competent, anorexics are limited in their ability to establish and maintain social re-
lationships. Their self-esteem is quite low, and they have a limited frustration toler-
ance for any comment that may be experienced as even mildly critical. Anorexics
often respond to the anxiety stirred up by the group with a competitive desire to be
the thinnest group member and, therefore, unfortunately to lose more weight. How-
ever, in spite of all the pitfalls just listed, when the group modality is successful, it
offers the anorexic meaningful social interactions and a unique experience of social
acceptance. The selection of the members is crucial for a successful anorexia nervosa
group; the clients must not be at a stage of extreme starvation and should have moved
beyond denial to wanting help (Hall 1985).

Group work has also been successful in helping bulimic clients. Generally, these
groups consist exclusively of bulimic clients rather than clients with mixed diagnoses
because of the envy bulimics experience about anorexic behavior and the fear anor-
exics have that, like the bulimics, they will lose control of eating. Again, the particular
approach varies: some groups use a short-term behavioral format; other approaches
use psychodynamic understanding for long-term groups, and still others use a group
format with behavioral, cognitive, and psychodynamic components (Boskind-White
and White 1983; Johnson, Connors, and Stuckey 1983; Roy-Byrne, Lee-Benner, and
Yager 1984; Stevens and Salisbury 1984).

Group work is perhaps the single most useful modality for helping the obese.
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Most obese people do not demonstrate psychopathology beyond the single symptom
of overeating; therefore, it is this symptom that needs to be addressed. In this way,
obese clients are similar to alcoholics who have to stop drinking before they can deal
with other possible problem areas. A group format can offer emotional support for
the trials of dieting and a weekly check on progress. In addition, specific approaches,
including diets that may be helpful, can be suggested.

The mutual-aid or self-help group tradition has been enormously useful for many
years in addition to, or instead of, professionally run individual, family, or group
sessions (Gitterman and Schulman 1994; Katz and Bender 1976). This alliance of
individuals who need each other to work on a common problem can be very suc-
cessful with clients who have eating disorders. Anorexics, bulimics, and obese people
often respond positively to self-help programs such as Weight Watchers or Overeaters
Anonymous, in addition to or instead of professionally led group sessions. Weight
Watchers is an enormously successful organization that combines sound dietary rec-
ommendations with group support in an environment similar to a religious pep rally.
The philosophy of Overeaters Anonymous (OA) is similar to that of Alcoholics Anon-
ymous in that both are “twelve-step” programs with the major goal of achieving ab-
stinence (Malenbaum et al. 1988). Abstinence in OA is defined as freedom from com-
pulsive overeating and eating only three meals a day with no snacks. Some OA
meetings are specifically focused on anorexic and bulimic women. Many obese people
do not seek help through the mental health profession and go instead to Weight Watch-
ers, OA, or Take Off Pounds Sensibly (TOPS). Stuart and Mitchell (1980) suggested
that the current treatment of choice for the mildly to moderately obese is self-help
groups that incorporate behavioral self-management techniques.

Family work is often recommended for clients with eating disorders, particularly
if they are young and still living at home. A disturbed eating pattern is the obvious
symptom of all three problems discussed: anorexia nervosa, bulimia nervosa, and
obesity. However, underlying this symptom in all three conditions is a paralyzing
sense of ineffectiveness, a lack of control over one’s body, and an inability to discrim-
inate hunger from other states. These deficits in autonomy and initiative have origi-
nated in the mislabeling of feelings and moods from early childhood. Family work
can therefore often facilitate appropriate developmental growth so that these clients
will acquire a sense of competence and autonomy.

For anorexia nervosa clients, family counseling is often not only useful, but essen-
tial. Anorexia nervosa sufferers have difficulties with independence, with not feeling
in control of their bodies, and with being overprotected. These issues of separation-
individuation can sometimes most effectively be dealt with by involvement of the en-
tire family. The focus of therapy with anorexia nervosa families is to challenge the
enmeshment within the family as it interferes with the developmental growth of the
anorexic.

Family work is also often used with bulimia nervosa clients, especially those
who are living with or near their families. Often bulimia nervosa clients (unlike many
anorexics) have succeeded in separating physically from their families of origin. How-
ever, their internal life may be dominated by demands for perfection that developed
because of family dynamics. Also, they are frequently overinvolved with the families
of origin and have great difficulty establishing independent adult sexual relationships.
Bulimic women experience performance demands by their families, are compelled to
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meet those demands, and, as a result, feel hugely overburdened (Jones 1985). An
ecological perspective can facilitate the clinician’s evaluation of how the client’s fam-
ily and environment have affected the client in the past and how the bulimic symp-
toms distort and interfere with current object relations and environmental interactions
(Yudkovitz 1983). In Mintz’s (1982) treatment of young women with bulimia nervosa,
the primary therapy modality was individual sessions, with conjoint family sessions
as needed.

Family work is discussed much less frequently as a modality of treatment for
obese clients unless the client is an obese child or adolescent. Obese adolescents,
according to Daniel (1982), often suffer from disruptive family relationships thatdelay
psychosocial maturation. Family therapy can facilitate the psychological develop-
ment of these adolescents. Obese children tend to lose more weight when they are
accepted, not severely censured, by their families. Family therapy can promote ac-
ceptance of the child rather than harsh criticism because of the obesity.

Many medications have been tried with anorexia nervosa patients, including ma-
jor tranquilizers, minor tranquilizers, antidepressants, lithium, anticonvulsants, in-
sulin, and appetite stimulants. However, while some medications may prove to be
helpful to some anorexics, there is no consensus in the field about the efficacy of any
of these medications. There is a consensus, however, that none of these medications
should be used as the sole or primary mode of treatment.

Women who have bulimia nervosa, in contrast, have been shown to be much
more responsive to medications, particularly antidepressants. Bulimia may be closely
related to the affective disorders, as evidenced by depressive symptomatology and a
family history of affective disease. Several studies have reported significant results
with different types of antidepressants. Pope and colleagues (1983) recommended
tricyclic antidepressants, whereas Walsh’s group (1982) demonstrated the usefulness
of monoamine oxidase inhibitors (MAOIs). More recently, a new category of medi-
cations such as Prozac, Zoloft, and Paxil has been used successfully. Numerous
double-blind, placebo-controlled studies have demonstrated that antidepressants
help patients to reduce binge frequency; however, only a minority of patients stop
bingeing completely, and there is significant relapse once the medication is stopped
(Walsh and Devlin 1998). Obese clients, like anorexics, have not generally demon-
strated positive response to medications.

Hospitalization should be recommended to an anorexia nervosa client only if her
physical condition has become medically precarious. When hospitalization is pro-
posed to an anorexic client, the focus should be on the symptoms of food preoccu-
pation, irritability, and social isolation rather than on the need for weight gain. It is
also important to keep an ecological perspective and to deal constructively with fam-
ily and environmental supports.

Professionals disagree about the value of hospitalization for bulimic clients.Many
therapists agree with Mintz (1983) that hospitalization should be reserved for patients
who are in danger of dying or becoming severely medically ill, or who are suicidal
or psychotic. In contrast, using the British criteria for bulimia nervosa, Russell (1979)
recommended hospital admission for most patients to interrupt the vicious cycle of
overeating, self-induced vomiting, other kinds of purging, and weight loss.

Hospitalization may be used as a last resort for the obese who are massively
overweight, i.e., those who weigh 100 percent over normal weight. In the controlled
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environment of an inpatient medical unit, these obese persons do lose weight. How-
ever, follow-up studies demonstrate that most of these clients, unfortunately, regain
their lost pounds over a period of months or years.

A day hospital is a variant of hospitalization which can often be useful for eating
disordered patients who do not require hospitalization for suicidal behavior (Kaplan,
Kerr, and Maddocks 1992). The day hospital format consists of a variety of group
therapies that provide support and structure and allow critical issues to be addressed.
Such intense outpatient care limits regression, promotes autonomy, and allows pa-
tients to practice eating regulation skills.

ILLUSTRATION AND DISCUSSION

As noted, many different modalities of counseling have been recommended
for clients with eating problems. The clinician is left with the difficult de-
cision of which type of intervention is best suited to the client and which
intervention, if any, should be pursued for the family. For a client with an
eating disorder to be treated properly, the social worker should attempt as
comprehensive an initial evaluation as possible.

The following case illustrates the collaboration of two social workers in
the treatment of an unhappy 14-year-old girl, referred by her mother. This
case is of a mother/daughter dyad in which both are compulsive overeaters
and are obese.

The mother, Mary, is a 40-year-old divorced woman, of European Amer-
ican heritage, who works full-time as a dentist. Her daughter, Carol, an only
child, is a 14-year-old high school sophomore in a small public school.

Mary’s maternal grandparents emigrated to New York as young adults
and opened up a bakery shop in lower Manhattan. Mary’s parents were born
in New York. Her father was a dentist who died in an automobile accident
when Mary was 8, leaving her widowed mother to support Mary and her
younger brother. Both children stayed with their grandparents while their
mother worked as a nurse. Mary loved the heavy meals served daily by her
grandmother; however, her mother objected to the “unhealthy” eating habits
of her parents. Mary recalls her mother and grandmother quarreling about
her eating habits and her weight.

Mary’s weight has vacillated since childhood. At each stage of devel-
opment she was at times somewhat obese or fell into the upper end normal
range. As an adult she is obese. Mary is 5 feet 5 inches tall, and her weight
has remained stable for the past ten years, around 200 pounds.

Mary is the only woman in a three-person dental office; her specialty is
pediatric dentistry. Her work is satisfying and reasonably lucrative; however,
her specialty requires her to work nights and Saturdays because of children’s
school hours. Mary divorced Jack, Carol’s father, when Carol was 2 because
of her belated recognition that she was sexually attracted to women, not men.
After a number of years alone with only casual relationships with women,
she found a gay lover with whom she has been in a stable relationship for
two years, although they live separately.
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At the time of the initial intake Mary requested “parental guidance” in
managing her relationship with Carol, a sad, lonesome, overweight girl, who
weighed approximately 180 pounds on a 5-foot, 1-inch frame. Carol was
allegedly a normal weight child until age 10, when she began gaining slowly
by episodes of uncontrolled eating followed by normal eating and brief at-
tempts to restrict food intake. Carol demonstrated several aspects of bulimia
nervosa in her recurrent episodes of binge eating at least two times a week
and her feeling of being out of control of her eating behavior. However, Carol
does not purge, use laxatives or diuretics, or vigorously exercise. She is un-
able to strictly diet and does not fast. Her diagnosis would be in a new cate-
gory called binge eating disorder. Currently this diagnosis would be in the
DSM-IV category called “Eating Disorder, Not Otherwise Specified.” Al-
though she is obese, Mary would not be classified as having a psychiatric
disorder in DSM-IV because her eating behavior consists of chronic overeat-
ing rather than discrete episodes of bingeing alternating with normal food
intake or undereating, and she does not have a subjective sense of being out
of control of her food intake.

During the past four years Mary and Carol have moved twice and Carol
changed schools three times. The last school move was from an academically
competitive high school to a less pressured environment. The first school
change was from suburbs to city. Carol’s schoolwork was no longer super-
lative, and her weight had become a focal issue for the family.

Both parents have been appropriately concerned about Carol and agreed
that she should be medically evaluated. At 12 she was seen and followed by
an endocrinologist who has medicated her with no success. After a frustrat-
ing year of treatment, the doctor recommended an alternative medication but
the parents refused to allow the trial, as it was in the “fen fen” family. Instead,
they then sought mental health counseling and left the endocrinologist.

Jack is a businessman who remarried and moved to a nearby city. He
does not plan to have any more children and is devoted to Carol, who sees
him every other weekend. He is a stable provider. He is in good health, has
no eating problems, and is by all accounts supportive and affectionate toward
his daughter.

The social worker met initially with Mary to gather history and under-
stand the chief complaint. Mary described her stormy fights with Carol,
largely around eating issues. Their situation was made worse by Mary’s per-
ception of Carol as a satellite of herself, as a younger version of a woman
who felt helpless, out of control, unattractive. Unable to help herself, Mary
could not help Carol. Mary alternated between yelling at Carol for overeating
and painstakingly cooking healthy and appealing meals. At other times, Mary
would be exhausted both by her long work hours and her conflicts with Carol;
she then would order in unhealthy food or give Carol money for candy and
other junk food. Eating was an activity they both hated and loved together,
a source of strife as well as intimacy.

The initial treatment recommendation was that Mary and Carol come in
together for two purposes: to observe their interaction and to devise an on-
going treatment strategy that would be realistic and effective. When the social
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worker evaluated Mary and Carol together, the tension in the air was palpable
and they sat as far away from each other as possible. After a few sessions, it
became clear that the separation-individuation process was arrested at an
early level of development and that anger on Carol’s part was actually a
defense against intense dependency. Mary revealed that she saw Carol as a
narcissistic extension of herself and that she felt as frustrated and helpless
about controlling Carol’s weight as she did her own. It was the social worker’s
clinical opinion that Carol and Mary’s enmeshment was not decreasing with
joint sessions, and that individual treatment supplemented by a supportive
group experience might be best.

On the recommendation of the social worker, Carol agreed to consult
with another therapist for her own treatment, while Mary remained with the
initial therapist. Carol made her own appointment for an after-school hour,
arrived promptly, and thereafter kept every appointment. Her new therapist
had been given thorough background information by both the social worker
and Mary. At the family’s request, the girl’s therapist spoke with the endo-
crinologist as well, who thought that other modalities might be more effective
than medication at this juncture. She had given Carol “diets,” to no avail.

Carol was an extraordinarily articulate, anxious, precocious girl, dressed
in baggy clothing, with eyeglasses and an enormous bookbag. Her speech
was pressured and in a flood of drama she described her awful fights with
mother in which she threw and broke things, out of all proportion to the
actual disagreement. She said she was depressed, hated herself, had no
friends, was a misfit in school, and couldn’t wait to move to another country
all alone. She complained that people didn’t trust her because she was smart,
that she never got invited anywhere, felt academically pushed all the time,
hated competition, had no interest in her religion, was bisexual but only a
few people knew, and that she sometimes scratched and bit herself. If she
could lose 5 pounds a year she would be the “happiest person on this earth.”
She aspired to be a professional musician (she plays the flute) and believed
that she had considerable talent. For a brief period she had seen a psychiatrist
and a social worker, didn’t like either one of them, and had taken 40 mg of
Prozac, which she hated and stopped taking.

In one session Carol gave the equivalent of many hours of information.
She made little eye contact, was defiant and self-aggrandizing, and flaunted
her self-loathing as if she were describing someone else. She fled from her
competitive high school to a smaller place where she hoped she would “be
seen as a person,” and her intelligence was immediately noted in school; she
was technically in tenth grade but took eleventh-grade classes, making her
the youngest in her classes. The initial sessions were devoted to outlining a
strategy for the future. The therapist “teamed up” with Carol to give her as
much autonomy as possible in a nurturing environment where she would
not be judged and where her weight was only one of many factors that de-
fined her identity and sense of self.

It quickly emerged that Carol’s obesity was one symptom within a larger
constellation of issues. She was chronically depressed, anhedonic, socially
isolated, highly sensitive to rejection, slept too much, was unable to “come
out of the closet” with peers, and felt “doomed” by her genetic predisposition



von Bulow and Braiman 243

to obesity, which her mother could never conquer. This very bright teenager
fully understood “what she had to do” and was sick of being nagged by every
adult she knew.

In the early phase of treatment the social worker concentrated on two
tasks: (1) building a comfortable camaraderie with Carol and (2) talking in
depth about her dreams for the future and the many things she had done of
which she could feel proud. Discussion of her weight was minimal, and
emphasis was instead put on her mood disorder and the ways in which de-
pression inhibits progress and achievement and happiness. Within a couple
of months Carol was ready to accept a referral to a psychiatrist, to assess
whether she might want to reconsider medication as an adjunct to her ther-
apy. She went to see the doctor, accompanied by her father. She was diag-
nosed as dysthymic and given Effexor XR 75 mg daily. The social worker
and psychiatrist conferred. He described her father as warm and understand-
ing and said they had an easy and affectionate tie. He agreed that Carol was
a precocious youngster, in many ways skeptical and sophisticated beyond
her years and in other respects overly attached to family, socially awkward,
and seriously handicapped by her obesity.

Carol remained on medication for the duration of her treatment. Ap-
proximately two months into her therapy she announced that she had joined
Weight Watchers, liked the group meetings, and had lost 6 pounds. She ac-
complished this “on her own” and was proud to make her announcement to
the therapist. She referred to how difficult it was to give up “snacking” but
was matter of fact about the process, and the therapist was able to begin to
use some humor and joking to relieve tension around the all important and
ever dominating “obesity issue.”

Thereafter Carol began concentrating on the other developmental tasks
of adolescence. Her parents were supportive of all her talents and endeavors
and openly enjoyed her lively intellect. Carol began volunteer community
service, wrote articles, wrote songs, practiced the flute, and began to talk
about college. She stopped talking about moving away. She began to explore
gay and lesbian issues and to express a wish for close friendships, male and
female. She constantly fought the familiar urge to become reclusive, but did
not want to be part of an adolescent “therapy group.”

There were many difficult phases in Carol’s treatment, either directly or
tangentially related to her eating disorder. Throughout her classes there were
boys who teased her relentlessly and sadistically (i.e., whispering oink oink
when she entered the room), out of teacher earshot. She was ostracized for
being younger than everyone in her classes and heard peers making social
plans that never included her. She was terrified to acknowledge her bisex-
uality, conditioned by the cruel responses to every other aspect of her that
was “different.”

In time she earned some respect and a few friends, for her wit, musical
talent, and kind personality. Carol continued to make “private” friendships
at gay and lesbian teen functions. She made plans for studying music in the
summer and learned that she did not have to put her life on hold until she
was no longer overweight.

Her mother remained in treatment with the social worker they had seen
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initially, on a less frequent basis. Although Mary made only minimal progress
in losing weight, she was able to provide, on a consistent basis, a healthy
diet for Carol. Perhaps even more important, Carol and Mary started to enjoy
doing things together that did not involve food, such as movies and concerts,
and Mary stopped trying to monitor Carol’s food intake.

In therapy, Carol recognized that success in other areas might give her
the self-confidence and pride she needed to take on the challenge of her
obesity. It will be a long and slow process for Carol to emerge into adulthood
as a happy person. She made healthy strides during treatment and went on
to college, eager to pursue music, able to separate from home and feel opti-
mistic about her future. The prognosis was good, her attitude toward the
helping professions positive, and her obesity was no longer equivalent to her
definition of herself. Carol’s weight loss was steady but slow, but she no
longer felt like a marginal person, or a “reject.” She had other mechanisms
than food for coping with anxiety and stress and was successfully compen-
sating for those aspects of herself that she did not like by striving to become
successful in her academic and romantic life.

Patients with an eating disorder require that the treatment interventions
address aspects of life other than food. Active therapy, in which the clinician
is allied with the client’s strengths, can be a source of healing. Carol had a
genetic problem, a divorced family, a minority sexual orientation, a preco-
cious mind, an affective disorder, an obese mother, and years of teasing. She
also had supportive parents, kind teachers, Weight Watchers, medication,
and access to psychotherapy. Her problems overlapped in a tapestry that had
to be seen as a whole. There is no one factor that could account either for
her misery or the gradual restoration of her sense of self-worth and good
health. She will probably have a lifelong struggle with food, but she knows
that everyone struggles with something and that her inner resources and her
family support are available to her.

CONCLUSION

Being overweight has profound psychological effects. In a study by Leon (1982) ad-
olescent and adult patients who sought treatment for overweight were found to accept
the dominant values of society, viewing obesity—and hence, their own bodies—as
undesirable and, in extreme cases, as repulsive. Overweight patients such as these
often feel that their bodies are grotesque and loathsome, and they exhibit low self-
esteem and a negative self-concept. Obese girls have been found to display personality
characteristics strikingly similar to those recognized by social anthropologists as typ-
ical of ethnic and racial minorities subjected to intense discrimination; these char-
acteristics include passivity, obsessive concern about appearance, the expectation of
rejection, and progressive withdrawal. Stunkard and Mendelson (1967) found that
patients who were obese during adolescence developed an attitude toward weight
that caused them to judge people in terms of adiposity; they expressed contempt for
fat people and admiration for thin people. All the patients’ disappointments were
attributed to this handicap of obesity. The feelings of a 12-year-old child on a diet
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about his body image were expressed in a poem that ended, “Happy when skinny/
and sad when fat” (Collipp 1975:47).

In her studies of anorexic and obese patients, Bruch (1973) described their psy-
chological disturbances, differentiating three areas of disordered experiences: distur-
bances in body image; disturbances in the perception of affective and visceral sen-
sations, including inaccuracy in the way hunger is experienced; and an overall “sense
of ineffectiveness.” This sense of ineffectiveness is characterized by passivity, a sense
of helplessness, difficulty in mastering bodily functions, and the conviction of being
unable to change anything about one’s life. These patients experience themselves as
not being in control of their behavior, needs, and impulses; as not owning their own
bodies; and as not having a center of gravity within themselves. Instead, they feel that
they are under the influence and direction of external forces.

The importance of social work involvement with this population cannot be over-
estimated. Compassionate treatment can save a person’s life. Social workers, combin-
ing their knowledge of clinical theory with their awareness of community resources
are in a unique position to triage clients to appropriate caretakers, and to be primary
care clinicians in appropriate cases.
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9
Learning Disabilities
Naomi Pines Gitterman

When we refer to someone as learning disabled, what do we mean? Many
people would answer that the term learning disabilities refers to children with some
specific cognitive deficits. This is what much of the public believes about people with
learning disabilities. This is also what some in our profession currently believe. Yet
such perceptions are dated and too narrow. Work on the subject during the past few
decades has generated a wealth of new information, documented by research that has
led to a significantly expanded perspective and to changing interpretations of the term
learning disabilities.

A review of the literature suggests that social work has left much of the under-
standing of the learning disabled and interventions to assist this population to our
colleagues in such allied professions as education, psychology, and the health field.
Yet we need to pay attention! The prevalence of learning disabilities among all ages
is wide and represents possibly the most common disorder of children seen in mental
health settings (Gross and Wilson 1974; Silver 1987; Small 1982). These clients are
referred to social agencies or are seeking help with a wide range of behavioral prob-
lems affecting their social interactions and their ability to effectively carry out certain,
expected developmental tasks. We need to understand the possible etiologies of their
problems if we are to effectively develop strategies to address their needs.

DEFINING AND EXPLAINING LEARNING DISABILITIES

It was not until the 1960s that the concept of learning disabilities, a term originated
by an educator, Samuel Kirk, became known to professionals and the general public
(Kirk 1962). During this same period, Clements (1966) introduced into the psychiatric
literature a syndrome he called minimal brain dysfunction, and these two terms were
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used interchangeably. Johnson and Myklebust broadened this definition to refer to
children “as having a psychoneurological learning disability, meaning that behavior
has been disturbed as a result of a dysfunction of the brain and that the problem is
one of altered processes, not of a generalized incapacity to learn” (1964:8). To under-
stand the development of these concepts, one needs to trace two sometimes parallel
and interrelated areas of study: how people learn and what determines behavior. In
accepting the meaning and implication of these terminologies, people began to re-
examine some of their earlier beliefs.

Our thinking about childhood development in the first half of this century was
dominated by the introduction of psychoanalytic thought. Clinicians viewed prob-
lems in children as originating in the experiences or unresolved conflicts of early
childhood, and parents, especially the mother, were viewed as critical influences
(Gross and Wilson 1974). For example, difficulties in learning, as well as behavioral
problems, were widely thought to be the result of some underlying emotional problem
(Johnson 1999).

The professional literature prior to the 1960s was replete with descriptions of
learning and behavioral problems of children that did not fit into existing classifica-
tions and were not responsive to the usual interventions based on such classifications
(Ochroch 1981). In the 1930s and 1940s, a few pioneers were exploring other avenues
of explanation and began to produce research and new hypotheses based on clinical
observations of patients with neurological disorders. Increasingly, evidence was pro-
vided about the relationship between brain processes and various cognitive or behav-
ioral disorders. In 1937, Samuel Orton, a neuropathologist, became interested in the
relationship between cerebral dominance and language disabilities and developed a
theory about how differences in specific aspects of brain functioning affected a child’s
capacity to read. Several years later, Kurt Goldstein’s (1942) research revealed that
people with brain injuries exhibited certain disordered behaviors, such as distracti-
bility, which persisted even after healing.

Strauss and Lehtinen’s classic work, Psychopathology and Education of the
Brain-Injured Child (1947), marked the beginning of learning disabilities as a field of
study (Lerner 1971). In their work, Strauss and Lehtinen carried out close observations
of children with similar patterns of behavior, who had been categorized with such
diagnoses as mentally retarded or emotionally disturbed. They theorized that these
behavior and learning problems were the result of brain injury and were not emo-
tionally based or caused by psychogenic factors. Their definition of the brain-injured
child included the following:

The brain injured child is the child who before, during, or after birth has
received an injury to or suffered an infection to the brain. As a result of such
organic impairment, defects of the neuromotor system may be present or
absent; however, such a child may show disturbances in perception, thinking
and emotional behavior, either separately or in combination. (Strauss and
Lehtinen 1947:4)

Similarities in certain behavior manifestations between children with brain damage
and a large group of children with problems of behavior and learning led to the con-
cept of minimal brain dysfunction. This latter group did not give evidence of “hard”
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neurological impairments, such as motor weakness, but rather of “soft” signs, such
as clumsiness. Compelling evidence for the existence of minimal brain dysfunction
can be shown by the similarity between children with these symptoms and those with
organic brain disorders, and in the response of this population to medication (Gross
and Wilson 1974).

There have been changes in the nomenclature, and more important, in the defi-
nitions and working hypotheses in the field of learning disabilities since the advent
of Strauss and Lehtinen’s book. During this process, social workers have had to in-
corporate new knowledge, question old beliefs, and look at the effects of new edu-
cational, physiological, and therapeutic interventions on identified populations.

Certainly, the discovery of psychotropic medications in the 1950s, and their im-
pact on mental illness, led to a resurgence of interest in the brain and its effect on
behavior. Internal processes or the external environment could no longer be seen as
the sole factor in the etiology of behavior. This discovery played a major role in dis-
pelling long-held myths. Social workers now realized that behavioral symptoms can
be, at least in great part, organically based.

Perhaps the first, and among the best-known, examples was the discovery that
autism is a behavioral disorder based on some dysfunction in the brain, and not the
result of a psychological disturbance (Gross and Wilson 1974; Johnson 1999). Simi-
larly, over the years, the symptom of hyperkinesis/hyperactivity has been demon-
strated to be neurobiologically based (Gross and Wilson 1974; Shin 1998).

In the 1960s, Thomas, Chess, and Birch (1963, 1968) introduced the concept that
temperament was an inborn trait. In their pioneer research, they showed how a child’s
temperament affected family relationships. Their findings were very influential in
demonstrating the reciprocity between nature and nurture. Additional findings about
the impact of inborn traits, referred to as temperament, on human development were
subsequently identified by Thomas and Chess (1977) and Kagan (1984).

In the 1980s a whole new body of research was developed through long-term
studies of twins and adopted children that validate that the core or determinants of
many behaviors and personality traits are genetically determined. These include so-
cial potency, e.g., shyness and extroversion; stress reactions, e.g., vulnerability; and
aggression and control (Franklin 1989; Goleman 1986; Pines 1982). Our common un-
derstanding that physical attributes and intellectual potential are affected by heredity
was enlarged to include many personality characteristics.

Now our understanding of learning has been expanded and refined to reflect that
all areas of learning development and dysfunction are affected by complicated, yet
subtle, brain processes. Findings demonstrate the impact of genetics and brain func-
tion on a great range of behaviors, formerly considered to be solely based on psycho-
logical, cultural, or environmental influences. Such understandings have a profound
impact on how we define the disorders and syndromes of learning and behavior, and
the options for intervening effectively.

The definitions of learning disabilities have been affected over the years by newly
emerging information and by differences of professional orientation and opinion. Fol-
lowing Kirk’s original definition of the term learning disabilities, the National Advi-
sory Committee on Handicapped Children formulated the following definition in
1967:
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Children with special learning disabilities exhibit a disorder in one or more
of the basic psychological processes involved in understanding or using spo-
ken or written languages. These may be manifested in disorders of listening,
thinking, talking, reading, writing, spelling, or arithmetic. . . . They do not
include learning problems which are due primarily to visual, hearing, or
motor handicaps, to mental retardation, emotional disturbance, or to envi-
ronmental disadvantage. (Lerner 1971:4)

This definition was widely quoted and became the basis for landmark legislation
that resulted in the establishment of educational programs for handicapped children
and the training of professionals in this arena of service, called PL 94–142. This law
provided a systematic methodology for the identification, assessment, and education
of children with handicaps and was followed in later years by important amendments.
The significance of this legislation has been considerable. Yet the definition quickly
created certain theoretical and service delivery problems. The National Joint Com-
mittee on Learning Disabilities (NJCLD; 1987) was joined by others in its position that
the federal definition did not convey the heterogeneity of learning disorders, it in-
correctly limited the application of the definition to children, and it did not clearly
state the etiology of learning disabilities, but rather made a listing of terms.

The vast changes in this field can be seen if one compares the proposed federal
definition for the term learning disabilities. It refers to: “a heterogeneous group of
disorders, presumed to be due to central nervous system dysfunction and manifested
by significant difficulties in the acquisition and use of listening, speaking, reading, or
mathematical abilities, or of social skills” (Interagency Committee on Learning Dis-
abilities [ICLD] 1987). This definition is particularly significant because it acknowl-
edges that many individuals classified as learning disabled have significant difficul-
ties in establishing and maintaining satisfying peer and adult relationships (Gershon
and Elliot 1989).

The cause of learning disabilities is not known. There are various hypotheses
about its origin, including the probability that in any one person there may well be
multiple origins. What we can also surmise is that the cause in one person will prob-
ably differ from the cause in another, which may explain why this syndrome has many
variations (Shin 1998; Silver 1979; Small 1982).

Beginning with the assumption that understanding the etiology of a problem will
assist in the selection of appropriate interventions, the practitioner may need to es-
tablish the probability of a specific etiology or to rule out, at least, those that are
unlikely. More than forty different causative factors of learning disabilities have been
reported in the literature of the last three decades. The following paragraphs include
the major etiologies.

At some time, a learning disabled person may have experienced some brain dam-
age. Such injuries may have occurred during gestation, the period of prenatal devel-
opment, the birth process, or the early years of life. Such injuries may have been
caused by disease, by exposure to lead or other toxic substances, by trauma, or by
ingestion of drugs or medication by the mother, or by anesthesia. Depending on the
location, extent of damage, and time period in the life cycle, an individual may suffer
severe damage or a minimal form of subtle brain dysfunction.

Maturational lag, which is defined as some delay in the development of the cen-
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tral nervous system, is another possible cause (Silver 1979). Another common expla-
nation relates to some biochemical or physiological dysfunction. This hypothesis sug-
gests there may be some deficiency or altered homeostasis in metabolic functioning
of the body. For instance, some allergic conditions are associated with specific be-
havioral manifestations. An example of this problem can be found in Feingold’s
(1974) work in which an allergic reaction to food additives can result in specific
learning or behavioral problems.

As already indicated, genetic transmission is commonly identified as a probable
etiology, although in some families with such histories, it is not a determinant. Genetic
factors may be important predictors for people with certain types of learning prob-
lems. Twin and foster child rearing studies further support a genetic etiology. In as
many as 40 percent of learning disabled children, family histories of learning dis-
abilities were discerned (Silver 1987). Reports also show that children of low birth
weight are at risk for learning problems as are those with seizure disorders (ICLD
1987).

Another factor that compounds developmental outcomes has to do with prema-
ture birth, which has been associated with various developmental or behavioral prob-
lems, including learning disabilities (Morrison and Cosden 1997). There is a school
of thought that certain dysfunctions of the eye, especially in its ability to effectively
gather visual information, can lead to dyslexia and are correctable by special eye
exercises (Friedman 1981; Small 1982). Other examples of possible causes include,
low birth weight, environmental pollutants, radiation exposure of the mother or child,
cortical dysfunction, etc.

The clinical picture of the person with learning disabilities is not homogeneous.
Though each person’s functioning reflects a different combination of characteristics,
they all fall into the same, broad unitary syndrome. Learning disabilities can affect
cognitive, social, emotional, and physical development and functioning. Some gen-
eral characteristics commonly include: an uneven growth pattern, which results in
areas of maturational lag; average or above average intelligence; and discrepancies
between achievement and potential. This syndrome can affect a person’s capacity to
meet academic and life tasks.

DEMOGRAPHIC PATTERNS

It is complicated to determine the number of persons affected by learning disabilities
from the demographic data used to describe such persons. Prevalence varies, in great
part, by the definition used. Criteria for inclusionary and exclusionary measures have
changed over the years and differ further depending on the perspective or source used.
School-based reports are most easily obtainable, yet these exclude youngsters who
are learning disabled but whose major deficits may not be in the academic sphere,
and, of course, these reports exclude adults. The U.S. Department of Education re-
ported in 1987 that almost 5 percent of all school-aged children received special
education services. Other studies reflected higher findings among youth, ranging from
10 to 15 percent (ICLD 1987; Silver 1987). The National Institutes of Health reports
that 15 percent of the total population has some type of learning disability (“Facts
about Learning Disabilities” 1999). Prevalence was slightly higher among socioeco-
nomically disadvantaged populations, and at least twice as common in males than
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in females (ICLD 1987). In 1992, males with specific learning disabilities represented
7 percent of public school enrollment, while females with this disability accounted
for only 3 percent (“Education of Students with Disabilities” 1999). The population
of people diagnosed with a learning disability has grown markedly, about threefold,
between 1976 and 1993 (Roush 1995). Studies to date are not adequate, largely be-
cause of the problems in achieving a consensus about definition, which are further
influenced by political factors such as when funds are sought to address the needs of
this population (Kavale and Foreness 1998).

SOCIETAL CONTEXT

The advent of federal legislation for people with handicaps, and in particular the
learning disabled, was associated with two major phenomena. In the 1960s, America
learned about equal rights for minorities, and legislation for racial and ethnic minor-
ities paved the way to consideration of the needs of other minority groups. But for
people with learning disabilities to be perceived as a group with special needs, they
had to be so identified. As already indicated, the labeling of this population and the
growing understanding of the ways in which people with learning disabilities were
disadvantaged, especially in the educational system, enabled legislators and profes-
sionals to articulate the special needs of this population. Lobbying efforts seemed
especially effective, because children from middle-class families composed a sizable
portion of this group. Their parents were effective in initiating efforts for legal rec-
ognition and resources.

Two profoundly important pieces of federal legislation have supported the rights
and need for services for the learning disabled. In 1973, Congress passed Section 504
of the Rehabilitation Act, prohibiting discrimination on the basis of physical or mental
handicap in any federally assisted program or activity. Its intent was to effect funda-
mental changes in the attitudes of institutions and individuals toward handicapped
persons. People with a diagnosis of specific learning disabilities fell into the federal
definition, if their impairment(s) were severe enough to limit one or more major life
functions. This legislation provided assurances that no handicapped child would be
excluded from a public education because of a disability, that these children would
be educated with nonhandicapped students to the extent possible, and that their par-
ents or guardians could object to evaluation or placement decisions. In addition to
supporting the rights of children in the educational system, it also mandated that
postsecondary institutions could not discriminate against its applicants or students
because of a handicap. The law further stipulated that employers could not refuse to
hire or promote solely because of a worker’s disability and that health and welfare
services must provide equal access to services to persons with disabilities (U.S. De-
partment of Health, Education and Welfare 1978).

Then, in November of 1975, Congress adopted PL 94–142, the Education for All
Handicapped Children Act, and it became effective in October 1977. The spirit of this
law was to assure handicapped children a free and appropriate education, and it set
forth procedures to ensure that all parts of the law were implemented. The legislation
introduced important concepts, including a mandate that children be educated in the
least restrictive environment; that they be provided with individual educationalplans
(IEPs); that decisions on evaluation and placement be made by a committee composed
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of representative educators, professionals from related disciplines, and parents; and
that due process provisions allow parents to challenge the school system’s decisions
or inaction (Smith 1980). Subsequent amendments, namely the Education of Handi-
capped Act of 1986, extended services to handicapped infants and preschool children
(National Center for Clinical Infants Program [NCCIP] 1989). The Individuals with
Disabilities Act (IDEA) of 1990, reauthorized the federal law (PL 94–142) passed in
1975. The Americans with Disabilities Act (ADA) of 1990 is a civil rights law pro-
tecting people with disabilities from discrimination in such areas as employment and
public accommodations.

The opportunities generated by these acts are extraordinary, but the funds to
support such options are often extremely high for local and state governments to
support. The federal government’s good intentions far exceeded its fiscal generosity.
For example, one finds local communities, large cities, and small villages torn be-
tween serving the needs of its children, some of whom are severely handicapped by
physical disabilities, by retardation, by autism, etc., and at the same time, trying to
keep local taxes from spiraling further. Taxpayers’ pleas compete with the pleas of
desperate parents. Committees on Special Education are mandated to make sound
educational decisions in behalf of children, yet anyone observing such a group in
action will become aware that fiscal concerns loom large in the background. Similarly,
many communities cannot keep pace with the growing needs of its handicapped
population.

Other issues were raised about the mandate of this legislation. The notion of the
least restrictive environment implied that moving toward mainstreaming was the pre-
ferred option, especially for children with learning disabilities. Clearly, the require-
ment enabled many formerly forgotten or “hidden” children to return to neighbor-
hood schools to learn and socialize with peers; yet for others, it was not the panacea.
Assigned to regular classes meant that many would not have the opportunity for more
individually designed learning and were singled out by classmates as being “stupid.”
Others could not keep up socially, lacking the skills or self-confidence (Diamond
1979; Johnson 1981; Thomas et al. 1968). Placing children in regular classes with
resource room supports or in self-contained, special education classrooms is only a
beginning. Again, unprepared or overburdened staff, with limited resources, have not
been able to carry out the goals set for each child.

Special education is a contentious issue in many state governments. Some experts
contend that children have been diagnosed as learning disabled when their teachers
wanted to rid themselves of disruptive students. In New York State, the special edu-
cation program was criticized for placing a disproportionate number of black and
Latino students into separate classrooms (Hernandez 1999).

Persons with learning disabilities often have an invisible handicap. Their prob-
lems are less blatantly observable than those of a person with mental retardation or
pervasive developmental disabilities. The very definition that a learning disabled per-
son must have average or above-average intelligence may further camouflage specific
limitations. It is not difficult in our society to find those who feel that learning prob-
lems are precipitated by unmotivated or lazy students or serve as a symptom of some
psychological “block.” They are unsympathetic to people identified as learning dis-
abled, feeling if only they tried harder, or were not obtaining secondary gain, they
could overcome whatever cognitive or behavioral problem they possess. The situation
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is even more difficult for adults with learning disabilities, because learningdisabilities
were originally deemed to be a problem for children that they would eventually out-
grow. The research amply demonstrates that the characteristics of learning disabled
youngsters persist into adulthood and that learning disabilities often exist, some in
changing form, throughout the life span (Adelman and Taylor 1986; Buchanan and
Wolf 1986; Lyon 1996). Legislation and accompanying funding have largely been
geared toward youth. While some laws provide for vocational education for adults
with learning disabilities, their other needs, such as for support in independent living
and training, receive less attention. Finally, professional training and funding reflect
society’s primary concern with academic and employment issues. Society does not
seem to understand the primacy of the area of social needs of the learning disabled
and the ways in which such deficits have an impact on total life functioning. This
lack of understanding takes its toll on all levels, from the kind of expectations we
have for the learning disabled to the kinds of services and resources we make available
to them.

VULNERABILITIES AND RISK FACTORS

Having a learning disability “is, in itself a risk factor; however, there are wide varia-
tions in the emotional and social adaptation of individuals with learning disabilities”
(Morrison and Cosden 1997:45). Risk factors, may be internal, namely a function of
neurologically based features that influence behavior, or risk factors may be external,
influenced by peer, family, or societal values, expectations and interactions (Spek-
man, Herman, and Vogel 1993).

Studies have revealed different outcomes regarding the relationship between in-
dividuals with learning disabilities and emotional problems, specifically depression
and anxiety. Some studies report that individuals with learning disabilities score
higher compared with their counterparts without disabilities, whereas other studies
report less than half of persons with learning disabilities present clinical symptoms.
The greater risk is associated for those with a lack of social relationships or with poor
social relationships (Morrison and Cosden 1997).

The incidence of learning disabilities in delinquent populations is considerably
higher than in the general population. Estimates of prevalence range from 26 percent
to 73 percent (Larson 1988). According to a study by the Learning Disability/Juvenile
Delinquency Project at Fordham University, individuals with learning disabilities are
22 percent more likely to be adjudicated delinquent than those without such disabil-
ities (Moynihan 1987). Several hypotheses attempt to explain the link between learn-
ing disabilities and delinquency, such as vulnerability to peer group pressure and
school failure (Berman 1974). Current investigators postulate that ineffectiveproblem-
solving skills increase the risk for delinquency in learning disabled youth (Larson
1988). Certainly, people with problems of impulsivity who lack social judgment skills
would have an increased propensity for engaging in antisocial behaviors (Waldie and
Spreen 1993).

Students with learning disabilities are more likely to become school dropouts,
and those who do drop out of school or whose academic achievements are low are at
greater risk vocationally and socially (Morrison and Cosden 1997). School and em-
ployment policies or practices that are not responsive to the needs of this population
contribute to feelings of failure, alienation, and disengagement. Academic and social



Gitterman 257

problems persist into adulthood. One of the common characteristics of adults with
learning disabilities is a prolonged dependence on families, which emerges from dif-
ficulties in finding employment, in developing independent living skills, and in main-
taining social relationships (Spekman, Goldberg, and Herman 1992). Denial of this
disability further affects the individual’s capacity to cope, and adults who are in de-
nial are less likely to develop strategies for vocational or academic success.

Karacostos and Fisher (1993) found that higher proportions of adolescents with
learning disabilities than those without learning disabilities were classified as chem-
ically dependent, although there is limited research pertaining to rates of substance
abuse prevalence in this population. Factors that may put adolescents at higher risk
for substance abuse are behavioral problems, peer rejection, and school failure ex-
periences. The Office of the Inspector General (1992) reported that learning disabili-
ties and substance abuse are the most common impediments to the employment of
clients on public assistance.

Having a family member with learning disabilities often places greater stress on
families. Some of these families report greater chaos, disorganization, or conflict (Mor-
rison and Cosden 1997). Parents experience high levels of anxiety when they have a
child with special needs, especially when there are limited family or community
resources. Moreover, family responses to the member with learning disabilities, such
as unrealistic expectations, lack of acceptance, impatience, etc., increase risk factors.

Disorders of learning and attention commonly co-occur. A high proportion of
individuals with learning disabilities have problems with attention, especially hy-
peractivity. It has been estimated that 30 to 50 percent of children who have been
diagnosed with learning disabilities meet criteria for attention-deficit/hyperactivity
disorder (Fletcher and Shaywitz 1996). The features of this disorder, such as impul-
sivity and hyperactivity, are additive risks that place a person with learning disabil-
ities in greater jeopardy.

RESILIENCIES AND PROTECTIVE FACTORS

A significant proportion of people with learning disabilities have positive outcomes
in various areas of functioning and experience overall life satisfaction. Protective
factors may come from the individual’s other level of skills or talents, his or her
temperament, or in the responsiveness of the environment to the individual.

Resilience may be viewed as protective factors that act on risk conditions to
reduce the impact of the risk factors (Morrison and Cosden 1997). Factors contributing
to resilience may lie in the individual or in the environment and are often created by
the interaction between the two. Certain personal characteristics, such as strong ver-
bal skills, athletic ability, and the completion of different milestones in education,
serve as protective factors and are often predictors of positive adult outcomes. Major
protective factors for depression and anxiety are self-esteem and self-awareness,
which contribute to a sense of well-being and competence.

Gerber and Reiff (1991) cite the importance of self-understanding in enabling
people with learning disabilities to make appropriate accommodations and to utilize
compensatory mechanisms. Self-understanding also generates self-confidence, the
ability to strategize in stressful situations, and the capacity to take action that helps
people feel in control.

“Reframing” is a strategy used by successful adults with learning disabilities. It
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refers to “reinterpreting the learning disability in a more positive or productive man-
ner,” which includes recognizing the disability, accepting it, understanding its mean-
ing and implications, and taking action appropriate to that situation (Gerber, Ginsberg,
and Reiff 1992:481).

Another protective factor is the family’s ability to handle stress along with the
availability of external resources. Additional supports for resiliency are related to the
degree to which a family accepts and develops realistic expectations for the member
with learning disabilities and has the knowledge and flexibility to address their needs.

Schools and the workplace that make accommodations, provide supportive en-
vironments, and develop arenas for the learning and application of skills are critical
protective factors that lead individuals with learning disabilities to make successful
adaptations. The capacity to ensure responsive social environments for learning dis-
abled people with behavioral or social problems is far more complicated and elusive.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Social workers have not been in the forefront in identifying or addressing the needs
of this population. Over the past four decades, educators have played a prominent
role in advocating for and developing services to meet academic needs. Public schools
offer an array of options for children with learning disabilities, though there is a
significant gap between actual need and available services. Private schools have also
been established, which broaden options for parents with economic means to make
their own choices for their children and for overburdened school districts to provide
support to children referred to private resources. Libraries for teachers abound with
literature on theories and specialized techniques for teaching these youngsters. Edu-
cators are even in the vanguard of the learning disability movement in now devising
and offering social skills training programs.

Psychiatrists and neurologists have carried out extensive and important research
in this field, as well as offering both assessment and intervention services, including
medication. The community has often turned to psychologists to administer testing
to children and adults, to make learning and psychological assessments and to deter-
mine the nature and extent of learning and behavioral deficits and strengths. Both
psychiatrists and psychologists have been major providers of therapeutic services and
also work alongside other disciplines, such as speech therapists, in serving this popu-
lation’s needs.

Social workers in child guidance clinics, mental health and family agencies, and
school systems are receiving sizable numbers of referrals and working with people of
all ages who have learning disabilities. Similarly, child welfare and criminal justice
settings serve youth or adults who struggle with many problems including learning
disabilities. Clients with this diagnosis come to social agencies primarily because
their social, behavioral problems have led to difficulty in some aspect of their life
functioning. Parents may also seek help with a range of reactions to their learning
disabled child, for assistance in acting in their child’s behalf, or for help in dealing
with child development or management issues. In these agencies and community
institutions, social workers are offering multimethod interventions ranging from eval-
uation to consultation to counseling to advocacy.

In response to clients’ needs and requests, various other programs are available.
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Beyond academic programs, there are special camps or recreational and social pro-
grams for learning disabled youth and young adults. Such settings feature structured
programs in which youth with learning disabilities who have social or motoric deficits
may function with needed supports and in less competitive environments conducive
to growth. Parents of learning disabled children may wish to join educationally ori-
ented or mutual aid groups to enhance their understanding of their child’s difficulties,
to obtain new child rearing skills, or to gain the support of others in similar situations
(Gitterman 1979). Many parents or learning disabled adults have also made active use
of information and referral centers.

Middle-class parents have been effective in spearheading movements for their
children. They have joined together in local and national associations to lobby for
legislation, funds, and services. They are active presenters at professional conferences
and join boards and school committees to enlighten the community and to advocate
for resources. In lower socioeconomic communities, progress is slower, probably be-
cause parents besieged with so many life problems generally have not mobilized
themselves in such organized efforts. Yet the numbers of learning disabled are great
and their needs are naggingly persistent. There are never enough services, and as
professionals, we are still somewhat neophytes in fully developing our technology
for helping the learning disabled.

ASSESSMENT AND INTERVENTIONS

To obtain a total and accurate picture, carrying out an assessment of a person with
learning disabilities often involves contributions from other disciplines, including
neurologists, psychiatrists, speech and occupational therapists, psychologists, and
remedial specialists. Each discipline, if relevant, will administer its own set of tests
to illuminate areas of strength and the nature of the problem. A social worker can
make an overall assessment, which, among other things, usually includes history
taking. One important aspect involves documentation of exactly how the person’s
functioning deviates from what is normally expected, with emphasis on information
about language, motor, cognitive, and social development, including delays in reach-
ing developmental milestones, and inconsistencies in performance (Collard 1981).
Questions to determine possible etiologies would include exploration into such areas
as genetic factors, nutritional and allergy problems, mixed dominance, and prenatal,
birth, and medical history.

Evaluations would include interviewing the person, family, and significant col-
lateral contacts, such as a teacher or recreation counselor. Observations may be carried
out in the office, home, and/or school. It would be particularly important to see the
person in his or her social environment and to understand and assess the impact of
the supports or stress factors, chaos or structure, cultural norms, performance expec-
tations, and degree of acceptance or rejection in the environment on the person’s
functioning. If the client is a child or adolescent, it is also important for the social
worker to understand the meaning of the disability for the parent and siblings, the
family environment, pressures, and resources. In making an assessment, a profes-
sional needs to inquire into the following areas of functioning where evidence of
deficits or delays may exist.

An early sign of learning disabilities may emerge in the area of language devel-
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opment. A disorder exists when there is a qualitative difference in some aspect of
language behaviors from expected normal development, based on a child’s chrono-
logical age. Language disorders encompass many different kinds of disruptions in the
content, form, and use of language (Bloom and Lahey 1978). Sometimes children do
not express themselves well conceptually because they may lack the verbal acuity or
because they think in more concrete terms. Children also may not express themselves
well grammatically and cannot, for example, produce full sentences or utilize the
correct parts of speech. Sometimes a child will speak in an immature manner.

Thus, a frequent signal of learning disabilities is a delay in language development,
e.g., children who begin to speak at the age of 3 years or later. Children may also
experience difficulty in articulation and do not produce sounds correctly. This can
be the result of a motoric problem in which the mouth, tongue, and lips do not func-
tion well together in producing certain sounds. Language provides a person with a
means to communicate and to socially interact with others, so that significant defi-
ciencies can have a impact on a child’s social development. If the disorder is readily
apparent, it can also be a form of acute, public embarrassment.

Problems in motor coordination may be another early sign in the learning dis-
ability syndrome. While some learning disabled children have histories of reaching
early milestones in motor development and possess strong athletic skills, many more
have histories of awkwardness or clumsiness. Children may have difficulties with
gross motor coordination, such as running or hopping; with small motor dexterity,
such as cutting with scissors, tying shoelaces, or with handwriting; or in both areas.
Others have problems with balance. All these deviations usually show up as “soft”
neurological signs, rather than as “hard” classical neurological symptoms (Wender
1971).

Visual perception plays an important part in learning. Problems in visual per-
ception may take one or more of the following forms. Some people have difficulty
with spatial relations, which refers to how objects are viewed together in space and
of how one organizes oneself in space. For example, a person might have trouble
reading or doing arithmetic because of how they view letters or numbers and their
relationship to space, or they might have difficulty discriminating left from right, or
they might feel disoriented or dizzy when placed in a more open environment (Lerner
1971; Silver 1979). People may have difficulty with depth perception, in which dis-
tance is misjudged, so that a person may miss a step in climbing stairs, or bump into
things or fall down while trying to sit. Visual discrimination problems often occur
when people reverse letters (e.g., d and b) or words (e.g., saw and was) or see symbols
in reverse, as in mirror reading. They may copy incorrectly, become confused with
visual directions, or experience visual motor problems, as in trying to track and catch
a ball. Visual perception problems often lead to difficulties in reading, due, in this
situation, to some limitation in the ability to decode correctly.

Some people’s problems occur more in the area of auditory perception. There is
no problem with hearing acuity, but people may have difficulty distinguishing subtle
differences in sound, in distinguishing significant sounds to pay attention to, or in
integrating different phonic sounds. Other possible difficulties occur when a person
experiences auditory lag, so they cannot process quickly what they hear and the
speaker must speak more slowly; or a person might have trouble with auditory se-
quencing, i.e., not being able to remember the order of things given in oral directions.
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A particularly serious dysfunction occurs when a person has a memory disability,
i.e., problems with either integrating, storing, or retrieving information from memory.
The two primary forms of memory are short-term and long-term, and the problems
may occur in visual or auditory sphere. Short-term memory refers to information that
needs to be retained for a short time while a person is using it. In long-term memory,
knowledge is retained and is available for retrieval when required. For instance, a
person may look up and remember a number long enough to dial it on the telephone;
this only requires short-term memory. When a person learns that telephone number
and can retrieve it at will many hours or days later, then it has become a part of long-
term memory. With constant repetition a person usually learns to store things in long-
term memory. When this process fails, learning is seriously affected and impaired.

A pervasive problem that many people with learning disabilities experience is
one of disorganization, which takes many forms and affects many areas of daily func-
tioning and learning. People are bombarded constantly with all kinds of sensory stim-
uli coming from the environment. The learning disabled are often overwhelmed by
the stimuli. They cannot easily process, integrate, and act on the stimuli appropriately
or effectively.

Two major areas of behavioral characteristics coexist with learning disabilities
or are viewed as part of the learning disability syndrome: (1) problems in attention,
and (2) social immaturity or problems in social competence. The Diagnostic and Sta-
tistical Manual of Mental Disorders, 4th edition (DSM-IV; American Psychiatric As-
sociation [APA] 1994) classifies the first group as attention-deficit/hyperactivity dis-
order (AD/HD). Hyperactivity is physiologically based rather than anxiety based,
meaning that evidence of hyperactivity can be traced to early childhood. Frequently,
though not always, children with this disorder were very active since birth, frequently
in motion, often colicky, and not always easy to cuddle. Their movements can be
described as jittery, their cries as piercing, and their meals as fraught with difficulty
(Kavanagh and Truss 1988). Such children leave their parents exhausted, with the
house looking very much like a combat zone. Hyperactive people are described as
“always on the go” as “if driven by a motor” (Kavanagh and Truss 1988 ), have diffi-
culty sitting still, fidget excessively, and run around or climb on things excessively.
Some children are more appropriately classified as distractible, meaning that some
external stimuli are affecting their behavior and they are distracted from attending to
the task at hand. To differentiate between these two sets of behavior, hyperactive
persons act as if they are driven internally into motion, whereas distractible persons
are excessively disturbed, for example, by the noise of a pencil dropping in the rear
of the room while a teacher is speaking in the front. A much less observed symptom
that people with learning disabilities sometimes have is the reverse problem, known
as hypoactivity, where there is a lethargic appearance.

Other people have what is described as problems with inattention, for they lack
the capacity for sustained attention or have a short attention span. They do not seem
to always listen or to finish what they start. Sometimes they are described as day-
dreaming. Problems with impulsivity, or what is sometimes called poor impulse con-
trol, is a common manifestation in many people with learning disabilities (Ruffner
1994; Wender 1971). Evidence of such behaviors is seen in a person’s tendency to act
before thinking, to experience difficulty in delaying gratification, and generally to
have a low frustration tolerance. Such people will become quickly upset when things
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or other people fail to react as anticipated or hoped. Impulsive people also may ex-
perience problems in disorganization or in staying with one activity for a period of
time. Impulsivity often results in unplanned or socially inappropriate responses.

Children with problems in attention, especially hyperactivity, experience diffi-
culty during infancy and in preschool years, but it is during the advent of the school
years that the problems are markedly apparent. Virtually every aspect of the child’s
environment is affected: school, peers, and home (Kavanagh and Truss 1988). AD/HD
is considerably more common in boys. It was initially thought that problems in in-
attention greatly subside in the early years of adolescence with the change in hor-
mones. However, studies reflect some dissipation of gross motor symptoms but a per-
sistence into adulthood of many of the other attentional problems (Fletcher and
Shaywitz 1996; Kavanagh and Truss 1988).

For many years, the definition of learning disability did not include the identi-
fication of social behaviors or social adjustment. Yet, throughout this period, studies
increasingly demonstrated the evidence of various patterns of social immaturity en-
demic to the learning disabled syndrome. Studies further reveal that people with
learning disabilities are often poorly accepted or rejected and exhibit significant social
skill deficits (Gresham and Elliott 1989). Therefore, social skill deficits can be viewed
as a primary learning disability (Gresham et al. 1997; Jackson, Enright, and Murdock
1987; Kavanagh and Truss 1988; Kronick 1978, 1981; Lerner 1996; Ritter 1989). In
terms of total life functioning, social ineptitude tends to be far more disabling than
most cognitive deficits (Kronick 1978).

Previously, some characterized the problems observed as secondary problems
resulting from children’s difficulties and frustration in coping with cognitive and
other previously identified deficits. Yet the proposed federal definition, coupled with
extensive research, suggests that, indeed, social skill problems are an integral part of
the learning disability syndrome and are the result of some physiological determinant
or delay. This finding fits in with what we are now learning about the effect of genetics
and brain function on many behaviors.

Characteristically, socially immature people exhibit difficulty in some of the fol-
lowing areas. They may lack acuity in social perception and tend to misread or ignore
the cues of others. They may have problems in exercising social judgments, namely,
in how they choose to handle social situations, so that behavior often appears im-
mature or inappropriate. Such lack of sophistication also results in difficulties in
social problem solving. Many experience problems in social interactions, especially
with peers on age-appropriate levels. Their desire to make friends is clearly apparent,
but their social behaviors are often awkward, lacking in social competence and ap-
propriateness. The picture looks different at different age levels, but almost always it
is not what would be expected at a specific age. For instance, in young children, there
may be extroversion: excessive hugging and kissing; inviting friends too quickly, such
as asking a stranger on the street to visit their home; or joining into games without
considering possible rejection and the impact on others. They may blurt out what
they think without the expected social prohibitions (e.g., “you look fat” or “your
house is messy”). Children with such problems may have inappropriate expectations
of others so that the judgments they make may be met with annoyance. For example,
if an 8-year-old learning disabled boy is playing with a 3-year-old girl and she takes
his ball away, the boy acts as if the 3-year-old were his peer, grabs the ball back, and
does not take into account the age difference.
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As children grow older, they will learn and integrate various age-appropriate
interactions; however, these are offset by frequent lapses into less age-appropriate
behaviors. Initiating and sustaining friendships and making mature social judgments
will still prove to be a problem. By adolescence, the peer group takes on greater
importance, but learning disabled children are often excluded by peers because they
lack peer-valued attributes (Kronick 1981). Thus, the gap for social opportunities for
learning and interaction is widened. The behaviors of learning disabled adolescents,
and adults as well, is varied and colored by the accumulation of other life experiences.
Yet one can factor out certain traits that seem to be characteristic of the learning
disabled person. For example, they may miss the point of what is being said, they
may overreact, or they may make inappropriate remarks, actions, or poorly timed
responses. They may need to be in control, which grows out of their need to organize
other people and situations from their own sense of internal disorganization. They
may sometimes, incorrectly, project blame. Yet they can be simultaneously and
acutely aware of the messages of others toward them, but have difficulty knowing
how to effectively respond. They may seem stubborn, or they may need time alone
to pull themselves together and to withdraw from bombarding and overwhelming
stimuli. For some, poor judgment may result in antisocial acts (Smith 1980). The form
these behavioral symptoms take is varied, but the common denominator is usually
eagerness for interaction, coupled with qualities of social ineptness.

Three other behavioral traits may be seen in many people with learning disabil-
ities. The first is what is called emotional lability, meaning strong vulnerability. Ex-
cessively labile people may be hurt out of proportion to what one might anticipate
and then react with a corresponding degree of pain. It may be as simple as how one
responds to a belonging being broken or misplaced, or to losing in a game or to teasing.
The second is perseveration, meaning a person seems to “get stuck.” The learning
disabled do not easily pull themselves out of a situation to look at options, or they
create a mental set, a script of expectations that may not come to fruition. One com-
mon and sad example is the child who gets into a physical fight and cannot stop.
Finally, there is the problem of slower adaptive mechanisms, meaning that people
cannot deal with unexpected changes easily and need more time to integrate changes
that are nonroutine or unexpected. A change may be small (e.g., a new textbook); it
may be an unanticipated visitor, a trip to a new place, or almost any change in known
ritual, plan, structure, or interaction.

It is not uncommon for the learning disabled to experience secondary emotional
problems that grow out of many years of experiencing frustration and failure and to
which they react in many ways. They may develop such symptoms as withdrawal or
hypochondria, or they may resort to clowning to divert attention from their problems.
In one form or another, most struggle with a poor sense of self-esteem (Silver 1979).

Still, people with learning disabilities bring to their lives some very special qual-
ities. They may display a hearty enthusiasm, spontaneity, or adventurousness (Smith
1980). Particularly impressive is the courage, resilience, and persistence they may
ultimately apply, over and over again, to facing difficult life tasks. One is often cap-
tivated by the uniqueness of their personalities and their ability to draw on their
resources.

In working with this population, recommended interventions are dictated by the
implications of an assessment for learning disabilities. For some children, where dif-
ficulties are predominantly cognitive, academic remediation will undoubtedly be very
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important. Specific suggestions should be made, including the kind of individual or
class structure needed and the specific remediation techniques suggested to help a
person to learn required skills or to find appropriate compensatory measures. Such
options abound; the following is a simple example. A child with problems in hand-
writing may learn to write more effectively if he can learn to draw in sand or finger-
paint, may copy over dots more readily than trying to copy from a picture, or may
need wide lines rather than open space as a guide.

Speech therapists have been effective in helping children with a range of language
problems, and early intervention, especially, reaps important success. In the field of
medicine, the use of medication has had a profound impact in alleviating such symp-
toms as hyperactivity. Although the use of medication, especially on children, has
been controversial, medication that has been carefully monitored to reduce possible
side effects has achieved significant results (Gross and Wilson 1974). Research find-
ings indicate that 60 to 90 percent of hyperactive children can focus their attention
better and can reframe from physically and mentally responding to diversions when
taking stimulant mediations (Smith 1986). Hence, there is a decrease in motor activity
and an increase in attention span (Silver 1979). These medications do not affect spe-
cific learning deficits but modify the child’s activity level, so that the child becomes
more available to learning. Wender (1971) argued that substituting psychotherapy for
medication could be viewed as malpractice, a harmful withholding of needed treat-
ment from a child. He suggested that psychological help is popular, but as pragmatists,
the question is not what is popular, but what works.

Social workers may assume various roles in working with learning disabled cli-
ents and their families. They may serve as coordinators, helping the client or family
to locate appropriate resources for evaluation and future planning and to think
through decisions and needed actions. Social workers often function in the role of
consultants, providing information and suggestions, usually to parents, about learning
disabilities and ways in which they can understand and be helpful to their child.
Clients with learning disabilities and their families are often referred to or seek help
from social workers for counseling, because of some interpersonal, developmental,
and/or environmental problems. Finally, social workers serve as advocates or medi-
ators and help to empower clients to act in their own behalf or in support of a family
member.

Having a learning disability often means experiencing some difficulties through-
out the life span. Therefore, help may be obtained to cope with tasks at different points
in the life cycle, during crises as well as for longer periods of time. If one traces the
path a learning disabled person takes, it is not uncommon to see him or her moving
in and out of different kinds of helping relationships.

The first encounter is usually when problems are initially identified. Parentsoften
become aware during the infant, toddler, or certainly the latency years that their
child’s development is different from that of the child’s peers. By the time the parents
seek help, they already suspect that something is wrong. They may even imagine that
the problem is worse than it is (Faerstein 1986). On another level, parents go through
different stages as they assimilate their observations and try to cope with emerging
anxieties. Parents may begin by denying the problem, trying to minimize what they
observe or are told. This stage may be followed by anger, as parents ask “why me?”
These emotions are coupled with feelings of helplessness or frustration. If this anger
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is directed inward, they become depressed, and for some there is attendant guilt. They
worry about something they may have inadvertently done that created the problem.
If the anger is directed outward, the parents may begin to blame others, including
their child. Parents then move into a time of grieving, as they slowly give up their
hopes and dreams for a certain “kind of child.” During this period, they are especially
vulnerable to panaceas. From this point, they gradually begin to move toward greater
acceptance, and in many cases, they begin to take needed actions (Silver 1979).

Unlike parental grieving at the birth of a child with a visible handicap, such as
a physical deformity, the process of mourning for a child with a marginal and less
observable handicap is prolonged (Killner and Crane 1979). The parents’ reactions
are staggered and not clear-cut, as they may move from panic to anger to grief, in any
given situation or period of time. How parents react has implications for professional
intervention.

The period of denial has many ramifications. For many parents, denial may serve
an important function, as they need time to prepare to accept the painful reality and
its implications. Therefore, professionals who provide evaluative interpretations may
need to give parents several weeks to assimilate what they have heard before they meet
with them again to plan. Still, during the time of denial, a child is often left vulnerable.
The child knows something is wrong, that she or he is different, but feels “if my parents
can’t accept me for who I am, how will others. I must hide my problems.”

Parents need guidance and support through the lengthy grieving process as well
as in separating when they are irrationally angry from when their rightful expectations
are not being met by other professionals. How often one hears of the frustrations of
perceptive parents who have brought their concerns about their child to a pediatri-
cian, only to be told they are being impatient and overanxious. Parents need to be
relieved of their guilt. Raising a learning disabled child will have an effect on the
family. Parents need to know they did not cause the problem, for if they feel so, they
will then feel they can “cure” the problem. Social workers can be most helpful when
they recognize the legitimate pain that raising a child with problems may cause, as
well as the sadness parents must experience as their child struggles to cope.

Raising a child who has special problems means parents often need assistance in
specifying expectations and learning effective techniques for helping their child gain
mastery in their environment. For example, parents need to learn how to break down
everyday tasks for a child who is less adept and easily overwhelmed. Learning how
to put on a pullover sweater can be demonstrated to a child step by step, as can
learning to brush one’s teeth, or learning how to order and buy an item in a store. For
those who cannot master certain tasks, alternatives need to be considered. Zippers
and buckles are more easily handled than buttons and laces. Youth who adapt to new
or unanticipated situations more slowly need anticipatory guidance and more time.
A child who is going on a class trip needs help in thinking about what to expect and
how to handle any problems, for instance, what to do if she or he gets lost. Parents
tend to end up in power struggles when children insist unrealistically that an event
will happen a certain way. Rather than argue, parents are more effective when they
say, “That’s what you wish, but that is not what may happen.”

People with problems in social competence need parental assistance at many
levels. They lack natural ease in relationships, and efforts at engaging and sustaining
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contacts can be awkward and therefore labored. When children are young, parents
can take the initiative in structuring social opportunities for their child. They can
play a more active role in helping their child to connect appropriately and to engage
in successful play. As their child grows older, role modeling, direct advice, and active
problem solving help people learn needed social skills. Since people with learning
disabilities are often taken advantage of or rejected, without provocation, they need
help in dealing with peer reaction. Efforts to strengthen social skills take on special
relevance in view of a recent study showing that learning disabled youth have dem-
onstrated their capability of improving social-perceptual skills, so that by late ado-
lescence they are closing the maturational gap (Jackson et al. 1987).

Children with problems in attention may need medication. In addition, providing
structured and predictable environments, setting clear boundaries, and minimizing
distractions will lend important sources of support to these children. Parents need to
learn how to effectively handle disciplinary issues and to evade futile power struggles
and attacks on their child (Johnson 1989). For example, impulsivity in children can
best be addressed by helping them develop awareness and then creating an extra
moment between impulse and action, which provides youngsters with time to stop
and think so they can alter their response.

Adolescents with learning disabilities do not achieve autonomy at the same rate
as their peers, and therefore have a prolonged and wider dependence on adults (Mar-
galit and Shulman 1986). They also are more vulnerable to stress and experience
greater anxiety as they confront difficult tasks. The dilemma for parents and educators
is to find the appropriate balance between providing needed help and offering in-
creasing supports toward achieving independence.

People with learning disabilities face certain common tasks with which they often
need help. It is the social worker who can, and indeed should, address these needs
with them. By the time children develop a sense of awareness about themselves in
relation to peers or siblings, they may well realize that in certain subtle ways they are
different from others. It may be apparent in the difficulties they experience in mas-
tering academic expectations (e.g., reading); in the way they behave (e.g., hyperactiv-
ity); or in the way they are perceived socially by their peers or family (e.g., ignored).
The child begins to worry and thinks, “Why me? What’s wrong anyway? What can
be done? Will I fail? Why don’t I have friends?” Those are the kinds of questions a
professional or parent needs to help children with, clarifying that what they are hav-
ing trouble with (e.g., sitting still or writing poorly) is not their fault and helping them
specify strengths and weaknesses, and to avert gross negative generalizations (e.g., “I
am dumb”). Learning disabled youth are often teased by their peers, and they need
specific ideas on how to respond. For example, people make fun of them because they
may attend a different school or class, or they may taunt them because they perform
poorly in athletics. Expecting a youngster to ignore these comments is not realistic;
rather, they need to learn to respond with straightforward answers, such as, “I know
I am not good at sports.”

The therapeutic context for work with people with learning disabilities should
have both structure and predictability. They need a sense of organization; for some,
open-ended sessions will evoke greater anxiety and loss of control. It is often neces-
sary to depart from traditional psychotherapeutic strictures, for with the learning
disabled, the worker takes on a more active role. This population responds best to a
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strong, positive working alliance, one in which the worker moves patiently and very
supportively with the client while interceding to develop receptivity in the environ-
ment.

By adolescence, problems may intensify and family, teachers, and peers may be
less patient. Adolescents may be angry about the demands made on them that they
cannot meet. Those who lack social or communication skills feel deepened inade-
quacy and loneliness because they are not part of the teenage group. Adolescents who
have poor impulse control and lack social judgment may be exploited by peers and
become easy targets for involvement in antisocial acts. Parents and other adults have
become worn out, are less tolerant, and express such feelings as, “It’s time to shape
up already. . . . Aren’t you ever going to grow up?” Thus, the cycle of conflict already
present in this phase of life may greatly intensify.

Adults with learning disabilities have been a less visible and identified popula-
tion. As noted earlier, it was originally assumed that people outgrew these problems
by the time they reached adulthood. We now know that this outcome is not necessarily
valid. We see adults discovering, for the first time, that they are learning disabled. We
also see learning disabled adults struggling in the job market, being discriminated
against because of their handicaps or losing employment because they do not adapt
well to more sophisticated workplace demands (Brown 1979).

People with learning disabilities are born into a wide range of families, some
functioning more or less effectively than others. Having a learning disability cannot
be attributed to a problem within the family, but rather families may need help in
coping with their reactions to existing difficulties and stress. A social worker may
need to reinforce and support a family’s efforts to improve behavioral management,
to enhance avenues of communication, to help define realistic expectations of each
other, and to tolerate periods of ambiguity and frustration in the context of long-term
progress (Zeigler and Holden 1988). Marital stress may be precipitated by the birth of
a learning disabled child (Featherstone 1980). Parents may find themselves not able
to draw strength from their relationship; rather, they may be divided by their own
fears, their anger, their disappointments, and their impotence. Differences in decision
making while raising a disabled child may similarly result in additional marital dis-
cord. Last, families carry extra emotional and physical burdens in living with a learn-
ing disabled member and will need assistance in locating and using resources for
support within the community.

It is often helpful to focus on and offer service to the siblings of learning disabled
children and to understand their reactions. Some siblings experience guilt because
they function more effectively than their learning disabled sibling, especially if the
sibling without the disability is younger. More frequently, however, brothers or sisters
experience acute embarrassment in having to explain to their own peers their sibling’s
differences in behavior or achievement. They may bear the brunt of teasing. Some
siblings long for a “real” brother or sister with whom they could share more, one who
would more closely reflect their own feelings and experiences. Finally, siblings resent
what they may experience as a double standard in their families when there are two
levels of expectations, one for the learning disabled child and another for the sibling
(Kronick 1973). These siblings will need help in sorting through their own reactions,
opening up communication within the family, and, finally, developing strategies to
deal with their peers’ reactions.
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A person’s disability touches every family member. As a problem throughout the
life cycle, we are only beginning to learn about how emerging issues will affect family
members as the learning disabled person carries out his or her respective roles as
child, spouse, and then, perhaps, parent.

ILLUSTRATION AND DISCUSSION

The kinds of problems for which the learning disabled and their families
seek help from social workers may occur at various points in their lifetime.
The tasks that they face, often coupled with and unresponsive environment,
may produce situations that warrant crisis intervention, short-term consul-
tation, or longer-term counseling. The following case was selected because
it provides the opportunity to learn about a child with learning disabilities
and her parents who obtained needed services intermittently over the period
of a decade and a half.

This is a story of Cindy (now age 16), her brothers Barry and David (ages
21 and 23), and her parents, Edward and Lucy Stone. This is a middle-class,
Unitarian family who live in southern Connecticut. Mr. Stone is a journalist
and a devoted and caring father. Ms. Stone is an early childhood educator,
who works part-time, and is deeply invested in the well-being of her chil-
dren. Their sons are both bright, competent, and highly engaging young men
who have fared very well in both their academic and social lives.

Ms. Stone’s first two pregnancies were normal. She was 35 years old and
pregnant with Cindy when she developed a serious respiratory infection for
which she took antibiotic drugs. She remained healthy for the remainder of
her pregnancy, and Cindy was born, at full term, by forceps delivery. Cindy
appeared to be a healthy, quiet, content infant whose sole problem, at that
time, was some colic she experienced for several months after the introduc-
tion of whole milk into her diet. Ms. Stone became concerned about Cindy’s
physical development when Cindy reached 9 months and still had difficulty
sitting without support. Ms. Stone’s worries remained dormant until she be-
gan to realize that Cindy continued to reach other physical developmental
milestones at a slower pace than most of her peers. Ms. Stone’s efforts to
bring her questions to the pediatrician were met by reassuring statements
that “some children develop more slowly than others, but Cindy would soon
catch up.”

Ms. Stone tried to engage her husband in listening to and acknowledging
her fears that Cindy was not developing normally, but he offered reasons for
any differences and cited areas in which she performed at the norm. Feeling
alone in her growing anxiety, even panicked by the gloomy picture she fan-
tasized and foresaw for her child, Ms. Stone became depressed. She was
obsessed with thoughts about Cindy, impatient with the ambiguity of not
knowing what was wrong, and distraught with her own impotence. She went
to a local mental health clinic for help. The social worker played an instru-
mental role in alleviating the symptoms of depression but was not able, un-
derstandably, to offer Ms. Stone the assurances she repeatedly sought that
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her child would eventually achieve the capacity for normal functioning. The
social worker offered to meet with Mr. and Ms. Stone jointly. She gently
helped Mr. Stone to hear his wife’s concerns and to move past his own denial.

Cindy began to walk at about 18 months and Mr. and Ms. Stone went
through a period of relief and renewed hope. However, after several months,
it became apparent that Cindy’s receptive speech was limited, and she un-
derstood less than children her age who were already speaking words, if not
sentences. Although a seemingly self-contented child, Cindy often played in
an isolated fashion away from her peers. Family and friends began to notice
and comment on Cindy’s lack of ability to speak. Again Mr. and Ms. Stone
became alarmed and concerned and contacted a pediatric neurologist for an
evaluation. The physician pointed out uneven areas of development, ruled
out retardation or autism, hypothesized what was then called “minimal brain
dysfunction” and recommended speech therapy to address Cindy’s delayed
language development.

Cindy attended a local speech therapy clinic and made rapid strides in
gaining language. Some difficulties in articulation persisted because of prob-
lems in the proper placement of her tongue in mouth coordination.

Cindy entered nursery school at the age of 4, and delays in certain areas
of emotional and social development became readily apparent. The noise
level and active environment of preschoolers were overwhelming to Cindy,
who sometimes sought refuge by herself or under a blanket. Other times, she
tried to engage with her classmates, but her judgments on how to enter play
and her ongoing social interaction skills were inept. She was easily upset
with changes in routines and her excessive vulnerability led to outbursts of
crying, if someone, for example, sat in her chair by mistake.

During this time, her parents sought professional guidance in order to
understand Cindy’s behavior, to learn needed new parenting skills, and to
make future educational plans. For many months, they met monthly with
the social worker and provided her with examples of Cindy’s behavior. She
helped create a framework for understanding Cindy and frequently pointed
to areas of strength and effective efforts Cindy was making to cope with a
sometimes overwhelming or rejecting environment. Through these interven-
tions, the social worker helped to alleviate some parental anxiety, offered
new perspectives on Cindy’s functioning and progress, and helped the
Stones to learn to influence Cindy’s school experience. One poignant ex-
ample occurred when Ms. Stone described a recent meeting with the nursery
school teacher. This teacher was critical of Cindy, saying she had entered the
room of an adjoining class to play and that many of the children began to
yell and ridicule Cindy. The envisaged pain of this scene caused Ms. Stone
to suddenly dissolve in tears. The social worker softly asked Ms. Stone,
“What did you say when the teacher told you this story?” Ms. Stone replied,
“I said nothing. I felt she was telling me how my daughter misbehaved.” The
social worker commented, “But this was a 4-year-old not acting in malice.
You should have said to the teacher ‘and what did you do’?” This important
lesson that parents don’t have to accept someone else’s definition of a prob-
lem, and that parents have the right to expect that their child be appropriately
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represented and protected, became a model that the Stones used over and
over again in their negotiations with the programs in which Cindy was en-
rolled.

Cindy entered kindergarten in a small school when she was almost 6, so
she could have an extra year of developmental time. Although she lacked
competence in both social interaction and motor agility (especially grapho-
motor skills), her cognitive abilities were within the norm, and she was even
precocious in reading. This was surprising because an aunt and cousin had
histories of dyslexia. Cindy’s behavior was seen as immature, rather than
deviant, and she was not well organized. Still, Cindy was an appealing
youngster, had a quick sense of humor, and related well to adults. Her per-
ceptiveness coupled with her unusual resilience and persistence served as
important strengths in facing daily problems. Throughout her latency age
years, she progressed in most areas, especially in speech and academic work.
Her continuing difficulty in social functioning remained a source of frustra-
tion to her and of concern and sadness to her family.

As Cindy entered adolescence, she appeared dissatisfied, if not some-
what depressed, by the disparity between her aspirations and what she could
actually expect for herself. Her parents tried to locate a counseling group for
learning disabled children, where she might obtain professional help in ac-
quiring skills and feedback in this social context, but they were not success-
ful. So they returned to a social worker to seek additional help for themselves
and now also for Cindy. Mr. and Ms. Stone moved to a deeper level in sharing
their worries, especially whether Cindy could move toward greater indepen-
dence in functioning. They also were helped to reflect on how their frustra-
tions were inadvertently being communicated to Cindy, and how they might
try to respond positively to her new efforts to communicate and interact.

Cindy was immediately receptive to the social worker’s active, inter-
ested style and the kind of support, patience, and acceptance she experi-
enced in their work together. Cindy has been meeting weekly with the social
worker for the past two years. They have explored many themes, including
Cindy’s feelings of being different, and her search for who she was, as she
straddled two worlds, one of normally developing children and the other of
the learning disabled. By the age of 14, Cindy developed some secondary
problems attendant to her differences in development. Primary among them
was her lack of self-esteem, which increasingly affected her expectations for
herself and her communications with others. It became so marked that she
sometimes walked with her head down to avert any possible peer rejection.
Nevertheless, Cindy made slow, but consistently positive strides. The use of
a dual educational and therapeutic focus on coping skills as she faced inter-
actional tasks in her family, school, and social arena gave her new confidence
and mastery. She also gained self-awareness, so she could “catch herself”
when acting in dysfunctional ways, such as “I guess I am nervous about
getting a new coat, because I am so used to the old one.” She can better
anticipate problems and plan accordingly, e.g., finding ways to organize her
school assignments. She also learned to move from initial rigidity to greater
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flexibility in handling everyday situations. Finally, Cindy has been helped
to handle the multiple demands of high school. At this time, Cindy was able
to taper off contacts with the social worker and assume some greater respon-
sibility for autonomous functioning and to advocate for her own needs. It is
anticipated that Cindy may need to return for help when she prepares to
move toward her college entrance year.

CONCLUSION

Several salient issues emerge. The first is that the learning disability syndrome is
extremely common. This term serves as an umbrella category covering certain dys-
functions in cognitive, language, physical, and/or behavioral functioning. Initially,
this syndrome was seen as affecting only children, but it is now a documented prob-
lem that persists, sometimes in changing form, into adolescence and adulthood. In
this relatively young, and still growing field, there is ambiguity and lack of agreement
about the definition and etiology of learning disabilities. Recent research attests to the
effectiveness of a range of new interventive techniques and particularly highlights the
usefulness of medication, counseling, psychoeducational techniques, and environ-
mental supports. Certainly early identification, assessment, planning, and interven-
tion have reaped important gains in ameliorating the effects of this dysfunction and
its attendant secondary problems.

The challenge for social workers lies ahead. We have inadvertently played a major
role in working with people with learning disabilities, because this population
abounds in our social agencies and institutions. Yet we have not been in the forefront
of service but have sometimes relied on old and improper diagnostic categories and
models of psychotherapeutic interventions that have not been necessarily helpful. In
other instances, we have focused on addressing the secondary rather than the primary
problem.

Our expertise in work with individuals, families, and groups and in helping cli-
ents with their problems in the context of their environments certainly bodes well for
the responsibility of our assuming increasing leadership in services to the learning
disabled. Within our own range of social work settings, we have the unique oppor-
tunity to reach out, to innovate a practice technology, and, in collaboration with other
disciplines, to offer much needed help to this population. We also need to join with
other professionals in developing programs, influencing legislators, and educating the
public about what life is like and how to support people with learning disabilities in
our society.
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10
Schizophrenia
Ellen Lukens

Schizophrenia is a disease of the brain that affects approximately 1 percent
of the population worldwide, regardless of race or gender. A combination of symp-
toms alters a person’s sense of reality and changes the ability to attend to normal life
functions, such as work, school, and relationships. At its worst schizophrenia can
impair an individual’s ability to take care of and monitor the simplest of the activities
of daily living. A chronic and multifaceted illness, it affects every aspect of an indi-
vidual’s life, distorting a person’s sense of self and altering how he or she experiences
the environment. Those affected describe a sense of loss of self, disorientation, and
emptiness. As a person suffering from active psychosis reported after a session with
his psychiatrist, “He wants to know what’s going on inside my head, and I don’t
know.”

According to the standard set by the American Psychiatric Association in the
Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-IV), schizo-
phrenia is typically recognized and diagnosed by a common set of symptoms, usually
referred to as the positive and negative symptoms. The positive or psychotic symp-
toms include hallucinations, delusions, bizarre behavior, disorganized speech, and
disorganized or withdrawn behavior. The negative symptoms, which are sometimes
referred to as residual or deficit symptoms, include affective flattening, alogia, or loss
of volition. These symptoms are accompanied by a significant disturbance in func-
tioning, particularly as regards work, interpersonal relations, or self-care. In situations
where one set of symptoms predominates, individuals may be categorized and treated
based on diagnostic subtypes such as paranoid or disorganized schizophrenia (Amer-
ican Psychiatric Association [APA] 1994).

In spite of this grim description, some important developments have occurred
over the last several decades that provide increased opportunity and hope for persons
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with the illness. These include the availability of new psychotropic medications,
strengths-based psychosocial interventions with an emphasis on education and re-
habilitation, and an increasingly visible and active family and consumer advocacy
movement.

DEFINING AND EXPLAINING SCHIZOPHRENIA

Descriptions of schizophrenia as one form of severe mental illness have been clearly
documented since the turn of the century, although emphasis on particular diagnostic
characteristics has varied over time. The seminal work of Emil Kraepelin and Eugen
Bleuler, written at the end of the nineteenth and the beginning of the twentieth cen-
tury, characterized the illness in terms of what are now referred to as the negative
symptoms. Kraepelin described uniformity in the course of illness and age of onset
among those diagnosed with schizophrenia and coined the term dementia praecox to
describe what he considered a group of illnesses with related outcome. Characterizing
the illness in terms of both loss of function and mental integrity, accompanied by
progressive deterioration, he viewed the negative symptoms, particularly loss of will
and abnormalities in attention and interest, memory and affect, as central to the illness
(Kraepelin 1919/1971).

Bleuler, as an early proponent of a disease construct for schizophrenia, explained
the illness in terms of presenting symptoms, vulnerability, and variability of perfor-
mance, rather than focusing on course. He described a cognitive disorder, character-
ized by fundamental and accessory symptoms and expressed through disturbance in
experience and behavior. His fundamental symptoms included abnormalities in af-
fect, attention, and volition, as well as sense of identity or ego function; accessory
symptoms included delusions, hallucinations, now considered the positive symp-
toms, and associated loss of orientation, memory, and attention (Bleuler 1911/1950).
This emphasis on loss of functioning remained central to the understanding of schizo-
phrenia until Kurt Schneider’s work appeared in the 1950s.

Schneider concurred with Bleuler’s perception that presenting symptoms were
more critical to understanding the illness than was course of illness, but he veered
away from underlying vulnerabilities and supports. Rather he focused on what he
termed the first-rank symptoms, including delusions, hallucinations,bizarrebehavior,
and thought disorder (Schneider 1959/1980). Following Schneider’s work, and until
the publication of the DSM-IV in 1994 in which the negative symptoms again were
included as primary symptoms of the illness, schizophrenia has been diagnosed ac-
cording to the positive symptoms (APA 1994). The renewed attention to the negative
symptoms has encouraged mental health professionals to look beyond distortions in
thinking and belief systems and to attend to the impact of the illness on experience
and functioning.

To some extent the changing diagnostic picture for schizophrenia has mirrored
changes in policies, attitudes, and explanations regarding mental illness per se over
the last several centuries. In the United States, changes in policy occurred as the
society became increasingly industrialized and urbanized. During the eighteenth and
nineteenth centuries, mental disorders were associated with indigence, immorality
and poor habits. Responsibility for caring for persons with mental illness was gen-
erally assigned to the family or local community, and lunacy or insanity was consid-
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ered a social and economic problem rather than a medical problem. Backup care was
typically the local jail or almshouse. During the late 1700s, some medical hospitals
began to admit people who were considered insane, and in 1770 the first mental
hospital opened in Virginia (Fellin 1996; Grob 1994).

At the end of the eighteenth century, various reform movements in Europe influ-
enced a slowly growing interest in the United States toward more proactive care, with
cure as the hoped for outcome. In France, Phillipe Pinel developed a moral treatment
approach that involved psychologically oriented care in an asylum, and in England,
William Tuke established the York Retreat to help the person with illness develop
mechanisms for self-control. In the United States, the work of social reformer Doro-
thea Dix during the 1830s and 1840s led to the development of more than thirty
mental hospitals, built predominantly to serve the particular needs of those desig-
nated as mentally ill and impoverished (Fellin 1996; Grob 1994). Her efforts coincided
with the increasing number of cities in the United States where informal systems of
care for indigent persons were less readily available than in small communities (Starr
1982).

Over the next century some additional five thousand institutions were built. Until
the end of the nineteenth century, these hospitals typically served people with more
acute cases of mental illness; individuals would typically return to the community
after relatively short-term hospitalizations of less than a year (Grob 1994). But as it
became clear that many people did not recover, policies changed and gradually the
mental hospitals became long-term care facilities where individuals with persistent
illness resided for most of their adult lives. This approach to care continued through
the end of World War II.

With the discovery of the first psychotropic or antipsychotic medications such
as thorazine, and with increasing scrutiny of the mental hospitals among social re-
formers, the push toward discharge to the community became a reality, beginning in
the 1950s. With the advent of the Community Mental Health Act of 1963, thousands
of individuals were discharged or deinstitutionalized to community mental health
systems on the assumption that more effective care could be provided outside a hos-
pital setting. But the newly developed community programs were not fully equipped
or prepared to handle the challenges involved in managing an illness as unpredictable
and misunderstood as schizophrenia. The clients had spent a significant number of
their adult years in closed environments, and because their medication needed careful
monitoring both for effectiveness and to monitor untoward side effects, they could
not fully manage and fend for themselves (Fellin 1996). Not surprisingly, families
stepped in to fill the gaps. But they were also unprepared for this responsibility. This
was not helped by the distant and uncommunicative attitudes toward families re-
garding any kind of illness that was so characteristic of medical professionals of the
time (Starr 1982). As a consequence, the families had limited access to support ser-
vices or information to alleviate burden of care. The stigma attached to mental illness,
and the widely held belief that families contributed to schizophrenia, only served to
promote isolation and compound the level of responsibility (Lefley 1996).

Attempts to explain schizophrenia changed over the course of the twentieth cen-
tury, as did attitudes toward care and treatment. Early theoreticians and clinical re-
searchers, following the work of Bleuler and Kraepelin and influenced by psycho-
analytic theory and by their own case studies, argued that schizophrenia was caused
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by impaired family dynamics, particularly between mother and child (Kasinin,
Knight, and Sage 1934; Levy 1931). Hence the term schizophrenogenic mother ap-
peared in the literature, a phrase that served to stigmatize the family and that affected
the way the illness was evaluated, managed, and treated for many years (Fromm-
Reichman 1948).

The family therapy movement, which began to emerge in the 1950s, grew out of
this frame of reference as well. Early family therapists such as Gregory Bateson and
Theodore Lidz initially focused their interventions on the families of persons with
schizophrenia, building on their observations of conflicted parental relationships and
impaired communication among family members (Bateson et al. 1956; Lidz et al.
1957).

After the move toward deinstitutionalization, this fascination with the role of the
family in schizophrenia reemerged in the research literature. During the 1950s, a
group of researchers and clinicians in Britain, led by sociologist George Brown and
psychiatrist Michael Rutter, noticed that people with schizophrenia who resided with
family returned more quickly to the hospital after an acute episode than those who
lived in the community. Hence they devised a series of studies to examine family
dynamics among this group, based on lengthy semistructured interviews conducted
in the family home (Brown and Rutter 1966; Rutter and Brown 1966). Originally the
construct, which came to be known as expressed emotion, measured a series of atti-
tudes and behaviors reflecting the two-directional relationship between parents and
their adult child with schizophrenia. But as the variable has been typically applied
in later research studies, it is single and dichotomized, measured as either high or
low, and applied solely to the primary caretakers, usually the parents. Those families
or family members rated as high in expressed emotion have been considered particu-
larly critical and/or overinvolved (i.e., overly intrusive or protective) toward the per-
son with illness.

Findings from these studies and subsequent replications in different settings and
cultures reinforced the idea that when parents showed high expressed emotion, the
person with illness was likely to relapse more rapidly and to require hospitalization
(Kuipers and Bebbington 1988). This also contributed to the perception that somehow
the family was responsible for the illness; hence, families categorized in this fashion
were targeted as a means of improving the outcomes for the person with illness. The
results of these intervention studies were varied and impact appeared to be time-
limited, but they received much attention among the professional mental health com-
munity (Bebbington and Kuipers 1994; Goldstein et al. 1978; Leff et al. 1982). Not
surprisingly they irked family members and their advocates, who observed that it was
too easy to confuse impact on course of illness with cause of illness, that expressed
emotion as a construct was not fully understandable or operationalized, and that the
impact of low expressed emotion was generally overlooked. Rather, they argued that
expressed emotion might even help families cope with a medical and psychiatric
culture that tended to be withholding of both care and information (Hatfield 1987;
Terkelson 1983).

These debates contributed to ongoing tensions between families and profession-
als, particularly since the Western model of blaming the family is an insidious one.
But as research during the last several decades of the twentieth century contributed
overwhelming evidence that schizophrenia is a brain disease affected by environ-
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mental stressors, the emphasis on expressed emotion as a focal target variable has
receded. Recent work on the psychosocial aspects of the illness have focused on a
more broad-based assessment of all members of the family, examining factors ranging
from resiliency and coping, social supports, and quality of life to family burden, ex-
periences of mourning and loss, and the impact on well siblings (Marsh et al. 1996;
McCubbin and McCubbin 1988; Struening et al. 1995). More current work on ex-
pressed emotion has examined the construct in the context of broadly defined envi-
ronmental variables including reciprocal or interactive responses between family
member and client, social control, and availability of external supports and resources
(Greenberg, Greenley, and Benedict 1994; Greenley 1986). Most recently professionals
and families have made increasing effort to work together to understand and address
these environmental stressors, although there is still much work to be done in this
arena (Dixon and Lehman 1995). Examples of programs that are strengths based and
collaborative are described later in this chapter.

DEMOGRAPHIC PATTERNS

Schizophrenia is associated with great individual, social, and financial cost. Although
there is variation in prevalence across cultures with a reported range of .2 to 2 percent,
the estimated lifetime prevalence rate worldwide is about 1 percent (APA 1994). Re-
ported prevalence for men and women is approximately equal, although there are
some discrepancies based on whether samples are community or hospital based.

The etiology of schizophrenia is not fully understood. There is strong evidence
that it is a biological disease, which can be triggered by environmental stressors, and
that it has a genetic component. A person with an identical twin with schizophrenia
has twenty-five to forty-five times more chance of developing schizophrenia than the
average person. But this also means that genetics alone does not explain the illness
(Reiss, Plomin, and Heterington 1991).

Schizophrenia usually manifests itself in early adulthood, with a median age of
onset in the early or midtwenties for men and late twenties for women (APA 1994).
The initial presentation of the illness is variable; in some individuals it is abrupt, in
other cases gradual. Often there is some sort of problematic or prodromal presentation
of behavior that appears prior to help seeking, but this may be elusive and difficult
to characterize. The course of illness is highly variable, which complicates diagnosis,
assessment, and treatment. In reported studies of course of illness over time, it is
estimated that about one-third of those who are originally diagnosed recover and
return to baseline functioning, one-third suffer mild to moderate impairment in life
functioning, and one-third have relatively poor outcome characterized by significant
impairment in functioning (McGlashan 1988; Möller and von Zerssen 1995). Those
who are most in need of mental health services are those who are most severely
impaired, but the course of illness is not predictable. As such the illness is disruptive
to the life cycle of both the client and the family.

Schizophrenia appears in all cultures. However, the manifest content of the dis-
torted belief systems associated with the illness may be influenced by particular mores
in a given culture. For example, in non-Western cultures, beliefs associated with par-
ticular religious values might be truly reflective of mental illness, or they might fall
within the normal belief system for that society. This means that the illness must be
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understood in relation to the culture in which it appears. Certain behaviors or beliefs
considered unusual, strange, or psychotic in one culture might be normal or accept-
able in another and must be carefully assessed in making cross-cultural diagnoses.
Language barriers between clinician and client may further confound such diagnoses.

The prevalence of schizophrenia is approximately the same across class and eth-
nicity, although there are certain differences and interactions that are important to
consider if we are to fully understand the disease. Poverty is associated with mental
disorders of all kinds, but it is difficult to sort out what aspects, if any, are specific to
schizophrenia (Lefley 1996; Regier et al. 1990). Within the United States, African
Americans and Native Americans are more likely to be hospitalized for schizophrenia
than either Mexican Americans or Asian Americans (Manderscheid and Sonnen-
scheid 1992). But once hospitalized, those of white, Hispanic, and Asian descent tend
to remain in hospital for longer periods of time (Manderscheid and Barrett 1987).
Findings are complicated by research that suggests that individuals with less educa-
tion are two to three times more likely to be hospitalized for schizophrenia than those
with more education (Aro et al. 1995). Research also indicates that individuals in
ethnic minority groups, who tend to have lower socioeconomic status, are less likely
to use formal mental health services, relying instead on informal supports within the
community such as family, friends, religious leaders, or spiritual healers. Given the
potential for interaction among data and the relatively limited research in this area,
it is difficult to fully explain such phenomenon. Individual clients may be more ill
by the time they are in formal contact with the mental health system, thus requiring
more intensive treatment. An alternative explanation might be that they are more
poorly treated by the formal system because of their background; thus, they receive
less adequate care and are more freely diagnosed with severe mental illness (Neigh-
bors et al. 1992).

The illness is also associated with other factors, which make it particularly fright-
ening to those individuals or families who must confront it. Among people with
schizophrenia, approximately 10 to 15 percent actually commit suicide and approx-
imately 20 to 40 percent attempt suicide at some point in their lives. Of those who
complete suicide, about 60 percent have already made a previous attempt (Harkavey-
Friedman and Nelson 1997).

People with schizophrenia are also at higher risk for drug and alcohol abuse than
those in the general population. An estimated 45 to 50 percent have at least some
history of substance use disorder (Drake et al. 1993; Regier et al. 1990).

Most persons with schizophrenia do not enter long-term relationships or part-
nerships, and only about 10 percent are able to maintain employment in competitive
jobs (Anthony, Cohen, and Farkas 1990; Bond 1992). Because schizophrenia usually
strikes just as a person would normally assume normal adult responsibility by seeking
education and/or employment, or partnership and possibly family, he or she becomes
dependent on the mental health and social service systems, and when available, the
family of origin. This creates a disruption in the normal life cycle for both client and
family and inevitably compounds the levels of burden and stress that contribute to
the illness.

SOCIETAL CONTEXT

Schizophrenia has a profound effect on daily life. Because it attacks the brain, the
very essence of who the person is, constant vigilance is necessary to help the person
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keep on track and avoid the demoralization and stigma attached to revolving door
hospitalizations or inadequate or stultifying community care. Increasing evidence
suggests that early intervention helps to assuage some of the chronicity of the illness
as well. Through early identification of symptoms and the use of carefully regulated
medication, the course of schizophrenia can be genuinely improved (Dequardo 1998;
McGlashan 1986). Such an approach is quite easy to fathom in thinking about how
to help people mange medical illnesses that do not include a psychiatric component.
But the presence of psychiatric symptoms adds an immeasurable level of complexity
to the presenting picture. The manifestation of these symptoms may collide with the
sensibilities and understanding of the client’s support system, which only serves to
increase isolation, alienation, and attached stigma on the part of all involved and
which quickly interferes with the monitoring needed to keep the person on track
(Brewin et al. 1991).

Such monitoring requires that social workers and other mental health profes-
sionals attend to the cycles of vulnerability that the client incurs. The most significant
psychosocial needs include areas that disenfranchised persons so often require help
with and that are made even more complicated by this particular illness. These in-
clude housing, financial support, and structured activity if work is unrealistic or un-
available, psychiatric monitoring and medication, medical support, crisis interven-
tion and hospitalization when necessary, and rehabilitation and support in the
workplace if work is a viable possibility. If the symptoms include apathy or lack of
motivation, or inability to make and maintain relationships, the challenges involved
become even more complex.

The state of vulnerability that underlies a brain disease is worsened by the fact
that the person does not always seem normal in behavior, speech, or appearance. Any
presentation of self that differs from the norm lends itself to labeling, a construct that
usually refers to negative beliefs or attitudes at the societal or community level that
contribute to stereotyping, prejudice, ostracism, and tarnished identity. If used ap-
propriately, as in a careful diagnosis and assessment, labeling can facilitate treatment
and understanding. But if used inappropriately, it can also affect outcome negatively
through associated stigma (Link, Mirotznik, and Cullen 1991; Rosenfield 1997). As a
most basic example, it would seem relatively simple to describe a client with schizo-
phrenia as someone who suffers from an illness, or who has an illness, as opposed to
the typically used schizophrenic, a term implying that the person is solely defined by
the illness itself. By assiduously avoiding such labeling and associated stigma it be-
comes easier to identify other areas in which the person may be functioning ade-
quately or even well, and to help the person and those who comprise the available
support system capitalize on these strengths.

Educating professionals, families, and the general public to differentiate between
person and illness is not an easy task, particularly given that the illness affects both
internal perception and external presentation. The task is complicated by the fact that
each of these groups has very different investments in the illness and very different
perspectives on how they, either individually or collectively, will be affected. Ad-
dressing labeling and stigma across system levels may serve to sensitize the general
public to the illness and increase their willingness to support needed interventions,
programs, and policies, both within their own communities and at a state and national
level. But for the person with illness, their family members, and even professionals,
the stakes are significantly higher. These individuals are constantly confronted by the
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illness and must address and cope with associated stigma in trying to maintain daily
equilibrium and navigate the complex medical, social services, and psychiatric sys-
tems that sustain them.

VULNERABILITIES AND RISK FACTORS

Stress serves as a major risk and complicating factor for any illness, regardless of
presenting symptoms (Elliott and Einsdorfer 1982; Hatfield and Lefley 1987; Nichol-
son and Neufeld 1992). For an illness as complex as schizophrenia, the impact of
environmental stress is particularly important to consider. The Stress-DiathesisModel
(or Vulnerability Stress Model) places schizophrenia in the context of both biological
and environmental (psychosocial) risk factors (Zubin and Spring 1977; Zubin, Stein-
hauer, and Condray 1992). The model suggests an interactive or reciprocal association
among stressors (which might include genetic predisposition to illness as well as
environmental factors), symptom formation, protective factors, and outcome. Cu-
mulative (or proliferating) stress may create additional burden through the buildup
of stressful situations over periods of time (Pearlin, Aneshensel, and Leblanc 1997;
Struening et al. 1995). Lack of support or stimulation may also serve as a source of
stress, particularly given that individuals with schizophrenia can become withdrawn
and isolated (Cassel 1976; Heinrichs and Carpenter 1983). At the other extreme,
change and transition can be as stressful; there is strong evidence to suggest that
structure and routine can help to ground and focus persons who suffer from mental
disorders (Penn et al. 1997; Scheflen 1981).

External variables serve as risk factors as well, particularly availability of re-
sources across system levels, including society, community, and family. In their work
on the fundamental causes of illness, Link and Phelan (1995) consider the potential
for differential impact of proximal and distal causes of illness. The distal (external)
risk factors include socioeconomic status and access to resources such as power,
money, knowledge, and prestige. For someone with schizophrenia, the very nature of
the illness interferes with the ability to attain or maintain such access. This is mag-
nified by the lingering Western model of assigning responsibility for control over one’s
life and/or illness to the individual or family by focusing on the proximal (immediate)
factors associated with illness. The authors argue for a shift in assigning locus of
responsibility such that both distal and proximal factors are weighed in assessing the
stress associated with disease, evaluating the need for services, and developing and
implementing appropriate programs and policies. Assessing risk factors across system
levels is central to the social work perspective and serves to refocus attention on the
role of protective factors and resiliency in promoting positive outcome.

RESILIENCIES AND PROTECTIVE FACTORS

Resiliency refers to the internal strengths that a person is able to draw on under duress
and stress; protective factors represent those resources that facilitate such resiliency
and promote self-determination. For someone suffering from schizophrenia, the abil-
ity to recognize and use personal strengths is easily impaired by the illness. Therefore,
it becomes imperative that those surrounding the person help to identify and capi-
talize on these internal strengths and reinforce external supports. These include social
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and professional supports, the availability of continuity of care and concrete resources
(including medication), and education.

Social supports and networks refer to the nature and extent of social relationships
available to an individual. Social supports describe the content and process of rela-
tionships, how and to what extent other people are available to provide emotional
and concrete sustenance to the individual on an ongoing basis (Breier and Strauss
1984). Social networks are more clearly operationalized in terms of existence, struc-
ture, and density (or interrelatedness) among people (Mueller 1980). Given an illness
such as schizophrenia, which is frequently characterized by withdrawal and isolation,
and in which interpersonal relationships are impaired, the availability of regular and
ongoing support is essential to tracking and monitoring the illness. Family members
can fulfill this function, as can other laypersons within the community such as
friends, clergy, family, or other consumers. But for this illness even the most vigilant
and caring members of a social support system may not be enough to carry a person
through the changes in functioning that characterize schizophrenia, especially since
the person with illness is not always aware of these changes. As a client observed
sadly, “Because I don’t live with people or with my family, it is difficult to recognize
what I do. One way or another I wind up in the hospital whether I recognize the
warning signs or not.”

Availability of professional resources serves to extend the system of care so as to
provide a broader support system for the person with illness. In their work on the
range and defining characteristics of case management services for persons with
schizophrenia, Pescosolido, Wright, and Sullivan (1995) refer to such extended or
community support as a system in which professionals and laypeople, including fam-
ily and involved others, work together with the individual with illness. Through such
coordination, stress levels and changing needs can be monitored, both in terms of
attention to symptom exacerbation at one extreme and increased challenge at the
other to avoid stagnation and boredom.

Knowing when to intervene to achieve such a balance is not easy, given what can
be a profound disturbance in the client’s ability to merely carry on from day to day.
A coordinated and sensitive effort is required on the part of professionals, family, or
other community members with attention to timing and planning. Several major hur-
dles must be overcome in achieving such comprehensive care. Professional services
must be available and accessible (Stein, Diamond, and Farton 1990). The client and
those surrounding the client must be willing and able to seek care. Services must be
maintained. Clients and families must be informed as to the value of using and com-
plying with medication regimens in the treatment of schizophrenia. But they also
must be informed that medication alone is not adequate treatment. The antipsychotic
medicines are critical in reducing relapse, but up to 50 percent of those who are fully
compliant still relapse within a year’s time (Liberman 1994).

Because schizophrenia is such a complex and variable illness, there is no way to
adequately predict individual outcome once the disease is present. As an adult sibling
of a person with schizophrenia observed, “the personality customizes the disease.”
Given this, individual protective factors are still important to review and consider,
particularly in the context of preliminary planning for the individual and in devel-
oping models for global treatment and rehabilitation.

Several factors are associated with better outcome over time. These include good
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adjustment prior to the onset of illness, particularly in the areas of school and peer
relationships, more education, and an extended family without a history of schizo-
phrenia. Individuals with a tendency to have more affective (i.e., depressive) symp-
toms than psychotic symptoms also tend to function better over the long term
(McGlashan 1986; Swanson et al. 1998). Recent work in Australia suggests that al-
though women generally have a more benign course of illness than men, those women
with an early onset may have a worse course of illness overall (Gureje and Bamidele
1998).

Given such a range of findings, one of the most critical components in providing
comprehensive care and promoting resilience is education across system levels. With
the many changes that have occurred in understanding and defining schizophrenia,
social workers and other mental health professionals must stay abreast of important
developments in the field, ranging from evolving theories regarding course and prog-
nosis and new medications, to psychosocial interventions, models, and resources that
are available both nationally and locally. By so doing they can translate and share this
knowledge in such a manner that the client and members of his or her family or
support system can understand and use the information, both to advocate for and
improve care. Maintaining open and mutually respectful lines of communication with
both individual and family clients also allows the social worker to learn from and
assimilate information based on the everyday experiences of those faced with the
ongoing illness. Such collaboration between social worker and client enhances the
potential for extending and reinforcing both the formal (professional) and informal
(family and community) systems of care that are so important for enhanced resiliency
and well-being (Borkman 1976; Pescosolido et al. 1995). It also helps to dispel any
residual tendency to blame the family for this particular life condition.

There are several means for promoting education of clients and families. En-
couraging involvement in the family and consumer organizations is one important
approach. The family advocacy groups, particularly the National Alliance for the
Mentally Ill (NAMI), have become increasingly sophisticated in synthesizing such
knowledge for their members and teaching their members how to advocate (Sommer
1990). Their work has become an extremely rich resource for family members and
professionals alike and has significantly increased national awareness and attention
to the cause of severe mental illness (Lefley 1996). The advocacy groups organized
by the consumers themselves also have provided valuable venues for individuals to
work together, battle stigma, raise self-esteem, and create opportunities for themselves
through advocacy, client-run businesses, and other important services (Deegan 1992).

Finally it is important for professionals to develop new programs and interven-
tions that are strengths based and promote education, resiliency, and improved qual-
ity of life. Several of these are described in the following section.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

As we have seen, perspectives on schizophrenia have changed dramatically over the
course of the century. Much of the day-to-day care and monitoring of those with
schizophrenia has been the responsibility of social workers, and social workers have
been directly involved in or responsible for the development of many innovative
programs and interventions in the community. Four of the more successful and care-



Lukens 285

fully documented of these are described here. The first three are comprehensive pro-
grams and include the Assertive Community Treatment Program (Stein and Test 1980;
Test and Stein 1980), the Family Psychoeducation in Schizophrenia Project (Mc-
Farlane et al. 1993, 1995), and Personal Therapy (Hogarty et al. 1995, 1997a, 1997b).
Both the Assertive Community Treatment Program (ACT) and Personal Therapy (PT)
are oriented toward the individual, while the Family Psychoeducation in Schizo-
phrenia Project (FPSP) is designed to offer psychoeducational interventions to the
entire family. The fourth intervention, entitled Social Skills Training (SST), is less
comprehensive in nature but is highly effective when combined with rehabilitation
or community day treatment programs (Bellack et al. 1990). Because of their strengths-
based approach and positive outcomes, these models have been described and pro-
moted through a recent national study conducted by the Schizophrenia Patient Out-
come Research Team (PORT), in an effort to describe and effectively disseminate
research models in service settings (Lehman et al. 1998). Each of these models was
designed to facilitate the functioning of the person with schizophrenia in a commu-
nity setting and to address the need for enhanced quality of life. The programs differ
in terms of the approach that they provide for the person with illness. But they all
address the complexity of the illness in a fashion that recognizes strengths and fa-
cilitates rehabilitation, growth, and the realization of potential.

Assertive Community Treatment. The Assertive Community Treatment Program
(ACT) was first developed in Wisconsin by Leonard Stein and Mary Ann Test in the
early 1970s in collaboration with a team of mental health professionals that included
psychiatrists, psychologists, social workers, nurses, and occupational and recrea-
tional therapists. In their ongoing work these clinician researchers noted that their
clients would reenter the hospital soon after discharge, and this pattern would repeat
itself in revolving door fashion, with little apparent change in functioning or quality
of life, despite the outreach of those who worked with them. Realizing over time that
they had severely underestimated the extent and kind of help their clients needed to
even begin to function adequately on their own, they began to reassess and reorganize
their approach to working with clients in the community. Coining the phrase training
in community living, they organized core services (termed continuous treatment
teams) that would serve as primary providers and brokers of care, providing conti-
nuity of care and professional caregiving across functional areas and time. These
multidisciplinary teams were on twenty-four-hour call seven days a week, with each
participant receiving individualized treatment on a daily basis if needed. This treat-
ment included distribution and monitoring of medication, crisis availability and in-
terventions, arrangement of hospitalization if needed, and the development of long-
term one-on-one relationship between team member and client. The approach
facilitated optimally supportive environments, including assistance with meeting ba-
sic needs such as housing, and support in learning how to manage one’s life on a
daily basis, including work, social relations, and child care.

Since the early 1970s the ACT models have been meticulously studied and rep-
licated in many settings, both in this country and abroad, and have been a highly
effective means of helping individuals to live successfully in the community. Re-
peated assessments of the ACT programs have showed reduced symptomatology and
relapse, increased community tenure, enhanced satisfaction with life, a decrease in
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subjective distress, and improved overall functioning, particularly in the areas of em-
ployment, social relationships, and the daily activities of living that constantly chal-
lenge those with illness, such as personal hygiene, shopping, travel, or money man-
agement (Lehman et al. 1998; Test 1998). In addition to being promoted through the
recommendations of the PORT study, ACT has also been embraced and promoted by
the National Alliance for the Mentally Ill as a model community treatment program
(Noble et al. 1998).

Family Psychoeducation in Schizophrenia Project. The Family Psychoeducation in
Schizophrenia Project (FPSP) compared two long-term models of psychoeducation
for individuals suffering from schizophrenia and their families, with psychoeducation
referring to a combined educational and treatment approach. The work was con-
ducted by William McFarlane along with a team of clinicians and researchers during
the late 1980s (McFarlane et al. 1993, 1995).

The first model consisted of a series of multiple-family group meetings in which
six families and persons with illness met with two mental health professionals, usu-
ally social workers, for one and one-half hours on a biweekly schedule. The second
model followed the identical psychoeducational format, but the structure was that of
traditional single-family therapy, with one family, including the client, meeting with
one mental health professional, again on a biweekly schedule. Families were ran-
domly assigned to one of the two treatments at the point that the subject was admitted
to the hospital for an acute episode of schizophrenia. Care continued throughout the
hospitalization and for the two years following discharge to the community. As with
the ACT model, clinicians were on call seven days a week, twenty-four hours per day.

The research was conducted in six public hospitals across the state of New York,
including three hospitals in New York City and three in suburban or rural areas, and
included 176 families. The goals for the treatment were to educate, support, and em-
power the families through the formation of a collaborative relationship with the
clinicians. Effective dissemination of the model required that clinicians educate the
administrators as well as families as to the principles and goals of the project (Mc-
Farlane et al. 1993).

There were two primary hypotheses for this intervention. The first was that the
clients in the psychoeducational multiple family groups would fare better over the
long term as regards relapse of symptoms. This was based on the assumption that
the multiple-family group format would positively influence outcome for the person
with illness by allowing persons with shared problems to work and learn together to
address and defuse ongoing problems and challenges, and through the natural en-
hancement of social networks through group membership. The second hypothesis
was that regardless of treatment, the clients would require less hospitalization during
the two-year intervention than they had in the two years prior to entering the FPSP.

The two treatments were very specific and parallel. The stages of treatment in-
cluded joining between clinician and family, and between clinician and client, a day-
long psychoeducational workshop, and ongoing treatment. The joining phase, which
involved one therapist working alone with each family, and separately with each
client, for a period of several weeks to form a therapeutic alliance, regardless of treat-
ment modality, served as the foundation for the intervention. During these sessions
the clinicians worked to assess the family resources and strengths and to establish
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the foundation for a collaborative and empathic relationship that would be fostered
through the ongoing work. The psychoeducational workshop involved a daylong
training session in which facts and information regarding schizophrenia were pre-
sented and discussed with a group of families (for multiple-family group participants)
or with individual families (for those in single-family treatment). Topics covered in-
cluded diagnosis, epidemiology, medication, and crisis intervention. In addition, fam-
ilies were provided with specific guidelines geared toward lowering stress in the
home environment. The recovery process from an acute episode was described as
necessarily slow and individualized, with careful attention to readiness and timing
in terms of stages of rehabilitation. This approach helped families to understand the
complexity of the recovery process.

After the workshop, the ongoing treatment began. Each session included a brief
period of socialization to allow group leaders to model the idea of focusing on topics
other than those related to illness. An open discussion followed where each family
was encouraged to identify and address problems and issues that had developed since
the last group meeting. The focal part of each session centered on the use of carefully
delineated techniques designed to teach families how to identify, partialize, and solve
problems, and were drawn from the work of Anderson and Falloon (Anderson, Ho-
garty, and Reiss 1986; Falloon, Boyd, and McGill 1984). Emphasis was placed on
working with families to integrate and use the knowledge they had gained through
the psychoeducational workshops.

Those with illness were encouraged to join the group as they seemed ready. As
the client became more healthy, he or she was also provided with information re-
garding various aspects of illness. The treatment itself was staged, on the assumption
that individuals need time to recover after an acute episode of illness. The emphasis
during the first year is on relapse prevention and during the second year on rehabil-
itation and transitions to work. At the end of the formal intervention, families in the
multiple-family groups were encouraged to continue meeting without the profession-
als as a means of maintaining the support and advocacy network.

The findings from this work are important to review. The first hypothesis was
supported in that among those who participated in the multiple-family groups, there
was a trend in favor of fewer relapses among client participants over the two-year
treatment. Sixteen percent relapsed among those persons with illness in the multiple-
family groups as opposed to 27 percent in single-family treatment. Those persons
who were more severely ill at discharge from hospital and who participated in the
multiple-family group experienced significantly fewer relapses than did those who
participated in the single-family treatment. Among this subsample, 13 percent re-
lapsed who participated in the multiple-family groups, while 33 percent relapsed who
received the single-family intervention.

The second hypothesis was also supported. Regardless of treatment there were
no differences between number of hospitalizations when the individuals were com-
pared to themselves during the two years prior to entering the project and during the
first eighteen months in treatment. However, when hospitalization rates during the
last six months of treatment were compared to rates during the two years prior to
treatment, the differences were statistically significant, suggesting that time in treat-
ment had a positive impact on this aspect of outcome (McFarlane et al. 1995).

These intensive family interventions need to be replicated and participants need
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to be followed over time to determine the long-term impact of such psychoeducational
intervention on both families and clients. In future studies, the impact on outcome
measures other than relapse, particularly vocational and social functioning, and qual-
ity of life also need to be carefully assessed (Strauss and Carpenter 1974). But the
results are important and promising for both treatment interventions, given that re-
lapse rates in schizophrenia for those treated with the typical regimen of drug therapy
can run as high as 30 to 50 percent over a one-year period and 65 to 75 percent over
a three- to five-year period (Anthony et al. 1990).

Personal Therapy. Although an estimated 50 to 75 percent of persons who suffer
from schizophrenia reside with their families, a significant number have little or no
contact with family members (Kuipers and Bebbington 1988). Hence, models that
focus on the individual client are essential for providing comprehensive care. Per-
sonal Therapy (PT), developed over the last fifteen years by Hogarty and his colleagues
(1995, 1997a, 1997b), is a carefully described and tested model of individual inter-
vention for schizophrenia.

On the assumption that the functional manifestation of schizophrenia is impaired
basic and social cognition, the model is based on practice principles specific to the
illness, staged interventions, and response to the poorly regulated affect (i.e., losing
control, inability to regulate mood), which is so characteristic of schizophrenia. As
such “PT became an exercise in managing personal vulnerability through a process
of guided recovery” (Hogarty et al. 1995:383). The idea was to increase the client’s
ability to recognize the stages and processes of recovery, and to develop and inter-
nalize coping strategies necessary to manage external stress through increased aware-
ness and development of coping styles and adaptive strategies. As with the psycho-
educational family therapy approaches as defined by Anderson and McFarlane,
joining between clinician and client, gradual reentry and graduated assumption of
responsibility, and reintegration served as the building blocks (Anderson et al. 1986;
McFarlane et al. 1995). These approaches were combined with traditional behavioral
techniques (including modeling, rehearsal, practice, feedback, and homework). The
three-stage treatment is strengths based and individualized; participants must attain
clearly stated objectives regarding personal functioning before moving to the next
stage in the process.

The effectiveness of the model was assessed among persons discharged from the
hospital after an acute episode of schizophrenia. Of this group, some lived with fam-
ily; others lived alone or with nonrelatives. Those who lived with family were as-
signed to PT alone, PT in conjunction with family therapy, family therapy alone, or
supportive therapy alone. Those who resided away from family received either PT or
supportive therapy.

Findings were noteworthy because the impact on relapse per se and on other
forms of adjustment was different depending on residence. Those who lived with
family and received PT were less likely to relapse with either psychotic or affective
symptoms than those who received either family or supportive therapy, both over the
three-year treatment, and particularly during the first year. However, those who lived
alone and received PT showed significantly higher levels of psychotic relapse than
those in supportive therapy (Hogarty et al. 1997a). For those with family, PT contrib-
uted to higher overall functioning than did any of the other interventions. For those
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without families, PT led to significantly improved work performance and nonfamilial
relationships when compared with supportive therapy. In both trials PT led to im-
proved social adjustment in the second and third years of treatment, whereas the
supportive therapy, regardless of family status, improved after twelve months and
then leveled out (Hogarty et al. 1997b).

The findings regarding relapse outcome suggested that the treatment was en-
hanced when family was involved. Their presence seemed to serve a protective func-
tion; their informal care and support appeared to enhance stability (Hogarty et al.
1995). As with the FPSP, this work needs to be extended and replicated, and partic-
ipants need to be followed over time. But the findings support the efficacy of a clearly
defined model that is fine-tuned for the individual, and where presence of family
serves as a stabilizing force. As with the findings from the FPSP, they speak to the
importance of family as a powerful resource for treatment and help to effectively
counter historical tendencies to pathologize and negate family influences.

Social Skills Training. As we have seen, the deficits associated with schizophrenia
interfere with the person’s ability to form and keep relationships, to carry out normal
social roles (such as worker or partner), and to satisfactorily monitor daily needs (APA
1994; Bellack et al. 1990). In some cases, the individual never fully developed these
skills; in others, the skills diminished in conjunction with the illness. Regardless of
how the deficits evolved, the impact is such that the person is further handicapped
by the inability to utilize social skills in a manner that is appropriate to a given sit-
uation, reinforcing the person’s presentation as odd or other than normal. This easily
contributes to demoralization, stigmatization, and isolation, which may contribute to
relapse and interfere with rehabilitation and entry or reentry into the workplace. So-
cial skills training is a behavioral model that focuses on those areas of behavior that
are sanctioned within the society and that allow individuals to interact and function
in a manner considered socially acceptable.

The basic assumptions of the social skills model are (1) that such skills are based
on a set of component responses including expressive behaviors, perception of rele-
vant cues, and interactive behaviors; (2) that the skills are learnable; (3) that dysfunc-
tion occurs when a person does not have a skill, uses a skill at an inappropriate point
in time, or acts inappropriately; and (4) that such deficits can be decreased through
training. Psychotic symptoms, motivation, affective symptoms, environmental fac-
tors, and neurobiological deficits such as impaired memory, negative symptoms, or
the side effects of medication affect level of social functioning (Bellack et al. 1990;
Mueser et al. 1990).

The techniques of skills training are drawn from social learning theory (Bandura
1969) and include modeling and role play, verbal reinforcement and feedback, shap-
ing, overlearning by repeating the skill until it becomes automatic, and generalization
or transfer of skill from one situation to another through practice and homework.
Training in problem solving, communication skills, and conflict resolution is central
to the approach. The training can be conducted in one-on-one situations, in groups,
or with families or couples (Bellack et al. 1990). It follows a carefully laid out series
of steps that are carefully documented for the purposes of replication and dissemi-
nation.

In this section several important community-based interventions have been de-
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scribed, including Assertive Community Treatment, Psychoeducational Multiple
Family Groups, Personal Therapy, and Social Skills Training. All of these programs
are backed by both professionals and family advocates (Lehman et al. 1998). Many
other outstanding programs exist, including the intensive case management programs
(Solomon 1998), and such supported employment programs as Venture House in Chi-
cago and Fountain House in New York City (Test 1998). Other programs have been
developed by families and consumers for themselves. Examples include a nine-month
curriculum plan devised by NAMI for educating its family members (Burland 1992),
and various businesses run by consumers alone or in collaboration with social work-
ers or other mental health professionals (Deegan 1992). What has become increasingly
clear is that for these programs to be widely replicated and disseminated at a pro-
grammatic level, they must be carefully evaluated and well described in the literature
in a manner that makes them available and accessible to other professionals as po-
tential resources for their clients. For these programs to work for the individual client,
they must incorporate sound assessment and clearly defined treatment principles,
which allow room for individual differences, strengths, resources, and needs, and
which build on a strong alliance between professional and client.

ASSESSMENT AND INTERVENTIONS

To build such an alliance, assessment, both initial and ongoing, is essential. The col-
laboration of a number of key players is required, most particularly the person with
the illness, the health and mental health professional(s) closely linked with his or her
care, and when available, key family members or other members of the person’s sup-
port network. As such, the assessment becomes a central part of ongoing care and
intervention.

Schizophrenia is an illness that is episodic in nature, and knowledge of how those
episodes play out for any one individual is critical if the person is to function ade-
quately in the community. If the person and his or her caregivers are able to identify
and monitor early warning signs of decompensation, significant progress can be made
toward keeping the illness in check through both medical and environmental inter-
vention (McGlashan and Johannessen 1996; Mueser et al. 1992).

Diagnosis represents a more static construct than does assessment. As already
noted, it may serve to label and stigmatize, and to limit possibilities and minimize
strengths. But for a disease as complex and misunderstood as schizophrenia, diag-
nosis is an important part of what should be an ongoing assessment. Given that med-
ication is usually required for the treatment of the most disturbing and overt psychotic
symptoms, and because knowledge of the mix of symptoms for any given individual
is essential for monitoring progress, a physician, most often a psychiatrist, is neces-
sarily involved in this process.

To date, schizophrenia is not an illness that can be diagnosed by laboratory test;
rather, it is always diagnosed through clinical dialogue and observation and collab-
orative information. This means there is always room for diagnostic error. Moreover,
formal diagnosis is related to symptoms per se and overlooks the critical environ-
mental factors that are essential to the complex process of assessment. As such di-
agnosis is only a first step toward understanding the full circumstances of the illness.

As previously reviewed, several critical factors tend to interfere with this process
of intervention and monitoring that follow and contribute to full assessment. The most
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obvious is lack of external supports and resources. Others include internal processes,
the cognitive deficits and associated denial of illness or lack of insight that is fre-
quently characteristic of schizophrenia (Amador et al. 1991; Amador and David 1998;
Silverstein 1997). In his work on neuropsychological deficits, Silverstein (1997) dis-
cusses how the illness hinders a person’s ability to use the internal and external cues
that typically regulate behavior. The normal individual is able to utilize cues (e.g.,
time, place or setting, tone of voice, facial expression) to appraise situations, recall
past responses, adapt these to the current situations, and act appropriately. But for
someone with schizophrenia this skill is impaired such that it interferes with aware-
ness (or even existence) of goals, intention, or even the intention of others (Frith 1992).
Not surprisingly, such impairment can also impede awareness of illness, which com-
plicates the client’s ability to allow others to identify and work with his or her symp-
toms (Amador et al. 1991; Amador and David 1998).

The role that environmental stress plays in the course of schizophrenia also im-
measurably complicates the process of effective intervention. Approaching the illness
from the perspective of the stress-vulnerability theory posited by Zubin and others
(Heinrichs and Carpenter 1983; Zubin and Spring 1977; Zubin et al. 1992), ordinary
stress can be experienced as extraordinary by the person with schizophrenia. For
example, such simple factors as the stimulation of background noise, or the lack of
stimulation of unstructured time, can exacerbate existing symptoms and serve to dis-
tract and disorient the person and interfere with the ability to focus on daily tasks
(Anderson et al. 1986; McFarlane et al. 1995).

These stressors are further complicated by the fact that the psychotropic (or neu-
roleptic) medications have side effects that mimic or exacerbate other symptoms or
that interfere with functioning in and of themselves. Sorting out and distinguishing
among these requires careful monitoring, again with the cooperation of the person
with illness (Carpenter, Heinrichs, and Alphs 1985).

So social workers and other mental health professionals are faced with the on-
going challenge of trying to assist and work with people who because of impaired
insight may be denying the existence of any need for such assistance, even in the face
of multiple stressors. This clearly raises ethical concerns as well, particularly around
issues of self-determination.

Timing is also critical given an illness that is cyclical in nature, where symptoms
appear and recede. Therefore, maintaining engagement and developing shared goals
between clinician and client becomes a primary and ongoing challenge for effective
intervention and for maximizing potential for growth.

In recent years new medications have served to more effectively control symp-
toms and to increase levels of functioning for persons with schizophrenia. Sometimes
this is associated with improved cognitive functioning and increased insight. But the
improved insight can have unexpected drawbacks as well (Duckworth et al. 1997).
Recognizing and admitting the profound impact of schizophrenia on the self may
contribute to depression, suicidal behavior, fear, mourning, and a sense of loss of
“what might have been.” Paradoxically, the disappearance of familiar symptoms may
also be experienced as a kind of loss. These reactions may range from mild to ex-
tremely debilitating and must be carefully assessed in helping the individual effec-
tively cope with and reach some level of acceptance of the illness, while adjusting to
a new level of functioning (Duckworth et al. 1997).

A critical part of both the assessment and intervention process is identifying,
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evaluating, and drawing on the person’s social network and supports. In this illness
more than in many others, the client needs other people (whether family or others)
who serve as checkpoints for those times when the person’s symptoms interfere with
the ability to monitor changes in functioning or behavior for him- or herself. As with
any situation with impaired self-awareness, external feedback and support are critical
in enabling the person to remain on track and to forestall decompensation (Pescoso-
lido et al. 1995). When family members are available, their level of social support
must be assessed. In recent research reported by Solomon and Draine (1995), avail-
ability of social support was the strongest explanatory factor regarding adaptive cop-
ing (i.e., self-efficacy and sense of mastery) among family members.

Availability of other resources must be carefully considered as well. These in-
clude any benefits to which the person is entitled, such as Social Security Income
(SSI), Social Security Disability Income (SSDI), Medicaid, Medicare, access to hous-
ing, and information as to how to use those benefits. If the person wishes to work,
this must also be evaluated, and the proper supports must be in place to ensure access
to employment, and then adequate functioning on the job. Again the new medications
have provided hope and opportunity for people with schizophrenia. But work settings
bring their own set of environmental challenges and stresses, and another arena for
the individual to cope with and manage. As clients become more ready to work in
competitive situations, increased attention must be paid to supports in the workplace
(Bond 1992; Lehman et al. 1998).

ILLUSTRATION AND DISCUSSION

Bill T., a 36-year-old single unemployed white male, was admitted voluntar-
ily to a local state hospital for an acute episode of schizophrenia. Presenting
symptoms included active suicidal ideation, bouts of rage toward his parents
and younger sister, increasing disorientation, inability to sleep, and refusal
to take his medication. Bill had a fifteen-year history of chronic psychosis,
characterized by prominent negative symptoms. He had attended commu-
nity day treatment programs sporadically during this time, where he had
been well liked. The social workers there described a quiet well-mannered
man who went out of his way for other clients, particularly those who ap-
peared most ill. Prior to developing schizophrenia Bill had completed two
years of study in a local community college where he had studied horticul-
ture and environmental science. Since that time he had been unable to work,
finding the demands of a regular nine to five schedule to be stressful and
overwhelming. Until the week prior to his admission, much of his free time
had been spent hanging out at a local diner where he seemed to be well liked
by the owner and regular patrons. He spent his time playing checkers and
reading local newspapers, or just smoking. Sometimes he helped out by run-
ning errands for the owner. At the time of admission he was residing at home
with his parents and 17-year-old sister.

Within the first week after admission some of the presenting symptoms
had calmed down and Bill no longer felt suicidal. At this point Bill was
approached by Mr. Seth, a hospital social worker, who described the psy-
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choeducational multiple-family group model of treatment that was used on
this particular inpatient unit and that continued upon discharge from hos-
pital. Although initially skeptical of being involved in any program that in-
cluded his parents, and particularly his sister, Bill was willing to meet with
Mr. Seth for at least one or two individual “joining” meetings so that he could
better understand the nature of the psychoeducational program.

During these initial sessions, Bill expressed anger, at his family for “get-
ting me into this mess,” at Mr. Seth for being like all other social workers,
“you know, someone who says he’ll help but doesn’t really help at all and
then kind of disappears.” Mr. Seth expressed empathy, listening to Bill’s
experience of family and mental health professionals. But he also focused
on describing the premise of the psychoeducational approaches, in which
family, individual with illness, and professional collaborate to assess needs,
identify goals, and problem solve, and learn from each other. He explained
that the model was set up to include continuity and teamwork, such that the
coleaders of the multiple-family group would work with Bill and his family
over a two-year period to help Bill stay out of the hospital and cope with
some of the problems that had led to hospitalization. He informed Bill that
as one of the group coleaders he would work consistently with Bill and his
family and had no plans to disappear. He emphasized the fact that the group
leaders would be on call twenty-four hours per day. He also described the
multiple-family group process, explaining that family members other than
Bill’s would be present, and that other individuals from the inpatient unit
would be participating in the group as well, that sometimes as many as eigh-
teen or twenty people might be in attendance in one group. He noted that
the group would be ongoing so that Bill and his family could continue to
attend for two years after he left the hospital. Mr. Seth said that such a plan
might help Bill stay out of the hospital in the long term. Bill remained skep-
tical but agreed to let Mr. Seth approach his parents and to at least attend the
group on a “trial” basis.

During the family joining sessions, the T’s also expressed anger at the
system, feeling like they had been ignored, dismissed, or misinformed by
the majority of mental health professionals they had dealt with since Bill
had first become ill many years before. Mr. Seth was able to calm them
down by sharing a bit about his life, his work, and how he had become
involved with people with mental illness. When they realized that he seemed
genuinely interested in their story, they were able to talk about the stress the
family had endured regarding Bill’s illness, the withdrawal of Bill’s siblings,
their own feelings of inadequacy, and fear regarding the future. They began
to talk sadly about their experience of “losing” the Bill they had known as a
child and young adolescent, a person who had been “full of life, and always
kept us laughing.” When Mr. Seth asked the family whether they had ever
attended a local meeting of NAMI, the T’s noted that they had heard about
the organization but hadn’t really looked into it, fearing that it wasn’t for
them.

During the last joining session, Melissa, the 17-year-old daughter who
resided at home, reluctantly participated. Mr. Seth made a point of talking
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directly to her about her experience with Bill, and the amount of attention
her parents had had to direct toward Bill throughout her childhood and ad-
olescence. Mr. and Mrs. T. seemed pensive and sad during this part of the
meeting.

After the conclusion of the family joining sessions, the T’s seemed ready
and willing to attend the psychoeducational workshop along with the other
five families who would participate in the multiple-family group. Following
the FPSP model as defined by McFarlane and his colleagues (1993, 1995),
the workshop was designed to include an overview of critical information
regarding the illness of schizophrenia, presented in a manner that the fami-
lies could understand and manage. Mr. Seth and his coleader, Ms. Ross, along
with one of the attending psychiatrists on the inpatient unit, conducted the
workshop. It was designed for the families only; the model is such that the
information would be presented to the persons with illness at a later point
in the process. Mr. and Mrs. T. were in attendance, as was Melissa.

During the workshop the T’s were relatively quiet, seemingly a bit over-
whelmed by the whole experience. But they were quite attentive and showed
their engagement by asking a lot of questions, particularly about the diag-
nosis, medications, and some of the history and epidemiology of the illness.
During the socialization period with professionals and staff, Mrs. T. became
quite engaged in talking with another mother. Although Melissa was the
youngest person present, and the only sibling, she seemed to be able to hold
her own. At one point she entered a discussion with Ms. Ross, the cother-
apist, and another parent, about how frustrating and enraging and lonely it
was to cope with this illness day in and day out.

Over the course of the next two years the T’s were active and regular
participants in the multiple-family group. Melissa attended on an irregular
basis, and Bill attended most of the time, stating that sometimes he just
needed to take a break. During the first three or four sessions, much of the
emphasis was on encouraging coleaders, families, and clients to get to know
one another; each participant had the opportunity to talk about him- or her-
self and about aspects of their lives unrelated to schizophrenia. This period
of socialization was considered critical in terms of group formation and pro-
moting a relaxed and accepting atmosphere so participants could work and
talk together.

Early on in the process, the T’s started talking about how worried they
became when Bill stopped taking his medication, knowing that it was only
a matter of time until his symptoms worsened and he would need hospital-
ization. They also talked about more minor stresses; for example, the times
when Bill would stay up all night and suddenly start playing his music so
loudly that the other family members were startled awake. They acknowl-
edged that these stresses initially seemed minor but that they had had a
cumulative and exhausting effect over time. Bill talked about how angry he
felt when the family tried to set limits on his behavior, and how alienated
and lonely he often felt because “nobody ever listens to me; they just see my
illness.”

Over time the group members learned problem-solving techniques to
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address these concerns. The families presented problem situations on a ro-
tating schedule, with one family actively working each week with the sup-
port of the entire group. Initially the families resisted the process somewhat,
finding it frustrating and slow. Bill and the client members also resisted the
problem-solving aspect of the work at first, again feeling as though they were
being singled out and labeled as the “problem.” But as everybody began to
see small changes, and as the stress levels at home began to abate, the families
became increasingly engaged and involved. In the process the group meet-
ings became more relaxed, and the level of humor and interaction among
participants increased dramatically. People began to work together to de-
velop creative ways of solving problems and monitoring solutions, such that
the solutions would be workable outside the group. This took time, with
some trial and error built in, and it took some time for the trust level among
group members to build. But slowly, with much input and modeling from
the group leaders, people opened up to each other. There were many ex-
amples of cross-parenting, where one parent could say something to a client
from another family that he or she could hear in a way that would not have
worked if the speaker had been his or her parent. In other cases of cross-
family communication, one client would educate the families as to what it
was like to experience delusions or hallucinations in an ongoing fashion, or
give feedback to another client in a manner that could only be heard and
accepted from a peer. In one powerful exchange, Bill started talking to Susan
S., another client, about how important it was “not to mess with your med-
ication.” After he said this, he suddenly stopped, hesitated, and then laughed
ironically. “I guess that means I should take the stuff too.” Everybody laughed
and clapped good-naturedly. As the group continued, a sense of pride and
hope among group members was engendered that had been lacking initially.

All the participants were encouraged to maintain contact with each other
outside the sessions as a means of decreasing isolation and increasing sup-
ports. In one moving sequence of events, the T’s were able to successfully
calm down Tricia, a client member of the group, by telephone, when she was
particularly upset and angry about something that had happened in her vol-
unteer job. Both Tricia and her parents felt extremely supported by this
exchange.

The group leaders encouraged the families to join NAMI, and the T’s in
particular were able to overcome their hesitance and began attending support
group meetings. Mr. and Mrs. T became very involved in the organization,
and during the second year of their participation in the group, they attended
both a state and national conference.

The group continued to work together for two years as per the program
design. During the first year, the T. family experienced some low points. Bill
was hospitalized briefly, and for about six weeks he refused to attend the
group altogether. But during the second year his compliance with treatment
substantially improved, and he seemed to regain some pleasure in his life.
He planted a small garden at home during the second summer, which he
reported on with some enthusiasm during the group meetings. He still felt
unable to work in a competitive situation but was able to involve himself
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semiregularly in a volunteer program at the local day treatment program
working with the animal rescue squad. His sister Melissa left home for col-
lege where she was doing well academically and felt socially accepted.

The preceding case study exemplifies the potential for growth and en-
hanced stability that can occur within a well-structured and planned psy-
choeducational multiple-family group following the FPSP model (McFarlane
et al. 1995). Bill and his family entered the process hesitantly, with trepi-
dation about the process and anger about past involvement with mental
health professionals. Through the initial joining process, the therapist, Mr.
Seth, was able to form an initial therapeutic alliance with each member of
the family individually, including Bill and Melissa. During this stage he
worked to partner himself with the family members as a means of helping
them feel validated, accepted, and central to the treatment process. This
served to engage and calm the family, so they could focus on the challenges
involved in the psychoeducational process.

The case also provides examples of some of the difficulties involved in
this work, particularly in the earlier stages. Families usually respond posi-
tively to the psychoeducational workshop; this is an opportunity for them to
begin to understand and absorb some of the complexities and mysteries of
the illness. But the information can be overwhelming as well, which is why
the work done in the early stages of the two-year process may seem slow and
plodding, with periods of both success and setback. This may be initially
frustrating to family, client, and professional alike, but as all begin to under-
stand that measured recovery and careful monitoring are critical to positive
outcome and resiliency, group members begin to calm down and the process
becomes more effective.

Because schizophrenia is such a complex and often unpredictable ill-
ness, knowing how to work with the symptoms may require creative ap-
proaches that are not obvious to families who are immersed in the situation
(McFarlane and Lukens 1994). As the group becomes more coherent over
time, participants, including clients, can work with the coleaders to help
members of other families step back and address the problems encountered
in living with the illness in a thoughtful and planned manner that diminishes
stress and enriches quality of life. At its best, this work fosters a true part-
nership between family members and professionals in which all participants
serves as educators, students, facilitators, consultants, and advocates. This
is enhanced by the expanded social support system that defines the multiple-
family group. In this setting both professional and practical knowledge can
be exchanged, and group members have the opportunity to witness and val-
idate each other’s experiences.

CONCLUSION

In conclusion, it is important to consider what directions we as social workers might
take to improve the quality of life of those with schizophrenia. As we have seen,
schizophrenia can be profoundly debilitating, and intervention is clearly complicated
by the fact that the client may be unaware of or unwilling to admit the presence of
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illness. Because of the complexity of presentation, and because someone with this
illness is sensitive to even subtle changes and stressors in the environment, helping
the client and significant others to monitor these changes is key to successful inter-
vention. Particular attention must be paid to those points of transition that are par-
ticularly stressful, from hospital to home or community residence, from home to
community residence or apartment, or from day treatment program to competitive
employment. In each of these vulnerable situations, a lack of continuity or coordi-
nated care may create setbacks or points of crisis for the client. But such situations
also provide opportunities for both short- and long-term planning, which helps to
generate perspective and hope. As exemplified by the previously described models
(ACT, PT, FPSP, SST) and the case study, such attention requires a collaborative and
ongoing effort among the professional and lay community, including the person with
illness and family and friends. If the person is working or trying to work, this com-
munity may be extended to include supervisors and colleagues as well.

New medications have provided hope and opportunity for persons with the
schizophrenia, in that some of the more disturbing and overt symptoms can be more
adequately controlled. This may help the person to look more normal, to feel more
normal, or both. But for even the most healthy person, moving to a new stage of
functioning is a transition that usually requires adjustment. So whether a person with
schizophrenia is helped by new medicines or not, the need for ongoing support re-
mains critical on several fronts. In addition to well-described and evaluated com-
munity programs, these include attention to housing, rehabilitation, work, and quality
of life.

Housing is a most fundamental need. Although a significant number of adults
with schizophrenia reside with their families, many others have little or no access to
family supports. Among the homeless population in the United States, it is estimated
that approximately 10 percent have schizophrenia (Brekke and Slade 1998). For those
who do reside with relatives, alternative living situations might more adequately serve
their needs and the needs of their families. Matching individuals with appropriate
housing, in a setting where needed supports are in place, provides an ongoing chal-
lenge, particularly given limited availability and funding support.

Because of the nature of the illness, only a limited number of people with schizo-
phrenia have been able to function adequately in the workplace. Others function in
large sheltered workshops or in vocational training programs where they are respon-
sible for relatively unskilled or semiskilled tasks. However, as medications and other
interventions become increasingly sophisticated and effective, people with schizo-
phrenia will be more emotionally available to meet the demands required to maintain
regular employment. The structure and potentially rewarding nature of the work en-
vironment may also serve to focus and ground the individual if appropriate supports
are available. This demands that social workers and other mental health professionals
working with this group of clients become well versed in the policies and services
related to the rights of persons with disabilities in the workplace (Kurzman and Ak-
abas 1993).

Access to housing, benefits, and employment contribute to quality of life, which
can be elusive for those with schizophrenia. As the case study suggests, working with
the client to build on strengths and maximize opportunities while weathering the
episodic nature of schizophrenia is central to the social work mandate. This challenge
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demands professional involvement across system levels not only to provide day-to-
day care and strategies for maximizing individual potential but also to develop and
disseminate new programs and influence policies to address the changing needs of
clients with this complex mental illness.
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11
Adolescent Pregnancy
Bruce Armstrong

Even though the U.S. teen pregnancy rate is lower now than during the “baby
boom,” public focus on the costs and consequences of adolescent sexual behavior has
intensified over the past four decades. American teenagers still have higher preg-
nancy, birth, abortion, and sexually transmitted disease (STD) rates than teens in other
industrialized countries. Each year, nearly one million American teenagers become
pregnant (nearly 85 percent unintentionally), more than half a million bear children,
and three million acquire an STD.

Dramatic transformations in family and labor market structures over the past forty
years have left young Americans increasingly vulnerable to the adverse health, social,
and economic consequences of early, unintended pregnancy. Over 75 percent of teens
who gave birth in 1996 were unmarried, compared with only 16 percent in 1960.
More than ever before, adolescents need to obtain a high school, or higher, diploma
and to develop interpersonal and critical thinking skills in order to secure and main-
tain employment in today’s high-tech, service-oriented job market. The devastating
effects of sexually transmitted (and often asymptomatic) bacterial infections like chla-
mydia, and incurable viral infections like human immunodeficiency virus (HIV) and
human papillomavirus (HPV) leave sexually active teens with little room for error
during the increasingly wide interval between when they typically experience pu-
berty, when they first have intercourse, and when they marry.

The personal and public costs and consequences of early pregnancy and child-
bearing have been abundantly documented (e.g., Maynard 1996). Teen parents, for
example, leave school earlier and have lower lifetime earnings than peers who delay
having children. Children of teen parents are more likely to experience health, social,
educational, and behavioral problems than the children of older mothers. The billions
of public tax dollars expended for health, educational, child and foster care, and other
social services for adolescent parents and their children, as well as the loss in national
productivity resulting from adolescent childbearing, while impossible to precisely
calculate, are staggering. The private events of pregnancy and parenting during ado-
lescence have been transformed into public issues, and they pose perplexing policy
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and service delivery dilemmas for social work, other service professions, and virtually
all of American society.

DEFINING AND EXPLAINING ADOLESCENT PREGNANCY

While pregnancy itself is not a “problem,” and most adolescent parents competently
care for and love their children, a consensus has emerged among policymakers, ser-
vice providers, and the public over the past forty years that adolescent pregnancy is
a “problem,” and that it is important to prevent teenage childbearing. Little consensus
exists, however, about what the exact nature of the “problem” is, how to prevent it,
or how to address it once it occurs.

Adolescence and parenthood are both major life events. Even when the adoles-
cent passage is on course and parenthood is desired, adapting to both roles generates
stress. When the demands of parenting occur simultaneously with adolescence, there
is great potential for a “lack of fit” between a young person’s capacity to assume a
parental role and the social environment’s ability and/or willingness to provide the
resources they need.

For some, adolescent pregnancy is a moral issue: sexual intercourse before mar-
riage is now and always has been unacceptable. Those who believe that consensual
sexual activity during adolescence is appropriate behavior remain concerned when
precautions are not taken to avoid pregnancy and STDs. Still others lament the ex-
cessive costs incurred by taxpayers who subsidize the health and social services
young parents and their children need. Regardless of one’s moral, political, or eco-
nomic position, the concern of virtually all rises exponentially when sexual activity,
pregnancy, or childbearing occur among young teens.

There are many reasons why adolescent pregnancy rates are higher in the United
States than in other developed countries, why teens embark on the challenging career
of parenting, and why many experience difficulties raising their children. Some ex-
planations of adolescents’ risk-taking behaviors reflect a perception of teenagers as
being too impulsive to avoid “accidental” pregnancies. Such attitudes are observed
when clinic staff complain that teens can find time to have sex, but not to keep clinic
appointments.

A more benevolent understanding recognizes that while physical maturation oc-
curs early and rapidly, the emotional and cognitive changes of adolescence (“adoles-
cence” in fact means “to come to maturity”) happen over time and usually involves
trial and error. During adolescence, cognitive skills that facilitate contraceptive be-
haviors may not be fully developed, increasing susceptibility to unintended preg-
nancy. Unprotected intercourse may be a manifestation of adolescents’ “personal fa-
ble”; i.e., their sense of being invulnerable to consequences experienced by others
(Elkind 1978). Awareness of normal developmental tasks diminishes the tendency to
criticize youth for not thinking ahead and may suggest instead a need for school “life
skills training” interventions or greater access to contraceptives.

How a problem is “defined” ultimately influences how it is addressed (Germain
and Gitterman 1996), and few issues better demonstrate this connection than the
public policy response to adolescent pregnancy contained in recent welfare reform
legislation. Childbearing by unmarried teens was a central issue throughout the debate
leading up to the Personal Responsibility and Work Opportunity Reconciliation Act
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(PL 104–193) of 1996, and many of the new law’s provisions already affect how health
and social services are provided to adolescents.

It is ironic that the debate leading up to PL 104–193, which essentiallyoverhauled
the Aid to Families with Dependent Children (AFDC) “welfare” program established
by the Social Security Act of 1934, occurred during a period when teen pregnancy
and birthrates were decreasing. Although these declines were encouraging, Congress
and the public were increasingly disturbed by the fact that over 75 percent of teen
births were to unmarried teens (in 1996), compared with only 16 percent in 1960
(Wertheimer and Moore 1998). Since teen parents rarely married, virtually all were
eligible for AFDC cash benefits, which automatically qualified them for Medicaid and
food stamps. Congress came to believe that overly generous AFDC entitlements pro-
vided incentives for low-income teens to have children in order to establish their own
households. Unwed teen childbearing thus came to be understood as both a cause of
escalating welfare costs, and a consequence of a system that encouraged dependency
(Wertheimer and Moore 1998).

Several provisions of the Temporary Assistance for Needy Families (TANF) block
grant that replaces AFDC are thus targeted at discouraging teenage childbearing by
limiting access to cash assistance and social services. Whereas AFDC obligated states
to match federal funding for low-income families, TANF does not give families (in-
cluding those headed by teenagers) any guarantee of financial assistance. TANF grants
states a fixed amount of funding and expects each to design and implement programs
according to guidelines that essentially restrict assistance to minor teen parents. For
example, states have the option of requiring individuals to file separate applications
for Medicaid, food stamps, and TANF. Delinking cash assistance from medical insur-
ance has already created confusing logistical and procedural barriers for eligible fam-
ilies, including those headed by teenagers.

Other provisions designed to discourage unmarried teen childbearing include:
providing $50 million in funding for abstinence-only programs, school attendance
and adult-supervised residency requirements for minor parents, and a five-year time
limit on the use of federal TANF dollars to support cash aid (states can elect to provide
additional assistance). No TANF funding is designated for family planning (although
states can elect to use a portion of their block grant for such services), and no addi-
tional funding is guaranteed to support child care so teens can participate in mandated
educational or training activities. Moreover, Medicaid can be terminated if a minor
parent who is head of household refuses to work, even though states are not permitted
to rescind benefits to nonparenting minors on this basis.

One of the most significant shifts in public policy inherent in the new welfare
legislation is the termination of most of the federal government’s monitoring and
regulatory oversight of programs that help families. Under TANF, states are free to
design their own programs, set program goals, and establish eligibility guidelines.
States’ responses to unanswered policy and programmatic questions such as the fol-
lowing will have a significant impact on what and how services are provided to ad-
olescents, adolescent parents, and their children:

Adult-supervised residency requirements: TANF mandates that adolescent
mothers who are minors live in adult-supervised settings in order to receive benefits
(exceptions include teens who have a history of or are at risk for abuse). States will
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need to strengthen linkages between local welfare and child protection agencies and
establish assessment procedures to ensure that living arrangements are appropriate.
Coresidence with maternal grandmothers, for example, is usually perceived as a pro-
tective factor for teen mothers and their children. Recent studies, however, suggest
that older teens may provide more effective parenting when they live apart from their
mothers while continuing to receive their emotional support and help with child
care (East and Felice 1996). States may also need to expand group homes for teen
mothers when their parental home is unsafe, despite the high short-term costs of such
residences.

Abstinence education: TANF allocates $50 million each year for five years
to fund programs that exclusively promote abstinence, but it targets no funding for
family planning services. Each state is free to determine who these programs will
target, even though research suggests that encouraging abstinence is only effective
with younger teens who are not yet sexually experienced. States will need to monitor
these programs carefully, since abstinence-only programs have not demonstrated con-
sistent or significant effects delaying the onset of intercourse (Kirby 1997).

There is considerable evidence, on the other hand, that easy access to contraceptive
services encourages sexually active adolescents to use birth control and that every
dollar spent on contraceptive services for teens saves taxpayers an estimated $3 that
would have been spent on pregnancy-related and newborn medical care (Alan Gutt-
macher Institute 1998a). Congress’ choice not to mandate any TANF funding for fam-
ily planning appears to ignore the reality of most teenagers’ lives.

Teen parent school requirement: TANF mandates that teen mothers partici-
pate in educational activities. With little federal direction or oversight, each state is
expected to design its own programs that help young mothers finish schooling and/
or vocational training and move on as quickly as possible from welfare to work. How
“participation” is defined and how linkages between welfare and educational agen-
cies can be improved to monitor and assist parenting teens, however, are not clarified
under current TANF guidelines. Moreover, the questions of how to provide support
services tailored to the educational needs of teen parents when alternative programs
are not available and how to provide infant care so teen mothers can satisfy eligibility
requirements are largely left unanswered.

Many researchers believe that the disincentives to out-of-wedlock births con-
tained in welfare reform legislation are misguided and reflect a profound misunder-
standing of adolescent sexual and childbearing behaviors. The belief that teenagers
“plan” to get pregnant to obtain welfare ignores the fact that teen pregnancy and
birthrates have been declining since 1991, while contraceptive use has been improv-
ing (Abma et al. 1997). A study by Adams and Williams (1990) found that while three-
quarters of unmarried teen mothers began receiving AFDC within five years of the
birth of their first child, several years often elapsed between giving birth and receiving
cash benefits. Most young women apparently were not assuming that pregnancy au-
tomatically qualified them for welfare; efforts to restrict eligibility would therefore be
unlikely to change their sexual and reproductive behaviors.

The vast majority of pregnancies to teens (85 percent) and adults (over 50 percent)
are unintended (Alan Guttmacher Institute 1994). Moreover, while three-quarters of
births to teens do indeed occur outside of marriage, nonmarital pregnancy and birth-
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rates for women of all ages increased during the past few decades. Teens now account
for only one-third of nonmarital births (Foster and Hoffman 1996) and make up a
smaller proportion of births to unmarried women in 1996 than in 1970.

Sexual and reproductive behaviors do not occur in a vacuum. Young people are
aware of the societal trend separating sex from marriage. Advertising, soaps, prime-
time network and cable TV, movies, and videos contain pervasive messages that glam-
orize sexual activity while rarely mentioning contraception. Marriage occurs three to
four years later, and unmarried couples are more likely to cohabitate than in the past
(and with far less stigma) (U.S. Bureau of Census 1991). Four out of ten 14-year-old
females live with single parents who have never married, are separated, or divorced
(Alan Guttmacher Institute 1994), and two-thirds of formerly married women and
men aged 20 to 44 are sexually active (Billy et al. 1993). Adolescent children of single
parents who know their parents are sexually active outside of marriage are not likely
to view nonmarital intercourse and childbearing as problematic (Trent and South
1992).

Premarital intercourse is the norm in virtually all modern industrializedsocieties,
and more than 80 percent of young Americans are sexually experienced before they
turn 20 (Alan Guttmacher Institute 1994). Many argue, therefore, that contraceptives
should be made accessible by expanding family planning clinics and school condom
distribution programs, while also implementing programs that help teens withstand
pressure from peers and media to have sex. A competing view contends that sexuality
education and contraceptive services send conflicting messages that confuse adoles-
cents, reduce sexual inhibitions, and encourage sexual activity. This view appears to
underlie TANF-funded abstinence interventions that prohibit providing information
about contraception but encourage informing teens that contraceptives do not provide
100 percent protection against pregnancy or STDs.

Criticism that simultaneously promoting contraception and encouraging teens
who are not sexually experienced to remain abstinent is confusing to adolescents
appears to be unfounded. Evidence indicates that young people are capable of reduc-
ing sexual activity and increasing contraceptive use (Kirby et al. 1994), and that the
best outcomes are achieved when health education occurs prior to the onset of sexual
activity and when information about abstinence, contraception, and STD prevention
is provided (Grunseit and Kippax 1993).

Research increasingly suggests that reproductive behaviors and outcomes are best
understood in broader social contexts that consider the impact of poverty, educational
and employment opportunities, neighborhood quality, and other environmental fac-
tors that impact on adolescents’ perceptions of life opportunities (Dryfoos 1990). Com-
mon underlying risk factors such as school failure, involvement in “problem” behav-
iors, lack of familial support and attachment, and poverty are known to be associated
with unintended pregnancy (Moore et al. 1995). Manlove (1998) found that a strong
attachment to school was a protective factor associated with avoiding school-age preg-
nancy, suggesting the programs designed to keep girls attending school may reduce
the incidence of teen pregnancies.

This broader understanding of adolescent pregnancy suggests that policy and
programmatic responses need to address underlying risk and protective factors, rather
than focusing exclusively on sexual behaviors. According to this perspective, inter-
personal skills and accessible contraceptive services help adolescents avoid risky
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sexual behaviors but are not sufficient to enable them to sustain motivation to avoid
pregnancy. Preventive interventions need to go beyond increasing knowledge, skills,
and resources to promote the healthy development of young people; bolster protective
factors of individuals, families, and groups; and reduce risk factors in adolescents’
schools, communities, and social environments.

Comprehensive services need to be crafted, coordinated, and sustained particu-
larly in communities characterized by poorly functioning and inadequately funded
schools, where few adults demonstrate the link between successful schooling and
satisfying employment. Investing in employment training that enables disadvantaged,
minority males to secure decent jobs and be able to financially support their family,
for example, may be the most effective way of addressing the multiple problems of
female-headed low-income households. Redesigning schools so that learning activi-
ties connect education with the world of work may be the best way to boost adoles-
cents’ beliefs in a successful future and thus increase motivation to avoid pregnancy.
Expanding GED programs, child care, and other supportive services may enable wel-
fare agencies to connect teen parents to suitable school placements so they can satisfy
TANF eligibility requirements. While such efforts to address the underlying predic-
tors of early parenthood can be costly and time-consuming, in the long run they may
prove to be the most effective way of preventing the interconnected problems of teen
pregnancy, school failure, and other problem behaviors.

DEMOGRAPHIC PATTERNS

Adolescents, defined as youth 10 to 19 years old, comprised nearly one-fifth of the
world’s population, and numbered just over one billion, in 1995—913 million in
developing countries and 160 million in developed countries (Alan Guttmacher In-
stitute 1997). There are more than 38 million youth aged 10 to 19 in the United States
(U.S. Bureau of Census 1998). Nearly 40 percent of these youth (two-thirds of black
and Hispanic youth) live in poor or low-income families. The number of girls aged
15 to 19 is expected to increase by more than 2 million between 1995 and 2010 (U.S.
Department of Health and Human Services 1995), increasing the population at risk
for pregnancy.

Several new sources of data about adolescent sexual behavior, contraceptive use,
and childbearing have become available in recent years. The National Survey of Fam-
ily Growth (NSFG) and the National Survey of Adolescent Males (NSAM) provide the
most recent data on trends in adolescent sexual behavior, contraceptive use, and
childbearing. Both data sets provide comparable information from 1988 and 1995
(Abma et al. 1997; Sonenstein et al. 1998). The Youth Risk Behavior Surveillance
System (YRBSS), a national survey conducted by the Centers for Disease Control and
Prevention monitors health risk behaviors among male and female high school stu-
dents (Kann et al. 1998), and the National Longitudinal Study on Adolescent Health
provides additional information about teenagers’ health behaviors as well as the social
contexts that influence those behaviors (Resnick et al. 1997).

Sexual Activity. Being sexually experienced by age 19 is the norm among adolescents
of all racial and ethnic groups and across all income levels. More than half of women
now are sexually experienced before 18, compared with just over a quarter of women
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under 18 in the mid-1950s (Alan Guttmacher Institute 1994; Kann et al. 1998). While
the proportion of sexually active teenagers increased and the age of first intercourse
declined during the early 1980s, the proportion of 15- to 19-year-old females who
were sexually experienced decreased from 53 percent to 50 percent between 1988
and 1995, reversing a twenty-year upward trend in the rate of teen sexual activity.
Recent data from the 1997 YRBSS corroborates findings of the 1995 and 1988 NSFG:
the proportion of female high school students who reported having had sexual inter-
course decreased by 11 percent between 1991 and 1997 (Kann et al. 1998). Despite
these declines, nearly three-quarters of 19-year-old females are sexually experienced
(Moore, Driscoll, and Lindberg 1998).

At age 19, 85 percent of males have had intercourse (Sonenstein et al. 1997).
Rates of male sexual activity also have decreased in recent years. While the proportion
of never-married sexually experienced 15- to 19-year-old males rose slightly between
1979 and 1988, it declined from 60 percent in 1988 to 55 percent in 1995 (Sonenstein
et al. 1998). Data from the 1997 YRBSS showed a similar trend: 57 percent of male
high school students were sexually experienced in 1991 compared with 49 percent
in 1997 (Kann et al. 1998). This decrease is attributable almost exclusively to white
males: rates of sexual activity among black and Hispanic males were essentially un-
changed between 1988 and 1995, while the proportion of white adolescent males who
had had sex declined from 57 percent in 1988 to 50 percent in 1995 (Sonenstein et
al. 1998).

The proportions of female and male teenagers who have had sexual intercourse
varies by race and ethnicity (Moore et al. 1998). Among 19-year-olds, almost 90 per-
cent of black females are sexually experienced, compared with 75 percent of non-
Hispanic whites and Hispanics. Black teenage males begin having sexual intercourse
earlier than whites or Hispanics: 60 percent of 15-year-old black males have had
intercourse compared with 35 percent of Hispanic and 18 percent of whites. Racial
and ethnic variations level off through the teen years so that among 19-year-olds, 94
percent of blacks, 87 percent of Hispanics, and 83 percent of white males have had
sex (Moore et al. 1998).

Adolescent sexual activity is episodic. More than a quarter (28 percent) of sex-
ually experienced respondents in the 1997 YRBSS were abstinent during the three
months preceding the survey (Kann et al. 1998). NSAM data confirms that the majority
of young men are not “sexual adventurers”: while males report more sexual partners
at every age than females, 52 percent of sexually experienced young men have inter-
course fewer than ten times in a year, and over 50 percent have only one partner
(Sonenstein et al. 1997).

Contraception and Condoms. Most teenagers use contraception the first time they
have intercourse. Adolescents use birth control as effectively as unmarried young
adults and have unintended pregnancy rates that are lower than unmarried women
in their early 20s (Alan Guttmacher Institute 1994). Trend data from the 1995 NSFG
and NSAM show that contraceptive use among sexually active adolescent females
and males increased over the past two decades (Abma et al. 1997; Sonenstein et al.
1998): 77 percent of teenage females whose sexual debut occurred between 1990 and
1995 reported using contraception at first intercourse compared with 71 percent who
became sexually active between 1988 and 1990, and 53 percent who first had sex
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between 1980 and 1982. In 1995, 84 percent of unmarried teenage females who had
sex in the past three months used some form of contraception at last intercourse.

Contraceptive use at first intercourse was highest among white female adoles-
cents and lowest among Hispanics. In 1995, 83 percent of white females aged 15 to
19 used contraception at first intercourse compared with 72 percent of black and 52
percent of Hispanic adolescent females. Sexually active Hispanic female adolescents
also reported the lowest rate of contraceptive use at last intercourse (74 percent),
compared with 86 percent of black and 85 percent of white adolescent females (Abma
et al. 1997; Donavan 1998).

Much of the increase in contraceptive use among teenagers over the past two
decades is attributable to a dramatic rise in condom use, probably due to greater
awareness of the health threat posed by HIV and other STDs. The proportion of ad-
olescent female contraceptive users relying on condoms increased slightly between
1988 and 1995 from 33 percent to 37 percent (Donavan 1998); 78 percent of teen
females aged 15 to 19 used some form of contraception at first voluntary intercourse.
Most females who used a method during first intercourse relied on condoms (66 per-
cent) (Moore et al. 1998). In 1995, 90 percent of never married, sexually experienced
15- to 19-year-old males used a condom at least once during the past year (Sonenstein
et al. 1997). Sixty-seven percent used a condom at last intercourse (74 percent of
black, 67 percent of white, and 58 percent of Hispanics), up from 57 percent in 1988
(Sonenstein et al. 1998).

While condom use has increased, the proportion of teen women who use the pill,
withdrawal, and other barrier methods has declined. Overall, the method most com-
monly used by teenagers is still oral contraceptive pills (44 percent in 1995, down
from 64 percent in 1982), followed by the condom (38 percent in 1995, up from 21
percent in 1982), the injectable Depo-Provera (10 percent), withdrawal (4 percent),
and the implant Norplant (3 percent) (Kaiser Family Foundation, Alan Guttmacher
Institute, and National Press Foundation 1998).

Although consistency of condom use has improved among sexually active males
in recent years (45 percent reported using condoms at every act of intercourse in 1995,
compared with 33 percent in 1988), there is still great cause for concern. Many males
and their sexual partners continue to be at risk for transmission of STDs (including
HIV) since almost half do not use condoms at each act of intercourse, and almost 10
percent never use them. Sexually active Hispanic males and their sexual partners are
at particularly high risk: fewer than one-third used a condom consistently, compared
with almost half of non-Hispanic black and white male adolescents (Sonenstein et al.
1998). While contraceptive use among females increases with age, the risk of STDs
remains high since condom use declines as men get older and increasingly rely on
their partners’ use of hormonal contraceptives. Since females have a 40 percent
chance of being infected with chlamydia as a result of even one act of unprotected
intercourse with an infected partner, there is little room for error.

Pregnancy and Birthrates. Adolescent pregnancy and birthrates have declined in
recent years, reflecting teens’ decreasing rates of sexual activity and increasing rates of
contraceptive use. Still, the United States has the highest pregnancy and birthrates
of any industrialized country—nearly twice as high as Great Britain, four times that
of Sweden, and fifteen times greater than Japan (United Nations 1991). While some
argue that the ethnic diversity of the United States is responsible for these dramatic
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variations, the birthrate of white adolescents alone surpasses the birthrates of other
industrialized nations.

Pregnancy rates, which include births, abortions, and miscarriages, declined
among females aged 15 to 19 in the 1990s after increasing 7 percent between 1985
and 1990, and peaking at 117 pregnancies per 1,000 females in 1990. The pregnancy
rate for 15- to 19-year-olds declined 17 percent between 1990 and 1996, and stood at
97 pregnancies per 1,000 in 1996, the country’s lowest rate since 1975 (Alan Gutt-
macher Institute 1999). Among sexually experienced males 15–19, 14 percent have
made a partner pregnant (Sonenstein et al. 1997).

The teenage birth rate also declined between 1991 and 1996, from 62 to 55 births
per 1,000 females aged 15 to 19 (Donavan 1998; Moore et al. 1998), reflecting an
overall 11 percent reduction in the national birthrate between 1990 and 1995 (Ventura
et al. 1997). Birthrates among 18- to 19-year-olds (87 per 1,000) were double those of
15- to 17-year-olds (34 per 1,000) (Wertheimer and Moore 1998). Declines in teen
birthrates occurred in all fifty states and among all racial and ethnic categories. As a
result, the overall number of births to teens declined between 1991 and 1996, from
519,600 annually to 494,300 (Donavan 1998). The rate of second births for teens de-
creased dramatically (21 percent) between 1991 and 1996 (National Center for Health
Statistics 1998).

Half of teenage pregnancies end in a live birth, one-third in abortion, and the
remainder in miscarriage. Adoption is rare. Since fewer teenagers are becoming preg-
nant and fewer pregnant teens are choosing to have an abortion, abortion rates among
15- to 19-year-old females decreased 29 percent between 1985 and 1994 (Kaiser Fam-
ily Foundation et al. 1998). Adolescents account for 22 percent of all abortions per-
formed each year (Henshaw and Frost 1996).

There are significant racial and ethnic differences in teen pregnancy and birth-
rates. While half of pregnant teens aged 15 to 19 are white, white teenagers are less
likely to give birth at any age than are blacks and Hispanics (Ventura et al. 1997).
Birthrates of 15- to 19-year-old females in all racial and ethnic categories declined
between 1991 and 1996; however, the largest reduction (21 percent) occurred among
black teenagers. There were 92 births per 1,000 black teens aged 15 to 19 in 1996,
compared with 48 per 1,000 among white teens and 102 births among Hispanic teens.
Among Hispanic groups, rates were highest for Mexican American and Puerto Rican
adolescents (National Center for Health Statistics 1997).

Substantial variation in the incidence of teenage childbearing is also observed
across states and regions of the country. While birthrates declined in all fifty states
between 1990 and 1996, they ranged from as low as 29 births per 1,000 females aged
15 to 19 in New Hampshire to 86 births per 1,000 in Mississippi. Birthrates in the
Sunbelt states are typically twice as high as those in the upper New England states
(Wertheimer and Moore 1998). Striking differences in pregnancy and birthrates have
important implications, because many provisions of the 1996 welfare legislation are
targeted at reducing teen pregnancy but allow states a great deal of autonomy in
crafting welfare and educational programs for sexually active and parenting teenagers.

SOCIETAL CONTEXT

The adolescent passage from childhood to adulthood is no longer viewed as a life
stage in which turmoil is unavoidable (Offer 1987). It is, however, a transitionalperiod
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filled with risks and opportunities, and the demands of raising a child significantly
compounds those challenges. Like any developmental stage, adolescence is “stress-
ful.” Teens need to adapt to profound and rapid physical, emotional, cognitive, social,
and behavioral changes.

Mastery of stage-appropriate tasks occurs in social contexts. Families and friends,
neighborhoods and schools, local employment opportunities, health and social ser-
vices, physical environments, the media, public policies, and structural forces (e.g.,
shifts in the labor market) all potentially function as protective factors that promote
competency and residency, or as risk factors that hinder development and increase
the likelihood that adverse consequences will be experienced.

American adolescents are bombarded every day with sexual messages from ad-
vertising, television, music videos, films, and other media. Network and cable TV, for
example, can enhance adolescents’ reproductive health by providing realistic infor-
mation that enables them to make informed decisions. Unfortunately, programs are
more likely to glamorize and accentuate the benefits of sexual behavior while making
scant reference to contraception or the risks of unprotected sexual activity: prime-
time TV shows contain an average of twenty-eight references to sexual behavior each
hour compared with one reference to contraception, abortion, or STDs (Alan Gutt-
macher Institute 1994).

The interval between when adolescents are biologically capable of getting or mak-
ing someone pregnant and when they get married has doubled over the past century,
significantly extending the period during which sexual “risk” behaviors and adverse
consequences can occur. In 1890, seven years separated when a girl had her first
menstrual period and when she got married. In 1988, median ages of menarche, first
intercourse, and marriage were 12.5, 17, and 24 years of age; median ages for male
spermarche, first intercourse, and marriage were about 14, 17, and 27 (Alan Gutt-
macher Institute 1994).

Whereas puberty and sexual intercourse occur at younger ages than in the past,
many transitional markers of adulthood now are delayed well into the 20s. Establish-
ing economic and emotional independence by moving from school to full-time em-
ployment has been pushed back considerably. Over half of 20- to 24-year-olds con-
tinue to live with their parents (U.S. Bureau of Census 1998). Ten percent of American
youth were disconnected (i.e., out of school, not working, not in the military, and not
married) for at least one year between the ages of 16 and 23 (Brown 1996). Manufac-
turing jobs that once provided low-skilled workers with decent wages, benefits, and
a sense of purpose have vanished from inner cities and relocated to regions with lower
overhead and plentiful sources of inexpensive labor (Wilson 1996); far more than a
high school diploma or GED is required for employment in today’s service-oriented
job market.

The impact of social and physical environments is underscored by wide discrep-
ancies in teen pregnancy rates among the fifty states: while New Hampshire and other
New England states have achieved rates as low as those of other industrialized coun-
tries, Mississippi and other southern states have rates that are three times as high
(National Campaign to Prevent Teen Pregnancy 1997). Several factors account for
these differences, including discrepancies in adolescents’ access to health and social
services in different regions of the country.

Variations in state funding for family planning and abortion services result in
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uneven access to reproductive health services. Nearly every state uses federal funds
for family planning services for teens, but overall funding for pregnancy prevention
interventions varies from zero to $78 per female aged 15 to 19 (Wertheimer and Moore
1998). All the states use federal and state Medicaid monies to pay for prenatal and
childbirth services, but most allow state Medicaid monies to be used only for termi-
nation of pregnancies that result from rape or incest, or when termination is medically
necessary to save the mother’s life. Currently, only sixteen states use state Medicaid
funds to pay for medically necessary abortions for poor women (including poor teen-
agers) (Alan Guttmacher Institute 1998b). While other factors explain why nearly
three-quarters of accidental pregnancies to teens from affluent families are resolved
by abortion compared with less than half of accidental pregnancies to poor teens,
restrictions on public financing of abortion clearly play a major role.

Other adolescent health-related public policies also provide support and generate
stress. With the exception of abortion, the trend in recent decades has been toward
allowing teenagers to make many of their own reproductive health decisions. Opinion
polls indicate that there is support for making condoms available in public schools,
but only 418 high schools elected to do so during the 1997–98 academic year (Dodd
1998). School-based clinics increased from 327 to almost 1,000 between 1991 and
1996, but local policies prohibit three-quarters of clinics from dispensing contracep-
tion. Accessing care at school clinics in rural areas is particularly problematic: less
than half treat STDs (compared with 68 percent in urban areas), and less than one-
third offer HIV testing (compared with almost half of urban clinics) (Fothergill 1998).

Family planning and community health clinics provide adolescents with ready
access to contraception since they often have convenient hours, cost less than private
physicians, and do not require parental consent. Funding for the federal Title X family
planning program, however, decreased over 70 percent (adjusting for inflation) be-
tween the early 1980s and 1990s (Daley and Gold 1993), resulting in fewer clinic
hours and higher fees. Cutbacks also limit the ability of family planning programs to
invest in initiatives that increase male involvement, since programs typically respond
by limiting support for male services (Brindis et al. 1998).

Despite evidence that comprehensive sexuality education programs help adoles-
cents delay intercourse and increase use of contraception, no federal policy mandates
sexuality or HIV education. Only twenty-three states and the District of Columbia
require that schools provide sexuality education, and only thirty-seven states and the
District of Columbia require STD or HIV/AIDS education. The federal government
also refrains from dictating the content of programs, allowing states to determine
standards and curricula. Of the twenty-six states that require abstinence education,
only fourteen mandate that information about contraception, pregnancy, and STDs be
provided, and five states restrict discussion of abortion (Siecus Fact Sheets 1998).

Service providers and parents are environmental resources that can help teens
adapt to the challenges of adolescence and parenting or contribute to maladaptive
outcomes. Unfortunately, one-third of 15-year-old females say their parents have not
talked to them about how pregnancy occurs, and half say their parents have not dis-
cussed birth control or STDs (Alan Guttmacher Institute 1994). Less than half of teen
males receive information about contraception from parents (Sonenstein et al. 1997).
Most teens are sexually experienced before turning 20, but health providers rarely
discuss reproductive health issues with them. Adolescent males report that doctors
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and nurses are their least frequent source of contraceptive information (Sonenstein et
al. 1997).

VULNERABILITIES AND RISK FACTORS

Several publications have summarized the antecedents of adolescent pregnancy in
recent years (Kirby 1997; Moore et al. 1995). A number of interrelated characteristics
of adolescents, their peer groups, families, and communities have been found to be
associated with sexual and contraceptive behaviors. Knowledge of these character-
istics enhances social work interventions with youth and guides efforts targeted at
modifying environments that increase the risk of pregnancy and parenting problems.

Individual Characteristics. Adolescents at highest risk of becoming pregnant are
likely to be living in poverty, doing poorly in school, involved in other problem be-
haviors, and to have low expectations for their future. Girls who have low grades, a
history of grade retention, and low expectations for continuing schooling are more
likely to have sex at an early age (Santelli and Beilensen 1992) and to become teen
parents than higher-achieving peers (Maynard 1995). White and Hispanic girls who
leave school before graduating are more likely to become pregnant than girls who stay
in school (Manlove 1998). Boys who are two or more years behind in school are more
likely to be sexually active than those who are in a grade that is appropriate for their
age (Moore et al. 1998; Sonenstein et al. 1997).

Adolescents involved in smoking and other “problem” behaviors (Robinson et
al. 1998) are more likely to be sexually active. Young men who use illegal drugs and
who have been arrested or been in jail are more likely to be sexually active than those
who don’t use drugs and who haven’t been involved in the juvenile justice system
(Sonenstein et al. 1997). Girls who have been pregnant are at higher risk for pregnancy
than girls who have never been pregnant (Resnick et al. 1997).

Age is strongly associated with contraceptive use: the younger girls are when
they begin having intercourse, the less likely they are to use contraception (Alan
Guttmacher Institute 1994). While developmental issues such as a false sense of in-
vulnerability (Elkind 1978) and difficulty planning ahead (Kirby 1997; Zabin 1994)
contribute to the difficulties adolescents have using contraception, almost four in ten
of the girls who have their first sexual intercourse at age 14 or younger say that sex
was unwanted (Moore et al. 1998). Being coerced into having intercourse obviously
makes it impossible for a young woman to insist that protection be used. Among
males, condom use declines with age as they develop longer relationships and in-
creasingly rely on female hormonal methods of contraception (Sonenstein et al. 1998).
While these methods provide protection against pregnancy, STD risk remains high,
since adolescent males are more likely than females to have multiple partners (Kann
et al. 1998). Young men who believe condoms reduce pleasure and are inconvenient
use them less (Sonenstein et al. 1997).

Other factors associated with early onset of sexual activity are early puberty;
believing that one’s life span will be short (Resnick et al. 1997); having favorable
attitudes toward premarital sex, pregnancy, and childbearing; and believing that
friends are sexually active (Robinson et al. 1998). Teens who have multiple partners,
negative attitudes toward contraception, and low confidence (self-efficacy) in their
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ability to use contraception are more likely to engage in risky sexual behaviors (Kirby
1997).

There are significant racial and ethnic variations in adolescents’ sexual and con-
traceptive behaviors. Black males and females have intercourse earlier than whites or
Hispanics and thus experience longer periods of exposure to the risks of pregnancy
and STDs. Although female Hispanic adolescents have lower rates of early sexual
experiences, they are less likely to use contraception than their black or white peers
(Alan Guttmacher Institute 1994). Hispanic adolescent males are less likely to use
condoms than black and white males (Sonenstein et al. 1998).

Studies have documented a high incidence of sexual abuse among pregnant teens
and teen mothers (Boyer and Fine 1992). Stock et al. (1997), for example, found a
strong association between sexual abuse and teen pregnancy; they suggested that sex-
ually abused girls are more likely to have intercourse with multiple partners before
age 15 and are less likely to use contraception. Teenagers with a dual-risk background
of sexual abuse and history of parental alcohol abuse report higher levels of risky
sexual behaviors than teenagers with only one risk factor (Chandy, Blum, and Resnick
1996).

Family Characteristics. Adolescents who live in poor and low-income families with
parents who have low levels of education are more likely to be sexually active, less
likely to use contraception, and more likely to experience pregnancy and childbearing
than their more affluent peers (National Center for Children in Poverty 1996). Daugh-
ters of mothers who gave birth to their first child before age 20 are more likely to
become mothers as teenagers than daughters of women who were not teen mothers
(Moore et al. 1998). Having an older sister who gave birth as an adolescent is asso-
ciated with early initiation of sexual activity. Adolescents who don’t feel supported
by their parents are more likely to give birth as a teenager (Jaccard, Dittus, and Gordon
1996).

More than 80 percent of adolescents who give birth are from poor or near-poor
families (U.S. Department of Health and Human Services 1995); as family income
rises the proportion of adolescents who become teen mothers decreases. While some
poor youth may be less motivated to avoid pregnancy than affluent peers because they
view their future less hopefully, policies such as prohibiting Medicaid reimbursement
for abortion explains much of the discrepancy in birthrates among SES groups.

Community Characteristics. Adolescents at highest risk for early, unintended preg-
nancy are more likely to live in communities with high rates of poverty, high resi-
dential turnover, low levels of parental education, high rates of divorce and single
parenthood, high rates of nonmarital births, high unemployment, and poor labor force
opportunities (Kirby 1997; Moore et al. 1995; Wilson 1996). Youth in poor neighbor-
hoods have less proof of the link between educational success and good jobs. They
see fewer working families, have limited exposure to neighbors owning or employed
in local businesses, and have weaker connections to entry-level jobs. When adults do
work, it is often in low-wage jobs that do little to inspire enthusiasm.

Since support for schools is closely tied to tax revenues generated in local com-
munities, schools in poor areas are often overcrowded, in poor physical condition,
and lack safe and constructive after-school activities. Funding for extracurricular ath-
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letics have been seriously reduced in many urban school districts over the past
twenty-five years, limiting teens’ opportunities to celebrate their competency and
become attached to school through nonacademic activities. Few after-schoolprograms
meet the criteria suggested by Kerewsky and Lefstein (1982): diverse activities, time
for reflection, meaningful participation, and positive interactions with adults and
peers. When programs exist, participation may be discouraged by parents who fear
their children being out alone in unsafe neighborhoods.

Young parents need an array of health, educational, and social services to effec-
tively cope with the challenge of caring for children. Critically needed services, how-
ever, are often unavailable to teens who need them most. Affordable infant and child
care enables young parents to participate in mandated school and employment train-
ing activities, yet the United States is one of few industrialized nations without a
coherent child care policy. As discussed earlier, new TANF provisions fail to provide
sufficient funding for child care that enable young mothers to participate in educa-
tional and training activities required by recent welfare legislation.

Adolescents suffer greatly from unprotected sexual activity. They are at risk of
STDs, parenthood, and premature birth.

STDS. Sexually active teens are at higher risk for STDs than other age groups because
they are less likely to be married than adults (and therefore more likely to have mul-
tiple sexual partners), because of the high prevalence of STDs among teens (Institute
of Medicine 1996), and because condom use is sporadic. Each year three million teens
acquire an STD; one in three sexually active people have had an STD by the time they
are 24 (Alexander et al. 1998).

Teenage girls are very vulnerable to cervical infections such as gonorrhea and
chlamydia since these STDs easily infect the immature cervix (Donavan 1993). While
gonorrhea rates have fallen in the population as a whole, rates remain disproportion-
ately high among teens and minorities (Alexander et al. 1998; Kaiser Family Foun-
dation et al. 1998). Teenage females have the highest rate of gonorrhea, while the rate
for teen males is exceeded only by 20–24 year olds (Office of National AIDS Policy
1996). In some studies, 30 to 40 percent of sexually active teenage women (Institute
of Medicine 1996) and 10 percent of sexually active teenage males (Schacter 1989)
were infected with chlamydia. Since bacterial infections like chlamydia frequently
do not produce symptoms, adolescents are likely to delay seeking health care, leaving
them at risk for complications such as pelvic inflammatory disease, infertility, and
tubal pregnancy.

Incurable viral STDs also pose serious threats to adolescent health. Two-thirds of
female undergraduates at a major East Coast university tested over a three year period
were infected with HPV, strains of which are linked with cervical cancer (Kaiser Fam-
ily Foundation et al. 1997). By the end of 1997, almost three thousand teenagers were
known to have AIDS (Kaiser Family Foundation et al. 1998). While the number of
AIDS cases among teens is small, adolescents account for half of the forty thousand
people diagnosed each year with HIV.

Adolescent Parenthood. While many of the consequences of adolescent childbearing
are associated with the educational and economic disadvantages young women ex-
perience before pregnancy, having a baby as a teenager compounds these difficulties
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considerably. Compared with women who delay childbearing, adolescent parents and
their children are at greater risk for adverse educational and economic consequences
including: less educational attainment, higher rates of single parenthood, larger fam-
ilies, and greater reliance on public assistance (Maynard 1996). Teenage mothers are
more likely to experience violence during and after their pregnancy than older women
(Gessner and Perham-Hester 1998). The 175,000 mothers who are 17 or younger and
their children are at particularly high risk.

Becoming a parent during adolescence makes it less likely that mothers will com-
plete high school and attend college: three out of ten adolescent mothers attain their
high school diploma by age 30, compared with three-quarters of women who delay
having children until after 20 (Maynard 1996). While the discrepancy in school
achievement between adolescent and older mothers is reduced by teen mothers’
higher rates of completing GEDs, the earnings gap between the two groups remains
significant. Low educational levels coupled with limited work experience and child
care demands contribute to adolescent parents’ high levels of unemployment. As the
qualifications for employment in today’s service economy rise, teen mothers without
a high school diploma are at a disadvantage and are often limited to low-skill, low-
paying jobs.

Climbing out of poverty is challenging for young mothers since they tend to have
more children than women who delay childbearing. Twenty-five percent of teen moth-
ers have a second child within twenty-four months of their first birth, and the rate is
even higher for the youngest teen mothers. Under AFDC, women who became mothers
as teenagers were more likely to be relying on public assistance in their 30s than
women who delayed childbearing even until their early 20s (Alan Guttmacher Insti-
tute 1994).

Children of Teen Parents. The younger a pregnant teen is, the less likely she is to
receive prenatal care during the critical first trimester of pregnancy. Because of in-
adequate prenatal care, the children of teen mothers are more likely to be born pre-
maturely and low birth weight (Wolfe and Perozek 1997), increasing the likelihood
that they will experience respiratory infections and other chronic health problems,
as well as dyslexia, hyperactivity, and other disabling conditions (Maynard 1996).

Because teen mothers themselves are still developing, they are often unable to
provide the kind of environment that is optimal for an infant’s development. Their
children live in less supportive home environments (Moore, Morrison, and Green
1997) and are more likely to experience abuse and neglect (George and Lee 1997) than
children of older mothers (Moore et al. 1995). Measured against national norms,
homes headed by adolescent mothers are in worse physical condition and have fewer
educational resources such as toys, books, and educational games (Maynard 1996).
Children of adolescent mothers score lower on achievement tests (Moore et al. 1995),
and their cognitive and developmental delays contribute to academic and behavioral
difficulties that get worse over time (Alan Guttmacher Institute 1994).

Compared with children from two-parent households, the children of single ad-
olescent parents are more likely to drop out of school, repeat a grade, have a lower
grade point average, and have poorer school attendance (McLanahan 1994). As adults,
they are less likely to be working than their peers whose mothers delayed having
children until their early 20s (Haveman, Wolfe, and Peterson 1997). Later in life, their
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sons are 13 percent more likely to experience incarceration, and their daughters 22
percent more likely to themselves become teen mothers (Maynard 1996).

RESILIENCIES AND PROTECTIVE FACTORS

Just as individual and environmental factors increase adolescents’ risk of pregnancy
and the likelihood of experiencing problems raising children, several factors protect
them from involvement in risky behaviors and increase the resiliency of those who
are parents.

Individual Characteristics. Positive school experiences and feeling connected to
school are among the most frequently cited protective factors that reduce adolescents’
risk of pregnancy and contribute to positive educational, social, health, and economic
outcomes for adolescents who are parents. Studies throughout the world have dem-
onstrated that schooling is strongly associated with young women’s motivation and
ability to delay childbearing. Only 19 percent of Colombian teenagers with seven or
more years of education had a child by age 20, compared with half of young girls with
less than seven years of education (Alan Guttmacher Institute 1997). Feeling emo-
tionally connected to school (e.g., feeling close to classmates and teachers) is asso-
ciated with teens’ decisions to delay sexual activity (Resnick et al. 1997), and aca-
demic success and high expectations for postsecondary education are associated with
a reduced risk of pregnancy (Manlove 1998). Girls who stay in school and continue
living with parents after giving birth have lower rates of subsequent births (Manlove
1998).

Having religious and moral beliefs that premarital sex is immoral (Moore et al.
1998) and clear intentions to avoid pregnancy and STDs (Moore et al. 1998; Resnick
et al. 1997) are strong protective factors that motivate young girls to abstain from sex.
Positive attitudes toward condoms and contraception, and a history of effective con-
traceptive use at first and most recent intercourse, also reduce an adolescent’s sus-
ceptibility to early pregnancy (Resnick et al. 1997). Having friends who use condoms
and feeling confident in one’s ability to insist that a partner use condoms are associ-
ated with condom use.

Family Characteristics. Adolescent females raised from birth by both parents have
lower probabilities of being sexually active at any age and are less likely to give birth
in their teens than girls from other family situations (Moore et al. 1998). Having strong
emotional attachments to parents (Blum and Rinehart 1997; Resnick et al. 1997) and
receiving family encouragement and supervision (Danziger 1995) help teens delay
sexual activity. Clear parental messages discouraging early dating (Santelli and Beil-
ensen 1992) and early sexual activity (Resnick et al. 1997) appear to protect adoles-
cents from early sexual activity and pregnancy. When dating does occur, structured
and consistent rules reduce the likelihood of risky sexual behaviors, especially when
limit setting occurs in the context of an affectionate parent-child relationship (Santelli
and Beilensen 1992). Parental involvement in adolescents’ schoolwork also is asso-
ciated with a reduced risk of pregnancy (Manlove 1998).

Community Characteristics. Neighborhoods, communities, states, and regions of the
country vary in the extent to which they help promote the reproductive health of
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adolescents. Attending a school with a high daily attendance rate, for example, is
negatively associated with early sexual activity and pregnancy (Resnick et al. 1997).
Seventeen percent of seventh and eighth graders report having had sexual intercourse
(Resnick et al. 1997) and as discussed earlier, many of these youth have sex against
their wishes. While having accessible reproductive health services, including provi-
sion of early education on how to avoid unwanted sexual advances, enables adoles-
cents to protect themselves from the adverse consequences of unprotected inter-
course, only nineteen states have an official policy requiring or encouraging
pregnancy prevention programs in public schools. Two-thirds of states offer family
planning services to teens statewide, but only three offer contraceptive clinics in
schools (Wertheimer and Moore 1998).

Accessible prenatal and other health services, as well as social and educational
services matched to the needs of pregnant and parenting adolescents, increase their
resiliency and capacity to adapt to the stress of raising children. Affordable child care
and support and guidance from grandparents and their children’s fathers also help
buffer parenting adolescent parents and their children from negative outcomes.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Pregnancy Prevention. Schools, churches, government, and community-based orga-
nizations have developed numerous programs to prevent unintended teenage preg-
nancy and to improve outcomes for young parents and their children. While there is
almost unanimous agreement that preventing teenage pregnancy is a desirable goal,
formative and outcome evaluations have not kept pace with these interventions. As
a result, there is little consensus on what to do on an individual, community, or
national level.

A summary of approaches to reduce teen pregnancy by Kirby (1997) classifies
interventions according to five categories: curriculum-based programs, contraceptive
access programs, programs for parents and families, multicomponent programs, and
youth development programs.

Several educational/training programs have been implemented in schools and
community-based organizations to modify adolescents’ sexual behaviors and prevent
unintended pregnancy (Barth 1992; Howard and McCabe 1990). While the compo-
nents, intensity, target populations, and evaluation rigor vary among programs, most
emphasize abstinence or delaying sexual activity, interpersonal skills training
(particularly resistance and negotiation skills), and sexuality and contraceptive edu-
cation. Some programs focus on STD/HIV prevention, while others increase access to
contraception.

Analysis of the impact of sexuality and STD/HIV preventive educational pro-
grams has demonstrated that when interventions are well designed, they can be suc-
cessful in helping teens delay intercourse (especially if younger teens are targeted),
reduce the frequency of intercourse and number of sexual partners, increase contra-
ceptive and condom use, and even reduce pregnancy (especially when teens are
helped to access contraception) (Frost and Forrest 1995). The “Reducing the Risk”
curriculum (Barth 1992), for example, successfully reduced the likelihood students
would initiate intercourse, increased contraceptive use among sexually active youth,
and increased parent-child communication about sexuality. Theory-based, well-
implemented educational interventions combined with contraceptive access does not
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hasten the onset of intercourse or increase the frequency of sexual activity (Kirby
1997).

As discussed earlier, “abstinence-only” programs that focus on delaying sexual
intercourse until marriage have received considerable attention (and funding) in re-
cent years. These programs provide moral support and teach interpersonal skills to
help young teens resist peer and media pressure, but they do not discuss contracep-
tion. A review of several published studies of abstinence-only programs failed to
identify any that consistently and significantly delayed the onset of intercourse (Kirby
1997).

According to Kirby (1997), the following are characteristics shared by programs
that have demonstrated positive changes in adolescent reproductive behavior:

a focus on reducing specific sexual behaviors (e.g., refusing to be pressured
into having sex) that lead to pregnancy or infection
behavioral goals, teaching methods, and materials that are developmen-
tally and culturally appropriate, and that are matched to the level of sexual
experience of participants
theoretical grounding in models of behavior change (e.g., social learning
theories, social influence theories)
interventions that are of sufficient duration to have an impact, and that
include follow-up
provision of accurate information about methods of avoiding unprotected
intercourse
experiential, interactive teaching methods to help participants personalize
information
activities that address social pressures to have sex
opportunities to practice communication, negotiation, and refusal skills
(e.g., role playing)
selection and sufficient training for teachers and peers who believe in the
program

Family planning and school-based clinics, and condom availability programs in
schools, have demonstrated that it is possible to reduce sexual risk taking and in-
crease contraceptive use by sexually active teens (Kirby 1997).

Family planning clinics provide contraception and reproductive health services
including individual and group education and counseling to help adolescents learn
about and use contraception. Publicly funded family planning clinics are an impor-
tant source of contraceptive services for teenagers. Three in ten individuals using
publicly funded family planning clinics are younger than 20 (Alan Guttmacher Insti-
tute 1998a).

In some family planning clinics, social workers provide case management ser-
vices and counseling to teens who are in crisis (e.g., deciding how to resolve an un-
planned pregnancy) or who are facing serious psychosocial problems (e.g., domestic
violence). Social workers supervise public health, medical, and social work students
and adult volunteers who design and implement psychoeducational waiting room
groups, and directly provide short-term group work services for high-risk adolescents
with a history of pregnancy and sexual abuse.

School-based clinics numbered almost 1,000 in 1996 (Fothergill 1998). These
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clinics reduce barriers to health services and increase adolescents’ access to affordable
medical, mental health, health education, and social services. As discussed earlier,
however, obstacles still impede students from obtaining reproductive health services
at these sites. Three-quarters of school-based clinics serving adolescents are prohib-
ited by school policies from dispensing contraception.

Realizing that sexual activity is prevalent among junior high school students (Res-
nick et al. 1997) and that 20 percent of first pregnancies to adolescents occur within
one month of initiating sexual intercourse (Hatcher et al. 1994), junior high school–
based clinics in an underserved urban community implemented an intensive risk-
identification and case management intervention to help teens access contraception
(Tiezzi et al. 1997). Under the supervision of social workers, graduate students con-
ducted confidential schoolwide risk factor screening surveys to identify students who
were sexually active and those who had characteristics associated with sexual activ-
ity. Students identified through the survey were assessed by clinic social workers,
and those at risk for pregnancy were invited to participate in yearlong groups at the
school. Students received ongoing individual counseling and case management ser-
vices throughout junior high school and the first year of high school. Special arrange-
ments were made to link at-risk youth at the nearby family planning clinic and when
necessary, school clinic staff met students there to help them register. As a result of
these activities, pregnancy rates in program schools decreased by 34 percent.

Condom availability programs in schools make condoms accessible through spe-
cially trained counselors and teachers, vending machines, and other distribution
channels. Despite opinion polls indicating overwhelming public support for these
programs and research showing that distribution programs increase sexually active
students’ condom use without encouraging sexual activity (Guttmacher et al. 1997;
Schuster et al. 1998), only 418 high schools in the United States elected to initiate
such programs during the 1997–98 academic year (Dodd 1998).

Several types of parent-child programs have been implemented to increase com-
munication about sexual topics, including programs for parents only, programs that
bring parents and children together, and sexuality education classes that assign home-
work assignments requiring students to communicate with parents at home about
sexuality issues. Evaluations of these programs consistently show that parent-child
communication and levels of comfort around sexuality increase over the short term
but dissipate over time, and that such programs do not increase adolescents’ use of
contraceptives (Kirby 1997).

Multicomponent programs encompass a wide array of community and media
activities. One program that resulted in decreased pregnancy rates among 14- to 17-
year-old participants in a rural community included sexuality education training of
teachers, community leaders, and peers; implementation of sex education in all
grades; health education counseling; condom distribution and family planning refer-
rals by the school nursing staff; and community-wide broadcasting of pregnancy pre-
vention messages by media, churches, and community groups (Koo et al. 1994). Preg-
nancy rates rose after parts of the program ended (i.e., links to contraceptive services
were severed; key teachers left the school system), underscoring the importance of
continuous programming and follow-up to help at-risk youth avoid risky, unprotected
sexual behaviors.

Youth development programs build on a growing body of evidence that improv-
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ing young women’s educational, employment, and life options reduces pregnancy
and birthrates. These programs typically do not focus directly on sexuality issues but
seek to increase motivation to avoid pregnancy by building “life skills” and increasing
teens’ awareness of life options. Connecting youth with adult mentors and involving
them in community service projects are common elements of such programs.

Youth development programs frequently link substance abuse, delinquency,preg-
nancy, and dropout prevention efforts on the premise that these “problem behaviors”
share a common etiology. Problem behaviors such as early sexual activity and sub-
stance use are viewed as serving important functions such as satisfying human needs
for group belonging and a sense of competence. These programs are typically com-
prehensive, targeted at young adolescents, and sustained over a prolonged period of
time, in contrast to brief categorical programs that begin only after problems are well
entrenched.

One extensively evaluated program that reduced pregnancy rates included
weekly classroom discussions of values, decision-making and communication skills,
human growth and development, interpersonal relationships, as well as volunteer
community service (Allen et al. 1997). Hypothesized explanations for the program’s
success were that students had opportunities to develop close personal relationships
with adult staff, had fewer opportunities to be involved in problem behaviors because
of involvement in prosocial program activities, and developed a sense of purpose
and a more hopeful view of future options because of their gratifying volunteer
experiences.

Adolescent mothers, especially those who come from poor and low-income fam-
ilies, are more likely than mothers who delay childbearing to need assistance from
their families and publicly funded programs. Even prior to the provisions set forth in
TANF and throughout the new welfare reform legislation, almost three-quarters of
teen parents under 18 were living with one or both of their parents (Alan Guttmacher
Institute 1994).

For a variety of reasons (e.g., safety concerns, staff shortages), few programs use
home visitation to young parents’ homes to engage them in services. Recognizing that
many teen parents are isolated or overwhelmed by the demands of child rearing,
however, social workers in some family agencies use home visits as a primary service
modality. Through aggressive and continuous outreach, parents are helped to access
services, negotiate complex bureaucracies, and experience less social isolation. Home
visits by nurses during pregnancy and the first two years of life have resulted in
improved birth weights and reduced rates of child abuse and neglect among the chil-
dren of adolescent parents (Olds et al. 1986), and lower rates of second pregnancies
(Olds et al. 1997).

Pregnant and parenting teens have numerous psychosocial needs and experience
a wide range of problems that require them to interact with a service delivery system
that is often fragmented and confusing. Case management programs provide inten-
sive, long-term, personalized support across a range of areas affecting adolescent par-
ents and their children (Carlson, Abagnale, and Flatow 1993; Fischer 1997). Such
support has been found to improve birth outcomes and child health (Smith et al.
1990). This approach requires highly trained staff different from that of welfare eli-
gibility workers and can be expensive since caseloads need to be relatively small (forty
cases or less) in order to be effective. Case managers need to be flexible and capable
of locating and developing cooperative relationships with a variety of services.
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As compared with a problem-centered, fragmented approach in which an agency
or worker addresses only specific problems it is prepared to handle itself, case man-
agement is designed to address the many needs of adolescent parents who require
services from more than one source. Core functions of case managers include assess-
ment of parents’ needs, developing individual service plans, coordinating referrals,
counseling and crisis intervention, brokering and advocating for parents as they con-
tact other service agencies, outreach to families and partners, arranging transporta-
tion, and monitoring and revising service plans as needed. In addition, case managers
identify gaps in existing services, especially where client demands exceed existing
services’ capacity to respond.

Several teen parent programs designed to improve the economic outcomes and
overall well-being of young mothers and their children have employed a comprehen-
sive and intensive set of integrated services, including case management, and have
resulted in some positive effects on adult outcomes of low-income participants who
began the program as teenagers (Granger and Cytron 1998). In some cases, monthly
earnings and completion of GED programs increased, and reliance on welfare de-
creased among participants who completed programs. While participants had higher
employment rates, they also had higher job turnover than women in comparison
groups. The mixed results of these interventions underscored several areas where
services needed to be improved, including providing more consistent follow-up, im-
proving family planning services, providing more continuous child care, and increas-
ing attention to mental health needs.

Group living arrangements provide support to pregnant and parenting adoles-
cents who lack sufficient adult and peer support, and a secure residence for youth
whose parental homes are unsafe. Social workers in residential programs for young
parents and their children arrange for comprehensive and coordinated services that
match the multiple and shifting needs of these clients. In transitional shelters,workers
help parents obtain scarce permanent housing by assisting in housing searches and
coaching mothers how to interview for publicly funded apartments. Through indi-
vidual and group interventions, mothers receive emotional support as well as training
in parenting and independent living skills. Workers arrange for assessment and place-
ment in educational or vocational programs and facilitate referrals to medical, day
care, and recreational services. Aftercare case management is provided to ease tran-
sitions to more permanent settings.

Adolescent parents are also served in a variety of community-based agencies.
Comprehensive parenting programs provide on-site child care while young mothers
and fathers receive instruction leading to their GEDs. Young parents participate in
individual counseling as well as group activities that bolster their home management
skills and enable them to prepare for and obtain scarce resources. Helping mothers
anticipate bureaucratic barriers and confusions stemming from recent welfare reforms
that delink TANF, Medicaid, and food stamp applications increases the likelihood
that services will be obtained.

In addition to learning parenting skills such as how to soothe an upset child,
young parents are helped to work through unresolved issues emanating from past
frustrations with their own childhood experiences. When parents are unable to attend
classroom and group activities because of other more pressing needs, workers adapt
by advocating for them at court hearings, or brokering for them at housing and em-
ployment interviews. Home and office visits may be alternated as the teen parent
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grows to trust the worker. Respite care is provided through a developmental playroom
so that young mothers can use other agency services and have time for themselves.
Recreational outings and activity groups (e.g., sewing classes) cultivate skills while
enhancing social contact with peers. Parenting groups bolster parents’ capacity to
respond to their children. In addition to encouraging mutual aid, workers negotiate
conflicts, as when peers challenge a mother to weigh the costs of staying in a rela-
tionship with an abusive boyfriend.

ASSESSMENT AND INTERVENTIONS

Social workers assess where a poor fit exists between what adolescents need to avoid
pregnancy or to raise their children, and how environments respond to those needs.
Assessments include an evaluation of protective factors that buffer adolescents from
risk, as well as factors that contribute to their susceptibility to early pregnancy and
problems raising children. Thorough and accurate assessments increase the likeli-
hood that interventions will be appropriately targeted at bolstering individuals’ adap-
tive capacities, modifying environments, or both.

Reproductive and parenting behaviors result from interactions between people
and their social environments. Sexual behaviors take place in the “life space,” i.e., an
open system with interrelated parts that include adolescents, their families and friend-
ship networks, service agencies, neighborhoods, and other social and physical envi-
ronments. Unprotected intercourse, for example, can result from an imbalance be-
tween teenagers’ basic need for accurate information, adaptive capacities such as
communication or help-seeking skills, and the qualities of their real or imagined en-
vironments (e.g., availability of family planning clinics, estimations of friends’ sexual
activity).

Assessment entails gathering and making sense of such factors as (1) the adoles-
cent’s perception of the “problem” (e.g., whether the pregnancy was planned or not),
(2) the adolescent’s capacity to satisfy needs and solve problems (e.g., parenting
skills), and (3) the adequacy of environmental resources (e.g., nature of the teen
mother’s relationship with her own mother). Connections between the system’s com-
ponents are also assessed (e.g., whether mother and father are willing to be resources
for each other).

In addition to age, SES, and family intactness and functioning, other important
considerations in assessing the risk for unplanned pregnancy are the adolescent’s
(1) knowledge of reproductive facts, (2) capacity to plan and communicate, (3) educa-
tional functioning and aspirations, (4) beliefs and attitudes, as well as perceptions of
peer, family, and community norms about sexual and reproductive behaviors, (5) pat-
terns of sexual activity, (6) involvement in other problem behaviors, and (7) relation-
ships with sexual partners. The availability of health education and contraceptive,
educational, and social services and supports also needs to be considered.

To make informed decisions about their reproductive health, adolescents need
accurate information, as well as cognitive and interpersonal skills. Youth may be
motivated to avoid pregnancy, but still take risks because of inaccurate information
or because of difficulties planning ahead (e.g., “She was a virgin so I thought I didn’t
need a condom”; “Sex just happened”). Adolescents who are failing in school and
who have low educational aspirations are at high risk for unplanned pregnancy. When
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conception occurs, early parenthood may be perceived as having few “costs” since
positive future life options are vague or appear unattainable.

Believing that “everyone has sex but me” can be a discomforting thought for
young people during a developmental stage when peer group acceptance is critical.
Ambivalence about having sex, on the other hand, may contribute to delays seeking
contraception (e.g., “I don’t need the pill because I’m not that kind of person”). Young
men may hesitate to discuss condoms because they think their partner will be insulted
(“Don’t you trust me?”). Family, peer group, and community norms and expectations
in turn influence personal beliefs. Early childbearing may be reinforced by cultural
expectations that a woman’s place is in the home raising children, not pursuing higher
education.

Substance abuse, school truancy, fighting, reckless driving, and other problem
behaviors are signals that an adolescent may be involved in risky sexual behaviors.
Patterns of sexual activity and the nature of relationships with sexual partners also
affect reproductive decision making. For example, since adolescents’ sexual activity
is sporadic, planning and using contraception can be difficult. Adolescents in long-
term, committed relationships may not use condoms because they trust each other,
disregarding the fact that HPV and other viral infections from former relationships
can be transmitted. Large age discrepancies between younger adolescents and older
males are of particular concern and need to be addressed directly but without alien-
ating and losing contact with the adolescent female.

Especially during times of scarce resources, it is easy for mismatches to occur
when teens seek help from formal agencies. Free or low-cost family planning services
may not be available. Clinics may not have evening or weekend hours. Uninviting
attitudes of overwhelmed receptionists may discourage youth from returning for
follow-up visits. Young people may view hospital- or school-based clinics as places
where people with emotional problems or STDs go. Difficulties following through on
referrals may arise from adolescents’ perceptions and fears that parents will be in-
formed of their sexual activity.

The availability and adequacy of family support such as help with child care
need to be determined since such assistance helps buffer many of the stresses of
parenthood. Family involvement can also generate stress, however, as when grand-
parents function as “gatekeepers” between a young couple. Paternal grandparentsmay
blame their son’s partner for interfering with his future career. Maternal grandparents
may reprimand a young father for his inability to fulfill the role of “breadwinner.”
Even when the teen parent lives at home, tension can arise from overcrowding or a
grandmother’s difficulty resolving her disappointment with her child. Partner in-
volvement can also alleviate or exacerbate the stress of parenting. A young father’s
“in-kind” baby-sitting contributions temporarily give a young mother respite from the
demands of parenting. On the other hand, mothers who had been making great strides
toward establishing independent living may withdraw from programs and become
less responsive to their child because of contact with less stable partners.

Assessment may determine that helping interventions be targeted not directly at
the adolescent, but at service providers and organizational policies and procedures.
Difficulties experienced by young mothers at maternity residences may be intensified
due to the unrealistic expectations of caretakers who act out their resentment at being
excluded from agency decision making. Social work interventions might target agency
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practices and arrange for child care staff to be included in case conferences. Sex
education programs may not be adopted in a school or school district because of
concern about parents’ reactions. Meeting with principals and attending parent and
school board meetings to inform influential decision makers about research that dem-
onstrates how well-implemented programs reduce sexual risk behaviors without in-
creasing sexual activity may assuage concerns.

Numerous “teachable moments” are lost because of health and social service
providers’ failure to routinely ask adolescents about their sexual activity. As discussed
earlier, adolescent males report that doctors and nurses are their least likely sources
of contraceptive information. Only 15 percent of females said they discussed STDs
with their medical provider at their first routine visit (Kaiser Family Foundation et
al. 1998). A study of rural junior high school students showed that while only 11
percent had sexual intercourse, over 30 percent were involved in heavy petting. Even
a well-intentioned provider’s question, “Did you ever have sex?,” might elicit a “no”
response and fail to address the risky sexual situations in which adolescents are en-
gaged. Social workers can make a significant contribution to improving the quality of
adolescent health care by conducting in-service training for medical and nursing staff
so that they feel more comfortable and competent taking thorough sexual histories
during routine office or clinic visits.

Adolescents’ capacity to obtain needed resources can also be bolstered if workers
prepare them for encounters with agency staff and make themselves available to en-
courage teens to persist when difficulties are encountered. Providing pregnant teen-
agers with anticipatory guidance regarding the two-step process now required for
TANF and Medicaid applications, helping them assertively ask for application forms,
guiding them as they assemble necessary documentation, and role-playing intake in-
terviews empowers them to secure important services.

Since all parts of an open system are related, change in one area brings change
elsewhere. Linking a grandmother to a support group can reduce her isolation, diffuse
some of the friction that arises over child-rearing practices, and free up more of her
energies to help her parenting daughter or son. Helping a young father maintain con-
tact with his partner and child even if they are not cohabiting can have positive effects
for all involved. Advocating with school personnel for an expeditious transfer to a
smaller alternative high school or a more flexible GED program may be a critical first
step toward preventing a young mother from becoming demoralized, leaving school,
and experiencing the negative consequences such a choice brings.

Worker roles and helping responses need to be flexible and multifaceted. A school
social worker may conduct life space interviewing in the gym and hallways to im-
prove outreach to at risk students. By venturing out of the clinic, the worker may
reach more clients, make quicker assessments, and promptly discuss ways to reduce
risks. Because the needs of adolescents are numerous, interventions need to employ
a variety of helpers. To reduce the perception that a family planning clinic was far
away, a school social worker had students make a narrated videotape of the walk from
school to clinic and used it in classroom presentations. Older sisters can be encour-
aged to accompany younger pregnant siblings to prenatal appointments. Fathers at a
young parents program can do phone outreach to their peers whose attendance is
decreasing.
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ILLUSTRATION AND DISCUSSION

Social workers play important roles in family planning and parenting service
programs. The following practice illustration describes interventions imple-
mented by two social workers at a community-based, hospital-affiliated fam-
ily planning program in a low-income urban community. Programmatic ex-
amples and case vignettes are drawn from the workers’ efforts to engage
adolescent and young adult males in family planning and parenting services,
an area of service delivery that is beginning to receive long-overdue national
and international attention.

Family planning and parenting services for men have lagged far behind
those directed at women, and the few programs that have been implemented
have been difficult to sustain. Over the past decade however, there has been
a growing recognition in both national and international circles that male
involvement in reproductive health services can contribute to improved
health, social, and economic outcomes for young men, as well as their part-
ners and children. Research with men that can inform practice, however, is
limited. Fortunately, the workers’ kept themselves informed about the results
of national surveys (e.g., the National Survey of Adolescent Males), main-
tained connections with local, regional, and national task forces and consor-
tia that addressed men’s reproductive health issues, as well as reviewed pub-
lications of model male involvement prevention and parenting programs
published in recent years (Levine and Pitt 1995; Sonenstein et al. 1997).

Problem Identification. The workers were aware of research document-
ing the important role men played in couples’ reproductive decision making
and health outcomes (e.g., Drenan 1998) and were concerned over program
data indicating a high incidence of repeat pregnancies and recurring STDs
among female patients at their clinic. They began exploring the possibility
that increasing male involvement might be an important intermediate objec-
tive to reducing adverse reproductive health outcomes among female clinic
patients. They wondered why young men were so underserved at their clinic
(only 2 percent of documented clinic visits were by males), despite their
observations of significant numbers of men sitting with their partners in the
clinic waiting room and lingering in front of the clinic building.

The workers obtained approval from clinic administration to respond to
a request-for-proposals (RFP) announcement from their state health agency
and were successful in securing a small grant to study males’ perceived bar-
riers to involvement in family planning, parenting, and reproductive health
services. Through focus groups and in-depth qualitative interviews of ado-
lescent and adult community residents, they learned that young men viewed
the clinic as an “unfriendly” place that was “for women only,” and that they
were embarrassed to access its services. Coaches, teachers, and youth leaders
also informed the workers that few services existed for young men to obtain
physical exams needed for participation in sports, work, and school, and
adolescent focus group participants suggested that emotionally “safe” entry
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points such as a sports medicine clinic would be needed to “hook” sexually
active young men and fathers to reproductive health and parenting services.

Building on this information and the credibility earned by such intimate
knowledge of the gap between community needs and resources, the workers
collaborated with program administrators to obtain sufficient public and pri-
vate grant funding to open a clinic session “for men only” and to “outpost”
the workers to the women’s family planning clinics as well as carefully se-
lected school-based clinics and community-based organizations.

Asset Mapping. The social workers created an “ecomap” diagramming
the formal and informal places men gathered (e.g., playgrounds, schools,
after-school programs, social clubs) and collected information from the local
community board, local school district, churches, youth associations, and
informal community leaders to identify the health, recreational, employ-
ment, educational, and legal resources available to young men. The workers
were particularly interested in identifying high-quality employment and al-
ternative educational programs since adult and adolescent “key informants”
indicated that many of the neighborhood’s young men were “disconnected”
from school and work.

Building on the clinic’s close ties to nearby schools of public health and
social work, graduate students were recruited to help the clinic build its
knowledge of community resources. Workers organized students’ explora-
tions of TANF centers; employment and GED programs; public health STD,
working paper, chest, and sports physical clinics; anonymous HIV test sites;
dental clinics; and programs for young parents and incorporated findings in
the clinic’s referral manual. For example, a student visited local welfare of-
fices (“job centers”) to gather detailed information about application proce-
dures for TANF, Child Health Plus, and Medicaid. The student described the
facilities, created maps to show clients how to reach the centers, described
the ambiance of the settings, and outlined application procedures. The stu-
dent identified direct and indirect procedural barriers to accessing services,
such as agency workers’ failure to inform TANF and Medicaid applicants of
the federal food stamp program. The student alerted staff that the centers
seemed to discourage applicants by turning away those who failed to arrive
early in the morning. Clinic workers utilized the students’ findings to provide
clinic patients with anticipatory guidance prior to their visiting the public
welfare offices to begin their applications.

Outreach/Casefinding. The social workers identified and engaged sex-
ually active young men and young fathers through a variety of methods in-
cluding visits to the venues where men congregated (e.g., social clubs) as
well as through “gatekeepers” such as their female sexual partners, family
planning and other service staff, and peer leaders.

For example, the workers knew that men were reluctant to enter the
clinic building, preferring rather to wait outside smoking cigarettes and con-
versing with other men, so they periodically visited those life spaces:

The worker noticed Mark leaning against the building smoking a ciga-
rette, approached him and introduced himself, and engaged him in casual
conversation. He learned that Mark, 22, was waiting for his 26-year-old girl-
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friend to learn the results of a pregnancy test. He said he had accompanied
her to the clinic because “I’m part of this” and intended to support her de-
cision to terminate the pregnancy if the test was positive. Mark said he was
already the father of a 4-year-old girl by another woman. He provided some
financial support, visited her periodically, and occasionally took her for day
trips. He was keenly aware that he was in no position to have a second child.
Mark acknowledged that he had only completed eighth grade, that he had
difficulty reading, and had been unable to find work because of his limited
skills and history of incarceration for drug dealing.

When the worker asked why Mark wasn’t inside the clinic he responded
“. . . it’s a man thing . . . it’s all women in there . . . it’s not that I’m nervous;
I just don’t feel like I belong.” He noticed that all the pictures on the walls
were famous women, and that the HIV education film depicted a man ver-
bally abusing his partner.

Mark said that he had not had a physical exam in several years. He had
been treated for gonorrhea while he was in jail, knew that infections could
be asymptomatic, but only used condoms sporadically. He had never been
taught how to examine his own testicles. Mark said he often “worried” about
his health but was “afraid to come to a place like this” for an examination.
The worker informed Mark that the men’s clinic’s medical and social services
were free or low-fee and specifically tailored to address the health and psy-
chosocial needs of men and assured him that he would assist him in the
registration process. By the end of the conversation, Mark agreed to come see
the worker at the clinic the following week.

Mark’s hesitation to enter the clinic is typical of many young men, but
the worker’s genuine, nonjudgmental, and proactive interest in his concerns
empowered him to take a first step accessing the services he knew he needed.
While Mark’s use of contraceptives was sporadic, he demonstrated “respon-
sibility” through his supportive presence at his girlfriend’s pregnancy eval-
uation exam. The worker selectively attended to Mark’s strengths, including
even his small financial contributions and participation in his daughter’s
child care and emotional development. Through this brief exchange, the
worker and Mark collaboratively identified several areas for work including:
reconnecting him to education and employment and taking better care of his
physical health. Mark’s observations about the clinic’s “unfriendly” ambi-
ance spoke volumes and prompted the worker to propose small changes to
clinic administrative staff (e.g., purchasing and hanging up pictures of ac-
complished African-American and Hispanic men; selecting a less provoca-
tive HIV health education film).

Female patients at the family planning clinic were key gatekeepers tar-
geted by the social workers. The workers trained family planning nurse prac-
titioners and reception staff to open up discussions with female patients
about their male partners so that they would refer men to the clinic. Recep-
tion staff, for example, were trained to mention the men’s clinic when they
made telephone appointments for young women; nurses and nurse’s aids
were trained to offer condoms to young men returning to have their PPD
tuberculin skin tests read.
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Public health students designed and implemented waiting-room group
education activities in the family planning clinic waiting room with the goal
of increasing referrals of male partners to the men’s clinic. The students first
conducted focus groups to learn females’ suggestions and concerns regarding
male involvement, and they ultimately developed brief groups with the fol-
lowing foci:

teaching women about testicular cancer to capitalize on their positive
feelings for their partners and to suggest a “safe” way to open up con-
versation about men’s health services,
informing women about the asymptomatic STDs like chlamydia and
the need for men and women to have periodic screening,
brainstorming and role playing ways to initiate conversations with
male partners about family planning, and
providing mutual support for women publicly deciding to refer and
make appointments for their partners, and arranging specific appoint-
ment dates. Public health students guaranteed that they would also be
at the men’s session and would expedite registration into the clinic.

Peer leaders at the local high school served as gatekeepers for sexually
active and parenting adolescents at their school. A worker was outposted to
the high school to lead bimonthly groups with the school’s youth leadership
group. The worker conducted “life skills training” including role-playing
interpersonal communication skills. In return, students and their faculty li-
aison provided sustained broadcasting of clinic services through a variety of
distribution channels within the school. Students organized and imple-
mented classroom activities about HIV, maintained a bulletin board for an-
nouncements and information about reproductive health and parenting is-
sues, and distributed clinic brochures in school offices, the cafeteria, at
sporting events, and other venues. Youth leaders were given clinic T-shirts
and key chains, and movie tickets, as a reward for their participation in
outreach activities.

Young fathers often functioned as gatekeepers for the mothers of their
children, informing them of services and supporting them and their children
in ways that extended beyond providing financial support:

Carlos, 19, initially came to the clinic for treatment of a chlamydial in-
fection. He was referred to the social worker by a medical student counselor
who thought he was depressed. The worker helped Carlos acknowledge that
he was “down” and felt stressed because his girlfriend was pregnant. He felt
badly that he had to go back to Puerto Rico because his mother was ill, and
was unable to commit to any further contact with the worker.

Several months later, Carlos reappeared to inform the worker that he had
received a bill requesting payment for lab tests performed at his last clinic
visit. The worker reassured him that this was an error and that he would
resolve the issue with clinic administrators; he then proceeded to ask Carlos
about his mother, the pregnancy, and his depression. Carlos was clearly
pleased that the worker remembered him and reported that his mother was
better, that he felt less stressed, and that his girlfriend had given birth to a
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baby boy. Carlos said that he had been present at the birth and had estab-
lished paternity. The worker attended to his successes and praised him for
acknowledging paternity. The worker asked how he could be of further as-
sistance and learned of several areas where Carlos wanted help.

Carlos and his partner had resumed sexual relations but were not using
contraception. Carlos admitted that he hated to use condoms and said that
his 18-year-old partner couldn’t use any birth control because “they make
her sick.” She was interested in the IUD but felt sure that no medical provider
would give her one because of her age. The worker informed the couple that
he and the family planning nurses would help them think through their op-
tions and provide some method, since neither Carlos or his partner wanted
another child.

Carlos indicated that his partner and child were living with her mother
and that they were not currently receiving TANF or Medicaid. Carlos said
he felt too proud to let his child go on “welfare” and described a confusing,
frustrating, and frightening visit to a “job center” shortly after the child’s
birth. The worker empathized with Carlos’s desire to provide for his child
“like a real man” but suggested that together they work to secure any benefits
to which he, his partner, and child were entitled. The worker capitalized on
Carlos’s obvious love for his infant son to help him stay engaged in the TANF
and Medicaid application processes. He also informed Carlos of the nearby
Department of Labor employment office that was setting up a special program
for young fathers who needed GED and employment skills training and ar-
ranged to meet him there for his application interview with that agency’s
social worker. The worker sustained contact with Carlos via telephone and
letters (e.g., periodically sending him information on normal child devel-
opment) to ensure that his partner’s family planning appointments were
kept, and his own health care, educational, and employment needs were
addressed.
Provider Training. Health care providers, especially primary care physicians
(e.g., family practice, pediatrics, and internal medicine) and nurses, and so-
cial service staff need to be more proactive in discussing sexual issues with
male and female patients. Recent data from the NSAM and other studies
suggest that numerous “teachable moments” are missed when adolescents
have contact with health and social service providers.

To contribute to medical education at their affiliated medical school
(thus building the clinic’s reputation at the medical center), and at the
same time to augment the health education and medical staff available to
examine young men, the social workers recruited physicians from the hos-
pital’s pediatric and family practice residency programs, as well as under-
graduate medical students looking to acquire their first glimpses of clinical
practice. Resident physicians increased the numbers of providers (and thus
the number of young men able to receive physical examinations) at each
clinic session at no cost to the program and tightened linkages between the
men’s clinic and the pediatric and family practice ambulatory clinics at the
hospital. In turn, physicians satisfied their adolescent medicine residency
requirements.
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The social workers trained volunteer first-year medical students to take
comprehensive psychosocial assessments and sexual histories, to identify
psychosocial needs (e.g., unemployment, depression, relationship prob-
lems), and to make referrals for social work services. The workers trained
students to use the “BIHEADS” mnemonic (Cohall and Mayer-Cohall 1995)
to help them comprehensively assess risk and protective factors in young
men’s lives:

BI body image
H home environment, relationships with parents; general health
E educational progress, performance, and aspirations; school environ-

ment
A use of time, hobbies, peer networks
D drug, alcohol, and cigarette use; depression; diet
S sexual history, including sexual behavior, contraceptive use, preg-

nancy, parenting, abortion, STDs, HIV risk assessment, and rela-
tionships; sleeping patterns; history of suicidal ideation or behav-
iors

The counseling approach focused on identifying strengths as central to
the helping process (e.g., “tell me your strongest subject at school”), rather
than focusing only on deficits, dysfunctions, failures, and problems. Medical
students sought to empower patients by bolstering their sense of competence
so that they become “partners” with clinic staff in bringing about changes in
their lives, including increasing their use of condoms, increasing their sup-
port of partners’ use of contraception and, if they were a father, increasing
their level of involvement with their child.

Social workers developed a training module to ensure that the health
education and counseling provided by residents and medical students fit the
clinic’s empowerment philosophy of providing care. Students were taught
to build relationships with patients by “selectively attending” to their ac-
complishments and health-promoting behaviors (e.g., saying to a young man
who recently began using condoms after years of taking risks, “It’s great that
you’ve figured out how to make this change in your behavior; how did you
manage to do that?”). In asking about school, students were trained to reword
questions to empower young men (e.g., asking out-of-school youth “How did
you decide to leave school before graduating?,” not “Why did you ‘drop
out’?”).

Outposting Staff. To reduce barriers between existing services, conserve
institutional resources, and avoid duplication of services, collaborative ar-
rangements were established between the clinic and selected community-
based social services that served men. The workers took extra steps to estab-
lish linkages with a community employment agency that had direct ties to
the Department of Labor and its computerized network of jobs and job train-
ing services. Workers from the clinic and the agency visited each other sev-
eral times to establish trust and to carve out how each could help the other.
The clinic workers learned that the agency needed space to conduct groups
with young fathers and health services so men could complete physical ex-
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ams required by employers. The agency in turn realized that young patients
at the clinic (including young fathers) needed its high-tech employment ser-
vices. Institutional arrangements were established to colocate staff in each
agency. A “Memorandum of Understanding” (MOU) formalized linkages be-
tween the two programs. Several appointment slots were reserved at the
clinic for men from the agency, and these youth were given priority status
upon arrival. Similar arrangements were made for men’s clinic patients at
the employment agency.

Clinic social workers were periodically outposted to the employment
agency and other sites. In addition to working directly with young men,
workers provided in-service training to help providers at these sites expand
their role and improve their comfort and skill levels for assessing and refer-
ring young men at risk for reproductive health problems. In turn, employ-
ment agency social workers were periodically outstationed to the men’s
clinic to broadcast their services and provide informational sessions on how
to search for employment and how to apply for tuition assistance for school
and vocational training. Discussions were videotaped and shown during sub-
sequent clinic sessions when employment agency staff were unable to attend.
Realizing the common concern each agency had for working with fathers,
workers from both groups colead parenting education/father’s groups in the
clinic’s attractive and spacious group room.

Case Management. Realizing that young men, especially young fathers,
have multiple problems and needs and often require services from several un-
connected resources, clinic social workers provided time-limited, strategic
case management to high-risk young men and young fathers to promote ser-
vice coordination and strengthen linkages among agencies and workers. Case
management services included assessing client needs, collaboratively devel-
oping individual service plans, coordinating referrals, advocating with ser-
vice providers when needed, engaging family members and female partners,
monitoring delivery of services, and providing ongoing and crisis interven-
tion counseling as needed. Workers also identified resource gaps (e.g., in-
adequate and developmentally inappropriate GED programs) and institu-
tional barriers to obtaining existing services (e.g., “job centers’” failures to
inform individuals of their right to apply for food stamps independent of
eligibility for other programs) and intervened on a larger systemic level (e.g.,
blending clinic and agency missions by collaboratively seeking new sources
of funding; reporting unauthorized eligibility procedures at local “job cen-
ters” to state-level social service authorities).

Group Work. Young fathers were recruited to participate in parenting
workshops designed to promote positive parenting practices, foster healthy
father-child relationships, and reduce the stresses associated with parent-
hood. A graduate public health student conducted a “needs assessment” of
fathers attending the clinic to determine their social, financial, emotional,
legal, and health needs; to learn of barriers to obtaining assistance they had
experienced in the past; and to inquire about ways to help fathers achieve
their desired relationships with their children.

Identified barriers included: lack of adequate time with their children
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due to geographic barriers and job requirements, relationship difficulties
with their child’s mother, trouble reconnecting to school and finding ade-
quate employment, and inadequate information about parenting that under-
mined their confidence disciplining and educating their children. Requested
services included information on developmental stages, discipline practices,
education, and relationships; help finding jobs; and information about legal
issues related to children. Fathers suggested that small groups be held in the
early evening and on Saturday mornings, that bilingual brochures on child
development be made available in clinic waiting rooms, that videotapes on
child development and parenting be shown while men waited for medical
exams, and that social workers be accessible by phone to answer specific
questions related to parenting practices and their own psychosocial and in-
terpersonal needs. Building on this information and the collaboration with
the nearby employment agency, a monthly father’s group was established at
the clinic and coled by workers from both agencies. The clinic social worker
continued to collect names of prospective group members at each clinic ses-
sion and called fathers the day before each session took place. A monthly
fathers’ newsletter listing employment opportunities, tips on parenting, and
brief health facts (e.g., how to lower cholesterol; how to reduce stress) was
created and a computerized distribution list kept updated by public health
students.

Social workers also supervised public health students who designed and
conducted waiting room groups to (1) create a friendlier clinical ambiance
while patients waited for physical exams, health education, and social work
counseling, (2) provide basic education about STDs, condoms, male and fe-
male anatomy, the male reproductive health exam, and female methods of
contraception, (3) practice condom use and partner communication skills,
and (4) elicit, challenge, and reinforce behavioral, normative, and self-effi-
cacy beliefs related to male reproductive health behaviors such as commu-
nicating with partners about contraception. Students let research and behav-
ioral theory inform practice. From the NSAM, for example, they learned that
diminished sexual pleasure and inconvenience interfered with males using
condoms. Research and “practice wisdom” indicated that men were con-
cerned that using a condom insulted women (“you think I have an infec-
tion?”), and that condom use declined with age as men increasingly relied
on female methods of contraception. Behavior theory further suggested that
skills and the intention to perform specific behaviors, as well as ready access
to resources (e.g., clinics) influenced whether health behaviors occurred. In-
tentions were in turn influenced by (1) perceptions that the benefits of the
behavior outweighed costs, (2) social norms and networks that supported the
behavior (e.g., “most of my friends use condoms”), and (3) self-efficacy be-
liefs, i.e., that one could competently perform the behavior (“I am confident
in my ability to use condoms or talk to my partner”). Students developed a
slide show and discussion guide to ensure that salient beliefs were examined,
and designed brief role plays to engage men in practicing condom use and
partner communication skills, exploring their sexual behaviors and exam-
ining their beliefs (challenging, e.g., the belief that “women are insulted if
you take out a condom”).
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CONCLUSION

The majority of sexually active adolescents successfully avoid pregnancy, and most
young parents competently and lovingly care for their children. The serious adverse
consequences of early, unintended parenthood experienced by many American teen-
agers, however, should cause public concern and demand creative and sustained re-
sponses by the social work profession. Far too many teens find their youth curtailed,
their adulthood rushed, and their life options limited by too early pregnancy. Early
parenthood brings the “psychosocial moratorium” of adolescence—i.e., that period
of commitment-free time “granted to somebody who is not ready to meet an obliga-
tion” (Erikson 1968)—to an abrupt halt. Prematurely assuming the exhausting re-
sponsibilities of raising a child too often curtails educational pursuits and the devel-
opment of basic skills. Lacking “employability” skills and adequate social supports,
young parents are at a disadvantage when competing with their better prepared peers
and often suffer serious long-term economic hardships. As a result, the stage is set for
an intergenerational cycle of economic dependency, unfulfilled dreams, and under-
achievement.

While teen pregnancy is not a “new” problem, it should evoke an increased sense
of urgency as the twenty-first century begins. There are more adolescents in the world
than ever before, and the next generation will be even larger (Bos et al. 1994). Just as
there is no one “cause” of unintended pregnancy, there is no one simple solution.
Multiple strategies need to be crafted so that teens obtain accurate information about
sexuality, develop the cognitive and interpersonal capacities that facilitate safe sexual
behaviors, and have access to health and parenting support services. Adolescents also
need opportunities to acquire basic skills that open up possibilities for adequately
paying employment. Above all, they need to cultivate a reason for delaying parent-
hood built on a hopeful sense that future options are available and within their reach.
Given the high personal and public costs involved, it is imperative that social workers
continue to contribute to both the prevention of unintended pregnancy and the pro-
motion of competent child rearing by adolescent parents.
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In his famous work On the Genealogy of Morals, Nietzsche (1887/1989)
wrote: “It is nowadays impossible to say definitely the precise reason for punishment”
(8). More than a hundred years later, we are no more certain about the reasons society
chooses to punish certain individuals. Originally a ritual for the redemption of sin
through punishment, the rhetoric of imprisonment often takes on a decidedly theo-
logical cast (Sullivan 1990). As an integral part of the American criminal justice sys-
tem, the prison provides a socially acceptable way to rationalize revenge through
retribution.

Liberal ideologies about imprisonment and corrections, more likely to be es-
poused by social workers, assume that most of the defects of human behavior have
their origins in the social environment and that the key to changing offenders lies in
learning how to manipulate either these environments or their psychological conse-
quences (Shover and Einstadter 1988). Social workers and other liberals assume that
incarceration should provide treatment to rehabilitate, reeducate, and reintegrate of-
fenders into the community. Social workers have been active with other liberals in
the correctional reform movement (Cullen and Gilbert 1982) as a reaction to the con-
servative ideologies and punitive strategies popular in the 1970s.

Conservatives are more likely to believe that the primary cause of crime is in-
adequate control over a fundamentally flawed human nature (Currie 1985). They sup-
port the principle of retribution or just deserts, not necessarily as vengeance, but
because it serves utilitarian purposes as well. Prisons and correctional systems are
not only proper, but necessary, because they reinforce the social order. Reduced crim-
inal behavior is an expected outcome of punishment, because punishing offenders for
their misdeeds should reduce both the probability of their repeating the act (specific
deterrence) and the likelihood of others committing criminal acts (general deterrence).
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The incapacitation function of incarceration reflects an especially pessimistic view
of human nature: Offenders probably cannot be rehabilitated, but they cannot commit
other crimes against people outside the prison as long as they are incarcerated (Von
Hirsch 1976).

Radical ideologies about imprisonment and corrections have never been very
popular, and they seem to be losing whatever attraction they once may have held for
social workers. They are based on the view that the nature and rate of crime in Amer-
ica are inevitable results of the structure and dynamics of the capitalist economic
system (Gibbons 1979). According to Rusche and Kirchheimer (1939), the threat of
incarceration was an effective capitalist device for controlling the labor supply. Rad-
icals do not pursue the naive belief that crime can be eradicated, but they do argue
that changes in the political economy could substantially affect the types and rates of
crime.

DEFINING AND EXPLAINING ADULT CORRECTIONS

Throughout civilized history the usual punishments for transgressions of moral codes
and threats to the social order were death, slavery, maiming, or the payment of fines.
Beginning with the Enlightenment, however, the philosophy of utilitarianism domi-
nated penal reform into the twentieth century. One of the most influential Enlight-
enment writers on penal reform, Cesare Beccaria (1819/1963) argued for a hierarchy
of penalties, decreeing that punishment should be prescribed according to the gravity
of the offense. Crime would be deterred more by the certainty of punishment than by
its severity. Later reformers such as John Howard (1726–1790), the driving force be-
hind American penology, translated this theory into specific penal reforms beginning
in the late eighteenth century. John Howard also had initiated lay visiting in England’s
jails and prisons.

Immanuel Kant articulated an opposing philosophy, deontology, in his work The
Metaphysics of Morals (1796/1991). The penal law was to be a categorical imperative
rather than a tool for the purpose of securing some extrinsic good such as the deter-
rence of crime. Punishment was imposed because an individual had committed an
offense (Heath 1963). Today penology has once more shifted from utilitarianism to
retribution, based on the neo-Kantian principle of “just deserts.”

Opening in 1773, a former military prison used by General George Washington,
an old converted copper mine near Simsbury, Connecticut, was the first American
prison. A few years later the Quakers created the Philadelphia Society for Alleviating
the Miseries of the Public Prisons, with the goal of replacing physical torture and the
death penalty with imprisonment in solitary confinement. The “penitentiary move-
ment” began with the Walnut Street Jail in 1790, and the organization was renamed
the Pennsylvania Prison Society in 1887 (Sullivan, 1990).

The John Howard Society, a voluntary advocacy and prisoners’ rights organiza-
tion, was established in England in 1866 and in Massachusetts in 1889. The Correc-
tional Association of New York was formed in 1844, and the Prisoners’ Aid Associ-
ation of Maryland was created in 1869 (Fox 1983).

Ironically, some writers date the beginning of professional social work to 1893,
the year that settlement house workers lobbied to be placed on the program of the
National Conference of Charities and Correction (Fox 1983). From the beginning,
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social work and corrections differed sharply on certain principles. Corrections had
long been a part of philanthropy and preprofessional social work, but as social work
became recognized as a profession, the field of corrections came to be viewed as
separate and distinct. This was partly the result of the social work emphasis on self-
determination. Corrections, by its nature, is coercive and difficult to reconcile with
the principle of self-determination (Fox 1983). The social worker who accepted em-
ployment in an authoritarian setting with nonvoluntary, unmotivated clients was of-
ten considered to be in violation of professional values (Treger 1983).

Somewhat later the paths of the two professions crossed again, with correctional
rehabilitation in the 1950s drawing from the concept of therapeutic treatment, either
psychotherapy or some form of group treatment. However, political and social events
made rehabilitation in a prison setting seem impossible by the end of the 1960s (Sul-
livan 1990). About the same time, prison activism and violence was seen on an un-
precedented scale at Soledad, California, and Attica, New York, and finally culmi-
nated in the slaughter of thirty-three inmates in Santa Fe, New Mexico, in 1980. Since
those turbulent years American prisons have experienced overcrowding, violence,
inmate abuse, and recidivism. Few resources have been directed at improving inmate
treatment or living conditions.

Coupled with a serious questioning of the effectiveness of rehabilitation in the
1970s and the disappearance of indeterminate sentencing and parole in the 1980s,
fewer social workers considered careers in the correctional system (DiNitto and
McNeece 1997). As a result, employment in the field of corrections has become in-
creasingly less attractive to professionally trained social workers. By 1991 only 1.2
percent of the membership of the National Association of Social Workers identified
“corrections” as their primary field of practice (Gibelman and Schervish 1993).

For puposes of clarity, the following definitions are offered of salient terms:

Imprisonment is often used interchangeably with confinement or incarcera-
tion. Its goal is to punish, deter, and incapacitate the offender. However,
incarceration may take place in a prison, jail, boot camp, or other type
of secure facility, while imprisonment occurs only in prison. For years
the United States has had the highest rate of imprisonment in the West-
ern world, and the third highest rate in the known world—after Russia
and South Africa (McNeece 1995).

Community corrections is the use of a variety of court-ordered programmatic
sanctions permitting convicted offenders to remain in the community
under supervision as an alternative to prison.

Probation is the most common type of community corrections. It is a sentence
of imprisonment that is suspended, usually allowing the offender to re-
main in the community under supervision.

Intermediate sanctions, sometimes called alternative sanctions, are used as
alternatives from everything from fines to imprisonment. They include
split sentencing, shock probation and parole, home confinement and
monitoring, shock incarceration, and community service.

Split sentence is a sentence requiring the offender to serve a period of con-
finement, followed by a period of probation.

Shock probation is the practice of sentencing offenders to prison, then allow-



McNeece and Roberts 345

ing them to apply for probationary release after a relatively short period
of incarceration. It is sometimes known as shock parole.

Parole is similar to probation, except that instead of being an alternative to
incarceration, it is a conditional release from incarceration.

Offender is a person who has been arrested and convicted for one or more
misdemeanor or felony violations of the criminal code. Defining a person
as an offender has several consequences. It attaches stigma as well as
legal consequences to that person. The stigma of being an offender may
make it difficult to obtain services, education, or employment. Greater
stigma is attached to being a felony offender than to being a misde-
meanor offender, and to being imprisoned or incarcerated than to being
on probation or under community supervision. In some states certain
classes of offenders (usually felons) may be barred from employment as
child care workers, teachers, social workers, attorneys, and so forth.

In fourteen states felony offenders lose their voting rights for life, and
forty-six states place some restrictions on their voting rights, resulting
in the permanent disenfranchisement of a disproportionate number of
minority citizens, since offenders are more often African American or
Hispanic (NRA 1998). Greater stigma is attached to female than male
offenders, and women may experience a real risk of losing custody of
their children or having parental rights terminated because of a criminal
offense (McNeece 1995).

Being an offender can work either for or against a person when it
comes to the receipt of services. Some private agencies may decline to
serve anyone who has been convicted of a felony offense. However, the
federal Byrne program generally requires that a client be involved in the
criminal justice system in order to be eligible for services.

DEMOGRAPHIC PATTERNS

Prisoners. The total number of prisoners under the jurisdiction of state or federal
adult correctional authorities was 1,244,554 at the end of 1997, an increase of 5.2
percent over 1996 (Bureau of Justice Statistics [BJS] 1997). Jail inmates totaled 567,079
persons. Thirty-six states, as well as the federal system, were operating at more than
100 percent of capacity. Fourteen states were operating at more than 140 percent of
capacity. Drug offenders were the largest source of growth among female inmates,
while violent offenders account for the largest source of growth among males. The
average annual growth rate in the prison population since 1990 has been 7.0 percent.
Relative to the number of U.S. residents, the rate of incarceration in prisons in the
United States in 1997 was 445 sentenced inmates per 100,000 inmates, up from 292
in 1990. The rate of imprisonment varied from 112 per 100,000 in North Dakota to
717 in Texas (U.S. Department of Justice 1997a).

Since 1992 there have been more African American than white inmates in the
nation’s prisons. Hispanic inmates (who are counted as either African American or
white in the BJS statistics) numbered 200,400 at the end of 1996, the latest year for
which that data are available. Just over a third (34.5 percent) of the inmate population
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were between the ages of 20 and 29, and slightly more (36.7 percent) were between
30 and 39 years. Only 3.3 percent were 55 years or older (BJS 1997).

If the recent incarceration rates remain unchanged, about 5.1 percent of all Amer-
icans will serve time in prison during their lifetime. The lifetime chances of a person
in the United States going to prison are as follows:

9 percent for men, 1.1 percent for women
16.2 percent for African Americans, 9.4 percent for Hispanics, and 2.5 per-
cent for whites

In 1996, 7 percent of all African American males in their twenties and thirties were
in prison (U.S. Department of Justice 1998a).

Among state prisons, about one-third of inmates describe themselves as daily
drinkers, and half of them had been in some type of alcohol treatment program prior
to incarceration (U.S. Department of Justice 1998b). Although recent comparable data
for prison inmates are not available, almost two-thirds of jail inmates in 1996 reported
being “regular users” of illicit drugs (U.S. Department of Justice 1998c).

One final statistic regarding prisoners: about 2.3 percent of all state and federal
prison inmates tested positive for HIV. The actual incidence of HIV/AIDS is probably
much higher than this, since only about 60 percent of the nation’s inmates have ever
been tested. The rate of HIV-positive inmates varies from 0.0 percent in Vermont to
13.9 percent in New York. Florida and New York together account for about half of
the nation’s HIV-positive inmates (U.S. Department of Justice 1997b).

Probationers and Parolees. The great majority of adult offenders are given a sentence
to be served within the community, usually probation. About 3.8 million adults are
currently on either probation or parole. Parolees number 690,159 (BJS 1996). At the
end of 1996, state and local probation agencies served about 3 million adult U.S.
residents. Probationers accounted for 58 percent of all adults under correctional su-
pervision, including those in jail, prison, or on parole. Fifty-eight percent of all pro-
bationers had been convicted of a felony; 39 percent of a misdemeanor, and 3 percent
for other infractions (BJS 1997).

The most common violent offense for probationers in 1995 was assault (9.2 per-
cent), followed by sexual assault (3.6 percent), and robbery (1.9 percent). Larceny/
theft (9.9 percent) was the most common property offense, followed by fraud (7.2
percent) and burglary (5.8 percent). Drug possession (9.8 percent) and drug trafficking
(9.7 percent) accounted for a large proportion of probationers’ offenses, while the
largest single offense for probationers (16.7 percent) was driving while intoxicated
(BJS 1997).

Four out of five probationers are men, both for misdemeanor and felony proba-
tion. A disproportionate number of probationers are minorities, with 27.9 percent
African American and 11.3 percent Hispanic. Probationers are somewhat better edu-
cated than prisoners, with more than half (58 percent) having a high school diploma,
and 17.7 percent having some college or more (BJS 1997).

Men were almost twice as likely as women to be on probation for a violent offense
but were about as likely as women to have been sentenced for a drug offense. African
Americans were nearly twice as likely to be under probation supervision for a drug
offense, compared with whites. Among older probationers (45 years and older), driv-
ing while intoxicated accounted for 27.7 percent of all offenses (BJS 1997).
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The number of parolees has been in decline since the mid-1970s, when the federal
and state governments began adopting mandatory or determinate sentencing policies,
in which the offender serves a sentence of a specific length, with time off only for
“good behavior.” In 1995, Maine had only 40 parolees under supervision, having
eliminated parole in 1976. Texas had the greatest number, with 108,563 (BJS 1996).
The only parolees that many states are supervising are those released on parole before
determinate sentencing was adopted.

SOCIETAL CONTEXT

Prison provides social supports and, at the same time, creates a great deal of stress
for inmates. As noted by Sykes (1958), the prison’s control of inmates is not based on
an ideal type of power or authority relationship in which a group of individuals is
recognized as possessing a right to issue commands and formulate regulations (guards,
custodians) to another group of individuals who feel compelled to obey through a
sense of duty or internalized morality (prisoners):

Like a province which has been conquered by force of arms, the community
of prisoners has come to accept the validity of the regime constructed by
their rulers but the subjugation is not complete. . . . The recognition of the
legitimacy of society’s surrogates and their body of rules is not accompanied
by an internalized obligation to obey, and the prisoner thus accepts the fact
of his captivity at one level and rejects it at another. (42)

The rulers are far outnumbered by the ruled in our prisons, and symbiotic rela-
tionships develop between the two groups in which control of the inmates (and thus,
the prison) is delegated to the inmates themselves. Members of the self-appointed
inmate elite develop their own rules and norms for regulating some of the most im-
portant aspects of prison life (Schrag 1961). Irwin (1970) dismisses earlier descrip-
tions of prison-adaptive modes as being too simplistic. Early studies mentioned two
basic modes: (1) an individual style, withdrawal and/or isolation; and (2) a collective
style, participation in a convict social system.

Irwin’s typology is based first on a division between those inmates who “identify
with and therefore adapt to a broader world than the prison, and those who orient
themselves primarily to the prison world” (1970:67). He further divides inmates into
those who wish to maintain their life patterns and their identities, and those who
desire to make significant changes in life patterns and identities and view their im-
prisonment as a chance to do this.

The mode of adaptation for those who tend to make a world out of prison is called
“jailing.” To “jail” is to cut one’s self off from the outside world and attempt to con-
struct a new life within prison. Such inmates are more likely to seek positions of
power or influence within the prison, seeking job assignments that will give them
access to information, influence, or material goods (food, cigarettes, etc.). Those who
want to keep their commitment to the outside life while viewing prison as a temporary
suspension of that life, but not making any significant changes in their life patterns,
adapt by “doing time.” One “does time” by maximizing his or her comfort and/or
luxuries in prison, minimizing discomfort and conflict, and getting out as soon as
possible. Inmates who are “doing time” form friendships with small groups of other
convicts, find activities to occupy their time, and try to avoid trouble. Those who try
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to effect changes in their life patterns and identities and look forward to their future
life on the outside adapt by “gleaning” or self-improvement. Gleaners shy away from
former friends or other convicts who are not also gleaners.

Prison gangs can also provide social support for inmates, especially African
American or Hispanic inmates. At the same time, however, the competition and con-
flict between gangs may also serve as a source of considerable stress. Hispanics may
be pressured into joining the Mexican Mafia, La Nuestra Familia, and the Border
Brothers, among others; while African American inmates have options such as the
Crips, the Bloods, and the 415s (Hunt et al. 1993). There is no doubt that these gangs
provide a great deal of social support for individual gang members. However, because
the support is not necessarily a positive influence in inmates’ lives, and because of
the violence associated with prison gangs, they would seem to serve more as sources
of stress than social support.

Both probation and parolee work involves four functions: (1) presentence inves-
tigations, (2) intake procedures, (3) needs assessment and diagnosis, and (4) super-
vision of clients (Schmalleger 1997). In performing these functions, two conflicting
images of the officer’s role coexist. The social work model stresses a supportive and
service-providing role and views the probationers and parolees as “clients.” Officers
are “caregivers” who assess the needs of their clients and connect them with job
training/placement, medical care, family therapy, mental health/drug counseling,
housing, education, and a range of other services. The correctional model views the
offenders as “wards,” and the officers’ major responsibilities are to control them and
to protect the community through close supervision.

Thus, probation or parole could be a source of support for the offender through
the provision of badly needed services. On the other hand, some offenders may find
probation or parole a very stressful experience, meeting conditions requiring them to
avoid contact with previous associates, abstain from drinking, supply urine samples
on demand, and submit to warrantless searches. Failure to comply can result in being
sent to prison. Probation/parole revocation hearings are administrative hearings,
without the normal due process guarantees of criminal trials (Morrissey v. Brewer
[1972]; Minnesota v. Murphy [1984]).

VULNERABILITIES AND RISK FACTORS

Even to the casual observer, it is obvious that our prisons contain a disproportionate
number of individuals with significant mental health problems, substance abuse prob-
lems, and other problems that are directly related to their ethnicity, race, or lack of
adequate income. Approximately one million individuals with mental disorders and/
or substance abuse disorders are currently incarcerated in correctional institutions
(Pepper and Massaro 1992). An estimated 3 to 11 percent of correctional populations
are characterized by concurrent Diagnostic and Statistical Manual of Mental Disor-
ders (DSM) Axis I mental and substance disorders (Peters and Hills 1993). Cote and
Hodgins (1990) found that among a randomly selected group of Canadian prisoners,
approximately 26 percent of alcohol and drug abusers had a lifetime history of major
depression, bipolar disorder, or atypical bipolar disorder, and 9 percent had a history
of schizophrenic disorders. Careful diagnostic assessment of prison inmates arraigned
in a metropolitan jail revealed that 44 percent of jail inmates have a lifetime preva-



McNeece and Roberts 349

lence of substance abuse disorders and either antisocial personality disorder or de-
pression (Abram 1990). Researchers in the Epidemiologic Catchment Area (ECA)
study found that in prisons mental disorders co-occurred with addictive disorders in
90 percent of cases (Regier et al. 1990). As the number of persons convicted of drug
offenses continues to rise, the number of persons in the correctional system who have
a dual diagnosis of drug abuse and mental health problems will continue to grow as
well.

Race is, by itself, a significant risk factor for imprisonment. Legislatures fre-
quently impose tougher sentences for crimes committed by racial minority members
(such as the possession of “crack” cocaine, as compared with the possession of an
equal amount of cocaine hydrochloride) (Kleck 1981). Although the exact impact of
race is variable from state to state, there is no doubt that African Americans and
Hispanics, especially males, are at a far greater risk of going to prison than nonmi-
norities (BJS 1997).

Young male inmates, especially those who are new arrivals, are especially vul-
nerable to homosexual assault and other types of victimization in prison. One study
in New York found a victimization rate of 28 percent (Toch 1977). This is probably a
substantial underestimate of the real rate of violence against inmates, since many of
the respondents were undoubtedly reluctant to talk about their victimization expe-
riences out of fear for their safety.

Incarcerated persons are at higher risk for suicide, more so in jails than in prisons,
and the risk is highest in the first seventy-two hours of incarceration (Ivanoff, Blythe,
and Tripodi 1994). Substantial reductions in the suicide rate have resulted where
screening instruments to assess the risk of suicide have been implemented (Cox and
Morchauser 1993).

Retrospective studies have found it almost impossible to delineate risk factors
that would equally describe all adult offenders. The best way to determine underlying
risk factors is to examine offenders’ biological and genetic factors, preexisting per-
sonality types and character disorders, learning disabilities, lack of social skills, and
dearth of academic and vocational skills. Since the majority of adult offenders have
undetected learning disabilities, few marketable vocational skills, and academic def-
icits, many have repeatedly failed at school, work, and family life, as well as crime.

From the 1930s through the 1980s the prevailing view among prominent crimi-
nologists and correctional administrators was to study and apply particular theoreti-
cal frameworks on the etiology of crime and delinquency that had been developed by
the criminologists William Healy, Cesare Lombroso, Edwin H. Sutherland and Donald
Cressey, Walter C. Reckless, Don Gibbons, and Karl Menninger.

The positive school, founded by Lombroso, did the pioneering scientific work
examining biological and physiological explanations of crime causation. Lombroso
and his followers believed that hereditary factors, body chemistry, and physical
characteristics determined whether an individual would become a criminal or not
(Lombroso-Ferrero 1972). In the 1950s and 1960s, several researchers proposed a link
between violent crime and sex chromosomes. Several male prisoners were found to
have an extra Y chromosome, and this led some prominent criminologists and an-
thropologists of that era, including Walter C. Reckless, Ashley Montagu, and George
Vold, to postulate that the additional Y chromosome was a causative factor in their
criminality.
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Psychological and psychoanalytic approaches held that certain individuals be-
came criminals based on their subconscious motivation, childhood experiences, de-
velopmental conflicts, and behavioral conditioning. Some of the most prominent psy-
chologists who espoused this approach were Karl Menninger, William Healey, and
David Abrahamsen (Gibbons 1968; Menninger 1968).

Ecological and sociological approaches held that groups of individuals became
criminals because of the criminal influences and community ties in their neighbor-
hood and physical environment. In the 1920s, prominent sociologists at the Univer-
sity of Chicago (Clifford Shaw, Henry McKay, Ernest Burgess, and Robert Park) con-
ducted a number of studies to verify their ecological theory. Their theory of concentric
zones states that living in specific sections of the city of Chicago rather than in others
was more conducive to involvement in crime. Professors Edwin H. Sutherland and
later Donald Cressey and Ronald Akers were prominently known for differential as-
sociation theory, which states that criminal behavior is learned in association with
others who frequently violate the law, based on the frequency, duration, and nature
of the interactions with criminal associates. Differential association theory was used
to explain the development of violent gangs and delinquent subcultures.

The most overlooked underlying causes of habitual delinquency and adult crim-
inality are undiagnosed and unrecognized learning disabilities. It is well known that
a history of conduct problems, school failure, and truancy can lead to dropping out
of school as well as juvenile delinquency. In the vast majority of cases, the underlying
reason for school failure is a learning disability and the lack of early intervention and
treatment plans (Roberts 1973; Roberts and Waters 1998). A disproportionate number
of minorities have received a dismal education in poorly run ghetto schools and are
incarcerated in our state prisons.

Several noteworthy studies have documented a strong connection between de-
linquency and various learning difficulties, such as attentional problems, information-
processing deficits, ADHD, criticism and rejection by teachers, language deficits, fail-
ing grades, deficient moral reasoning skills, aggressive acts, fighting with peers, lack
of social problem-solving skills, suspensions and expulsions, and low self-esteem
(Brier 1989, 1994; Hinshaw 1992; Moffitt 1990; Sikorski 1991).

The two basic theories utilized to account for the linkage between learning dis-
abilities and delinquency are the school failure rationale and the susceptibility theory
(Waldie and Spreen 1993:417). The school failure rationale postulates that a sequence
exists that begins with poor academic performance contributing significantly first to
a negative self-image and then to delinquent behavior. The probability of delinquency
is enhanced by two important factors, association with peers who are school dropouts
and the desire for success in some endeavor (e.g., dealing drugs or stealing cars).

The susceptibility theory suggests that children with learning disabilities have
traits that make them more vulnerable to cues and opportunities for delinquent be-
havior than individuals without learning disabilities. Among the traits specified are
lack of impulse control, inability to predict the consequences of one’s actions, irri-
tability, persuasibility, and the tendency toward “acting out” behavior. Research in-
dicates that youth with learning disabilities are less self-satisfied, less flexible, and
lower in both social skills and sociability. Boys with learning disabilities have been
shown to be more aggressive and hyperactive than similar boys without learning dis-
abilities (Roberts and Waters 1998). Waldie and Spreen (1993) reported that the major
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finding in a longitudinal study of sixty-five participants (forty-seven males and eigh-
teen females) with learning disabilities was that two factors (lack of impulse control
and poor judgment) distinguished those youth with persisting records of delinquency
and those who did not engage in repeated criminal activity. The researchers also
pointed out that school failure and susceptibility are not mutually exclusive theories.

With respect to the self-esteem issue, there is often a dichotomous distribution
for youth with histories of criminal behavior and school failure. While some report
feelings of low self-esteem, others have irrationally high opinions of their worth and
invulnerability.

RESILIENCIES AND PROTECTIVE FACTORS

One’s ability to avert a crisis when confronted with extremely stressful life events is
referred to by a number of terms such as resilience, psychological hardiness, learned
optimism, and/or a strengths perspective. Individuals who are able to muster positive
coping mechanisms are viewed as having high self-esteem, social supports, problem-
solving skills, self-advocacy skills, positive coping skills, and team-building skills.
Many of today’s adult offenders are lacking in resilience and protective factors. How-
ever, they can be strengthened with a new belief system such as the importance of
spirituality and religion, or academic education.

Dr. John Irwin spent several years as a young adult in California’s State Prison at
Folsom for armed robbery. While in prison during the late 1950s, Dr. Irwin discovered
the inner power of religion as well as education. He obtained a high school equiva-
lency diploma and two years of college credit while in prison. After release, he com-
pleted his undergraduate degree, master’s degree, and Ph.D. in sociology and crimi-
nology. After approximately thirty years as a criminology professor at San Francisco
State University in California, Dr. Irwin retired. At the American Correctional Asso-
ciation annual conference in Pittsburgh in the early 1970s, Dr. Irwin, who was then
a consultant to the OEO Newgate Resource Center that had expanded prison college
and study release programs to five different states, told conference attendees that the
most important component for an inmate in a prison college program is giving him
the opportunity for earning rewards, such as a Certificate of Appreciation or a small
amount of money for winning an essay contest. We agree with the philosophy that
success builds success, and interim rewards are important, particularly to adult felons
who have experienced a life of failure.

In developing a theory of corrections, Schrag (1961) suggested that there are four
major role configurations among inmates: prosocial, antisocial, pseudosocial, and aso-
cial. Although the prosocial inmates are most frequently convicted of violent offenses,
their offenses are situational, and they are not career criminals. While incarcerated
they maintain strong ties with family, friends, and business associates, and they are
generally sympathetic toward and cooperative with prison officials. They appear to
have greater problem-solving skills than other inmates, to have greater understanding
of legitimate role requirements, and generally to apply legitimate norms in making
decisions. These are the most resilient inmates, and the most likely to benefit from
treatment and rehabilitative efforts while in prison.

Antisocial inmates are more likely to come from underprivileged urban areas,
have other family members who are criminals, and continue their close association
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with other criminals while in prison. They consistently employ deviant or illegitimate
norms as standards of reference. Pseudosocial inmates are frequently middle class
and are involved primarily in subtle, sophisticated, profit-motivated crime such as
embezzlement or fraud. While incarcerated they are capable of shifting their norma-
tive perspectives according to the availability of instrumental awards. They also dis-
play a chameleonic skill in shifting allegiances between staff and other inmates, ac-
cording to the exigencies of the situation. Asocial inmates are characterized by severe
behavior disorders and commit a variety of crimes against persons and property, using
bizarre methods without clear motives or reason. They frequently have been reared
in institutions or foster care, and their social skills and abilities are greatly retarded.
In prison they are the “troublemakers” more often involved in riots, escape plots, and
assaults on staff and other inmates. They are detached from normal social conventions
and moral commitments (Schrag 1961).

Saleebey (1997) eloquently stated: “There is a growing body of inquiry and prac-
tice that makes it clear that the rule, not the exception, in human affairs is that people
do rebound from serious trouble, that individuals and communities do surmount and
overcome serious and troubling adversity. . . . Every individual, group, family, and
community has strengths” (9). There are no panaceas or quick fixes to the major prob-
lems in the criminal justice system, the nation’s ghetto schools, and dysfunctional
families. However, there are model offender treatment programs, good schools with
caring teachers, and forensic social workers willing to advocate for inmates’ basic
rights to an education in a supportive (rather than rejecting and hostile) learning
environment. Juvenile and adult offenders should be educated and given the full
range of academic and vocational skills for a world of opportunity.

During the past decade, we have learned a great deal about the behavior of youth
at risk, particularly that no human being can thrive by neglecting his or her physical,
psychological, and social needs. If a youthful offender is to become a healthy, self-
protective, and productive law-abiding citizen, then society must provide a nurturing
environment. We strongly recommend the planning and development of early inter-
vention programs, comprehensive education programs, and juvenile offender treat-
ment programs if the goal is to break the cycle of juvenile and adult career criminals
(Roberts 1998; Roberts and Waters 1998).

Penology in the 1990s is synonymous with punishment and incarceration of the
offender. Generally speaking, this approach of building more and more maximum
security prisons and sentencing offenders for longer periods of time goes completely
against a strengths perspective. The punitive approach is a direct outgrowth of the
fears among legislators and citizens that convicted felons will never change; that is,
that they lack individual resilience, informal support networks, prosocial knowledge
and skills, and socially acceptable goals. Therefore, no program or treatment model
will ever rehabilitate them.

In sharp contrast, we firmly believe that many of the nonviolent offenders do
possess personal attributes and capacities that can be strengthened in an effort to
transform them into law-abiding citizens. First and foremost, there needs to be aware-
ness on the part of correctional administrators, judges, and legislators that the pun-
ishment mind-set and its concomitants of pessimism, discouragement, and brutality
only serve to reinforce the negative spiral.

We firmly believe that it is important to build on the potential strengths and
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capabilities and goal attainment skills of offenders. One example is giving an offender
with academic and vocational skills deficits the opportunity to succeed. Correctional
education programs need to be redeveloped to include an individualized assessment
to uncover learning disabilities that may have interfered with the offender’s ability to
learn in school. Next, the adult learner needs an individualized educational plan
including one-on-one tutoring. The correctional teacher needs to make a determina-
tion of which school subjects the offender had positive experiences with in childhood
and allow the inmate the opportunity to succeed with short, attainable educational
goals. After a few months of success in attaining short-term goals, it is important to
set realistic longer-term goals for attaining a high school diploma or GED as well as
an apprenticeship certificate in a marketable vocational trade. When inmates are given
positive alternatives and program options, some will rise to the occasion.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Social work practice in criminal justice originated in the late nineteenth century.
Mangrum (1976) describes “coercive” casework as the use of restraining and con-
straining legal authority in the process of helping offenders function in their social
environments without resorting to illegal or antisocial behavior.

Professional social workers are dedicated to maximizing the dignity and worth
of individuals, to fostering maximum self-determination on the part of clients, to
advocating on behalf of clients, and to promoting equity and social justice (Johnson
1990). Most correctional systems or penal institutions do not subscribe to such lofty
goals. This social work role in the correctional system has been called an “uneasy
partnership” by some (Handler 1975), while others feel that “correctional social work”
as a term might be an oxymoron.

Many social workers are concerned about the coercive nature of correctional
work and see their role in social control activities as contradictory to their helping
role. DiNitto and McNeece (1990) see many of these activities as “not conducive to
social work practice.” The two major ethical dilemmas for social workers employed
in a prison setting are related to client self-determination and confidentiality.

Lister (1987) has outlined a model of direct practice social work, which may be
grouped into system development, system maintenance, system linkage, and direct
client intervention. While this conceptualization focuses on direct practice roles,
some mezzo and macro roles such as planner, policy developer, researcher, admin-
istrator, consultant, team manager, and advocate are also described. Direct client
intervention with involuntary clients may not differ in many respects from the tra-
ditional counseling of voluntary clients. However, social work’s emphasis on self-
determination will clearly be limited when working with offenders. For example,
there is greater emphasis on surveillance and enforcement of rules and regulations,
and more use of chemical testing for drug use. The prison social worker is legally
bound to inform prison authorities about illicit drug use.

On the other hand, involuntary clients exist in many social work fields where
neither client self-determination nor confidentiality is absolute (Johnson 1990). Child
protective service workers, state hospital personnel, and social workers counseling
spouse abusers must wrestle with this philosophical dilemma each day.

The great majority of the jail and prison programs surveyed by Wellisch, Anglin,
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and Prendergast (1993) claimed to offer services such as case management, relapse
prevention, HIV/AIDS education, counseling, and twelve-step meetings. Many of
these services were purchased from private providers, rather than provided through
prison staff. In these arrangements, social workers employed by the private agency
may also be expected to adhere to the same expectations regarding client surveillance
and relaxations of rules of confidentiality.

Drug Abuse/Mental Health Services. While ongoing drug education programs for
drug-abusing criminal offenders are clearly indicated, not all drug-involved offenders
require treatment intervention. Indeed, diagnosis of drug addiction or dependency
represents one of the more complex obstacles to achieving a better understanding of
how best to design and target treatment resources for offenders.

By the mid- to late 1960s there was a growing realization in the criminal justice
system that the prosecution and incarceration of drug-dependent offenders did little
to deter future drug abuse or other antisocial behaviors. Indeed, research suggested
that the labeling of drug abusers as felons and ex-convicts often had the unintended
consequence of creating career criminals (Inciardi and McBride 1991:10). The federal
Comprehensive Drug Abuse Prevention and Control Act of 1970 stimulated this grow-
ing recognition by sanctioning the diversion of some drug-involved offenders from
the criminal justice system into the drug abuse treatment system. Similar legislation
at the state level soon followed, with the primary focus on the diversion of nonviolent
first offenders. It was also during the mid- to late 1960s that the still fledgling Com-
munity Mental Health system began to improve offender access to publicly supported
substance abuse treatment programs.

Today, the drug-dependent offender typically accesses treatment in one of three
ways. He or she can (1) avoid the sanctions of the criminal justice system by volun-
tarily seeking treatment for an addiction before the use of illicit drugs results in an
arrest, (2) avoid criminal sanctions by voluntarily accepting treatment in lieu of pros-
ecution following an arrest, or (3) voluntarily or involuntarily enter treatment as part
of a criminal justice sanction following an adjudication of guilt.

Categorizing and describing the various approaches to substance abuse treatment
for offenders is complicated by the lack of standardization in terminology, as well as
a considerable amount of overlap among the various treatment interventions. Peters
and Hills (1993) suggests a useful taxonomy that divides common treatment ap-
proaches into four basic categories: (1) chemical dependency/self-help approaches,
(2) pharmacological approaches, (3) psychoeducational approaches, and (4) therapeu-
tic communities.

Family Programs. Some prisons have family-oriented programs and activities that
help prisoners and their families maintain and strengthen family relationships and
address problems and needs precipitated or exacerbated by having a family member
under correctional supervision. They include programs that take place in prison as
well as community-based programs that provide services for prisoners’ families dur-
ing prisoners’ incarceration and for prisoners and their families following release from
prison. With the exception of prison visits, which have been permitted since the early
1900s, family-oriented programs are a rather new development in U.S. corrections.
Although the idea that inmates need to maintain constructive relationships with per-
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sons outside the prison is stated as a formal corrections principle as far back as 1953
(Hopper 1994), most programs have emerged since the 1980s. Contemporary programs
view families not only in terms of outside contacts for prisoners but also as persons
who may be in need of assistance themselves.

Though programs vary considerably from one place to another, there are discern-
ible features that permit a description of program types. The more common family
programs found in prisons are visiting arrangements and activities, parenting pro-
grams, and support groups (Hairston 1997).

Starting in the 1960s a new correctional philosophy emerged, known among pe-
nologists as reintegration. This approach was based on the belief that the offender
needed to be eased back into the community. Transitional programs were developed
for offenders who were within thirty to ninety days of release, to bridge the artificial
institutional environment with the realities of living in the community again. In the
early 1960s, federal and state prison systems developed prerelease programs and guid-
ance centers to help offenders to readjust to family, job, and community life upon
release. Prison inmates needed to learn new skills and knowledge, a process termed
resocialization. As part of the prerelease process, the offenders attended lectures on
how to get a job (including role-playing of employment interviews), money manage-
ment and budgeting, motor vehicle regulations, marriage and family relations, getting
along with others, and community and social responsibility (Roberts 1973).

At the same time that prerelease guidance centers and halfway houses were de-
veloped, work-release and study-release programs were expanding. In a work-release
program, the institution bus transports a group of offenders from the correctional
facility to the nearest city early in the morning where they work all day, and the bus
returns to pick them up in the evening (Roberts 1973).

Halfway houses are houses in the community where five to as many as fifty of-
fenders live for six to twelve months following their stay in prison and before they
are paroled. Generally, the offenders are given two to three weeks to find a job in the
community. Halfway houses are operated by well-known organizations such as the
Salvation Army, Volunteers of America, John Howard Societies, and State Correc-
tional Associations (Fox 1974).

Probation Services. Despite limited resources, probation and parole systems in the
United States increasingly encounter difficult offenders with multiple problems, in-
cluding polydrug abuse, alcoholism, semiliteracy, learning disabilities, a lack of vo-
cational skills, erratic work history, a lack of social skills, mental disabilities, and/or
mental retardation. There is wide variation in the ways in which probation depart-
ments are administered, but many of them are understaffed and woefully under-
funded. Although community corrections handles approximately three-fourths of of-
fenders, their budget is usually less than 10 percent of the local and state allocations
for corrections (Petersilia 1995). According Dr. Joan Petersilia, one of the leading ex-
perts in the field of probation and parole systems:

Unfortunately, the public does not really understand the multi-facetednature
of probation and parole, nor their importance to justice system decision-
making and public safety. . . . Its services are humanitarian to offenders, an
important humane point of contact for crime victims, and a vital means of
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public protection. Moreover, when properly funded, community-based cor-
rections provides one of the best means for delivering effective offender re-
habilitation programs, particularly substance abuse treatment. (1998:565)

In 1970 the Manual of Correctional Standards of the American Correctional As-
sociation recommended that all probation supervisors have M.S.W. degrees. Graduate
social work education is the best preparation for effectively filling the multiple roles
of probation officers: advocate, broker of services, caseworker, case manager, and so
on. In general, probation officers are expected to prepare presentence reports for
judges, regularly interview and supervise probationers, refer probationers to appro-
priate community resources (including alcohol or drug treatment, when needed), and
monitor restitution orders. Presentence reports are comprehensive reports that in-
volve a criminal history, personal and family data, an evaluative summary, and sen-
tencing recommendations on the probationer. In addition, the presentence investi-
gation report includes a description of the impact of the offense on identifiable victims
or the community. Usually, the probation officer interviews the offender’s current or
former employers, close relatives, and neighbors—anyone who has knowledge of the
offender’s activities in the community.

Probation supervision entails assisting the offender to comply with the conditions
set forth in the probation regulations. There are two types of probation conditions:
standard conditions and special or discretionary conditions. Examples of standard
conditions (which are applicable for all probationers in a jurisdiction) are: They must
maintain regular employment and provide support to their dependents; they cannot
leave the jurisdiction without permission; they cannot change their job or residence
without permission; and they cannot have contact with known felons. Examples of
special conditions (which are applied to offenders who have special needs) are: They
are required to make restitution payments; they are required to complete a certain
amount of community service; and they are required to attend alcohol or substance
abuse treatment programs and comply with urinalysis testing.

The monumental reports of President Johnson’s Commission on Law Enforce-
ment and Administration of Justice made sweeping recommendations in order to
optimize the availability of probation and parole services, resources, and supervision.
The overall report, entitled The Challenge of Crime in a Free Society, made many far-
reaching recommendations regarding the American probation and parole system, the
most significant of which were as follows: All jurisdictions should examine their need
for probation and parole offices on the basis of an average ratio of thirty-five offenders
per officer, and make an immediate start toward recruiting additional officers on the
basis of that examination (President’s Commission on Law Enforcement and Admin-
istration of Justice 1967:167).

Although the Commission set a standard for an average caseload, it noted that it
is also necessary to recognize the importance of specialized caseloads for the differ-
ential treatment of certain categories of offenders, such as first-time offenders and sex
offenders. Included in these reports was the recommendation that probation officers
who were assigned specialized caseloads should have graduate-level training in social
work or the social sciences.

These recommendations were put into practice during the latter part of the 1960s
and the 1970s. However, in the 1980s, under the Reagan administration, there were
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substantial funding cutbacks, and probation caseloads once again escalated. As the
1990s were drawing to a close, typical probation caseloads had once again climbed
to from one hundred to three hundred clients in cities through the country. For ex-
ample, there is wide variation among the twenty-one county probation departments
in the state of New Jersey, ranging from a caseload of fifty to three hundred depending
on the county. Many probation officers may not see the probationer for as long as six
or eight months, and then only because the probationer has been rearrested. In many
cities, probation officers no longer serve as traditional caseworkers or brokers of ser-
vices, but instead are so overburdened with cases that they are able to respond only
in emergency situations or to make court appearances to present the judge with a
presentence report. It has been reported that some Los Angeles probation officers have
a caseload that is close to one thousand. There are some exceptions to this bleak
picture, most notably in Maricopa County, Arizona, where all cases are computerized
and probation officers are generally assigned to small (approximately twenty-five to
thirty-five) specialty caseloads (e.g., domestic violence offenders, sex offenders, etc.;
Scott 1994).

In the early 1980s and continuing into the 1990s, intensive supervision in pro-
bation was expanded for adult offenders due to the following reasons:

There is a need for accountability and careful controlling of probationers
and parolees.
Many incarcerated offenders can be safely placed in community settings.
It is more humane (and also less costly) to place offenders under commu-
nity supervision rather than incarcerating them.

Intensive probation supervision was primarily used with adult offenders. In general,
the number of contacts between the probation officer and the probationer ranged from
twice a month to three or four contacts per week. Many of these offenders had sub-
stance abuse problems. To participate in this probation alternative, the offenders were
required to attend an accredited school or approved vocational training program, or
to be gainfully employed and/or participate in drug treatment, community service, or
restitution. Those offenders with drug problems were required to submit to unan-
nounced visits by their probation officer, including urinalysis testing to detect
whether they were using drugs. Because of the emphasis on supervision and surveil-
lance, electronic monitoring was considered especially beneficial in a number of these
programs.

Several research studies have indicated that intensive supervision does signifi-
cantly reduce recidivism when the programs emphasize high-quality treatment, as
distinct from programs that have an emphasis on control and surveillance (Petersilia
and Turner 1990). Several studies have confirmed that intensive supervised probation
is the most cost-effective and promising tool for treating drug-abusing offenders
(Tonry 1998).

Intermediate Sanctions. Home confinement and electronic monitoring as conditions
of probation have become more widespread in recent years. The stated purpose is to
monitor the offender in the community—usually for 60 to 120 days—through the use
of electronic monitoring devices that are tamper-proof and are usually attached to the
offender’s wrist or ankle. These devices are usually utilized for individuals convicted
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of property offenses, drug offenses, or major traffic offenses such as driving while
intoxicated (Walker 1994).

In recent years, restitution has become an important condition of probation. It
provides a much more humane and less severe sanction than incarceration while
teaching the offenders to take responsibility for their unlawful actions. There are two
primary forms of restitution—monetary and community service:

1. Monetary restitution mandates the offender to repay the victim(s) what-
ever financial losses the victims have suffered.

2. Community service restitution mandates the offender to do good deeds
for the community by performing volunteer work at public parks, nursing
homes, painting public buildings, removing graffiti, etc.

Split sentencing is in use in many jurisdictions, in which a judge imposes a
combination of a brief period of imprisonment and probation. The offender is typi-
cally ordered to serve the confinement period in a local jail, rather than a prison.
Ninety days in jail followed by two years of probation is a common split sentence.

Shock probation is similar to split sentencing. One difference is that shock pro-
bation clients must apply for probationary release from confinement. Another is that
the release often comes as a surprise to the client, who believes that he or she must
serve a relatively long period of confinement. The theory is that the offender who
learns of a sudden and unexpected reprieve may forswear future criminal activity.

Shock incarceration is designed primarily for young, first-time offenders and gen-
erally utilizes a military-style “boot camp” prison setting that provides a highly regi-
mented program involving strict discipline, physical training, and hard labor. They
last three to six months, and offenders who complete the program are generally placed
under community supervision. Shock incarceration programs have been especially
popular because they are perceived as being “tough on criminals.” Research on boot
camps reveals, however, that their effect on recidivism is negligible (Schmalleger
1997).

ASSESSMENT AND INTERVENTIONS

The primary focus in correctional systems is on managing large numbers of individ-
uals whose behavior has been deemed by society to be unacceptable (McNeece 1995).
Therefore, correctional institutions and agencies place their emphasis on assessment
techniques that rely largely on behavior profiles that are more helpful in organiza-
tional planning and institutional management than in designing appropriate treat-
ment plans for clients (Ivanoff et al. 1994). For example, correctional programs place
much stock in the client’s criminal history, even though official criminal records may
be quite misleading. Official offense records (“rap sheet,” “yellow sheet,” etc.) typi-
cally contain information on the official reason for conviction, thus ignoring the facts
that (a) police exercise enormous discretion in deciding how to charge an offender,
and (b) the conviction is generally the result of a plea bargain, in which the initial
charges against the offender are reduced to a lesser charge in exchange for a guilty
plea.

Prisons keep explicit behavioral reports on each inmate, which are used in mak-
ing decisions about practically every aspect of the inmate’s life while incarcerated,
including which treatment, if any, he or she is in need of or eligible for. Most often
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those reports are used to disqualify an inmate for programs. For example, certain
treatment programs automatically disqualify inmates who have a history of either
preincarceration or postincarceration violence against persons.

Ivanoff et al. (1994) remind us that information on competency in a client’s case
records must be put into the proper context. Competency is a legal, not a clinical
concept, and the term refers to the client’s state of mind at the time of the trial or
other legal hearings, not at the time of the alleged crime, nor at any time subsequent
to conviction or incarceration (Stone 1988). Interpretation or application of the term
in the manner it is normally used by social workers, psychologists, and other human
services professionals could result in further injustice to the client.

There is a tendency in some settings, including correctional programs, to label
as antisocial any individual who has been convicted of a felony or even a serious
misdemeanor offense, or those inmates in a prison setting who have a history of “in-
cident” reports. In some cases, the terms sociopathic or psychopathic might be at-
tached to such an individual. There does not appear to be a common definition or
understanding of these terms as applied to offenders’ behavioral deficits and/or ex-
cesses that is useful in guiding either research or clinical practice (Sutker, Bugg, and
West 1993). Therefore, the practitioner would be well advised to be very careful in
using such terms, employing behavior and symptom checklists specifically designed
to assess psychopathy and antisocial personality. For male offenders there is the Psy-
chopathy Checklist-Revised (PCL-R), consisting of twenty items from both case record
and interviews (Hare 1991). It is used extensively in the criminal justice system be-
cause of its ability to make predictions of recidivism, parole violation, violence, and
treatment outcome. Other common instruments for mental health screening and as-
sessment include:

Beck Depression Inventory (BDI)
Brief Symptom Inventory (BSI)
General Behavior Inventory (GBI)
Hamilton Depression Scale (HAM-D)
Symptom Checklist 90—Revised (SCL-90-R)

Substance abuse screening and assessment instruments include:

Alcohol Dependence Scale (ADS)
Addiction Severity Index (ASI)
Alcohol Use Disorders Identification Test (AUDIT)
CAGE
Drug Abuse Screening Test (DAST-20)
Michigan Alcoholism Screening Test (MAST)
Substance Abuse Subtle Inventory (SASSI-2)
Simple Screening Inventory (SSI)
TCU Drug Dependence Screen (DDS)

During the past two decades, probation risk assessments and model classification
systems have become standardized in correctional agencies throughout the United
States. Assessment and classification of the offender help determine the level of nec-
essary supervision, the dangers and risks of recidivism, and the treatment needs of
the offender.

The primary purpose of probation risk assessments is to reduce—by means of
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computerized risk assessment instruments and prediction scales—the risk of proba-
tioners reoffending. Thus, a major issue within criminal justice decision making
is the use of statistical risk prediction to differentiate low-risk from high-risk offend-
ers. Most large probation departments have traditionally utilized a four-level risk clas-
sification model for probationers. The four variables used in determining risk of rev-
ocation by the New York City Department of Probation consist of the following
variables:

Reported drug abuse at the time of the violation
Recent incarcerations
Selected conviction offense
Age at first arrest (Jones 1996:39)

The National Institute of Corrections (NIC) model classification system includes
components that have been well researched and used in a number of probation juris-
dictions. The NIC classification system is useful in guiding probation officer decision
making on how best to provide probation supervision and concrete services to pro-
bationers. This assessment system includes:

Number of address changes in the last twelve months
Percentage of time employed in the last twelve months
Age of first conviction
Number of prior probation/parole revocations
Number of prior periods of probation/parole supervision
Number of prior felony convictions
Alcohol usage problems
Other drug usage problems
Convictions of juvenile adjudications
Attitude and motivation to change

This classification model helps probation officers anticipate the risks and behavior
problems of the client.

Assessment in parole is very different from probation, and there are two major
models. In the first, statutory decrees simply produce mandatory parole, providing
time off for “good behavior” or other special circumstances. The other model is termed
discretionary parole, and a parole board grants parole based on the board’s judgments
and assessments (Schmalleger 1997). Board members almost always consider the in-
mate’s behavior while incarcerated; they often use reports of psychological tests.
However, the board’s decision may sometimes rely more on factors such as opposition
from the victim’s family, prosecutors, judges, and law enforcement personnel. In other
words, parole assessments tend to be somewhat more politicized than probation
assessments.

ILLUSTRATION AND DISCUSSION

Henry B. is a Caucasian male in his mid-30s. His parents divorced when he
was 3 years old, and both his first and second stepfathers abused him phys-
ically and emotionally. He did poorly in school, and at one point he was
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identified as “mildly retarded.” He had his first encounter with the police
when he was 10 years old, after committing an act of vandalism in his school.
For the next seven years he was in and out of both juvenile institutions and
foster care. At that point he was sentenced as an adult to probation for a drug
offense. Probation supervision consisted mostly of calling his probation of-
ficer once a week to give him a status report. On one occasion the probation
officer did drop by his place of employment to make sure that Henry B. was
there. A year later he was arrested for stealing a car, his probation was re-
voked, and he pled guilty to the new charge, sending him to one of the state’s
prisons for two years.

In his first prison experience, Henry B. spent most of his time either
working in one of the prison farms, sleeping, or just spending time in his
cell. The prison had one psychologist (a person with an M.A. degree, quali-
fied to do psychological testing, but not therapy), but Henry B. never saw
him. There was no social worker. He was sexually assaulted by other inmates
twice during this stay in prison. Released on parole, Henry B. worked for a
short period of time doing “day labor” in construction, but an economic
recession in his community soon put him and most other construction work-
ers out of a job. Henry B. began dealing drugs on a small scale, as well as
“kiting” checks. His parole officer did require him to drop off a weekly urine
sample, and after the third “dirty” urine his parole was revoked. He was also
rearrested on a forgery charge, pled guilty, and sentenced to prison again. By
this time he had also developed an alcohol abuse problem, and there was
little help in prison, since the state’s corrections system had moved farther
away from the rehabilitative model to one of control and punishment. Parole
also had been abolished in his state, and he received a “determinate” sen-
tence of five years (subject to a reduction only by earning “good time”).

This time Henry B. was sent to a prison that had a strong system of
inmate gangs. He was recruited into the only white gang, the Aryan Brothers.
He had again been sexually assaulted, and the gang promised him protection
from any such future assaults. In fact, gang members severely beat the inmate
who had assaulted Henry B. A few educational programs were offered in his
unit by the local community college, but gang norms mitigated against en-
rolling in those classes, since the majority of students were African American
and Hispanic. Henry B. again spent most of his time working first in the
prison laundry, then later as a clerk in one of the prison staff’s office. He
attended a few AA meetings the first few months he was there, but it was
mostly just to get out of his cell for a few hours.

Upon release, Henry B. had no parole officer supervising him (since
parole had been abolished in his state). He found a job busing tables at a local
restaurant but lost it after one of the waitresses accused him of stealing her
tips. A few weeks later he got into a fight in a bar while intoxicated, and he
unintentionally killed one of the other participants. This time he entered a
plea of “not guilty,” was assigned a public defender (who he saw once for
approximately forty-five minutes before his trial), was convicted of the
charges, and was sentenced to ten years in the state’s maximum security
prison.
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By this time the pendulum had swung back in the other direction. Henry
B. spent the first few days of this sentence undergoing a battery of psycho-
logical tests. He was diagnosed as having a learning disability, but not as
mentally retarded. He also was diagnosed as a “Bipolar-II,” and as having an
alcohol dependence problem. He was seen by a psychiatrist who prescribed
medication, and by the prison psychologist (with a doctorate in counseling
psychology) who saw him once a week and referred him to AA meetings. He
also joined a group of other inmates with alcohol problems who met with
the psychologist once a week for group therapy.

Henry B. enrolled in a carpentry program conducted in the prison by the
local vocational-technical college and was assigned to a work detail making
repairs on prison buildings. A few months after completing the carpentry
training program, he was put in charge of his work group.

Two years before his release, Henry B. became eligible for a newly im-
plemented treatment program for dually diagnosed inmates (with both sub-
stance abuse and Axis I mental health disorders). He was transferred to a
different unit and, after more psychological testing, he became a part of the
therapeutic community of inmate-clients. His typical day consisted of about
four hours a day on a work detail, and another four hours of therapy. The
therapy was conducted mostly in a group setting (by a person with an M.A.
in counseling). He did see a psychiatrist once a week during the first phase
of the program, but this was later reduced to once per month.

He successfully completed the first two phases of the program, and he
is expected to “graduate” and be released back into the community in another
four to six months. At that point he will be referred to the state’s Department
of Social Services for aftercare. Henry B. has never seen a social worker
during his time in prison, nor during his time on parole or probation super-
vision. The only social workers in the adult corrections system in his state
are in administrative or planning positions.

CONCLUSION

Concerns about working with involuntary clients and conflicts between client self-
determination and the prison’s need for control and security have overshadowed
needs for the social work profession to be engaged in the debate about criminal justice
policies, programs, and services. This situation exists despite the profession’s com-
mitment to advocate for the poor and the oppressed. Justice system clients and their
families are among the most oppressed, economically disadvantaged, and vulnerable
populations. While we build more prisons to house a population that is increasingly
poor and nonwhite, the social work profession has remained remarkably silent in
advocating alternatives to incarceration, and relatively few social workers view em-
ployment in the justice system as an acceptable career choice.

Altogether social workers in policy, planning, and administrative positions have
not had a significant impact on the design or implementation of services in the cor-
rections field (Chandler and Kassebaum 1997). Social workers need to become more
active in examining the effects of the laws and policies that determine the sentences,
living conditions, and services available to inmates. When the Delegate Assembly of
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the National Association of Social Workers convened in Washington in August 1999,
it adopted a policy statement on Correctional Social Work that acknowledged the
qualifications of social workers to provide services in this field and contains the fol-
lowing principles:

Advocacy for incarcerated clients, especially those of color
The provision of appropriate treatment
Equitable treatment of all individuals in prisons and jails
Access to health care, medications, treatment, and support
Specialized social work training in corrections
Participation of the profession in national policy debates on corrections
Engagement of social works in research on correctional issues and policies
Humane treatment of correctional clients
The provision of prevention services
Funding for community-based options1

The policy statement included a call for the development of practice standards in
correctional social work. The absence of such standards is somewhat of an embar-
rassment, since we have been involved in correctional social work since the early
days of the profession, and we still have no practice standards. As Grodd and Simon
(1991) said in the first edition of this book, “In relation to the broad arena of criminal
justice, social workers have much to do as change agents, advocates, and program
developers” (673). We appear to have made little improvement in the last decade.

Notes
1. Policy statement approved by the NASW Delegate Assembly, August 1999.
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13
Child Abuse and Neglect
Lynn Videka-Sherman
Michael Mancini

A society’s investment in its future can be measured by its investment in its
children. Despite the rhetoric concerning the centrality of children to families in the
United States, the past thirty years have revealed a growing problem of abuse and
neglect of children in the United States. Since Charles Kempe’s pioneering work iden-
tifying the “battered child syndrome” Americans have witnessed an explosion of
knowledge about the causes and consequences of child abuse and neglect (Kempe et
al. 1962). Unfortunately, the rates of documented harm or danger to children as a
result of abuse or neglect has dramatically increased during the same time frame.
Although child abuse and neglect can occur within any socioeconomic stratum, its
incidence is concentrated in sectors of our society that contain families with multiple
social, economic, and personal resource disadvantages.

If there is a core setting for the practice of social work, it is in child welfare and
child protective settings, the human service agencies that serve abused and neglected
children. Social work is a central profession in the identification, assessment, pre-
vention, treatment, and rehabilitation of abused and neglected children and their
families.

DEFINING AND EXPLAINING CHILD ABUSE

Child maltreatment is defined by a heterogeneous grouping of types of inadequate
care or protection that results in actual or potential harm to the child, and it encom-
passes acts of commission and omission. Although most state laws are modeled after
federal legislation (PL 93–247, Child Abuse Prevention and Treatment Act), states’
definitions of child maltreatment vary. In addition to laws pertaining to the definition
of child abuse and neglect, states legislate family laws that specify the conditions
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under which state agencies and courts can intervene in family life to protect children.
States also legislate criminal statutes that concern acts of violence, whether familial
or extrafamilial.

Most definitions of child maltreatment encompass three components: (1) the oc-
currence of at least one identifiable instance of adult behavior (or behavior omission)
toward a child under 18 years of age; (2) physical or psychological harm or endan-
germent to the child that is a result of the behavior in question; and (3) a clear causal
link between the adult behavior in question and the harm resulting to the child (Faller
and Russo 1981; Stein 1998).

Child maltreatment is typically further classified into six forms: physical or emo-
tional abuse; physical, emotional or educational neglect; and sexual abuse. For the
purpose of defining child abuse and neglect for this chapter, the 1996 National Inci-
dence Study of Child Maltreatment definitions are used (U.S. Department of Health
and Human Sevices [U.S. DHHS] 1998b). Physical abuse entails an act of commission
that results in harm to the child, including physical assault resulting in injuries such
as burns, bruises, fractures, contusions, lacerations, or other injuries. Emotional abuse
results from verbal assault or chronic scapegoating of a child by an adult. Verbal
assaults include conveying to a child that he or she is no good, worthless, evil, or
hated. Emotional abuse also includes confinement, threats, and withholding life ne-
cessities such as sleep or food.

Sexual abuse is a specific form of physical abuse. In this form of abuse, injury to
the child results from sexual contact by a caretaking person. Sexual contact includes
intercourse, touching, and fondling. Other acts that use children as sexual objects,
such as child pornography and subjecting children to view sexual acts performed by
adults, are also defined as abusive.

Physical child neglect results from a parental act of omission; the parent fails to
provide for the child’s basic needs, resulting in the child’s susceptibility to or expe-
rience of harm or injury. The most common type of child neglect is inadequate su-
pervision, that is, leaving the child unattended or unsupervised. Other forms of physi-
cal neglect include failure to thrive (growth failure due to inadequate nurturance);
failing to provide basic physical needs such as food, clothing, shelter, or health care;
abandonment; and expulsion of the child from the home. Educational neglect in-
cludes failing to enroll the child in school, permitting chronic truancy, or not attend-
ing to the special educational needs of the child. Emotional neglect includes inade-
quate nurturance or affection, chronic violence in the household, and permitting
alcohol or substance use by a child.

There are numerous difficulties in defining child abuse and neglect. As men-
tioned, each state has a different legal definition of what constitutes abuse and neglect.
To complicate matters further, comorbidity rates are high for different forms of child
maltreatment. For example, in 1996, 25 percent of all reports of child maltreatment
were for both child abuse and neglect.

Without a universal definition of child abuse and neglect, different groups, agen-
cies, and professionals use different definitions for different purposes and goals
(Hutchison 1990). There is no agreed upon taxonomy of maltreatment types; the pre-
ceding taxonomy used is a broadly but not universally accepted list. Many researchers
and child advocates believe that the prevailing definitions of child abuse and neglect
are too restrictive and lead to an undercount of victimized children (Chalk and King
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1998; Stein 1998). Several writers have expressed concern about the ambiguity and
amount of interpretation that is required to identify behaviors as abusive or neglectful
according to statutory requirements (Atteberry-Bennett 1987; Burns and Lake 1983;
Melton and Davidson 1987). Christopherson (1983) outlines five criteria that profes-
sionals use in interpreting legal definitions of child maltreatment: statutory defini-
tions, professional expertise (gained through education and experience), clients’ sub-
jective reports, social norms, and no criteria at all.

Various definitions of child abuse and neglect have different foci. For example,
most state laws focus define child abuse and neglect as having two requirements—
parental behavior (an act of omission or commission) and a harmful result to the child.
No states outlaw physical punishment of children; none dictate basic requirements
for adequate parenting. Our societal emphasis on family privacy results in a “hands-
off” policy with respect to standards for adequate parenting and an absence of pro-
grams that promote adequate parenting. A parental act is not deemed deviant until it
crosses the threshold of harm to the child, a threshold that is vague and subject to
interpretation. One study found that personal experience as a parent and history of
child abuse and neglect affected professionals’ definition of child maltreatment very
little. The same study found that if a professional had previously encountered a case
of child maltreatment he or she was less likely to classify ambiguous acts of omission
or commission to a child as abusive or neglectful (Portwood 1998).

Almost no legal definitions include societal factors that lead to the occurrence of
abuse, such as poverty. What are the effects of poverty and what are the differential
effects of child neglect? This distinction is very difficult to draw. Furthermore, the
distinctions between different forms of child and abuse are vague. Dubowitz et al.
(1993) discussed the typical definition of child neglect as focusing on the parent’s
acts of omission that have harmed or have the potential to harm the child. This def-
inition does not take into account chronicity or severity of the behavior. Other im-
portant factors are also omitted from the definition, including the age of the child and
many other aspects of the behavior such as the point at which lack of supervision can
be defined as neglect, the circumstances under which the parent is culpable for an
unintentional injury of the child, how many times a behavior occurs or does not occur,
and the duration of the behavior. In defining child neglect, the reporter or investigator
of the behavior is faced with many discriminations to make. Is the parent neglectful
if he or she leaves a child at home alone when the parent works because they cannot
afford day care? Does it make a difference if the child is 6 or 8 years old? Is missing
a dose of an antibiotic negligent? Is not noting an ear infection evidence of medical
neglect? Is a stressed and overtired parent who is asleep when his or her child has an
accident neglectful? What about the parent who spends money on a drug habit instead
of food for the child? How many times must such behavior occur to be considered
neglectful? How severe must it be? And for how long must it last before we define
these acts as neglectful? These examples illustrate some of the complexity in defining
child neglect.

Gough (1996) suggests that there has been a historical broadening of the definition
of abuse and neglect, which is largely responsible for the dramatic increases that have
been found in reporting over the past twenty-five years. Kempe et al.’s (1962) pio-
neering work first defined physically abused babies. Now most states and most pro-
fessionals include in their definitions of child maltreatment the multiple types of
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abuse and neglect outlined at the beginning of this section. There has also been a
broadening of views of persons responsible for abuse and neglect, from a sole focus
on families to a broader view of nonfamilial caregivers (baby-sitters, day care centers,
other family members, friends) and societal institutions including schools and child
welfare institutions. Recent years have witnessed an increased emphasis on the del-
eterious psychological and developmental effects of child maltreatment. There has
been a growing concern for children not to have certain experiences, such as sexual
contact between adults or minors, whether or not there is evidence of harm to the
child. Finally, the start and endpoints of childhood have been broadened. Witness the
definition of maternal ingestion of alcohol or drugs prenatally as an indicator of child
maltreatment. A 17-year-old is still considered a protected minor with respect to sex-
ual activity; a generation ago the 17-year-old would have been thought an adult.

Hutchison (1990) raised several issues with respect to the definitions of child
abuse and neglect. She noted that child maltreatment has been defined as a basis to
create social policies and social programs, as a set of legal statutes designed to protect
children from harm and to punish inadequate parents, as a necessary requirement for
research, and for case management and treatment purposes including differential di-
agnosis of the child’s and family’s needs.

We have adapted Hutchison’s (1990) typology to define three distinct theoretical
orientations toward the definition of child abuse and neglect. The medical approach
focuses on physical findings and consequences of child abuse and neglect. This per-
spective was influential in identifying such syndromes as the “battered child syn-
drome” and “failure to thrive,” and in aiding passage of the original 1974 Child Abuse
Prevention and Treatment Act. Many statutory definitions of child maltreatment are
still based on the medical approach to defining maltreatment.

The sociological approach defines child maltreatment through social constructs,
cultural mores, and social conditions and stressors. Societal conditions and predilec-
tions are seen as creating environments that lead to child maltreatment. This point of
view was dominant in the 1970s.

The ecological approach (Belsky 1993) ascended in the 1980s. Using a social
systems approach, the ecological definition of child maltreatment sought to incor-
porate societal, neighborhood, parental, and child factors that lead to the occurrence
of abuse or neglect. While the ecological approach is still dominant in current thinking
about child maltreatment, the emphasis has shifted toward integrating a develop-
mental perspective on childhood and on the transactions that transpire in the parent-
child relationship. This approach orients the definitions of child maltreatment to dis-
ruptions in normal development of the child and to the family processes that are the
immediate precursors and correlates of child maltreatment.

Belsky (1993) has advocated moving to an evolutionary perspective in viewing
child maltreatment as a product of the struggle for survival within a family embedded
in a society with limited social and personal resources. This approach has yet to gain
widespread acceptance.

Perhaps the most deleterious effect of the ambiguity in defining child abuse and
neglect is that it goes unreported. Even among professionals who are mandated re-
porters, only a minority of suspected cases of child abuse or neglect are reported to
child protection services (CPS) agencies. Recent incidence studies suggest that the
majority of child maltreatment cases are never identified to authorities (U.S. DHHS
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1998a, 1998b) and, thus, that millions of children go unprotected and untreated in
their abuse experiences.

The flip side of vague definitions is the huge numbers of unsubstantiated reports
of child maltreatment to CPS agencies. An unsubstantiated report is one that has
been formally made, investigated, and found not to constitute abuse or neglect ac-
cording to the statutes of that state. Besharov (1990) reported that while only 4 to
10 percent of unsubstantiated reports are made as knowingly false reports, a full 60
to 65 percent of all reports made to the CPS agency are ultimately unsubstantiated.
He stated, “Many unfounded reports involve situations in which the person report-
ing, in a well-intentioned effort to protect a child, overreacts to a vague and often
misleading possibility that the child may be maltreated” (37). These unsubstantiated
reports are likely to reflect a confusion that has it roots in the ambiguity in defini-
tions of child neglect and abuse.

In an earlier article Besharov (1981) identified three negative effects of the defi-
nitional ambiguities in child abuse and neglect that still pertain today. First, with
vague and unequivalent definitions, there are comparability problems. Vague defi-
nitions make it impossible to maintain a research or a national standard in terms of
protecting children from abuse and neglect. When viewed with this critical lens, it
would be impossible to truly compare incidence data from one jurisdiction to another
when definitions vary considerably. Second, since there is no consistency in what is
defined as child abuse and neglect, it is difficult to reliably ascertain that a child was
indeed harmed or about to be harmed in many cases of maltreatment. Finally, the
lack of taxonomies of etiology or of effects makes it difficult to describe the full,
interactional, ecological phenomenon of child maltreatment.

In some ways, the definitional wars concerning child abuse and neglect reflect
our society’s conflicts. These include the tension between the rights of the child and
the rights of parents, the search for a simple definition and explanation of child mal-
treatment, and the search for simple solutions to preventing maltreatment. Even with
existing, limited definitions, we are identifying abuse and neglect after harm has oc-
curred to the child. Perhaps the most pressing definitional need is to identify specific
risk or early signs for child maltreatment and to provide supports to those families so
they can avoid the cycle of abuse and neglect. These supports are discussed later in
the assessment and intervention section. Such definitions, however, would further
increase the tension between parental rights and protection of the child.

DEMOGRAPHIC PATTERNS

The National Center on Child Abuse and Neglect (NCCAN) is mandated to conduct
studies of child maltreatment incidence. Two sets of studies have been funded by this
agency. The first is part of a collaborative effort begun in 1988 between NCCAN and
the states to collect and analyze annual child abuse and neglect data from CPS agen-
cies in all fifty states, the District of Columbia, the territories, and the armed forces
(U.S. DHHS, 1988). This study uses the Children’s Bureau’s and the states’ jointly
sponsored National Child Abuse and Neglect Data System (NCANDS) and focuses
exclusively on formal reports made to CPS agencies. The latest report of 1996 data
was published in 1998.

The second major study is the National Incidence Study (NIS), also conducted
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by NCCAN. The third National Incidence Study (NIS-3), congressionally mandated
under PL 100–294, was conducted in 1993 and published in 1998 (U.S. DHHS 1998a).
This study compares the data from the following two previous incidence studies: the
NIS-1, conducted in 1979 and 1980 and published in 1981; and the NIS-2, conducted
in 1986 and 1987 and published in 1988. The NIS-3 is more comprehensive than the
first two NIS studies and the NCANDS study because it includes unreported child
maltreatment known to community agencies such as police, the court, health and
social services agencies, day care centers, and schools as well as maltreatment that is
reported to state CPS agencies.

The NIS-3 study uses two standards for defining abuse and neglect. The harm
standard is conservative and requires that “an act or omission results in demonstrable
harm in order to be classified as abuse or neglect” (U.S. DHHS 1998a:6). To provide
a comprehensive count of the true incidence of child maltreatment as defined in the
Child Abuse and Prevention Act (PL 93–247), the NIS-3 added an endangerment stan-
dard for child abuse and neglect. The endangerment standard includes all cases fall-
ing under the harm standard and also includes cases of children not yet harmed, but
considered to be endangered by a CPS investigation (U.S. DHHS 1998a). As a result,
a larger incidence of cases is identified. The data presented in this section are ex-
cerpted from these three studies. All data on incidence are limited because of sam-
pling biases (Widom 1989).

Reports of child abuse and neglect have been steadily rising since 1974, the date
of NIS-1 (U.S. DHHS 1981). In 1974, 669,000 CPS reports were made. In 1984,
1,727,000 reports were made, a 258 percent increase in eight years (American Humane
Association 1986). By 1996, 2,000,000 reports were made, a 15 percent increase since
1984, and 44 children per 1,000 were found to be abused or neglected (U.S. DHHS
1998a).

In 1993, 2,815,600 children were considered endangered by abusive or neglectful
behavior on the part of one or more caretakers, a 67 percent increase from the NIS-2
(U.S. DHHS 1998a). Most experts believe that heightened public awareness of child
abuse and neglect accounts for much of the increase.

The NCANDS study found that 52 percent of reported cases were made for physi-
cal neglect (deprivation of necessities), and 24 percent were for physical abuse. Sexual
abuse accounted for 12 percent of reported cases. Emotional maltreatment accounted
for 6 percent of reported cases (U.S. DHHS 1998b). Using the harm standard, the NIS-
3 found increases in physical abuse (42 percent), sexual abuse (83 percent), physical
neglect (102 percent), and emotional neglect (333 percent) compared with NIS-2 data
collected eight years earlier (U.S. DHHS 1998a). According to the NIS-3 study, there
were 1,077 fatalities due to maltreatment in 1994 (a fatality rate of 1.9 children per
100,000). Of the fatalities, 76 percent were children under 4 years of age.

Of all CPS reports, 52 percent were made by professionals; 27 percent were made
by friends, neighbors, relatives, victims, or perpetrators themselves. Twenty percent
of reports were made anonymously. About 50 percent of reports made were substan-
tiated by a CPS investigation. Two-thirds of the substantiated reports were made by
professionals (U.S. DHHS 1998a).

Characteristics of families reported to CPS agencies in 1996 were analyzed by
NCCAN (U.S. DHHS 1998b). Of the reported perpetrators, 77 percent were parents,
11 percent were other relatives, and 90 percent were the primary caretaker of the
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child. Incidence rates are 44 per 1,000 overall. They are higher for younger children,
with the rate of 67 per 1,000 for infants (under 1 year old), 58 per 1,000 for 1-year-
olds, and increasing each year for children each year older, peaking for 6-year-olds,
at 68 per 1,000. After 6 years of age, the rates drop each year correspondingly for each
year to 18 years of age.

The NIS-3 found, using the harm standard, that 72 percent of physically abused
children were abused by their biological parents, and 91 percent of neglected children
were neglected by their biological parents. Eighty-one percent of emotionally abused
children were abused by a biological parent. But nearly half of sexually abused chil-
dren were abused by someone other than a parent or parent substitute.

The NIS-3 also found that 65 percent of perpetrators of child maltreatment were
female. Of biological parent perpetrators, mothers were implicated 75 percent of the
time and fathers 46 percent of the time. Of the total, 21 percent were maltreated by
both parents, accounting for the total being over 100 percent.

Women are overrepresented in these numbers due to the rates at which they are
single parents, enhanced by the high rates of poverty for single-parent mothers. Single
mothers and their rates of poverty also explain the fact that 87 percent of neglected
children were found to be neglected by their female caretakers. The NIS-3 reported
that, using the harm standard, children living in single-parent homes were 77 percent
more likely to be victims of physical abuse and 87 percent more likely to be victims
of physical neglect than children in two-parent families. The NIS-3 also reports that
children living in households with incomes of less than $15,000 were at greater risk
for all types of maltreatment (U.S. DHHS 1998a). Sixty-seven percent of perpetrators
of physically abused children are males, and 89 percent of sexually abused children
were abused by males.

More than half of indicated CPS cases were found to be cases of physical neglect;
24 percent were victims of physical abuse, and 12 percent were sexually abused.
Three percent of cases were indicated for medical neglect, and emotional maltreat-
ment accounted for 6 percent of victims (U.S. DHHS 1998b).

African American and Native American children were disproportionately re-
ported as victims of maltreatment in the NCANDS study (U.S. DHHS, 1998b). The
incidence of maltreatment is slightly greater for girls (52 percent of indicated cases)
than boys (48 percent). The racial composition of reported families is 53 percent
white, 27 percent black, 11 percent Hispanic, and 3 percent other. But the NIS-2 and
NIS-3 found no statistical relationship between the incidence of maltreatment and
the child’s race or ethnicity. This crucial discrepancy can be explained by the different
methodologies used by the two studies and by the probable differential response of
the service system to different racial groups. The NCANDS study is based solely on
CPS reports, whereas the NIS-3 is based on all known (reported and unreported) cases
of child maltreatment. Eighty-one percent of the reported perpetrators were under 40
years old; 39 percent were between 30 and 39 years old.

SOCIETAL CONTEXT

The correlates and effects of community on child abuse and neglect is reaching major
attention among researchers today. Coulton et al. (1995) showed that high neighbor-
hood poverty rates, evidence of social disorganization, and alienation (fewer inter-
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actions among residents of a neighborhood) were positively related to rates of child
abuse and neglect. It is interesting to note that the national incidence studies do not
yet identify neighborhood correlates. Nor are most intervention programs (discussed
later) targeted to neighborhoods. The systematic tracking and the intervention tech-
nology used to combat child abuse and neglect have not yet incorporated this newly
discovered knowledge about the role of communities and neighborhoods. The ori-
entation toward the causes of child maltreatment still rests on the parent as the con-
trolling agent.

Lack of social support also has been shown to lead to child maltreatment. Wahler
and Hann (1984) identified “the insular mother” as one who has few social ties, due
in part to her communication patterns and lack of relationship-building skills. Other
studies have found that social support and employment (indicating social integration
as well as income generation) are inversely related to child maltreatment. It is clear
that these social psychological factors, which indicate the interaction patterns of the
family with societal resources, are important predictors of child maltreatment occur-
rence.

The incidence studies cited in the preceding and other studies (Dubowitz et al.
1993; Zuravin 1989) indicate that the most vulnerable children and families experi-
ence multiple disadvantages and hardships in their lives, including poverty, larger
family size, and teenage parenting.

Research has clearly pointed to societal as well as individual factors in the eti-
ology of child abuse and neglect. What is less clear are the mechanisms by which
these factors predispose families toward abuse and neglect. We have yet to system-
atically incorporate this orientation into data system tracking and intervention tech-
nology.

VULNERABILITIES AND RISK FACTORS

In discussing risk factors for child abuse and neglect, the epidemiology of child mal-
treatment, the ecological framework will be used. This model is derived from Bron-
fenbrenner’s (1979) pioneering work on the ecological context of child development.
It posits multiple paths of bidirectional causation that eventually can lead to child
abuse or neglect. Early research on risk for child maltreatment focused on the dem-
ographic variables previously described. With the advent of the ecological model, the
stage was set for knowledge development regarding multidetermined vulnerabilities
and risk factors that interact to produce conditions under which child maltreatment
occurs. Under the ecological model, risk factors can be grouped under the interacting
systems of parental, child, social psychological factors (how the family system inter-
acts with the community), and community and cultural factors. For purposes of dis-
cussion, the perpetrator of the child maltreatment will be presumed to be the parent.
Figure 13.1 shows the dynamic interaction of the ecological system that produces
child abuse and neglect.

Figure 13.1 suggests that child maltreatment is a product of certain types of
parent-child interaction and that abuse and neglect does not exist independently from
certain styles of parent-child interaction within the family microsystem. The focus
on the parent-child interaction has become one of the most promising areas of child
abuse research.



Videka-Sherman and Mancini 375

FIGURE 13.1 Ecological Model of Risk and Protective Factors in Child
Maltreatment

Child Abuse or NeglectParent-Child Interaction

Family Microsystem

Cultural FactorsCommunity Factors

Child Factors

Parent Factors

Parent-child interaction is influenced (and in turn influences) several other sys-
tems. These risk factors predispose the parent and child to interact in certain ways.
Note that the direction of causation between parent-child interaction and the parent
and child systems is bidirectional. The parent and the child each bring individual
risk and protective factors to the family interaction. But the reciprocal causation paths
also suggest that the family interaction patterns influence the parent and child sub-
systems. Child factors can moderate the relationship between parental style and
parent-child interaction and child abuse and neglect. Community factors affect both
parent and child subsystems by hosting dangers or resources within environments in
which the parent and child live. Cultural factors influence the community, parent and
child beliefs, and the parent-child interactions through established mores and behav-
ioral expectations.

Parental Risk Factors. Parental factors that serve to increase risk for abuse or neglect
of a child include several trait or communication-style features of the parent. Several
studies have suggested that there is a causal link between victimization as a child
and perpetrating abuse or neglect with one’s own children (Conger, Burgess, and Bar-
rett 1979; Kempe et al. 1962; Spinetta and Rigler 1972; Steele and Pollack 1968; Wi-
dom 1989). Although the majority of these studies share serious methodological
flaws such as relying on retrospective (and thus possibly distorted) reports; inade-
quate, biased samples; or invalid and unreliable measures of childhood victimiza-
tion, the few prospective well-designed studies such as Widom’s (1989) show the
same pattern that approximately one-third of children who were victimized as chil-
dren go on to maltreat their own children.

Explanations of how childhood experience, including victimization, influences
adult behavior patterns are made by both psychodynamic and social learning theo-
rists. Learning theorists posit that through selective reinforcement and modeling, re-
lationship and caregiving behaviors and communication styles are learned through
experience. Psychodynamic theorists posit that early interactions with the parent
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influence the child’s development, capacity for developing relationships with others,
and the parent’s own ego capacity and strengths. Although the mechanisms used to
explain the translation of experience into behaviors vary, the end result is the same
from either theoretical perspective— one’s experiences as a child, especially those
experiences with primary caregivers, influence one’s own behavior, expectations, and
caregiving patterns as an adult.

While simple unicausal models of maltreating parent psychological profiles have
been rejected, many studies have found necessary, but not necessarily sufficient, risk
factors for child maltreatment within the parent. Substance abuse is a major risk factor
for child maltreatment (Young, Gardner, and Dennis 1998). Anger management and
emotion control problems predispose a parent to abusive acts. Predisposition to anxi-
ety, depression, and hostility increase the risk that the parent will maltreat their child.
Parental anxiety, depression and hostility have been shown to be associated with more
aggression, less empathy, less emotional regulation and less emotional responsiveness
in parent-child interactions (Burgess and Conger 1978; Green 1976; Spinetta and Rig-
ler 1972).

Depression and apathy toward life have been found to be distinguishing char-
acteristics of neglectful mothers (Polansky et al. 1981). Neglectful parents do not know
how to play and to stimulate their children. Indeed, Burgess and Conger (1978) found
that neglectful families have fewer family interactions and more negative interactions
than abusive families and both had less positive, more negative, and fewer overall
interactions than nonmaltreating families. Patterson and his colleagues (1982) also
show that aggressive, antisocial behavior on the part of the parent is associated with
child maltreatment. This parental behavior, in turn, influences the child to be aggres-
sive and antisocial, demonstrating the reciprocal nature of aversive parent-child in-
teraction. Patterson has labeled this interactional learning process as “coercion train-
ing.” The need for control and pessimism regarding social relationships as a possible
source of satisfaction is another risk factor for parental maltreatment. Lack of expe-
rience in caring for children and lack of knowledge of child development can also
contribute as risk factors for child maltreatment (Blumberg 1974; Steele and Pollack
1968; Whiting and Whiting 1975).

Child Risk Factors. Prematurity and low birth weight have been shown to increase
the risk that a child will be maltreated (Elmer and Gregg 1967; Hunter et al. 1978;
O’Connor et al. 1980). Lack of social responsiveness may be the mechanism by which
risk for maltreatment is increased for low-birth-weight infants (Brown and Bakeman
1977; Egeland and Brunnquell 1979). A child’s attractiveness may be an influence in
child maltreatment (Dion 1974; Frodi and Lamb 1980). There may be many other
child characteristics that elicit neglectful or abusive responses from parents. Most of
these are likely to be mediated through interaction with the parent’s own predispo-
sition and style. Examples of other child characteristics that put the child at risk
include temperament, the match between parent and child temperament, and child
passivity, which could be a risk factor for neglect. There is no evidence that these
relationships are either direct or unicausal. The role of the child’s risk factors in the
occurrence of child maltreatment is likely to be moderated and shaped (increased or
decreased) through interaction with the parent’s own style and attributes.
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The Family System: Parent-Child Interaction. As suggested in the sections of parent
and child risk factors, current thinking about child abuse and neglect focuses on
parent-child interaction as the medium or process by which conditions conducive to
child abuse or neglect are created and where basic aversive and harmful behavior and
interaction patterns are laid. Parent-child interaction patterns of neglectful families
include less parental responsiveness to the children, less overall family interaction,
and less prosocial interaction than nonneglectful families (Burgess and Conger 1978).
Abusive family interaction patterns include fewer supportive interactions, less posi-
tive emotional interchange, less emotional responsiveness from parent to child, more
parental controlling behavior, more interfering behavior, and more hostile behavior,
when compared with nonabusive families (Burgess and Conger 1978; Parke and Coll-
mer 1975). These researchers have also shown how antisocial and aggressive behavior
is created in the child as a response to the behaviors just listed. Maltreating parents
interact less with their children, are negative in their interactions, and use physical
punishments and power-asserting techniques more often in attempting to control the
child’s behavior. These in turn lead to the use of physical punishment to change the
child, increased irritability, and, upon occasion, unintended aggression that may be
defined as child abuse.

Other family indicators are also risk factors for child maltreatment. There is a
high correlation of marital problems in abuse and neglect (Gil 1970; Hunter et al.
1978). Marital stress may increase risk for child maltreatment by decreasing the spou-
sal support available to the maltreating parent, by increasing the level of tension and
aversive interaction within the family unit, or through inducing depression or other
mental illness sequelae, reducing the reserves of parents to cope with the challenges
of parenting. Other family characteristics that are risk factors for child maltreatment
include poverty, large family size, early childbearing, and lack of labor force partic-
ipation (Zuravin 1988). Family system factors may interact with parent’s early ex-
periences to further increase risk to the child.

Community Risk Factors. Coulton et al. (1995) identified several neighborhood char-
acteristics associated with child maltreatment. They found that social disorganiza-
tion, poverty, lack of coherence and lack of social connectedness characterized neigh-
borhoods with high rates of child maltreatment as compared with neighborhoods
with lower rates. Zuravin (1989) found that the amount of vacant housing, transience,
and a high ratio of single-family homes are associated with higher rates of child mal-
treatment.

Social psychological factors, or the interaction between individuals and their
communities, also have been found to show risk factors for child maltreatment. Mal-
treating parents have been shown to have smaller, less available social networks (Zu-
ravin 1989). Maltreating mothers have also been shown to use social resources less
and to attend church less. These parents tend not to discuss problems; they do not
give or get help from neighbors.

Cultural Risk Factors. In many ways our society condones violence through mass
media depiction and through popular art, music, and performing arts. The vast ma-
jority of Americans use physical punishment with their children and believe that it
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is acceptable to do so (Straus and Gelles 1990). Slavery is part of our cultural legacy,
as is tolerance of violence in families (Belsky 1993; Besharov 1990). Cultural differ-
ences in what is defined as abusive or neglectful are rarely studied in the literature.
We may think of the cultural context in which we live as providing the environmental
context for our values, role expectations, and behaviors.

RESILIENCIES AND PROTECTIVE FACTORS

There are resilience or protective factors for each of the domains listed in figure 13.1.
Because only 30 percent of parents who were abused or neglected go on to maltreat
their children, we can conclude that most abused and neglected individuals possess
substantial resiliency as they grow up. Particular cognitive mechanisms to process
one’s childhood experiences can make the difference in how one behaves as a parent.
Belsky (1993) and Egeland, Stroufe, and Erickson (1983) found that if one was victim-
ized as a child, remembering the parent as rejecting and forming a coherent account
of one’s own abuse and neglect as a child can serve to protect the parent from re-
peating the maltreatment to his or her own child. This often takes the presence of a
therapist or other extremely supportive person in the parent’s life. Personal resources
such as attractiveness, social skills, other successes or talents, intelligence, the pres-
ence of a supportive partner, and the ability to regulate emotional experiences are
protective resilience factors for parents.

For the child, many of the same protective factors play a role in decreasing the
risk for being abused. The presence of a therapist or other extremely supportive person
in the child’s life can reduce the likelihood that the child will be maltreated and
increase the likelihood that if the child is maltreated, it will be detected. Personal
resources such as attractiveness, social skills, other successes or talents, intelligence,
and the ability to regulate emotional experiences are resilience factors for children
and adolescents (Moran and Eckenrode 1992; Smith and Carlson 1997). Dorothy Al-
lison’s novel Bastard Out of Carolina is an excellent character study of a resilient
child who is abused.

Community protective resilience factors include the presence of social support
from neighbors as well as from social services agencies, including high quality foster
care, and community centers and organizations. Emergency nurseries help parents
avert child maltreatment crises, particularly leaving the child unsupervised or losing
control with the child during a stressful period. Social support in the form of someone
with whom to share the parenting role is indispensable. Communities strong in neigh-
bor and social support structures will deter the likelihood that a stressed family will
cross the line toward child maltreatment. It is interesting to note that community
protective factors have received little attention in empirical studies. This may be
because the attention to community-level factors has been a recent rediscovery in the
epidemiological study of child maltreatment.

Cultural factors that protect against risk for child maltreatment include culturally
sanctioned experiences in caring for children and in preparing for the parenthood
role. Culturally sanctioned supports such as strong religious communities, neighbor-
liness, and valuing children are other cultural factors that can reduce the likelihood
that child maltreatment will occur. Similar to community factors, cultural resilience
factors have received little attention in empirical research.



Videka-Sherman and Mancini 379

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

With its historical roots in ecological thinking about human problems, social work is
a central profession in the fight against child maltreatment. With new thinking about
how to apply preventive approaches to all phases of work with child maltreatment,
we can organize intervention approaches to the needs of families and children at
particular points in the child maltreatment cycle. Social work’s “strengths” orienta-
tion (Saleeby 1991) is another asset in working with maltreating families. With a
strengths orientation, social workers are in a position to identify and build on resil-
iency and protective factors against child maltreatment and its sequelae. It is impor-
tant to note that while social work is a central profession in the treatment and care
for maltreating families, interventions are increasingly relying on multidisciplinary
approaches and on interventions that use paraprofessionals as key treatment provid-
ers; thus, social workers must have the ability to work in, and to coordinate, an in-
terdisciplinary context.

Gordon (1988) introduced a model of prevention that has been adopted at the
National Institutes of Health (National Advisory Mental Health Council Workgroup
on Mental Disorders Prevention Research 1998). Adapted to child maltreatment, this
model includes the following levels of prevention: Universal prevention for child
maltreatment targets the general public that has not been identified on the basis of
risk factors; selective prevention targets families whose risk is known to be higher
than average for child abuse and neglect; indicated prevention targets families with
early signs of child maltreatment or deleterious parenting behaviors; and relapse and
comorbidity prevention targets families who have known histories of child maltreat-
ment. The goals of relapse and comorbidity prevention are to rehabilitate the parent
and to reduce long-term harm or comorbidity of mental illness, physical disorders,
or behavioral problems in the children. Social interventions for child maltreatment
can be conceptualized in these four categories, which are used as a heuristic tool
rather than as a strict typology. They are best viewed as a continuum rather than a
strict typology because levels of need and levels of prevention flow into one another
rather than manifest themselves as discrete categories. There are no clear dividing
points between risk for abuse and early abusive patterns, or between early neglect
and entrenched neglectful interaction patterns.

Universal Prevention. Many parent and family educational services provided by so-
cial workers in health care, schools, and in family and community agencies constitute
universal prevention, particularly if the services are wellness oriented and not re-
stricted to a known risk group. Much of social work practice in maternal and child
health care constitutes universal prevention of child maltreatment. Public education
campaigns like those that air on public service television announcements are univer-
sal prevention programs. Unfortunately, these are seldom evaluated for their effec-
tiveness. Universal policies such as the Family Leave Act have universal child mal-
treatment prevention aspects to them. While many social workers intuitively “know”
that such family support programs reduce child maltreatment, there is little empirical
evidence to support this assertion.

One of the few examples of universal prevention programs is a school-based child
sex abuse prevention program. Such programs are now incorporated in the curricula
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of many school districts, although the empirical findings on these programs’ effec-
tiveness is mixed. In a meta-analysis of the effectiveness of sex abuse prevention
programs, Rispens, Aleman, and Goudena (1997) found that the sixteen programs
reviewed were successful in teaching children sex abuse concepts and self-protection
skills, especially if the program included both components. There was reasonable
retention of concepts learned, particularly when there was program repetition, boost-
ers, in subsequent years. Programs were typically not examined for effects in reducing
the incidence of sexual abuse.

Life cycle family support programs are another approach to universal support of
parents and prevention of child maltreatment (Price et al. 1989; Weiss 1989; Zigler
and Black 1989). Family support programs are available through community centers,
health care centers, and other nonstigmatizing settings. They provide direct social,
educational, and recreational services to families (Weissbourd and Kagan 1989:21)
and reduce the risk for child maltreatment by providing parents with educational
opportunities, social support, and support for the parenting role throughout the life
cycle. Families who otherwise may be isolated or “insular” can use these programs
to connect to other people, both professionals and peers, and to connect to needed
services.

Selective Prevention. Most child maltreatment prevention programs are selective;
that is, they target at-risk children and families for services. Interest in selective pre-
vention has grown as we have learned more about the long-term negative effects of
child maltreatment. The success of early intervention programs such as Head Start
(Berrueta-Clement et al. 1984) and delinquency prevention (Hawkins and Catalano
1992) have also bolstered interest in selective prevention of child maltreatment.

Most selective prevention programs are aimed at relieving family stresses, both
interpersonal and environmental, and providing social support. They typically de-
liver prevention services to the mother. The focus on mothers over fathers is largely
a reflection of societal views of which parent is responsible for the care of children.
A state-of-the-art review conducted by a panel of the National Research Council’s
Institute of Medicine (Chalk and King 1998:95–110) identified several selective pre-
vention approaches. In their classification they include community-based social sup-
port programs; individual support programs, including Home Visiting Programs
which have grown substantially in the past ten years; parent education and support
groups; and social skills training. Some programs have had notable successes, but
overall outcome findings are mixed (The Future of Children 1999; Howing et al. 1989;
Videka-Sherman 1989).

Home visiting is one of the most popular child maltreatment prevention ap-
proaches. More than 550,000 children are enrolled in home visiting programs. The
David and Lucile Packard Foundation’s Future of Children Series (1999) conducted
a review of the six current major home visiting approaches. The six models evaluated
include Hawaii’s Healthy Start Program (HSP). Originally developed in Hawaii, the
program involves home-based parent support and education. A two year follow-up
study resulted in better pediatric health care, improved parenting efficiency, de-
creased parenting stress, greater use of nonviolent child-rearing practices, and less
violence in the home. No differences in child development were found when the
intervention and control groups were compared (Duggan et al. 1999).
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The Healthy Families America (HFA) program, which is being implemented in
thirty-five sites nationwide, is a derivative of the Hawaii Healthy Start program. In
the HFA program, peer home visitors provide links to concrete and social support for
at-risk, young, poor mothers and their children. The intervention typically begins
prenatally. Although home visits are conducted by paraprofessionals, social workers
are often supervisors and program managers. HFA has been shown to improve parent-
child interaction and to have modest effects on health care use, the prevention of
child maltreatment, and improved outcomes for the mother. No significant improve-
ments have been shown in child development or maternal social support. There has
been considerable attrition and variation in outcomes across sites. These findings
suggest that it is important to study more complex interactions between client-
program match and program implementation.

The home visiting program with the best empirical outcomes base is David Olds’s
Nurse Home Visitation Program (NHVP), which identifies high-risk mothers prena-
tally and provides home-based services to mothers from pregnancy through the baby’s
second birthday. The intervention includes weekly home visits that are designed to
provide health teaching concerning pregnancy, labor, delivery, and infant develop-
ment and care. Nurses help mothers find concrete resources such as health care, legal
assistance, and education for herself. Nurses also help mothers build social supports,
including ties with their own family and the father of the baby, and provide a sup-
portive ally (the nurse) in women’s early experiences as mothers. In an article review-
ing the twenty-year research findings on the model, Olds et al. (1999) describe the
results of their original Elmira, New York, study and a replication study made in
Memphis, Tennessee. The program produced the following positive results with the
neediest families: childhood injury and ingestion rates were decreased; mothers de-
ferred subsequent pregnancies and entered the workforce; long-term rates of abuse
and neglect were reduced; and fewer rapid, successive pregnancies occurred. By age
15 the offspring of the visited mothers had fewer arrests and convictions, smoked and
drank less, and had fewer sexual partners. No program effects were found on birth
outcomes or children’s short-term development. The program produced substantially
lower results when replicated in Tennessee. Olds et al. (1999) conclude that the use
of professional nurses rather than lay home visitors is the key to the program’s success.

Other home visiting programs, including the Parents as Teachers Program (Wag-
ner and Clayton 1999), the Home Instruction Program for Preschool Youngsters
(HIPPY; Baker, Pietrowski, and Brooks-Gunn 1999), and the Comprehensive Child
Development Program (St. Pierre and Layzer 1999), show smaller or no effects on
maternal or child outcomes.

Sherman, Sanders, and Trinh (1998) developed a specialized peer visitation pro-
gram for crack-addicted mothers, in which recovering crack-addicted women served
as peer mentors to pregnant addicted women. Acupuncture treatment was available
for the crack addiction while the peer mentors provided social support, access to
necessary goods and services, and parenting preparation services. Mothers who par-
ticipated in the program had fewer positive toxicology results, had fewer low-birth-
weight babies, and scored lower on the Child Abuse Potential Inventory’s Rigidity
Scale (Milner 1986).

Certain key features distinguish successful from unsuccessful selective child mal-
treatment prevention programs. Successful programs provide services early in the
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family life cycle. Prenatal programs appear especially promising in their potential to
deter child maltreatment among families at risk. Stigma is minimized when the pro-
gram is implemented through health care or community centers. Effective programs
involve parents and children in interaction rather than providing services to the par-
ent alone. Most programs include a parent education component; both child devel-
opment and the parenting role are covered topics. Play and positive interaction are
emphasized.

There are shortcomings in these programs and the research that describes their
outcomes. With the exception of Olds’s NHVP study (Olds et al. 1999), most programs
follow up families for two years or less. Longer-term follow-ups are needed to dem-
onstrate program effects throughout childhood and adolescence. Some selective pre-
vention approaches have been shown to be effective in highly controlled laboratory-
like conditions with homogeneous samples that do not typically represent the typical
service groups in the community. However, implementation of the same programs
with community-based, heterogeneous samples show fewer and smaller effects. This
performance difference is likely a result of more conscientious program implemen-
tation and the use of selected rather than representative samples. These factors should
be studied so that clinicians will have the best information possible available to them.

In conclusion, selected prevention programs appear promising, but long-term
outcome information is needed. Finkelhor, Hotaling, and Yllo (1988) suggested such
funding as a future priority for research funding. Since many families served in se-
lective prevention programs have limited economic, educational, and social re-
sources, they may need episodes of support throughout the life cycle.

Indicated Prevention. Intervention during the early phase of child maltreatment, be-
fore behavior patterns are established, is the hallmark of indicated prevention. Family
preservation programs such as Home Builders (Happala, Kinney, and McDade 1988)
provide intensive services, which can include round-the-clock service availability,
funds for emergency housing and other needs, and visits offering social support as
well as immediate responsiveness to whatever needs parents have. The goals of family
preservation services has been to keep the family together. The research evaluation
indices show mixed outcome findings (The Future of Children 1999; Schuerman,
Rzepnicki, and Littell 1995).

Out-of-home placements may be used to protect the child and to provide a period
of separation to work on family and child risk vectors for child maltreatment. Widom’s
(1992) research on long-term sequelae of child maltreatment shows that good-quality
foster care can prevent negative long-term sequelae of child abuse or neglect.

Skills-based educational and training approaches that target parent-child inter-
actions and are delivered in an ecological context are the core components of suc-
cessful indicated prevention for child abuse and neglect (Chalk and King 1998; How-
ing et al. 1989; Kelly 1983; Videka-Sherman 1989). Skills-based programs most often
include the following components:

Teaching parents to notice and reward positive child behaviors.
Teaching parents alternatives to the use of verbal or physical punishment.
Alternatives include withdrawing attention for the misbehavior, giving
positive directives on what the child should do, and using time-out for
misbehavior.
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TABLE 13.1 Recommended Intervention Focus for Specific Forms of Maltreatment

Type of Maltreatment Intervention Approach

Abuse Skills-based training programs
Programs using ecological etiology models
Focus on parent-child interactions
Focus on increasing parent flexibility
Group approaches

Neglect Supportive services
Focus on enhancing parental responsiveness
Focus on increasing attachment
Focus on increasing family cohesion
Family therapy
Home visiting programs

Sexual Abuse Family interventions
Victim protection approach

Summarized from Howing et al. (1989)

Social skills or communications training.
Life skills training including work readiness and problem-solving skills.
Stress management and relaxation training.
Concrete supports such as child care, transportation, and assistance with
housing and legal needs.

Successful programs include in-session practice and homework between ses-
sions. Practice by the family is essential for generalization and regular use of the new
skills. A tripartite approach is effective in indicated prevention with maltreating fam-
ilies: Interventions should enhance parenting skills, bolster parents’ coping skills, and
provide assistance with economic and other tangible needs.

Relapse and Comorbidity Prevention. Programs targeted to this level of prevention
aim to end abusive or neglectful interaction patterns that have become entrenched in
the family’s behavior patterns. They also aim to prevent or reverse negative long-term
sequelae associated with child maltreatment. Relapse and comorbidity prevention
programs may be delivered to parents and families at any point of the family life
cycle. Children who are abused and neglected may receive this level of preventive
service during childhood or during adulthood. Intervention may be delivered in fam-
ilies or individually.

Howing et al. (1989), in a review of empirically based evidence on effective in-
terventions for child maltreatment, identified specific effective intervention ap-
proaches for each type of child maltreatment. Table 13.1 summarizes their recom-
mendations for specific intervention focuses for specific forms of child maltreatment.
Empirically based intervention is best developed for abusive families. There are fewer
studies specific to the needs and outcomes of intervention for neglectful and sexually
abusive families.

When we think of prevention of comorbidity and relapse, it is important to focus
on the necessary intensity of intervention methods. Reversing child neglect takes
steady and repeated diligence in working with neglectful parents to enhance their
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attachment capacity toward their children and to create positive interaction patterns
that parents have likely not experienced in their own upbringing. Longitudinal stud-
ies have increasingly pointed to the protective role that supportive, therapeutic re-
lationships can have for mothers and for children alike (Cicchetti 1989; Egeland et al.
1983). This can take the form of individual psychotherapy, a key supportive relation-
ship such as spouse or member or friend for the mother, and a teacher, caregiver, or
adult mentor for the child. The key is that the relationship be positive, prosocial,
empathy based, and enduring. The relationship allows the parent or child to experi-
ence an empathic, prosocial relationship that supports adaptive behavior and the
flowering of the individual’s own skills and assets. It also allows individuals to correct
the representations they have of their own experiences. It helps clients define inade-
quate parenting as inadequate and to distinguish between adequate parenting and
abusive and neglectful parenting.

Intensity of services is also important for prevention of comorbid developmental
or mental health problems for children and parents. Changing entrenched family in-
teraction patterns is difficult, tedious work. Some successful programs have used
coaching approaches, where the therapist becomes an actor in the interaction (Wolfe
1987). Others have used intensive episodic services on a crisis intervention basis
(Happala, Kinney, and McDade 1988). The preference for earlier forms of prevention
seems clear from an efficiency and cost-effectiveness point of view. However, no stud-
ies have systematically compared the cost-benefits of early to later intervention.

ASSESSMENT AND INTERVENTIONS

The assessment of maltreating families (or families at risk of maltreatment) should
follow the ecological model outlined in figure 13.1. Although the research has not yet
been this refined, the practitioner should assess risk, resilience, and protective factors
within each of the model constructs in figure 13.1—parent factors, child factors, fam-
ily interaction factors, community and cultural factors, and the family system. Inter-
vention should be targeted to the risk factors and should make the greatest use pos-
sible of protective or resiliency factors in the family’s life space. Assessments should
also include a resource analysis for minimizing risk and bolstering the resilience and
protective factors identified.

The family’s point of view as well as the points of view of significant social
systems supports for the family, for example, grandparents in a three-generation
household, should be included in a family-focused assessment. Including the family’s
cultural and religious heritage is essential in the assessment so that the intervention
can take place in a culturally relevant context for the family. Because the stress level
and problems that many maltreating families experience are so pervasive and com-
plex, a complete assessment can be daunting, adding to the family’s sense of futility.
Throughout the assessment process the practitioner should partialize or triage prob-
lems experienced by the family to focus on manageable goals for intervention. To
build client morale for change, complex problems must be broken down into simpler
components that are important for child and family well-being.

The social worker should conduct an assessment of family interaction because
this construct is a critical variable in the etiology of child maltreatment and because
many of the most promising interventions focus on family interaction. The best way
to do this is to observe the family interacting. As suggested in the discussion about
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risk and protective factors, the amount of interaction, the proportion of positive to
negative interactions between parent and child, the communication methods used by
the parent to deal with conflict or noncompliance, and the approach the parent uses
to elicit compliance from the child should be assessed. Standardized assessment tools
are available to evaluate family interaction (Conger and Elder 1994). While the typical
social work agency may not have the resources to conduct formal blind interaction
assessments, this observation scheme can be useful as a qualitative tool to guide the
social worker’s clinical assessment.

Measurement tools to assess the nurturance, stimulation, and safety of the home
environment are also available. These include the Home Observation for Measure-
ment of the Environment (HOME; Caldwell and Bradley 1979) and the Environmental
Hazards Scale (Lutzker 1984). Standardized assessment tools for child abuse and ne-
glect also are available. These include the Child Abuse Potential Inventory (CAPI), a
self-administered seventy-seven-item scale that has been shown to predict physical
abuse, and with less accuracy, neglect (Milner 1986). Two validated scales for assess-
ing child neglect include the Child Neglect Severity Scale (Edgington, Hall, and Ros-
ser 1980) and the Childhood Level of Living Scale (Polansky et al. 1981). Although
they cannot be used for precise identification of child abuse or neglect, they may be
clinically useful because they allow the practitioners to determine the degree of mal-
treatment potential. If used repeatedly, they also can demonstrate progress made dur-
ing intervention.

Family assessments also should include an assessment of the marital relation-
ship, if relevant, or the parent’s relationship history. This provides important infor-
mation about the marriage as a source of stress or support for the parent. It also pro-
vides important information about the parent’s relationship style and skills. A number
of standardized assessment instruments are available for marital assessments. These
include the Locke-Wallace Marital Adjustment Scale (Locke and Wallace 1959), the
Dyadic Adjustment Scale (Spanier 1987), and the Index of Marital Satisfaction (Hud-
son 1982).

As the risk research shows, maltreating families usually experience stress in
many spheres. Effective intervention should include services to met the needs of the
maltreating parent as well as the needs of the child. Assessment of the parent’s needs
includes identifying sources of stress in the parent’s life, which may include financial
strain, unemployment, inadequate housing, substance abuse, domestic violence, the
presence of children with special needs or a child with a challenging temperament,
or health or emotional needs of the parent. In addition, it is important for the social
worker to assess the parent’s perception of stress as well as the presence of the stressor.

The social worker should also assess parents’ coping skills and resources, such
as the ability to moderate emotions and to think before acting. Other coping resources
are the parent’s child management and relationship skills and the ability to form
nurturing attachments. These skills may be especially pertinent for abusive parents
who have difficulty with anger control. Nurturing capacity has direct links to reducing
risk for child neglect. Another area of coping is life management skills. These include
household management, financial management, basic work role skills, grooming and
self-care. A parent with substance abuse history needs treatment for the substance
abuse immediately. If the family has a history of domestic violence, the adults as well
as the children must have access to a safe environment.

A thorough assessment of the child should begin with a basic physical assess-
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ment. This includes basic observations of the child’s health, grooming, and presen-
tation. It should also include height, weight, and head circumference measurement
(for infants). Growth charts that define normal growth patterns for children over child-
hood are available from any basic pediatric text (see, e.g., Behrman 1995). If the child
is not immunized or has not received a medical examination within the time frame
recommended by the American Academy of Pediatrics, an exam should be scheduled.

The social worker should also screen the child or have the child screened for
cognitive and social development. A number of developmental assessment tools can
be used, which include the Denver Developmental Screening Test (Frankenburg,
Dodds, and Fondal 1968), the Bayley Scales of Infant Development (Bayley 1969),
and the Minnesota Child Development Inventories (MCDI; Ireton and Thwing 1974).

In addition to assessing the developmental progress of the child, the school-aged
child should be assessed for mental health difficulties, academic and behavioral per-
formance at school, and the ability to make and keep friendships. The availability of
standardized assessment tools such as the Achenbach Child Behavior Checklist
(CBCL) can help to assess both conduct disorders (or externalizing behaviors) and
internalizing disorders (such as depression) in children as young as 4 years of age
(Achenbach 1991). Many maltreated children have difficulties in these spheres.

Finally, basic life skills should also be assessed for children who are preschool
aged or older. These skills include dressing, toileting, and grooming themselves.

The social worker should also assess sources of community stress and resources
for the family. The asset level and safety of the community are important contextual
factors in planning to serve the child and family. The family’s position in the com-
munity—how well they are known and how well they know other community mem-
bers, how many friends and extended family live nearby, the nature of the family’s
relationship with their neighbors, and the degree of scapegoating by or isolation of
the family from the community—is important information to know. It is also impor-
tant for the social work practitioners to know the helping norms in the community
(are neighbors expected to know and help one another?), informal helpers available
to the family (extended family members, friends, neighbors), and formal help avail-
able, including recreational alternative for children and parents.

Services for child maltreatment cannot be delivered successfully unless the fam-
ily’s cultural context and the resulting risk and protective factors that this cultural
heritage produces are addressed. Thus, social workers should identify the cultural
reference group for the family being served. This is evident to most social workers
when the family is from an ethnic or racial minority group, but it is less evident to
many social workers when a white family is being served. Cultural factors include
mores and beliefs about children, parent-child relationships, and the appropriate roles
for extended family, friends, neighbors, and the larger society in family life. Cultural
groups may also offer resources that are not immediately evident to the social worker
to reduce the risk for child maltreatment. It is extremely important for the social
worker to be sensitized to his or her own cultural stereotypes and to guard against
such stereotypes influencing or limiting the options that the social worker sees for
the family.

For example, Holton (1992) gives an excellent example of how most child abuse
and neglect specialists fail to understand the effects of social structural oppression
and inequalities on black families. This failure to understand the structural societal
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dynamics causes social workers to oversimplify the demographic findings that blacks
are overrepresented in CPS reports. Without regard to social structural inequalities,
racial incidence differences can be interpreted as a sign of disproportionate dysfunc-
tionality or pathology in black families, or these differences can be misinterpreted to
be influences of black culture. Culture-sensitive prevention for child maltreatment
also should consider several cultural resources typical to black culture. These include
the following features quoted from Holton (1992:4):

The use of elders as key resources
Extended family participation and influence
The use of expressive (music and dance) and visual arts as vehicles for
outreach and retention [and treatment]
An equal emphasis on male- and female-oriented programs
The incorporation of religious/spirituality via the church as a central in-
stitution for engaging community members

In a second example, consider the situation of a first-generation immigrant family
from Eastern Europe who is found to have abused their child. Most Eastern European
countries have no child protection laws (Videka-Sherman and Proykov 1998), and the
idea of a societal representative intervening in family life for child maltreatment may
be completely alien to this family. Furthermore, children are highly valued, and nur-
turing and protecting children are central mores to Eastern European cultures. How-
ever, in Eastern Europe, extended families who live in the same household are a
typically used resource for ensuring quality care of children despite financial and
other family hardships. If a family has immigrated, but without extended family, a
typical resource is not present for such a family. The social worker will provide better
services if these factors are known and taken into account in treatment planning.

The use of culturally similar service providers is one tool to ensure cultural sen-
sitivity of services to prevent child maltreatment. However, this is difficult to achieve
in many cases because of the underrepresentation of ethnic minorities in social
work—another manifestation of some of the structural and consequent educational
opportunity inequalities that exist in American society. Proponents of peer-based
paraprofessional home visiting programs (Greene and Heck 1998; Sherman et al. 1998)
state that cultural similarity and relevance is one of the advantages of peer-based
programs. While many social workers conclude that same-culture helpers are not a
necessary condition for intervention success (Proctor and Davis 1996), achieving cul-
tural relevance is one of the challenges in delivering an intervention that is relevant
and acceptable to the family’s life context.

Maltreating parents, especially neglectful parents, are notoriously difficult to en-
gage in services. To engage a maltreating family, the social worker must find some
common ground between societal expectations for parenting behavior and the par-
ent’s own values, beliefs, cultural reference points, and resources. The social worker
functions as a broker between the family and the larger society as represented by
child protection services.

Setting specific and realistic goals that are priorities of the parent as well as the
CPS agency enables rather than impedes the engagement process. It is important to
clearly specify family and practitioner responsibilities. The more families know about
the intervention process, the intervention goals, and their role in the intervention
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process, the more successful the intervention will be. Social workers should do all
they can to demystify the intervention process. This is especially important for clients
with limited verbal and other cognitive skills.

A contract consists of a specific statement of goals, processes, and family and
social worker responsibilities in the intervention process. In a pioneering study of
children in foster care, Stein, Gambrill, and Wiltse (1974) found that written contracts
enhanced parents’ completion of tasks necessary for the reunification of parent and
child. This finding is also relevant for community-based services to abusive or ne-
glectful families. Contracting demystifies the intervention process for social workers
as well as for families. Because maltreating families typically experience a series of
life crises, the contract can serve as a reference point to help the social worker and
the family retain focus in their work together. Contracts also can be used in work with
individuals (parents or children) in the family.

Structure and clarity of purpose are essential in working effectively with mal-
treating families, to avoid the frustration that can be exacerbated when social workers
have allowed drift in unstructured interventions. This is disastrous in working with
families for whom lack of structure is part of the problem in providing adequate
parenting. While engagement may take time, there is no evidence that structure and
task orientation in social work services is destructive. Furthermore, if we use the
principle of informed consent, the only ethical approach to practice is to fully inform
the client of the intervention components and responsibilities and to obtain their
agreement and consent to participate. The mandatory nature of most child maltreat-
ment programs does not need to deter this process. It is better to know up front if the
parent is unwilling to participate in some aspect of services because then steps nec-
essary for the benefit of the child, including removal from the home, can be taken.
Structure and purpose in working with maltreating families can minimize social
worker discouragement and burnout, which is a reflection of the family’s own dis-
couragement.

We know little about the necessary duration of services to prevent child mal-
treatment. Short-term programs with limited goals, such as parent-training classes,
may be successful in reaching those goals, but treatment effects are likely to erode
over time, particularly if social support systems are not present or not functioning in
a manner that supports service goals. Nor is it clear how specific gains are related to
the long-term risk for child maltreatment. Some families are referred for services or
reported to CPS over and over again. Are these families failures because they need
more services? Are open-ended, long-term, supportive services always necessary?
These are thorny questions for which we do not have clear answers. The concept of
family support programs available to families throughout the life cycle holds great
appeal as a way to mount resources to respond to the ongoing stresses and dilemmas
in the lives of vulnerable families.

A maltreating family’s needs typically surpass the services that a single agency
can provide. In addition to parent maltreatment services, substance abuse treatment
or domestic violence intervention may be needed for the parent or specialized de-
velopmental or mental health services may be needed for the child. Therefore, com-
munity liaison or case management work is necessary to ensure coordinated services
for the family. Typically, the public child welfare agency has responsibility for moni-
toring multiple services on behalf of the family. Social workers may provide or may
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supervise case coordination tasks. Coordination requires regular communication and
case planning by many agencies servicing the families.

The social worker working with maltreating families must confront many ethical
issues. In addition to being bound by the National Association of Social Workers
(NASW) code of ethics and state laws and ethics codes for practicing social workers,
there are special ethical challenges when working with maltreating families.

For example, one family with ten children was repeatedly referred for physical
child neglect due to unsanitary conditions in the home. Chronic truancy of the school-
aged children was also a problem. As a result of a CPS investigation, the family was
indicated for child neglect. When the assigned social worker visited the family’s
home, she was taken aback by the stench and dirt, including animal excrement on
the floors. Although the situation appeared to be an obvious health hazard, no family
member (child or adult) was sick or had a history of illness. Several of the school-
aged children were diagnosed as borderline developmentally disabled. No one in the
family placed a positive value on schooling. Not a single family member defined any
family interaction or lifestyle problems. Even the horrified social worker noted har-
mony and warmth among family members. Should the social worker attempt to mod-
ify the beliefs of the parents or school-aged children? Can this case succeed in an
intervention program without this values shift? Probably not. What are the compar-
ative harms of allowing the children to continue to grow up in an environment so
deviant from American mainstream values or of removing them from their family to
live in a foster home, or more likely, in a series of them?

This is an example of ethical dilemmas faced by social workers in the field of
child maltreatment. Social workers are on the front line of the conflict between the
mainstream American societal values and social work’s commitment to individualism
and self-determination. We use the concept of harm to the child as a justification for
limiting the rights of the parent and family. But harm to the child, as noted in the
section on definitions of child maltreatment, is a fuzzy concept. Most choices involve
some benefits and some harm, and identifying the best choice is often difficult.

ILLUSTRATION AND DISCUSSION

The Bartholomews were referred for medical child neglect by the county CPS
agency, when the county health department nurse called the child abuse
hotline to report lack of follow-up health care for an ear infection in the 6-
month-old son, Antoine. The family had been remiss in seeking health care
for Antoine in several episodes of ear infections, putting him at risk for hear-
ing damage. In addition to lack of treatment for ear infections, Antoine’s
parents had failed to seek regular health care for him. He had not received
infant immunizations and he had been brought to the emergency room for
severe, untreated middle ear infections that showed signs of being present
for several weeks before the visit to the emergency room. The Bartholomews
failed to give Antoine prescribed medication for the ear infections and failed
to keep his follow-up medical appointments. The public health nurse made
the CPS call when the Bartholomews refused to open the door when she
visited their home after their last missed medical appointment. They sub-
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sequently refused to open the door for the CPS investigator until she returned
to their home with a police escort.

The case was referred by CPS to a not-for-profit family service agency,
serving under contract from the state department of social services. The CPS
worker was not a trained social worker; she was designated as the case man-
ager for the Bartholomew case. Her role was to coordinate the services of
several agencies to which the Bartholomews were referred, including pedi-
atric health care, early intervention for developmentally at-risk children, and
counseling services to the family (the social worker’s agency).

Larry and Kenisha Bartholomew were both African American, 20 years
old, and mildly developmentally disabled (at the high functioning level).
Neither had completed high school. Neither had held a job for more than
two weeks; Kenisha has never even attempted employment. Larry had
worked as a mechanic’s assistant in three auto repair shops, but he lost each
job for failure to show up to work. The family is supported by public assis-
tance. Larry wants to apply for Supplemental Security Income for Disabled
Individuals (SSDI).

When the social worker first attempted to contact the Bartholomews,
they locked the door and drew the shades as they had for pubic health nurse
and the CPS investigator. The social worker gained entry in three weeks by
making regular weekly home visits, announced by letters sent four days be-
fore the visit. The family court judge made it clear to the Bartholomews that
if they wanted to retain custody of Antoine, they must let the social worker
and other service providers enter their home. This directive was effective, if
coercive, in persuading the Bartholomews to allow the social worker to enter
the home. The court order was not as effective in promoting trust on the part
of the Bartholomews toward the social worker. They refused to talk to her
for the first several weeks after she gained entry to their trailer.

During the first three months of the social work contact, the social
worker worked carefully to gain the trust of the Bartholomews. She began
each visit stating the reason for the visit, which was to ensure that the Bar-
tholomews would do whatever was necessary for Antoine to receive good
care. If Antoine received good care, he would not be removed to foster care.
This cause-and-effect link motivated the Bartholomews, because they did not
want to lose Antoine. Although the Bartholomews were certain that they
already were providing good care for Antoine (they loved him so!), they were,
although grudgingly at first, willing to do whatever was necessary to avoid
the threat of Antoine’s removal from the home.

After two months, Kenisha felt comfortable enough with the social
worker to begin to confide in her. All that Kensiha ever wanted to be was a
mother. She adored her son and was highly invested in him and in her role
as a mother. To be investigated for child maltreatment was a devastating blow
for her. She was extremely afraid of losing her son, yet she had no idea of
why this threat had been made to her. Couldn’t people tell that she loved her
baby very much?

While the social worker noted Kenisha and Larry’s attachment to An-
toine she also noticed some serious deficits pertaining to Antoine’s mental
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and emotional development in the home environment. Some of these
stemmed from Kensiha’s and Larry’s lack of cognitive skills and the depri-
vations of their own upbringings. Kenisha grew up in foster care homes and
rarely sees her biological mother whom she describes as a “junkie.” Larry
grew up in a the same trailer park where the couple live now. His parents
are both dead; his siblings live in another city. Kenisha and Larry do not have
many friends; in their own words, “We don’t trust people.” Larry and Ken-
isha are regular church attendees. Religion is very important in Kenisha’s
life, less so in Larry’s. Larry and Kenisha denied any problems in their mar-
riage. They also denied any substance abuse problems, although the social
worker frequently noted beer on Larry’s breath.

The social worker noticed that the Bartholomews kept Antoine in his
own crib in a dark room with no toys nearby for long periods of time; he was
always in the crib when the social worker came for visits. The Bartholomews
had only two toys for Antoine; these had been given to him as baby presents
from Kenisha’s mother. They did not have money to purchase toys for him,
and furthermore, they had never thought to do so. They did not see the need
for toys or other sensory stimulation for Antoine.

The social worker was also concerned because Larry and Kenisha be-
came highly anxious when Antoine cried. This was a relatively infrequent
occurrence because Antoine was a placid baby who rarely cried. When he
cried, Larry and Kenisha tried to diaper him and feed him. If that did not
calm him down, they laid him in his crib and closed the door to his room so
that his crying was less disturbing to them. This did not happen often, but
it did happen when Antoine had ear infections.

Consistent with the preceding observations, the Bartholomews did not
know much about infant or child development. They were unaware of their
lack of knowledge on this subject, and they did not anticipate Antoine’s
blossoming development.

The social worker prioritized two goals for working with the Bartholo-
mews. First, she wanted to ensure Antoine’s well-being and optimal devel-
opment by assisting Kensiha and Larry to learn about infant and toddler
development and the parents’ role in stimulating positive development. Spe-
cifically she wanted to bolster the Bartholomews’ skills in providing a stim-
ulating environment for Antoine and in constructive response to his crying.
Second, the social worker aimed to help the Bartholomews develop better
skills for interacting with the health and human services system, especially
the child health care system. The social worker tried to engage the Bartho-
lomews in goal-setting; however, they were only minimally interested. They
were, however, agreeable to the goals outlined. A verbal contract was made.

The social worker referred the Bartholomews to a parent-skills group
sponsored by another social worker in the agency, but Kensiha and Larry
never attended the group, although they had agreed verbally to do so. When
the social worker probed about barriers to group attendance, Kenisha and
Larry said that they did not like to go out at night due to much crime in the
neighborhood. After several attempts to get the Bartholomews to the group
the social worker decided to adapt the group’s content on parenting skills
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and child development to individual sessions between her and the Bartho-
lomews. She instructed Kenisha and Larry about the importance of stimu-
lation and play for a developing infant. She brought bright-colored toys to
the house. Even more important, she played with Antoine and Kenisha and
Larry and the toys, modeling stimulating parent-child interaction. Neither
Kenisha nor Larry know how to play. They felt awkward talking to Antoine
or holding up toys for him to respond to. Over a period of several months,
Kenisha and Larry gained a degree of comfort in playing with and talking to
Antoine. They allowed the toys to remain in his crib, and they would put
toys around Antoine when they set him in the playpen. After several months,
the social worker noticed that Kenisha seemed to enjoy Antoine’s reactions
to his toys. The Bartholomews continued to find it awkward to talk to An-
toine as they were caring for him. Although they know it was good to do so,
they just did not talk much, even between themselves.

To complement the parenting skills that the Bartholomews were acquir-
ing, the county health department assigned a visiting nurse to visit the Bar-
tholomews to provide a structured infant stimulation program for Antoine.
This service also provided an opportunity to practice skills in relating to
health care professionals. At first the Bartholomews refused to allow the
nurse to enter their trailer. The social worker conferred with the case manager
and the nurse. She gave the nurse suggestions for how to approach the Bar-
tholomews in a nonthreatening manner. She also worked with Kenisha and
Larry to explain why the nurse was visiting, to discuss the negative conse-
quences of not allowing her in, and to give them opportunities to practice
how they would respond when she came to the house. Using cognitive re-
structuring techniques, she coached the Bartholomews to remind themselves
of how the nurse’s visit would help Antoine develop in a positive way. They
were to actively think about this reason before their anxiety about her visit
became high. They practiced together with the social worker and eventually
the Bartholomews let the nurse in, although they claimed that they still “did
not like her snotty attitude.”

The nurse and the social worker explained to the Bartholomews how
important regular health care was for Antoine. They stood by while Kensiha
called the health care center to make the 9- and 12-month well-child pedi-
atric visit appointments for Antoine. They rehearsed pediatric visits with the
Bartholomews, including how to communicate questions and concerns to
the pediatric nurse practitioner (PNP). The question that was of greatest con-
cern to Kenisha (and she was able to ask it at Antoine’s 9-month checkup)
was, “Is he developing normally?” She was delighted at the PNP’s response,
“He certainly is. You’re doing a good job.”

The social worker and the Bartholomews worked together for nine
months. At this time the social worker was changing jobs, and the CPS agency
and the family court decided that it was time to terminate services to the
Bartholomews. Kensiha and Larry were upset about the social worker’s leav-
ing. They stated that they were afraid that the nurse would bother them again.
As the termination date neared, they intermittently refused to let the infant
stimulation program nurse in the trailer. On the other hand, they did take
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Antoine to his well-child medical appointments independently and felt a
good rapport with his PNP. Antoine was developmentally assessed and was
found to be within normal limits for all indicators except language.

The Bartholomew family illustrates several points and raises questions
about social work intervention with maltreating families. The case also il-
lustrates how an indicated prevention orientation can be used with a family
that is referred for early child maltreatment.

One issue illustrated by the Bartholomew case is the importance of en-
gagement in order for services to be effective. Initially the Bartholomews
distrusted all human service providers, but through careful and consistent
repetition of her purpose in contacting them and through her persistent, but
nonthreatening manner, the social worker was gradually able to gain Ken-
isha’s trust. The court mandate for social work services was used as a moti-
vation enhancer. As with many maltreating families, it is unlikely that the
Bartholomews would have been engaged in services without the court man-
date.

The use of contracting and a structured intervention approach was use-
ful with this family due to their limited cognitive skills as well as their dis-
trust of the human services. Concreteness and specificity reduced the am-
biguity of the service situation for the Bartholomews, which enabled them
to manage the anxiety that services and the threat of losing their son created.

Coordination of services was necessary to serve the Bartholomews ef-
fectively. In addition to referrals, recommendations for other services, and
periodic communication among service providers, it was important for the
professionals involved with this case to work together to enhance the family’s
receptivity to services. In this case the CPS worker served as the case man-
ager, and the social worker periodically contacted her to communicate about
the case.

The family needed and received information about child development
and parenting skills. As Antoine moves into toddlerhood, he will voice his
autonomy through normal opposition and motor activities. The Bartholo-
mews are still at risk of becoming overwhelmed and unable to adequately
socialize Antoine. Parent-skills training and child development knowledge
will likely continue to be ongoing needs for the Bartholomews.

The Bartholomews’ social isolation intensifies their risk for future child
maltreatment. Although they made progress in relating to the health care
professionals and to their son, they continued to be isolated from friends,
family, and neighbors. Should the social worker have more explicitly used
the church as a resource for this family?

The Bartholomews’ supportive marital relationship is an asset that can
serve to enhance protective factors for the family. The intervention primarily
focused on Kensiha, because of her amenability. Should the social worker
have attempted to engage Larry more fully in the intervention? Should the
possibility of his substance abuse have been more fully assessed and referred
for possible treatment? Was the family’s social and cultural context taken
into account sufficiently? If not what should the social worker have done
differently? Should Antoine be referred to an enriched nursery to reduce the
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risks that he will be developmentally delayed? Should the social worker have
worked on employment for Larry?

CONCLUSION

Social work has always had a historical mission to provide assistance to abused and
neglected children, few service populations are as central to the mission of the pro-
fession. There are also few populations that are as challenging to serve, particularly
in today’s ethos of short-term episodes of services.

The last twenty years have seen great strides in the knowledge of the etiology,
risk factors, and protective factors for child maltreatment. It is hopeful, indeed likely,
that future intervention programs for maltreating families will be refined and im-
proved to better serve these families. Of special priority is the development of com-
munity and neighborhood-oriented programs that support some of the recent findings
on the importance of community in the etiology of child maltreatment.
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14
Children in Foster Care
Ernst O. VanBergeijk
Brenda G. McGowan

From the earliest days of civilization, every society has had to develop some
means of dealing with young children whose parents are unable or unwilling to pro-
vide adequate care. At various times in recorded history, children have been sold into
slavery, donated to monasteries and convents under a process known as oblation, or
left to die of exposure. Abandonment in public places was common from the days of
imperial Rome until the end of the Middle Ages, when foundling hospitals were
established in most European cities. Although this development marked a shift from
reliance on the “kindness of strangers” to the allocation of responsibility to public
institutions for the care of homeless children, the custom of abandoning children
persisted. In Paris in the late eighteenth century, 20 to 30 percent of the recorded
births resulted in abandonment (Boswell 1988). Thus, it is not surprising that we in
the United States must still struggle with the task of finding appropriate solutions for
children whose parents do not provide needed care.

Early social provisions for dependent children in this country derived from the
English Poor Law tradition and relied heavily on a combination of poorhouses or
orphanages for young children in urban areas and indenture or farming out for youth
who could be taught a trade. Although the number of orphanages expanded rapidly
in the early nineteenth century, there was no significant change in the pattern of care
for young children until Charles Loring Brace established the Children’s Aid Society
in New York in 1853. Concerned about the need to protect poor children from the
evils of urban life, Brace recruited large numbers of families in upstate New York and
the Midwest and sent trainloads of homeless or destitute children to homes in these
localities. This program was closely paralleled by the Children’s Home Society, es-
tablished by Martin Van Buren Van Arsdale in Illinois in 1883, and by the end of the
century, free foster home care had become a well-established means of providing for
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dependent children. At the same time, many communities continued to place large
numbers of children in orphanages or institutions, in part because of the concern of
the Roman Catholic and Jewish leaders about protecting children’s religious heritage.
Although most of the large children’s residential institutions have been converted in
recent years to smaller facilities with more specialized functions, these two traditions
of foster family care and residential group care continue today as the primary societal
mechanisms for caring for dependent children.

DEFINING AND EXPLAINING CHILDREN IN FOSTER CARE

Although the rearing of children by extended family members is a time-honored tra-
dition in the United States as in most other cultures, such kinship care was not con-
sidered part of the formal foster care systems until relatively recently. In the mid-
1970s child advocates began to argue that relatives caring for children should be
entitled to the same foster care benefits as nonrelatives; and in 1979, acting on a court
case filed in Illinois in 1976, the U.S. Supreme Court ruled in Miller v. Yoakim, 440
U.S. 125 (1979) that children living in relatives’ homes were entitled to the same level
of foster care benefits as children living with nonrelatives. Since that time the number
of children living in what is usually termed kinship foster care, i.e., care provided by
relatives that is licensed and supported by the state, has increased exponentially.
However, there are still many more children living in informal kinship arrangements
in which there is no state involvement.

The term foster care is now commonly used to describe both family-based (rela-
tive and nonrelative) and congregate care settings, thus incorporating a wide range of
substitute living arrangements for children whose parents are unable to provide ad-
equate care temporarily or permanently. Formal foster care is distinguished from other
types of temporary substitute care for children, such as informal care by relatives or
friends, by the fact that it involves a change in legal custody and state sponsorship.
It is distinguished from adoption by the fact that adoption involves a permanent
change of legal guardianship as well as custody.

Foster care includes a wide range of placement options that are customarily dis-
tinguished as follows:

Emergency Shelter: Group residence where children may live up to thirty
days until a more permanent placement can be arranged.
Diagnostic Center: Group residence where interdisciplinary staff conducts
a full range of clinical evaluations and recommends appropriate treatment
plan.
Foster Boarding Home: Licensed private family home in which parent(s)
are paid a small per diem fee to provide care for up to six children in a
“normal” family environment. (An adoptive family home prior to court
approval of final adoption is technically one type of foster boarding home,
but it is commonly referred to as a preadoptive home.)
Kinship Foster Home: Licensed private family home in which relative(s)
of the child(ren) in care are paid a small per diem fee to provide care for
up to six related children in a normal family environment.
Agency-Operated Boarding Home: Neighborhood-based home that pro-
vides care for up to six children in a family-like atmosphere in which the
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foster parents are paid a salary and the residence is maintained by the
sponsoring agency.
Group Home: Neighborhood-based residence that provides care for six to
twelve children in a group setting supervised by agency child care workers.
Group Residence: Neighborhood-based residence that provides care for
thirteen to twenty-five youngsters in a group setting that is supervised by
agency child care workers and ordinarily has social work and/or other
clinical staff on-site.
Child Care Institution: Residential facility that provides care for more than
twenty-five children in a setting that is separated from the community and
often maintains educational, medical, recreational, and social services on-
site.
Residential Treatment Center: Residential group facility with an interdisci-
plinary professional staff that provides care, education, and treatment on-
site for children who are emotionally disturbed or developmentallydisabled.

Although foster care services developed as a solution to the needs of children who
cannot remain with their own parents, the use of substitute care inevitably creates other
problems. The term foster care itself has acquired a negative connotation for many foster
children over the years because it implies a difference, and children do not like to be
perceived as different. In a follow-up study of former foster children, Festinger
(1983:273) reported that almost three out of five indicated there were times when they
had not wanted to acknowledge that they were foster children. One of her respondents
said, “ ‘Foster’ sounds like a disease,” and another commented, “You don’t feel like an
average kid.” The discomfort that many foster children feel about their status has been
compounded in recent years by changing attitudes regarding the viability of foster care
as a solution for children who cannot be raised by their own parents.

As professional knowledge about the importance of the parent-child relationship
and children’s need for continuity and stability expanded, and as the costs of main-
taining children in foster care increased, public officials, researchers, and advocates
alike began to criticize child welfare agencies for their tendency to allow children to
drift in foster care, moving from one placement to another with no clear plan for dis-
charge, either to their own families or to an adoptive home. The first real challenge to
foster care in this country was posed in 1959 in Maas and Engler’s study of children in
foster care in nine communities. Their criticisms were echoed repeatedly and reached
a crescendo in the late 1970s with the issuance of a number of influential reports (see,
e.g., Fanshel and Shinn 1972; Gruber 1978; Knitzer, Allen, and McGowan 1978; Persico
1979; Temporary State Commission on Child Welfare 1975; Vasaly 1976).

Foster care has since been redefined so that it is now commonly viewed, not as
an open-ended option available until children reach majority, but as a temporary,
planned service that should be used only when preventive services have failed and
until more permanent living plans can be developed. Social work practice in foster
care is now guided by the concept of permanency planning, which is defined as “a
set of goal-directed activities designed to help children live in families that offer con-
tinuity of relationships with nurturing parents or caretakers and the opportunity to
establish lifetime relationships” (Maluccio, Fein, and Olmstead 1986:5). This shift in
perception of the purpose of foster care has been beneficial in forcing attention to the
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need for expanded services to biological parents and potential adoptive families, but
it has also had the unfortunate effect of undermining the viability of long-term foster
care as an appropriate option for selected youth and conveying a pejorative view of
service to foster children, foster parents, and foster care workers alike.

DEMOGRAPHIC PATTERNS

National data about children in foster care are limited because the federal government
has made no effort in recent years to collect systematic data on this population or
even to establish standard definitions and procedures for data collection. Therefore,
state statistics cannot be readily aggregated. Recent figures have supported earlier
projections that the numbers of children in foster care would increase substantially.
The incidence of children in foster care rose from 3.9 per 1,000 in 1962 to 6.9 per
1,000 in 1996 (House Ways and Means Committee 1998b). According to the Voluntary
Cooperative Information System (VCIS), the number of children in substitute care in
the United States increased 52.9 percent from fiscal year 1986 to fiscal year 1991
(Tatara 1994).1 When the first edition of this book was published in 1991, it was
estimated that the number of children and adolescents in care would reach a half
million by the year 2000. The Children’s Defense Fund (CDF) reported that 502,000
children were in foster care at the end of 1996. This represented a 25 percent increase
from 1990 (CDF 1998). Five states, namely California, Illinois, Michigan, New York,
and Texas, now account for almost half of all the children in foster care nationally
(House Ways and Means Committee 1998b).With the passage of the Personal Respon-
sibility and Work Opportunity Reconciliation Act of 1996, PL 104–193, many are
concerned that the numbers of children in foster care will continue to rise well into
the next century (Berrick et al. 1998).

During the late 1980s the number of kinship foster care homes increased dra-
matically while the number of nonrelative foster care homes decreased. In 1987 there
were 147,000 nonrelative foster homes across the country. By 1990 that number plum-
meted to 100,000, representing a 32 percent decrease in the number of available non-
relative foster homes. However, kinship care increased from 18 percent to 31 percent
of the total foster care caseload in the span of four years (1986–1990) in the twenty-
five states that reported statistics to the Department of Health and Human Services
(House Ways and Means Committee 1998b). Despite the increases in kinship care, the
number of kinship foster care placements remains relatively unchanged among white
non-Hispanics. Kinship foster care appears to be an intervention used primarily with
children of color. Approximately two-thirds of the kinship caregivers are grandpar-
ents. Only half of the kinship parents are married, and 85 percent of the single kinship
caregivers are female. These caregivers are less educated on average than biological
parents. They are also more likely to be poor, unemployed, and receiving government
assistance (House Ways and Means Committee 1998a). However, even the federal
government acknowledges that the statistics on the kinship foster care population are
suspect. The House Ways and Means Committee, which produces the Green Book,
states that “little reliable national data are available” concerning kinship foster care.

Like the kinship foster care data, all the foster care data should be seen as esti-
mates rather than an accurate representation of reality. Because of the voluntary na-
ture of the VCIS system and the problems in implementation of the Adoption and
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Foster Care Analysis and Reporting System (AFCARS) system, the numbers presented
are a far cry from an actual census of children in foster care. Furthermore, the amount
of time required to process the data only allows us to look at groups of children in
past years rather than a contemporary snapshot of whom is currently in substitute
care.2

About half (50.2 percent) of the children who entered care in twenty-one report-
ing states in fiscal year 1990 had been placed because of child abuse or neglect; 20.9
percent had entered because of a parental condition or absence; 11.3 percent had been
placed because of a status offense or delinquent behavior; and 1.9 percent had entered
care because of the child’s disability (Tatara 1997). These findings indicate that foster
care placements now occur primarily as a consequence of protective service investi-
gation and that the vast majority of children enter care because of inadequacies in
parental functioning, not because of parental death, or their own behavioral problems
or developmental needs.

Data from twenty-five reporting states indicate that one-quarter of those who en-
tered care in fiscal year 1985 were reentrants, meaning that they had been in care at
least once during the previous year (Tatara 1988). Courtney (1995) cited reentry rates
between 3 percent and 33 percent in his literature review of reentry studies, noting
that the wide variation in reentry rates was potentially an artifact of varying defini-
tions of reentry. Of the children Courtney studied in California, 19 percent returned
to foster care within three years of being placed with their families. Festinger (1994)
found 12.9 percent of her sample of New York City children returned to foster care
within one year of being discharged.

Given the known trauma that repeated separations can create for children, this
is a very troubling finding. No information is available about the total proportion of
children who may have had placements in previous years. However, there are some
preliminary data on the predictors of reentry. Shorter initial stays (i.e., less than ninety
days) in foster care result in a higher probability of returning to care (Berrick et al.
1998; Courtney 1995; Festinger 1994; Wulczyn 1991). Thirty-three percent of Wul-
czyn’s sample who were in foster care initially for less than ninety days returned to
foster care. Age is another factor associated with reentry. Young adolescents who are
under the age of 14 at the time they are returned to their families are more likely to
reenter care than both younger children and older adolescents (Wulczyn 1991). Nei-
ther gender nor race/ethnicity of a child were found to be predictive of reentry in
either Festinger’s or Wulczyn’s studies, both of which were based in New York State.

However, Courtney (1995) did find race to be a significant predictor of reentry in
his sample of California youth. African American youth were significantly more likely
to reenter foster care than any other racial group. He also found that health problems
of the child contributed to reentry. Children with health problems were 1.4 times
more likely to return to care. The type of placement before discharge and the sheer
number of placements were also statistically significant in terms of reentry in Court-
ney’s sample. Children who were in kinship care prior to discharge were 68.6 percent
less likely to return to foster care than children who were discharged from other
settings. As the number of placements prior to discharge increased, the likelihood
that a child would return to foster care increased as well. Children with multiple
placements were 1.1 times more likely to return to care than children who experi-
enced stable placements. Finally, children who came from homes that were AFDC



404 Life Circumstances and Events

eligible were 1.6 times more likely to reenter foster care than children who were from
more affluent families.

In fiscal year 1990 over two-thirds (66.6 percent) of the children who were dis-
charged from care in thirty reporting states were reunited with parents or relatives;
7.7 percent were placed for adoption; 6.5 percent reached the age of majority or were
emancipated; and 15.7 percent were discharged for other reasons, such as running
away, death, incarceration, marriage, or transfer to another public agency. The per-
centage of children leaving foster care by being adopted has remained relatively con-
stant at about 10 percent (Courtney 1994). In 1996 the median length of stay was 23.2
months. The degree to which the problems that necessitated placement were resolved
prior to discharge is not known.

Table 14.1 presents selected demographic characteristics of children in foster
care. Unfortunately, because of the lack of reliable, comprehensive national data, the
figures presented in this table are derived from multiple sources, are based on different
sample sizes, and refer to different reporting years. The number of reporting states,
data collection year, and data source are presented next to each item. The picture that
emerges from these data suggests that foster children are disproportionately adoles-
cent and minority-group members. Although most were placed because of inadequa-
cies in parental functioning, one out of five had a disabling condition. One-fourth of
the children had three or more prior placements, and well over one-third had been
in care longer than two years. These findings, together with the fact that one-fourth
of those entering care had been in placement previously, raise serious questions about
the amount of stability that foster care provides children.

An alarming trend in foster care centers around the racial composition of the
children in care. As table 14.2 indicates, the number of African American children
in care exceeds the number of white children in care. To the lay observer, the differ-
ence may not seem like an extraordinary amount, but when this information is taken
in context with the fact that whites comprise 75.6 percent of the population, the
disparity becomes clearer. Both Hispanic and African American children enter and
stay in care at a rate that far exceeds their representation in the population. According
to the American Public Welfare Association, by 1995 African American and Hispanic
youth comprised more than half the children in care (House Ways and Means Com-
mittee 1998b, table 11–21).

SOCIETAL CONTEXT

Foster care is by definition a socially prescribed phenomenon and can be understood
only in this context. The stresses in family functioning that bring children to the
attention of child welfare authorities are a direct reflection of socioeconomic problems
and racial and gender inequalities in the larger society. Moreover, the way children’s
needs are defined and the types of legal and service protections they are offered vary
over time in accord with the prevailing norms of the communities in which they
reside. Parents and children’s rights are both relative concepts, as are definitions of
adequate parenting. Consequently, social service agencies and courts have great lati-
tude and are heavily influenced by structural variables in determining when and
under what circumstances children should enter and leave foster care. One need only
read Billingsley and Giovannoni’s history (1972) of child welfare services for black
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TABLE 14.1. Characteristics of Children in Foster Care

Age (N � 18 )** (AFCARS DATA)* September 30, 1996
Under 1 Year 1–5 Years 6–10 Years 11–18 Years

4% 29% 27% 39%

Sex (N � 18)** (AFCARS DATA)* September 30, 1996
Male Female
51% 49%

Race/Ethnicity of Children in Care (N � 38)** FY 1995*
White Black Hispanic American Indian Asian/Pacific Islander Other
36.5% 45.1% 11.3% 1.6% 1.0% 2.2%

Living Arrangements (N � 18)** (AFCARS DATA)* September 30, 1996
Foster Home

(Relative & Non Relative) Group Home Institution Independent Living Runaway
79% 11% 4% 1% 1%

Disabling Condition(s) (N � 18)** FY 1990*
One or More None Awaiting Adoption

13% 87% 72%

Total Number of Placements (N � 15 )** FY 1990*
One Two Three–Five Six or More

42.6% 27.5% 23.6% 6.1%

Continuous Time in Placement (N � 22)** FY 1990*
0–12 Months 1–2 Years 2–3 Years 3–5 Years 5 or more years

32.6% 23.9% 15.8% 16.9% 10.2%

Length of Stay in Months (N � 18 )* (AFCARS DATA)* September 30, 1996
Median � 23.2 Mean � 34.25

Permanency Planning Objective (N � 18)** (AFCARS DATA)* September 30, 1996
Discharge to Relatives Adoption Independent Living Long-Term Foster Care

60% 16% 4% 12%

*Source: House Ways and Means Committee. 1998b. Green Book. Washington, D.C.: U.S.
Government Printing Office.
**N � Number of states reporting on each characteristic.
Percentages do not always add to 100 percent because unknowns and very small proportions have
been eliminated.

children in the United States to understand the ways in which racism has shaped
service provision or Gordon’s study (1988) of changing responses to family violence
from 1880 to 1960 to understand how the politics of family life influence problem
definition.

What has not changed significantly over time is the fact that foster care is essen-
tially a service for poor children. Although the specific reasons for children’s entering
substitute care, and the types of care provided, have varied throughout history, the
problems necessitating placement have seldom been child-related. Instead, they have
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TABLE 14.2. Race/Ethnicity of Children in Care, Fiscal Year 1995

Race/Ethnicity Percent

African-American 45.1
White 36.5
Hispanic 11.3
Unknown 2.3
Other 2.2
American Indian/Alaskan Native 1.6
Asian/Pacific Islander 1.0

Source: American Public Welfare Association, as cited in the Green Book (House Ways and Means
Committee 1998b).

usually reflected the inadequacies in parental functioning commonly associated with
poverty. Thus, as Jenkins (1974) suggested, foster care must be understood in part as
a class system that attempts to compensate for deficiencies in the social structure.
Since there is little evidence that placement of children in foster care contributes to
upward mobility for children or their biological parents, foster care may actually
contribute to maintaining the status quo. The very availability of substitute care re-
sources deflects attention from the structural problems such as poverty, unemploy-
ment, and homelessness that undermine parental capacity to provide adequate care.

At the same time, history suggests that society will always need some type of
substitute care provision for children who cannot remain with their own parents.
Although increased efforts to reduce socioeconomic deficits would undoubtedly de-
crease the number of children requiring foster care, structural changes alone cannot
ensure equitable distribution of the emotional, cognitive, and physical resources also
required for adequate parenting. Thus, some need for foster care services must be
anticipated as long as the country maintains even minimal standards for child nur-
turance and protection. And because foster care is different and necessarily implies
some deficit in family functioning, children in placement and their biological parents
will always present special service needs.

Although social workers have traditionally assumed primary responsibility for
the administration and delivery of foster care services, their practice is structured in
large measure by (1) social problems in the larger society that shape the size and
nature of the population entering care and (2) federal and state laws and regulations
governing the conditions under which children can or must be placed in foster care
and the actions taken on their behalf.

As suggested earlier, poverty and minority ethnic status have long been recog-
nized as variables that contribute disproportionately to the risk of children entering
and remaining in foster care. In an effort to examine these associations in more detail,
Jenkins and Diamond (1985) conducted an analysis of samples drawn from data sets
compiled for the 1980 Office of Civil Rights Children and Youth Referral Survey and
the 1980 U.S. Census. Their findings confirmed the general hypothesis that foster care
as an institution reflects prevailing patterns of social and economic disorganization,
demonstrating significant interactions among race, percentage of children in a county
living in poverty, placement rate, and length of stay in foster care. They also discov-
ered important differences in placement patterns between large cities and other areas,
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suggesting that urban foster care systems may experience special problems that dis-
advantage all children equally.

These patterns reflect long-standing structural problems in this country that in-
fluence the delivery of foster care services. However, it is also important for social
workers to recognize the ways in which recent changes in social policy shape the
service needs of children entering foster care and their parents. In the 1980s, low-
income families across the country suffered the consequences of the Reagan admin-
istration’s mean-spirited campaign to cripple and/or dismantle many of the federal
programs established to strengthen family life and enhance child development. These
efforts to strip families of needed resources have been widely documented and need
not be repeated here. What is important to note is that the stresses of poverty con-
tribute to the risk of family dysfunction and child placement. In families headed by
young adults today, one in three children is poor. Poverty rates increased among
children in all ethnic groups during the 1980s and 1990s, and if present trends con-
tinue, all of the growth in the child population between now and the year 2000 will
consist of poor children. In 1974, 14.4 percent of America’s children were poor. As
of 1996, 20.5 percent of our nation’s children lived in poverty (U.S. Census as cited
in CDF 1998). According to CDF, 40.3 percent of Hispanic children, 39.9 percent of
black children and 16.3 percent of white children were poor in 1996 (CDF 1998:4).
The large numbers of children in poverty occurred despite the fact that by 1996 our
country was in its fifth year of economic recovery. The overall proportion of children
in poverty only dropped .3 percent from 1995 to 1996. Concurrently, the “proportion
of poor children living in families where an adult worked at least some of the time
soared to 69 percent in 1996, up from 61 percent just three years earlier” (CDF 1998:4).
Thus, it is not surprising that the number of children in foster care has again started
to increase.

Three problems associated with poverty—AIDS, maternal substance abuse, and
homelessness—are also placing enormous demands on child welfare agencies today,
especially in urban areas, and these stresses are expected to increase. It is estimated
that 80,000 to 125,000 youth are likely to be orphaned due to their mother’s infection
with AIDS (Michaels and Levine 1992). The overwhelming majority of the children
who will lose a parent to AIDS are likely to be poor and from a community of color.
Ninety percent of the children will be African American and Latino (Committee on
HIV, Children and Families 1996 as cited in Taylor-Brown et al. 1998).

Many of the children of HIV-infected women are HIV-positive themselves. Eighty-
five percent of the pediatric AIDS transmissions are transmitted from mother to child
(Groze, Haines-Simeon, and Barth 1994). Approximately, 1,500 to 2,100 babies are
born each year with HIV. Furthermore, it is estimated that 25 to 33 percent of the
infants born HIV-positive will enter substitute care and that up to 60 percent of HIV-
infected children will enter foster care (Hopkins 1989 as cited in Groze et al. 1994).
These children have myriad medical complications and require intensive medical
treatment. Consequently, these children are less likely to be adopted and more likely
to remain in the foster care system. The recent increase in the foster care population
is attributed in part to the influx of these special needs children (Barth 1991 as cited
in Groze et al. 1994).

The exact impact of substance abuse on the child welfare system is difficult to
determine. Groze et al. (1994) cited studies that estimated the number of infants born
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prenatally exposed to illegal drugs to be between 30,000 and 375,000 each year na-
tionally. They contended that the best estimate is 150,000 infants each year prenatally
exposed to drugs. The authors noted that only a “modest” proportion (30 to 50 per-
cent) of drug-exposed infants are placed in foster care at birth. Yet they also cited
New York State estimates that 75 percent of the children in foster care come from
homes where there is substance abuse. The national estimate of 80 percent mirrors
the New York numbers.

Maternal substance abuse increases the odds that a child will be born compro-
mised by both HIV and drugs. Yet treatment for women addicted to drugs is not readily
available. By providing treatment during pregnancy and by providing visiting nurse
and in-home support services many infants could be raised in their own homes rather
than in a foster home. Groze et al. (1994) reported that an estimated 280,000 pregnant
women were in need of drug treatment and only 11 percent received it. DeBettencourt
(cited in Groze et al. 1994) studied drug treatment programs in New York City; over
half of those programs refused to treat pregnant women. Sixty-seven percent of those
programs refused to treat pregnant women on Medicaid. The refusal rate climbed to
87 percent if the women were on Medicaid and addicted to crack or cocaine (as cited
in Groze et al. 1994).

Despite a heightened awareness of the problem of homelessness during the 1980s
and early 1990s we still do not know the exact nature of the homeless problem and
how it affects the foster care population. According to the 1998 Green Book (House
Ways and Means Committee 1998a, table 7–23), of the 4.8 million families receiving
AFDC in 1995, less than 1 percent (.3 percent) were homeless. Yet this means that at
least 14,620 low-income families were homeless, and there are likely to be many
more. Among risk factors in substantiated cases of abuse and neglect, few states collect
housing related data. According to the Child Welfare League of America (1998), only
seven states, Hawaii, Kentucky, Nevada, New Jersey, Oregon, South Carolina, and
Virginia reported “inadequate housing” as a risk factor in 1995. The percentage of
substantiated cases where inadequate housing was an issue ranged from 2–23%. The
average percentage of cases where inadequate housing was a factor among these seven
states was only 9 percent, but the large urban areas where homelessness and inade-
quate housing have become such major problems are not well represented in these
seven states. More research is definitely needed in the prevalence and incidence of
these problems across the country.

Unlike social workers in most other settings, those working with children in
foster care have explicit legal responsibilities. These duties are imposed as a conse-
quence of the transfer of legal custody from a child’s biological parents to the local
state authority. In making decisions and taking actions on behalf of foster children,
workers are acting as agents of the state. Therefore, they must observe the laws and
regulations set out to ensure that the state will fulfill its obligations under the doctrine
of parens patriae, which gives the state the ultimate responsibility for protecting the
welfare of all children.

State responsibilities for children are embodied in federal and state law, admin-
istrative regulations, and court decisions. All social workers in foster care must be
familiar with the core components of federal laws that set the basic framework for the
current provisions of foster care services: Child Abuse Prevention and Treatment Act
of 1974 (PL 93–247); Adoption Assistance and Child Welfare Act of 1989 (PL 96–272);
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Personal Responsibility and Work Opportunity Reconciliation Act of 1996 (PL 104–
193); and the Adoption and Safe Families Act of 1997 (HR 867).

Although protective services for children were initiated in the late nineteenth
century with the establishment in a number of urban areas of Societies for the Pre-
vention of Cruelty to Children, there were no federal laws guiding the provision of
protective services until the passage of the Child Abuse Prevention and Treatment
Act of 1974. A response to media exposés and agitation in the medical community
about the newly identified “battered-child syndrome,” this act established the Na-
tional Center on Child Abuse and Neglect. It also provided limited funding for dem-
onstration projects to states that comply with a series of regulations related to the
establishment of statewide systems for reporting and investigating reports of sus-
pected child abuse and neglect.

Although the title of this act implies legislative concern about prevention and
treatment, the implementing regulations focus attention almost entirely on mandatory
reporting and investigation. Moreover, the law fails to define precisely what is meant
by child abuse and neglect or to specify the evidential standards for reporting. As a
consequence, the primary effect of the law has been to enlarge the number of reports
and investigations of child maltreatment, not to provide the resources or guidelines
required for states to serve these cases more adequately.

Despite its limited scope and funding, this law has had a tremendous impact on
the delivery of child welfare services across the country. All states have some type of
mandatory reporting law that requires social workers as well as many other human
service professionals to report suspected incidents of child abuse or neglect and that
grants immunity from civil or criminal liability to those who make such reports. Ac-
cording to the American Association for Protecting Children, reports of suspected
child maltreatment increased 158 percent from 1976 to 1984 (Daro 1988:13). There
were approximately 2.2 million reports filed in 1986 (CDF 1989:47), and the numbers
have been climbing. From 1985 to 1995 the number of children reported for suspected
maltreatment increased 63 percent. Approximately 3.12 million children were re-
ported to authorities for suspected abuse and neglect in 1995 (Courtney 1998). Thirty-
six percent of these referrals were substantiated or indicated in 1995 (U.S. Department
of Health and Human Services 1997), thereby necessitating continuing intervention
by child protective services in the lives of 1.2 million children. The country witnessed
a fourfold increase in reporting between 1976 and 1996. In 1976 the incidence of
reporting was 10 children per 1,000. By 1996 the incidence increased to 47 per 1,000
(House Ways and Means Committee 1998b).

We have seen a steady decline in substantiation rates from 65 percent in 1976 to
31 percent in 1996 (House Ways and Means Committee 1998b). Although not all
reports of child abuse or neglect are substantiated, enormous resources must be de-
voted simply to investigating these complaints. Consequently, public child welfare
agencies across the country have been increasingly preoccupied with their investi-
gatory responsibilities (Select Committee on Children, Youth and Families 1987a).
Based on a study of social services at twenty-two sites, Kamerman and Kahn noted,
“Child protective services today constitute the core public child and family service,
the fulcrum, and sometimes, in some places, the totality of the system” (1989:10).
This shift in emphasis has obvious implications for the nature of social work practice
in child welfare and the quality of service provision to children in foster care.
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The Adoption Assistance and Child Welfare Act of 1980 (PL 96–272) was en-
acted after several years of congressional reform efforts aimed at addressing the well-
documented problems in foster care mentioned earlier. Supported by a broad coalition
of public officials, child advocates, child welfare professionals, and client organiza-
tions, this act amended Title IV-B of the Social Security Law and replaced the Aid to
Families with Dependent Children (AFDC) Foster Care Program with a new Title
IV-E, Foster Care and Adoption Assistance Program. It adopted what Allen and
Knitzer described as “a carrot-and-stick approach to redirect funds away from inap-
propriate, often costly, out-of-home care and toward alternatives to placement”
(1983:120). Passage of this act made prevention of placement and permanency plan-
ning explicit objectives of federal child welfare policy. Moreover, by requiring states
to establish standards and procedures consonant with the law in order to be eligible
for federal funding, PL 96–272 ensured that these objectives would become the ex-
plicit policy of the state agencies responsible for the delivery of child welfare studies.

The standards established required the states to establish case review mecha-
nisms—with judicial determination of need and opportunity for parental participa-
tion at specified intervals—to ensure that “reasonable efforts” are made to prevent
placement, to arrange placement in the most appropriate setting, and to discharge
children to permanent homes in a timely manner. Case planning must ensure that
placement is arranged “in the least restrictive, most family-like setting available lo-
cated in close proximity to the parents’ home, consistent with the best interests and
needs of the child.” The law also requires that the states establish statewide infor-
mation systems.

Great optimism surrounded the passage of this law, and a decline in the foster
care population during the early 1980s pointed to its potential efficacy. However,
numerous problems related to staff limitations and resource shortages—and perhaps
even the viability of some of the assumptions underlying PL 96–272—have limited
the capacity of the states to implement the intent of this legislation (Select Committee
on Children, Youth and Families 1987b). Although social workers generally support
the intent of this law, its implementation has created many strains for practitioners.
One difficulty is that the increased demands for monitoring and accountability have
resulted in an enormous expansion in reporting requirements. Many of the procedural
protections designed to safeguard the interests of children and parents have been
utilized in a pro forma way that increases workers’ paperwork but does little to en-
hance the quality of the services they deliver. A second, related problem derives from
the need for multiple administrative and court reviews of the status of children in
care. These reviews inevitably press toward standardization of decision making,
thereby decreasing workers’ sense of professional autonomy and their capacity to
develop carefully individualized intervention plans. Finally, in a system in which
success is measured in part by reduction of foster care, not by reduction of the familial
and social problems leading to placement, social workers are now confronted at times
by situations in which they are ordered to implement discharge or adoption plans
that they do not think are in the best interests of their clients.

In response to increasing rates of child abuse and neglect and increasing numbers
of children in foster care in the late 1980s and early 1990s, the states began to argue
that additional federal funding was required to help them implement federal man-
dates regarding improving services for families and children at risk and to reduce



VanBergeijk and McGowan 411

foster care costs. Therefore, as part of the Omnibus Budget Reconciliation Act of 1993,
Congress created the Family Preservation and Support Services Program that author-
ized $930 million in federal funds to states over five years for family preservation and
support services. Family preservation services are targeted to families in crisis whose
children are likely to be placed in foster care without the immediate provision of
services. Family support services are community-based services designed to promote
the well-being of families and children and to prevent the types of cases that could
lead to child and/or foster placement. The early reports on this program suggested
that the vast majority of states were using these funds to initiate and expand different
types of family preservation and support services and to track the results. Two large
federal evaluation studies were initiated to provide assessment of program impact
across states, but the results from these studies are not available yet (U.S. General
Accounting Office 1997).

The social Darwinist sentiments of the 1980s culminated in the passage of the
Personal Responsibility and Work Opportunity Reconciliation Act of 1996, PL 104–
193. Although passed under President Clinton, the act, more commonly referred to
as the “Welfare Reform” Act, continued the Reagan/Bush era’s mission of dismantling
federal programs designed to strengthen families and promote child development. It
ended federal entitlements by eliminating Aid to Families with Dependent Children
(AFDC). In its place Congress created Temporary Assistance to Needy Families
(TANF), which not only replaced AFDC but also Emergency Assistance, and the Job
Opportunities and Basic Skills (JOBS) training program. The TANF monies are dis-
tributed to the states in the form of block grants. This single payment to the states is
capped at an estimated $16.4 billion from 1996 through 2003 (Courtney 1998).

Aside from capping the amount of federal funds the federal government will
provide the states in their efforts to relieve poverty and promote work and eliminating
individual entitlement to assistance, the Welfare Reform Act of 1996 places a number
of severe restrictions on the new forms of assistance. The law imposes a five-year
lifetime limit on the receipt of cash assistance. Legal immigrants who have not yet
achieved citizenship are denied cash assistance and food stamp benefits as well as
Title XX Social Services, child care, most Supplemental Security Income (SSI) bene-
fits, and Medicaid (with the exception of emergency services). Persons convicted of
a drug felony after the passage of this law are barred for life from receiving either cash
assistance or food stamps. Unmarried minor parents are required to live with a parent,
legal guardian, or in an adult supervised setting and participate in educational and
training programs in order to be eligible for TANF and the other forms of assistance.
Finally, the TANF Law restricts the definition of disability under Supplemental Se-
curity Income (SSI). Many children with emotional and behavioral problems are being
eliminated from the rolls. The estimated number of children who will be excluded
from SSI benefits by the year 2002 is about 315,000 (Super, Parrott, Steinmetz, and
Mann 1996 as cited in Courtney 1998). A related sequel of this provision is that an
estimated 20,000 to 45,000 of these children will also lose their Medicaid benefits
(Kamerman and Kahn 1997).

The projected impact of this legislation is potentially profound. Already 14.5
million children live in poverty in the United States (CDF 1998). This translates into
more than one out of every five children in this country living in poverty and one out
of three children spending at least part of their childhood living below the poverty
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line (CDF 1998; National Center for Children in Poverty 1996). Another way to con-
ceptualize the depth of childhood poverty is that 21 percent of our nation’s children
are poor. This number is almost double the adult poverty rate of 11 percent (CDF
1998). Our current treatment of children ranks us eighteenth among industrialized
nations in terms of the gap in wealth between rich and poor children. As a result of
the Personal Responsibility and Work Opportunity Reconciliation Act of 1996, the
Congressional Budget Office estimates that between 2.5 and 3.5 million children could
be affected by the five-year time limit once the law has been fully implemented (Court-
ney 1997, 1998). The estimates are conservative in that they consider only the number
of children who will be affected by the fact that their parents are unable to meet the
work requirements of the law, may be convicted of drug related felonies, are legal
immigrants, or no longer meet the eligibility requirements of SSI. At best, an addi-
tional 1.1 million children could fall into poverty (The Urban Institute 1996 as cited
in Courtney 1998).

If these projections are accurate, then the foster care system will undoubtedly
feel the effects. Poverty is the single strongest correlate of child neglect and abuse.
From the Third National Incidence Study (NIS-3) we learned that children from fam-
ilies whose annual income was below $15,000 were twenty-two times more likely to
experience some form of maltreatment than children whose families’ annual income
was over $30,000. Furthermore, they were fifty-six times more likely to suffer from
educational neglect (Sedlak and Broadhurst 1996a, 1996b). The children from the
families who will be impacted by changes in the federal welfare law are at much
greater risk of maltreatment and abandonment due to the financial hardships their
families will face. They will come to the attention of public institutions such as
schools and hospitals and subsequently be reported to child protective services. Ten
percent of the cases that are reported to child protective services where there is a
finding of abuse or neglect are likely to result in some sort of foster care placement
(Waldfogel 1998). Moreover, an unknown number of foster care parents (relative and
nonrelative) who are receiving TANF benefits will be affected by the five-year time
limit on the receipt of cash assistance and may be forced to secure full-time employ-
ment outside the home. If so, there could be a drastic reduction in the number of
foster homes available for children in need of care.

Although there is substantial research indicating that long-term foster care may
not have as negative effects on children as premature efforts to return children home
or disrupted adoptions (see discussion later), in 1997 Congress approved a bill de-
signed to promote child safety and permanency, the Adoption and Safe Families Act
of 1997 (PL 105–89). Reflecting some of the same political sentiments as those that
led to passage of the Welfare Reform Act as well as increased concern about the rise
in child maltreatment and the length of time children were remaining in foster care,
this act makes the safety of children a clear priority in all child welfare decision
making. The law reaffirms the concept of permanency planning established under the
Adoption Assistance and Child Welfare Act of 1980 and specifies again the impor-
tance of making “reasonable efforts” to preserve and unify biological family units.
However, it also defines circumstances under which states are not obliged to make
reasonable efforts to maintain children with or return them to their biological parents
because of an assumed threat to their safety, e.g., cases in which a child has been
subject to abandonment, torture, chronic abuse, or sexual abuse; cases in which a
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parent has committed murder or voluntary manslaughter; and cases in which parental
rights to a sibling have been terminated.

Moreover, this law expedites consideration of termination of parental rights by
requiring states to file a termination of parental rights petition for any child in foster
care for fifteen of the preceding twenty-two months. The only exceptions are situa-
tions in which the child is in the care of a relative, or the agency documents a com-
pelling reason why such termination would not be in the child’s best interests, or
the state has not provided the services deemed necessary to permit safe family
reunification.

In an effort to facilitate more timely decision making and to promote earlier adop-
tion of children who cannot return home safely, this law mandates a “permanency
hearing” by an administrative body appointed or approved by the court no later than
twelve months after a child enters foster care and every twelve months thereafter until
the child is discharged from care. It also requires caseworkers to engage in what is
called “concurrent planning,” meaning that they should provide immediate family
reunification services while also making plans for termination of parental rights and
adoption in case the family reunification efforts are not successful. In addition, this
law provides bonuses for states that increase adoptions of children waiting in foster
care. It is too early to determine precisely how this law will influence the child welfare
system. What is clear, however, is that the law is directed toward promoting safety
and permanency for children, not family reunification. Therefore, biological parents
who have problems that cannot be resolved within fifteen months or less will be at
risk of losing their parental rights. And children who are not adopted may become
“legal orphans” who have no legal parent.

VULNERABILITIES AND RISK FACTORS

All children in foster care, almost by definition, are children at risk. They generally
come from low-income families with a high incidence of socioeconomic, physi-
cal, and emotional problems. They have frequently been exposed to repeated physical
and sexual abuse and/or neglect. And many display serious developmental delays
and behavioral problems. Compounding these disadvantages is the fact that these
children have all been exposed to the trauma of at least one separation from a parent
or parent figure and frequently more. Consequently, they often live in a state of limbo,
uncertain about who is going to be caring for them or where they will live in the
future.

In view of these enormous stresses, it is not surprising that former foster children
tend to be overrepresented among runaways, prisoners, welfare recipients, and other
“problem” groups. What is more remarkable is that repeated research has demon-
strated that most current and former foster children function quite adequately, espe-
cially if they are compared with others from similarly troubled backgrounds. (For
reviews of relevant research, see, e.g., Fanshel and Shinn 1978; Festinger 1983; Ka-
dushin and Martin 1988; Maluccio and Fein 1985.)

However, most of the research on the impact of foster care was conducted on
children who were in placement prior to passage of PL 96–272. As a consequence of
the subsequent emphasis on permanency planning, child welfare agencies in recent
years have made a strong effort to reunite children with their biological parents or
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place them in adoptive families as quickly as possible rather than allowing them to
grow up in foster care. This trend poses some difficult questions about the compara-
tive impact of these alternative placement outcomes. Several studies on this topic
have concluded that family reunification is not necessarily a permanent plan. Recid-
ivism or replacement in foster care has increased with more effort to achieve early
discharge (Rzepnicki 1987) and now occurs in approximately one-quarter to one-third
of all cases (Seltzer and Bloksberg 1987:67). Moreover, a review of recent research on
placement outcomes suggests that although family reunification may be most desir-
able from a value perspective, it is the option least likely to protect children from
abuse and to promote developmental well-being (Barth and Berry 1987:82). These
findings point clearly to the fact that former foster children who are reunited with
their biological families continue to be very much at risk and in need of ongoing
services.

Although adoption tends to be a much more stable plan for children who have
been in foster care (Seltzer and Bloksberg 1987), in a large sample study in California,
Barth (1988a) found a disruption rate of 10 percent in adoptions of children over the
age of 3. As might be expected, the likelihood of disruption was higher if the children
were older, had a previous adoptive placement, had a number of problems, or were
adopted by someone other than their foster parents. These findings again suggest that
the risks for children in foster care do not end with implementation of a permanency
plan and that follow-up services are needed, especially for those most likely to reenter
foster care.

Unfortunately, because of the historic tendency to treat foster children as a uni-
tary population, relatively little is known about the risks of various subgroups in care.
All foster children are at somewhat higher risk of suffering abuse and/or neglect from
their caretakers than are other children (Mushlin 1988). But the risk that they face
more frequently is that of poor school performance. This educational deficit has been
documented consistently in almost every study of the well-being of current and for-
mer foster children. Comparing a national random study of children in foster care to
the national population in 1977, Gershenson and Kresh (1986:6) found that only 59
percent of children in foster care were at the modal age for their grade, compared
with 80 percent of the general child population and 69 percent of those receiving
child welfare services in their own homes.

A risk that has troubled child welfare experts for many years but is much harder
to document relates to foster children’s self-image and their capacity to handle the
trauma of separation and to form other meaningful attachments. The first study of this
topic (Weinstein 1960) concluded that foster children’s understanding of their place-
ment situation was a significant predictor of well-being. More recent studies have
highlighted the importance of enabling children who grow up in foster care to retain
contact with their foster and birth parents (Barth 1988b). Unfortunately, there is much
that the profession still does not understand about psychological development and
how this may be affected by foster placement. As Fanshel and Shinn concluded,
despite their finding that children who remain in care do not fare badly compared
with those who are reunited with their families, “we are not sure that our procedures
have captured the potential feeling of pain and impaired self-image that can be created
by impermanent status in foster care” (1978:479).

The findings from a longitudinal study of children in long-term foster care in a
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large, voluntary agency provide some basis for beginning to identify subgroups that
may be at particular risk. The authors (Fanshel, Finch, and Grundy 1989) found that
the more volatility children entering care in this agency had experienced in their prior
living arrangements (number of placements, number of foster parents, and number of
returns to birth parents), the more hostile and oppositional they were at intake. More-
over, the degree of children’s hostility at entry was the best predictor of their adjust-
ment in care, and this, in turn, was the best predictor of their condition at discharge
and subsequent adult adjustment. Few of children’s other experiences prior to place-
ment added any explanatory power. This finding raises a serious question about the
current practice of searching endlessly for a permanency plan for children who are
unlikely to be returned home or placed for adoption successfully and suggests instead
that efforts should be directed toward stabilizing such children in long-term foster
care. It also highlights the potential importance of early clinical intervention designed
to reduce the anger and oppositional behavior of children who are hostile at intake.

RESILIENCIES AND PROTECTIVE FACTORS

As indicated earlier, repeated research has indicated that the vast majority of children
in foster care do well and adjust well in later life, especially in comparison to other
children from troubled family backgrounds. The only common exceptions are that
many foster children tend to have lower academic performance and more difficulty
forming permanent, intimate relationships than might be expected (see, e.g., Fanshel
and Shinn 1978; Festinger 1983; Kadushin and Martin 1988). However, no research
has examined the predictors of resilience in foster children, and we are just beginning
to get meaningful data on the predictors of childhood resilience in general.

What is known is that the key individual protective factors for children are easy
temperament, competency in normative roles, a sense of self-efficacy, intelligence,
good social skills, and self-esteem. The most important environmental protective fac-
tors for children are the presence of a caring, supportive adult; a positive relationship
with at least one parent; opportunities for educational achievement; and the avail-
ability of strong supports in the school and neighborhood (Kirby and Fraser 1997:
24–27).

Thomlison (1997) has analyzed the protective factors for children exposed to
maltreatment. Since so many children in foster care have been exposed to maltreat-
ment, it can be assumed that these protective factors also contribute to the resiliency
of children in foster care. Age is an important protective factor because the more
developmentally competent children are, the more likely they will cope positively
with stressors such as maltreatment or foster care placement. Other significant pro-
tective factors include a strong sense of attachment to a caring adult; the presence of
siblings to whom a child is bonded; the availability of supportive family, friends,
teachers, and/or neighbors; the presence of a positive adult role model in a child’s
life and the amount of time spent with that person; and the well-being of the com-
munity in which the child resides (Thomlison 1997:56–59).

A foster care agency can do little to ensure the presence of protective factors such
as age or early parental attachment. However, social workers can try to promote the
placement of children in foster care settings that facilitate the maintenance of ties
with siblings, other relatives, friends, and neighbors; offer positive role models to
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children in care; and provide strong informal and formal community supports. Care-
fully designed foster placements can clearly contribute to the resiliency of children
in care.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Foster care services are provided by both public and private child care agencies.
Although any licensed agency can provide foster care for a child whose parents sign
a voluntary placement agreement, court approval of the placement plan is required
to secure public subsidy for the costs of placement. The local public department of
social services or its equivalent is ordinarily responsible for determining whether
involuntary placement is required and for securing the necessary court order. The
public department may provide care directly through a foster home or group residence
administered under its auspices, or it may contract for the provision of care with a
licensed private agency. Since the vast majority of foster placements are ordered on
an involuntary basis, it can be assumed that most placements are now arranged
through a public agency. Moreover, all publicly financed foster placements are now
subject to periodic administrative and court reviews. This recent shift in the legal
framework has had a significant impact on the way foster care programs are organized.

Traditionally, the only service provided by many child welfare agencies was fos-
ter care. Starting in the 1920s, increasing numbers of these agencies began to offer
adoption services, primarily for healthy white infants. Adoption services were ex-
panded in the late 1960s as agencies began to seek adoptive homes for children for-
merly defined as “hard to place,” i.e., older children, minority children, and those
with physical handicaps or developmental disabilities. It was not until the 1970s that
many child welfare agencies began to offer in-home services to families in which
children were at risk of placement as well as to those whose children were in care.

PL 96–272 mandates that foster care today be viewed as part of a continuum of
services to families in which parents need help to fulfill their basic role responsibili-
ties. This service continuum includes supportive, supplementary, and substitute care
services. Supportive services, often referred to as preventive or home-based services,
are designed to strengthen parent and child functioning. They include various types
of individual, family, and group counseling and education as well as a range of com-
munity advocacy efforts and concrete services.

Supplementary services are distinguished from supportive services by the fact
that they are designed to fulfill at least part of parents’ normal role responsibilities.
Instead of aiming solely to strengthen the family, these services actually take some
role in the family system (Kadushin and Martin 1988:143). The primary supplemen-
tary services are child care (full day and after-school programs) and homemaker–
home help aides.

Substitute care services, which include both foster care and adoption, are de-
signed to ensure that all parental responsibilities will be fulfilled in a setting apart
from that of the birth parent(s). They include the wide range of placement options
described earlier.

Although a full continuum of services is required to fulfill the mandates of PL
96–272 and to ensure that an appropriate package of services will be offered to each
child and family at risk, such a continuum is easier to conceptualize than to imple-
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ment. Because of the vagaries of historical tradition and current funding patterns, few
social agencies provide the required range of services. Instead, most administer one
or a few specialized service programs. As a consequence families often must seek
services from several agencies simultaneously and experience multiple changes of
worker and agency as their service needs change over time. In this context, it becomes
increasingly difficult for foster care workers to provide the services required to effect
family reunification in a timely manner, and parents tend to become increasingly
distanced from their children in placement.

An innovative program designed to address these problems was initiated by the
Center for Family Life in Sunset Park in New York City. Located in a low-income,
multiethnic community of about ninety thousand, the Center was originally estab-
lished as a preventive service program designed to sustain children in their own
homes. Open to all families with children under 19 who reside in the community, it
offers a wide range of services, including individual, family, and group counseling; a
number of activity groups for parents and children; an advocacy clinic; an emergency
food program; a foster grandparent program; a summer day camp; after-school child
care at two local elementary schools; a teen evening center; an infant-toddler stimu-
lation program; a mother–young child activity group; an employment program for
adults; and educational forums for parents.

Concerned about the difficulties the staff experienced in trying to work with other
agencies to arrange appropriate, accessible foster placements for children who could
not be maintained in their own homes, the Center administrators decided to open a
pilot neighborhood-based foster home program for children in the community. Called
a core-satellite model, this program recruits foster homes in the neighborhood to serve
children from the community who are in need of placement. The foster homes are
conceptualized as satellites of the Center, and all of its services are available to the
foster children and their biological and foster parents. Frequent visiting is encouraged
so that birth parents can fulfill as many of their traditional parental responsibilities
as possible. For example, a mother might be encouraged to walk her child to school
or to attend a parent-toddler play group with her child. Following reunification, the
families can continue as clients of the Center’s family service program. The same
social worker is responsible for arranging the placement and providing ongoing ser-
vices to the foster and biological families during the placement and, if appropriate,
after discharge.

The program was envisioned as offering several key advantages over the tradi-
tional pattern for foster care placements: (1) by placing children in close geographic
proximity to their homes, frequent visiting can be encouraged, thus reducing the
trauma of separation; (2) if large sibling groups cannot be placed together, they can at
least be placed within easy walking distance of each other so that sibling ties are not
disrupted; (3) children who are separated from their parents do not have to separate
from their neighbors, friends, school, and other supportive aspects of their home en-
vironment; (4) the foster care worker can move quickly to initiate the full range of
supportive and remedial services required to ensure that families will be reunited;
(5) the model is economical because it utilizes resources already available in the
community and saves the time often spent in travel; (6) the potential for matching
foster parents and biological parents along racial, ethnic, social class, and other lines
is enhanced when they are members of the same community; (7) work with com-
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munity institutions during the placement period (e.g., schools, health facilities, and
day care) paves the way for better relationships with these institutions after discharge;
and (8) there can be a natural transition from substitute to home care when parents
are encouraged to assume increasing responsibility for their children in care, and
continuity of service relationships is ensured during the critical early discharge pe-
riod by linking the foster care and community-based service programs (“Shaping Fos-
ter Care as a Community Service” 1989:3–4).

This is a small program that served a total of 142 children from 1988 to 1998.
Because of the intensity of the services offered and the complex, multiple demands
it places on workers, it requires experienced, skilled professional staff and a low
worker-client family ratio. However, the early results seem very promising, as will be
illustrated in the case example presented later. Of the 142 served in this program to
date, 122 have been discharged, 104 to their parents and 18 to adoption. The recidi-
vism rate has also been very low. Only three children had to reenter foster care a
second time before they were finally discharged to their parents. Two additional chil-
dren had to be placed in group home facilities after they were discharged to their
families.

What may be most important is that this project demonstrates the feasibility of
linking foster care and community-based services to promote a form of shared par-
enting (Gabinet 1983). This is quite different from the traditional foster care program,
which removes children from their natural community, discourages informal contact
between biological and foster parents, and carefully separates substitute care from the
in-home services that could facilitate and sustain early discharge. Representatives
from many different states have sought information from the Center in recent years
because they hoped to replicate this program in their own communities. New York
City also is now in the process of implementing a general decentralization of child
welfare services, including the introduction of more neighborhood-based foster family
homes. However, these replication efforts are likely to succeed only if they are im-
plemented in the context of family-centered child welfare services staffed by highly
skilled social workers and the local community is committed to taking responsibility
for all of its children and families.

Unfortunately, although there are many positive service developments such as
this in the foster care arena, a number of ill-informed politicians and journalists such
as Heather McDonald (1999) started a drive in 1999 to return to antiquated solutions
to the problem of children in need of alternative care. Frustrated by the many defi-
ciencies in the foster care system, the alleged “immoral” behavior of some biological
parents who are unmarried or substance abusers, and the unnecessary costs of foster
care, they called for the re-creation of orphanages. These proposals reflect ignorance
of the fact that the notion of the orphanage as the ideal place to raise children who
cannot be cared for by their own parents was abandoned nearly a hundred years ago.
Since the first White House Conference on Children in 1909, public officials, child
advocates, and child welfare experts have all recognized that the best place to raise
children is in their own homes or in a family-like setting.

Not only did the preceding campaign reveal ignorance of the historical reasons
for the demise of orphanages, but it also demonstrated a lack of knowledge regarding
the costs of institutional group care. A family-like foster care setting is not only in the
best interests of a child socially and emotionally, but it is also more economically
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responsible. Courtney (1998) estimated that in 1993 the median foster home main-
tenance payment was over $100 per month more than “. . . the median monthly AFDC
payment for one child ($212).” Yet, he added, “costs of care for children living in
group homes and residential treatment centers, rather than foster family homes, av-
eraged about $3,000 per month” (Courtney 1998:93). The argument that we should
resurrect the orphanage as a panacea to the problems of the foster care system is
neither fiscally nor developmentally sound.

ASSESSMENT AND INTERVENTIONS

Children in foster care are not a homogeneous group, nor are the reasons for their
placement or their experiences in care necessarily similar. Yet in recent years, in
response to increased judicial and administrative oversight, there have been increased
efforts to standardize risk assessment and interventive planning for children entering
foster care. This trend violates one of the core principles of social work practice,
which is the need to individualize client service needs, and it denies children the
right to be known and cared for as unique individuals with different potentials, in-
terests, and worries. At the same time, some common issues and themes must be
addressed to ensure that all children in foster care will receive equitable and appro-
priate treatment. Therefore, this section identifies the core questions that should be
examined in assessing the differential needs of children entering foster care and the
principles that should guide ongoing practice with this population. These themes can
be understood most easily if they are considered in relation to the major phases in
the placement process.

A primary objective of child welfare services is to sustain children in their own
homes and strengthen family functioning. Both by law and by professional mandate,
social workers are expected to provide in-home services to families in which children
are at risk of placement prior to considering foster care as a service option. The de-
cision to place a child prior to provision of the services that might alleviate the need
for foster care can be justified only if there is evidence that a child has been harmed
or is at imminent risk of such harm (Stein and Rzepnicki 1983:273).

In assessing the service needs of families in which children are at risk, the social
worker should evaluate parental capacity:

To provide a physical environment that protects the child’s safety and health.
To meet the child’s instrumental needs for food, shelter, adequate sleeping

arrangements, clothing and other essentials of life.
To meet the child’s emotional needs to be valued and to feel a sense of se-

curity and belonging.
To set appropriate limits for the child and teach the values required to sup-

port moral development.
To negotiate effectively with neighbors, friends, and community organiza-

tions to ensure that the child will have access to needed environmental
supports.

The social worker will also want to identify the personal and environmental
stresses that may inhibit parental capacity to fulfill one or more of their normal role
expectations and the resources that may be available to support enhanced parental
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functioning. Finally, depending on the age and developmental level of the child, the
worker must assess the degree to which some problem behavior or condition in the
child is undermining parental capacity to function adequately, and what resources
are required to alleviate this problem (Janchill 1981:37).

In addition to evaluating the risk of imminent harm to a child, Janchill (1983:340–
41) suggested three critical questions that must be assessed before deciding whether
foster placement is needed: (1) Is there sufficient parental desire to maintain the child
at home? (2) If the child is old enough to express a preference, is the child willing to
stay at home and try to work out areas of difficulty? (3) Are the resources required to
sustain the child in the family available in the community? If the answer to any of
these questions is negative, the worker may have to consider foster placement.

Once it has been decided that placement is essential, the worker must address
three tasks. First, the worker must select an appropriate placement site. As discussed
earlier, federal law now requires that placement be arranged in the most family-like
setting available in close geographic proximity to the biological parents that is con-
sonant with the needs of the child. This means that foster families are normally con-
sidered the placement of choice, and group residences are selected only if the child
cannot tolerate the intimacy of family life, requires specialized treatment that cannot
be provided in a family home, or cannot be controlled in a community setting. If the
child must be referred for group care, the worker should still attempt to locate a setting
that is as close to the child’s home as possible and that is no more restrictive or
isolated from the community than necessary.

Other variables that should be considered in selecting a placement include:
(1) the availability of suitable relatives who might be willing and financially able to
provide kinship foster care; (2) the desirability of placing sibling groups in the same
setting or in as close geographic proximity as possible; (3) the anticipated length and
stability of the placement; (4) the importance of matching the foster family as closely
as possible with the child’s own family in relation to language, race and ethnicity,
religion, and other factors that influence a child’s sense of identity; and (5) the degree
to which the child’s biological parents are likely to interact positively with the foster
parents or the child care staff.

A second task that the worker should address early in the life of a case, and prior
to placement if possible, is development of a comprehensive service plan. This plan
should specify the anticipated duration of the placement, the changes that must occur
before the child can return home (in specific, behavioral terms), the actions that will
be taken by each of the involved parties (parents, child, agency worker, and foster
parents), the role of other community agencies, tentative visiting arrangements, and
a schedule for periodic assessment of progress (Blumenthal 1983). If the plan is de-
veloped in collaboration with the biological parent(s), as is desirable, it can be used
as a basis for an ongoing clinical contract. In many situations, such a plan must now
also be approved by the court ordering continued placement.

A third critical, early task for the worker is to provide supportive counseling and
education and to facilitate ongoing contact in order to decrease the trauma and pain
associated with separation. Even when the parent-child relationship is very conflicted
or there has been serious abuse, parents and children tend to experience a terrible
sense of loss after placement. Children often feel sad, abandoned, angry, and/or guilty
and may act out these feelings in dysfunctional ways in the new foster home. Simi-
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larly, parents are likely to feel sad, guilty, fearful, and/or angry. Therefore, it is im-
portant that the worker view foster placement as a hazardous event that may precip-
itate a crisis response in the biological parent(s) and/or the child and plan accordingly.
Drawing on the principles of crisis intervention theory, the worker can help both
parents and children (if age-appropriate) to gain cognitive mastery of the situation by
involving them actively in planning the placement, providing anticipatory guidance
and rehearsal, and sharing as much information and decision-making responsibility
as possible. A preplacement visit to the foster care setting can be helpful, as can the
development of a written service plan that is distributed to all participants. One of
the objectives throughout the planning process should be to give the participants a
realistic sense of control and as much knowledge as possible about what is happening,
why, and what can be anticipated in the future.

Once children enter placement, the worker should make continued efforts to
diminish feelings of loss and separation by helping them understand what is happen-
ing and facilitating ongoing contact between the birth parents and the children. It is
essential that children experience a sense of continuity in their lives. Frequent pa-
rental visiting not only helps to diminish fears of abandonment but is a strong pre-
dictor of early discharge (Fanshel and Shinn 1978). When contact is limited, parents
begin to experience a sense of filial deprivation, and their attachment to their children
gradually diminishes (Jenkins and Norman 1972).

Parental visits to the foster home and/or group residence also can be used by the
worker as a means of assessing the parent-child bond, monitoring parents’ behavior,
and teaching improved parenting skills. If biological and foster parents are helped to
develop collaborative relationships, they can see themselves as working together to
care for the child and can begin to share some parenting responsibilities, as is common
with extended-family members. For example, a birth mother can be encouraged to
feed and dress her infant in the foster home or to attend tutoring sessions with an
older child or to accompany the child and the foster mother to a medical appointment.
What is important is that the worker attempt to diminish the hostility and resentment
that biological and foster parents often feel toward each other and to enable them to
find ways to share their investment in the child’s well-being. Even the most inade-
quate and abusive parents usually feel an attachment to their children that can be
harnessed to work in the child’s interests. Conversely, if the birth parents consistently
refuse the invitation to remain involved in their child’s life, the worker obtains valu-
able information about the feasibility of planning to reunite the family and data that
can be used in court if termination of parental rights becomes necessary.

Although the worker’s primary responsibility is to the child in foster care, it is
important that the worker adopt a family-centered approach to practice. Repeated
experience has demonstrated the futility of earlier efforts to “rescue” children from
pathological family situations. Family ties are very powerful, and whether children
live with their parents or not, they must deal with the fantasy and the reality of their
family of origin.

Despite evidence that children who remain in long-term foster care or move into
adoptive families may do as well as or better than some children who are reunited
with their biological families, there is a strong social consensus in this country, now
embodied in law, that children should grow up with their “natural” families whenever
possible. Therefore, workers must view the biological family as the unit of attention
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and do everything possible to support that family system and enable the parent(s) and
child(ren) to make the changes required to ensure that the family will be reunited.
Thus, service plans for children in foster care may include parent education, individ-
ual and family treatment, remediation for children’s developmental difficulties, vo-
cational or educational counseling, coordination and advocacy with a range of com-
munity agencies, and/or efforts to strengthen the family’s natural support network.

When foster care workers practice from a family-centered, ecosystems perspec-
tive, the therapeutic tasks they carry out may be very similar to those performed by
workers providing services to at-risk families in their own homes. However, there are
three important distinctions. One is the need discussed earlier to work specifically
on issues related to separation. A second important difference is that foster care work-
ers, by definition, must function as part of a service team, and they often carry lead
responsibility for orchestrating the activities of various team members. No matter
whether a foster child is placed in a kinship home, a nonrelative foster home or a
group residence, his or her well-being will be heavily influenced by the quality of
care provided. Moreover, the attitudes and behavior of the foster parents or the child
staff toward the birth parents can do much to enhance or undercut their willingness
to participate in the service plan. Therefore, the social worker must actively monitor
what is happening in the placement and work in a collegial manner with the foster
parents and/or child care workers to enhance their transactions with the child and
the biological parents. The worker’s actual interventions in this context might include
educating the child care staff about why a particular child is acting upset or defiant,
arranging respite care or finding some special equipment for a foster parent, or me-
diating a conflict between the foster and birth mothers about appropriate discipline
or visiting hours.

In addition to working with child care personnel, the foster care worker must
consult with agency attorneys and testify at frequent court hearings. To work effec-
tively with the courts, workers have to learn how to obtain the type of evidence that
will be admitted in court, to document their own and clients’ activities precisely, and
to present their observations and recommendations persuasively. They must also
learn to function comfortably in what can be an adversarial context and to answer
questions that may be posed by the foster child’s attorney or lay advocates in a factual,
nondefensive manner. Rather than feeling like a pawn of the court, the competent
worker will try to use court processes to enforce the service plan of greatest benefit
to the child and the family.

The third and perhaps most critical difference between practice with or on behalf
of children in the community and those in foster care is that in addition to serving
the therapeutic and socialization functions frequently performed by community-
based workers, the foster care worker must assume major case management and life-
planning responsibilities. He or she must decide when and under what circumstances
family reunification may be feasible and, if not, whether adoption may be a suitable
alternative. Although final decision-making responsibility rests with the court, judges
often rely heavily on the social worker’s recommendation. It is clearly much more
stressful for the practitioner to be forced to take a position about what should happen
to a child’s life than it is for a worker to leave these decisions with the parents,
emphasizing the importance of self-determination. Moreover, because of the awesome
responsibilities that foster care workers assume, they are at much greater risk than
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social workers in other fields of practice of being held liable for a faulty decision or
for failure to take an action that (only in retrospect) was essential to protect the life
of a child or to preserve family unity.

Despite these pressures, the foster care worker must at some point decide whether
it is realistic to continue to plan toward the child’s eventual discharge to his or her
own home or whether some alternative goal must be established. Although this de-
cision should be made as quickly as possible, it must be made, except under extraor-
dinary circumstances, prior to the mandated permanency hearing scheduled within
twelve months of placement and every twelve months thereafter. Alternative planning
options include placement with an extended-family member, adoption, legal guard-
ianship, or long-term foster care, usually considered in that order. If efforts to move
toward family reunification seem blocked, the worker must address two questions:
(1) Should parental rights be terminated? and (2) What would be the best legal status
and living arrangement for this child or this sibling group?

Unless the parent(s) is willing to sign a voluntary surrender of parental rights,
termination requires court action. However, the worker must decide whether to file a
petition to terminate parental rights. If the parent has essentially abandoned the child,
failing to visit and to make plans for discharge, this can be a relatively clear-cut rec-
ommendation. And such action is now required by law if a child has been in foster
care for fifteen of the preceding twenty-two months. A practice dilemma arises even
earlier when the parent continues to insist that he or she wants to resume care of the
child but visits very sporadically and makes little effort to address the problems that
necessitated placement or to develop realistic discharge plans. At that point, the
worker, in consultation with the agency attorney and other involved agency staff and
administration, must determine whether the parent’s overt behavior gives sufficient
evidence of his or her inability to fulfill normal parental role expectations. Mainte-
nance of a specific service contract and carefully documented records of the parent’s
behavior can become invaluable at this time because they provide the evidence re-
quired for the agency and the court to make an informed and equitable decision.

The other issue that must be considered if a child cannot return home is what
would be the best alternative. This decision will be influenced by the child’s age and
degree of attachment to the biological parents, the willingness of foster parents to
consider adoption, the availability of extended-family members to care for the child,
the child’s readiness to form a meaningful attachment to other parental figures, the
availability of potential adoptive parents, and, if the child is old enough, his or her
own preferences.

There are no clear-cut criteria for making such a judgment and few hard data are
available on which to base a prediction about the alternative likely to be most suc-
cessful. What is known is that the older the child, the less likely he or she is to form
a meaningful attachment to a new family, and that the child’s adjustment to foster
care is a good predictor of later adaptation. Also, there is now relatively strong evi-
dence that children who grow up in stable long-term foster homes do relatively well,
as do children who are adopted. In addition, it seems clear that children can do as
well in an “open” adoption, in which they retain some relationship with their birth
parents, as they can in a long-term foster home setting, in which they maintain some
links to their own parents. These latter findings are quite freeing for foster care work-
ers because they suggest that there is no single “best” option for children in placement.
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The planning process requires real individualization of the child’s developmental
needs, family history, and circumstances.

No matter what the permanency goal, it must be emphasized that no service plan
is necessarily permanent. Children are often returned to care after being discharged
to the home, adoptions are sometimes disrupted, and “long-term” foster care can be
terminated. Therefore, it is essential that ongoing services be offered to the foster child
and his or her “permanent” family—no matter whether this is the biological family,
the extended family, the foster family, or the adoptive family—until it is certain that
the child can grow up in this home with some degree of stability. Children need to
know that there is at least one person committed to meeting their basic developmental
needs until they are ready to live independently.

One final note: This chapter emphasizes what is unique about the placement
process, but children enter foster care because they themselves or their parents have
one or more psychosocial problems that prevent them from living at home. For ex-
ample, in recent years child welfare agencies have observed increasing numbers of
severely disturbed and violent adolescents entering care as well as a dramatic rise in
the numbers of infants of drug-addicted mothers, multiply handicapped children, and
children from homeless families referred for placement. Therefore, to be effective in
providing foster care services, social workers must have the clinical knowledge re-
quired for practice with clients demonstrating the wide range of problems that may
precipitate placement as well as the specific skills required to help children and par-
ents deal successfully with the foster care experience.

ILLUSTRATION AND DISCUSSION

Marcia Walters, a supervisor at the city child protective service agency, tele-
phoned the neighborhood family service center described earlier to request
a foster care placement for Cindy Davis, the 2-year-old interracial daughter
of Susan Bissell, a 26-year-old single white woman of German background.
Ms. Bissell had been in a relationship with Cindy’s father for the past six
years. Gabriel Davis is a 36-year-old black man who was reputed to have both
a drinking problem and a history of beating Ms. Bissell while intoxicated.
Cindy was being referred for foster care because she was ready to be dis-
charged from the hospital following a two-and-a-half-week admission for
treatment of an epidural hematoma. Because the protective service investi-
gation had strongly implicated Ms. Bissell and Mr. Davis in Cindy’s injury,
their other daughter, Lisa, age 4, had been removed abruptly from Ms. Bissell
the preceding week while she and her daughter were walking down the street
together. (Ms. Bissell later said that her visual image of the removal was one
of Lisa screaming for her as she was ushered into the protective service
worker’s car.)

Upon referring Cindy for foster care, Ms. Walters was surprised to hear
that the Center would not accept Cindy for placement unless Lisa was al-
lowed to be moved to the same foster home with Cindy. However, Ms. Walters
said that she recognized the logic in this, and she agreed to retrieve Lisa from
the other agency so that she could be placed with Cindy.
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At this point, the social worker at the center, Claire Shelton, began to
address the tasks of preplacement assessment and planning. It was obvious
to Ms. Shelton that this was a very high-risk family situation involving prob-
able spouse and child abuse as well as alcoholism of at least one parent. Lisa
had already been further traumatized by an abrupt separation from her re-
maining family, and Cindy was in a compromised, highly vulnerable medical
state from which there could be lasting neurological effects. Ms. Walters had
mentioned that both children were enrolled in a therapeutic nursery program
about forty-five minutes out of the neighborhood, a program that was familiar
to Ms. Shelton. Ms. Shelton called the program and reached the children’s
social worker, Suzanne Daly. Ms. Daly verified that the situation was ex-
tremely high risk and that, while the children were “adorable, they were both
severely language-delayed and accident-prone.” Ms. Daly described the chil-
dren’s mother as an emotionally constricted woman who had difficulty ex-
pressing any affection or positive feeling to the girls. She also said that the
girls had no behavior problems and suggested that they be placed with some-
one who was affectionate and nurturing rather than distant and discipline-
oriented.

On the basis of this information, Ms. Shelton decided to place Lisa and
Cindy in the home of Yolanda Nieves, a 36-year-old Puerto Rican single
mother of four children ranging in age from 20 years to 3 months. Ms. Shelton
knew Ms. Nieves well because she had completed the home study on this
family herself. She was concerned about the lack of ethnic match but decided
that the foster mother’s capacity to meet the children’s immediate emotional
and developmental needs was more important, especially since she hoped
this would be a brief placement. Ms. Nieves was chosen because she was
highly motivated to be a good foster parent, and she had special experience
in raising her 9-year-old son, Robert, who is developmentally delayed and
neurologically impaired. Also, she is a highly tolerant, accepting, flexible
woman who disciplined her own children adequately but was not prone to
rigid limit setting.

Ms. Nieves agreed to accept the children and to meet with Ms. Shelton
immediately. The foster mother began to inspect her home for possible haz-
ards to Lisa and Cindy, who were scheduled to arrive shortly. Once the chil-
dren’s immediate safety was ensured, Ms. Shelton was able to focus her at-
tention upon Susan Bissell, the girls’ mother. She telephoned her to
introduce herself, to explain that her children would be living in the neigh-
borhood, and to offer a visit with the children. Ms. Bissell accepted a visit
for the following day and agreed to meet with Ms. Shelton prior to the visit.

This first meeting and visit were of crucial importance in creating the
right atmosphere for the ongoing work in the case. Ms. Bissell was encour-
aged to view Ms. Shelton and Yolanda Nieves as her potential allies, and Ms.
Shelton was able to begin her assessment of Ms. Bissell’s relationship with
her children and their respective treatment needs.

During the initial encounter between Ms. Shelton and Ms. Bissell, Ms.
Bissell presented as a profoundly angry, defensive woman who was never-
theless devoted to her children and concerned for their safety. Ms. Bissell
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seemed relieved by the worker’s comment that her anger and upset were
normal and could be expected of any mother in her situation who cared about
her children. Ms. Bissell quickly volunteered that she had not caused Cindy’s
hematoma and postulated that it could have been caused either by Cindy’s
excessive head banging, which was improbable, or else by a compilation of
numerous head injuries that Cindy has sustained while in attendance at the
therapeutic nursery program. This seemed more probable to the worker. De-
spite the fact that Ms. Bissell is an attractive, intelligent woman, Ms. Shelton
sensed a pervasive, almost palpable sense of low self-esteem and feelings of
worthlessness in her.

Immediately after the interview, Ms. Bissell had her first visit with Lisa
and Cindy. Both girls appeared to be glad to see Ms. Bissell and ran to her
eagerly when they entered the room. Lisa quickly settled in Ms. Bissell’s lap
and began talking to her, while Cindy scurried around the room looking for
toys.

Initially, Ms. Bissell was reluctant to talk to the foster mother, but Ms.
Shelton was able to facilitate an exchange of information between Ms. Bissell
and Ms. Nieves about the children’s basic eating and sleeping habits. This
allowed them to converse in a factual, nonthreatening manner and set the
tone for the cooperative relationship that would begin to develop between
them and that would eventually contribute to the early discharge of the
children.

Following the first interview and visit, Susan Bissell began to meet twice
weekly with Ms. Shelton. Although she remained constricted and mistrust-
ful, she was able to explore her lack of trust and the extreme anxiety and
depression she was feeling about the children’s placement. Gradually, as Ms.
Bissell demonstrated her ability to keep frequent appointments and to use
them as outlets to modify her hostility and mistrust, Ms. Shelton became
convinced that if the necessary supportive services were put in place, Ms.
Bissell might be able to utilize them to the extent that Lisa and Cindy could
be returned home to her.

Another factor that contributed to the assessment that an early discharge
might be feasible was the fact that both Lisa and Cindy continued to expe-
rience numerous head and bodily injuries while in the therapeutic nursery,
despite the fact that there were no injuries in the foster home. This lent
credence to Ms. Bissell’s suggestion that Cindy’s hematoma may have been
caused by the injuries she sustained in the nursery program. For this reason,
Ms. Shelton decided to remove the girls from the nursery and enroll them in
programs in the local community. This would enable Ms. Shelton to monitor
them more closely and would allow Ms. Bissell to become more involved in
their education than she had been in the past. Ms. Shelton also thought that
giving Ms. Bissell increased responsibilities for her children’s needs while
they were in care would provide a good indicator of how committed she
would be to continuing remediation for Lisa and Cindy’s language and de-
velopmental delays after their discharge home.

Ms. Bissell agreed to move Lisa to a neighborhood Head Start program
and concurrently to enroll herself and Cindy in the center’s parent-infant-
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toddler program. The Head Start program would provide Lisa with five-day-
a-week, three-hour-a-day education and socialization, while the parent-
infant-toddler program would offer both Ms. Bissell and Cindy a two-day-
a-week, two-hour-a-day group experience. In this program, the parents met
together for a counseling group in one room while the children had a play-
stimulation group in an adjacent room.

During a joint meeting with Ms. Nieves and Ms. Bissell, it was agreed
that Ms. Bissell would pick up Lisa and Cindy from the foster home in the
morning, drop off Lisa at Head Start, and then continue with Cindy to the
parent-infant-toddler group. Ms. Shelton clarified with both Ms. Bissell and
the protective service supervisor that these responsibilities were being given
to Ms. Bissell both to assess her level of responsibility to her children and to
allow her to share more in the tasks of parenting with Ms. Nieves.

The intervention proved effective. Not only did Ms. Bissell succeed in
keeping all of her individual and group counseling appointments and in
transporting her children to their respective programs, she succeeded in con-
vincing the children’s father to accept Ms. Shelton’s invitation to come in
for an individual meeting. Mr. Davis eventually attended four individual
counseling sessions, which were scheduled around the erratic demands of
his job as a security guard. Although Mr. Davis denied being an alcoholic or
ever hitting his children and minimized his physical assaults on Ms. Bissell,
he was surprisingly willing to offer a detailed history of the emotional and
physical abuse and neglect he had experienced as a child. In addition, al-
though he also denied drinking currently, he gave a similarly detailed history
of numerous episodes of binge drinking throughout his teen and adult years,
which usually ended in blackouts and physical illness. About four weeks
into the placement, as he began individual sessions, Mr. Davis began going
with Ms. Bissell to visit the children. They were obviously glad to see him
and physically affectionate with him.

By the inclusion of Mr. Davis as well as Ms. Bissell in the service plan,
Ms. Shelton was able to gain a richer picture of the emotional deprivation
and physical neglect and abuse in both of their backgrounds that had pre-
disposed Ms. Bissell to the harsh treatment of her children and Mr. Davis to
self-destructive behavior and violent behavior toward his family.

The foster mother, Yolanda Nieves, played a subtle but important role
in ensuring a positive outcome of the placement. Ms. Nieves’s accepting,
nonjudgmental attitude toward Ms. Bissell and her calm, nonreactive de-
meanor, even when Ms. Bissell was explosively angry, served both to model
more appropriate behavior and to reduce Ms. Bissell’s mistrust in Ms. Nieves.
Eventually, Ms. Nieves allowed Ms. Bissell to visit Lisa and Cindy in her
home, which further alleviated Ms. Bissell’s mistrust of the foster care sys-
tem. The experience of visiting in the foster home gave the client an addi-
tional impetus to explore the dynamics of developing trust in others, a task
that was a precursor to her ability to work through the feelings of deprivation
and abandonment that had plagued her throughout her life.

When Ms. Bissell and Mr. Davis went to their second court hearing al-
most two and a half months after the children had been placed, Ms. Shelton
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sent a letter to the judge saying that although some risk to the children would
remain because of Ms. Bissell’s history of physically punishing the children
and Mr. Davis’s difficulties with alcoholism and spouse abuse, she recom-
mended that the children be returned home provided that the parents would
agree to continue all counseling and educational services currently in place.
In addition, Ms. Shelton suggested that Mr. Davis enroll in an alcoholism
treatment program. The judge agreed with Ms. Shelton’s recommendations
but carried them one step further, ordering Mr. Davis either to receive alco-
holism treatment services or else to move out of the home if his children
were to return. Mr. Davis adamantly refused alcoholism treatment and an-
grily agreed to move out in order for Lisa and Cindy to be returned home to
Ms. Bissell. Mr. Davis moved out of the home the next morning, and Lisa
and Cindy returned home that afternoon.

It should be noted that Ms. Shelton did not agree with the judge’s de-
cision to order Mr. Davis out of the home because she believed that in the
course of individual counseling, the issue of Mr. Davis’ drinking problem
would eventually become so overt that he would be forced to seek help. In
addition, because the judge merely stated that Mr. Davis could not live with
Ms. Bissell and his daughters and did not restrict his contact with them in
any other way, the judge did not remove the threat of physical harm to the
children and only disrupted the family’s living arrangement against their
will. Following Lisa and Cindy’s return home, Mr. Davis attended two ad-
ditional counseling sessions, during which he expressed tremendous anger
at being court-ordered out of his home. He then dropped out of counseling
entirely. About five months later, he began an alcoholic binge that resulted
in the loss of his job and his housing, which reduced him to living on a street
close to Ms. Bissell’s apartment. Significantly, Ms. Bissell continued to re-
mind Mr. Davis of the services available to him at the center.

Ms. Bissell and Lisa and Cindy continued to receive all the clinical and
educational services initiated during the children’s stay in foster care, and
Ms. Shelton remained the family’s social worker. Individual counseling ses-
sions with Ms. Bissell continued to focus on her need to explore the origins
of her anger in a childhood that had been devoid of nurturance and to trace
the ways in which that anger surfaced in her interactions with Lisa and Cindy
and perpetuated itself in the physical and emotional abuse of her own chil-
dren. Although the mystery of what had caused Cindy’s epidural hematoma
was never solved and the physical risks to her and Lisa were probably higher
than they would have been if the children had remained in foster care, Ms.
Bissell worked to replace physical punishments with behavioral conse-
quences and to call either Ms. Shelton or other members of the parent-infant-
toddler group if she felt herself losing control.

As Lisa and Cindy continued to attend Head Start and the parent-toddler
program, respectively, they both made rapid gains in language development
and socialization skills, to the extent that Lisa was attending a regular public
kindergarten in the fall. Perhaps even more important is that during family
sessions, Ms. Bissell was able to be more openly affectionate toward her
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children and more tolerant of their age-appropriate, rambunctious play. On-
going work was planned to enable Ms. Bissell and Lisa and Cindy to improve
their relationship and also to help Ms. Bissell to complete her enrollment in
a community college where she planned to begin studies in zoology and to
enroll Lisa and Cindy in the after-school and day care services available in
the community. Ms. Bissell hoped eventually to obtain her bachelor’s degree
and to find a full-time job so that she would no longer need public assistance.

Ms. Shelton continued to be troubled about her inability to reengage the
children’s father after he had been court-ordered out of the home, and she
remained available to work with him if he should reach the point where he
was ready to address his drinking problem. What is most important, however,
from the perspective of child and family functioning is that Ms. Bissell was
able to separate sufficiently from Mr. Davis to set appropriate limits on his
behavior, and that she began to build an independent life for herself and her
children.

This case clearly illustrates the important work that can be accomplished
by a skilled practitioner in a foster program designed to enhance parental
capacities, normalize children’s living arrangements, and sustain family life.
If the social worker had not known that she could continue to monitor and
support Ms. Bissell’s parental functioning after the children were returned
home, she might have been much more reluctant to effect an early discharge.
And had Ms. Shelton not been able to form an early alliance with Ms. Bissell,
to make a thoughtful assessment of her strengths and service needs, and to
enable her to share parenting responsibilities with the foster mother, the case
outcome would probably have been quite different. Unfortunately, the case
also illustrates the ways in which court action may define and limit the
practice objectives that can be achieved once children enter the foster care
system.

CONCLUSION

Foster care as it is known today originated as a social invention of the mid–nineteenth
century designed to ensure the well-being of children whose parents were unwilling
or unable to provide adequate care. The early child welfare agencies established to
deliver foster care services were important practice sites for the emerging profession
of social work. Yet little over a hundred years later, long-term foster care has been
redefined as a social problem, and federal legislation now mandates the provision of
services designed to prevent and/or limit foster care placement.

This societal reassessment of the value of foster care, together with the admin-
istrative and court review processes developed to monitor and regulate its use, have
created new decision-making dilemmas and stresses for the many social workers who
continue to work in this field of practice. But these changes have not eliminated the
challenge and satisfaction inherent in providing effective services to children in foster
care and their families. In fact, as the case illustration demonstrates, the need for
professional leadership and creativity in child welfare practice may be greater now
than ever before. Although children in foster care constitute a relatively small client
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population, they are one of the most vulnerable and disadvantaged groups in the
country today. As such, they deserve attention from some of social work’s most tal-
ented practitioners.

Notes
This chapter is based in part on data collected for a study by the Foundation for Child
Development and another by the Annie E. Casey Foundation. The authors also want to
express their appreciation to Sister Mary Paul Janchill of the Center for Family Life in
Sunset Park, New York. She is responsible for conceptualizing and developing the core-
satellite foster care program described as well as many other important innovations in
child welfare practice. We also wish to acknowledge Emily Stutz for preparation of the
case illustration.

1. This figure includes children in sixteen states who have returned home but are still
receiving postplacement services and excludes children in preadoptive homes in ten
states. Correcting these figures to ensure comparability of data across states, the VCIS
estimated an adjusted total in care at the end of the fiscal year of 265,000.

2. In preparing the update of this chapter, the challenges of determining the scope of the
foster care system and its inherent problems became glaringly evident. Until 1995 the
Voluntary Cooperative Information System (VCIS) collected data from the states and
the U.S. territories concerning children in foster care. As the name implies, the system
was only a voluntary effort. In fiscal year 1990 only forty-one states and Puerto Rico
reported data to the system. The American Public Welfare Association, which conducts
the survey, had to employ statistical projection techniques to account for the missing
data. The voluntary nature of the reporting system makes obtaining an accurate estimate
of the number of children in foster care impossible. The best possible projection avail-
able is that approximately 502,000 children were in care at the end of 1996.

Despite the availability of data, the time in which the information is processed is
slow. At the time of this writing the VCIS data for fiscal year 1995 were still not released.
The four-year lag prohibits policymakers and child advocates from addressing concerns
in a timely manner. Current crises are not identified and consequently rectified without
a long delay. Four years in the life of a child is an eternity. Funding needs to be allocated
to help with the data management and analysis so that potential problems may be iden-
tified in a timely manner.

In a response to the concern that the provision of data was only done on a voluntary
basis, the federal government enacted legislation in 1986, creating the Adoption and
Foster Care Analysis and Reporting System (AFCARS). The AFCARS system replaces
VCIS. The federal legislation that created the AFCARS system also mandates that each
and every state participate in data collection. States that are out of compliance with the
legislation were supposed to be levied fines beginning in 1997. Now states are required
to submit two reports each year to the Department of Health and Human Services (HHS).
These reports are submitted every six months to HHS. However, the data collection
system provides no unique identifiers to each of the cases submitted by the states. In
other words, the system is unable to determine how many of the children in each six-
month period were previously counted as an admission. Redundancy in the counts is
unavoidable. The six-month reporting period is not an intuitive unit of analysis that
most consumers of this information will be able to use. Without the ability to use unique
identifiers to weed out redundant cases, child advocates are unable to put the data in
a usable form to distribute to the public. Most people are accustomed to seeing data in
either fiscal or calendar year formats. Making comparisons between years and six-month
periods is problematic. Trends will be missed, especially the reentry rates. We know
from research that children who are returned to the home of their biological parents too
soon are at a greater risk for re-admission to foster care. Typically, these children who
reenter are returned to the home after being in care less than six months. Will this
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oversight create a statistical blind spot? How will the federal government be able to
address these types of issues without accurate, usable data? With the current encryption
technology that is available, the use of unique identifiers is possible and will still safe-
guard the identity of the children who are the subject of these reports.

The Department of Health and Human Services published two sets of rules in an
attempt to enact PL 103–66 and its provisions for AFCARS. These sets of rules outlined
the notion of “comprehensive” child welfare data collection systems. To receive federal
matching funds, states must develop State Automated Child Welfare Information Sys-
tems (SACWIS) of which AFCARS is a component. The SACWIS must include not only
foster care and child welfare data but also adoption assistance, family preservation and
support services, and independent living data. As of July 1997, thirty-eight states were
implementing SACWIS. Nine states were in the planning phase. Twelve states were
only partially operational. The implementation of the system has been slow and con-
tributes to the inaccurate picture of the scope of the number of children in foster care.
All we can say with certainty is that the problem is large and does not appear to be
declining.
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Crime Victims and
Victim Services
Albert R. Roberts
Jacqueline Corcoran

The victims’ movement has grown remarkably during the past three decades.
In the mid-1970s victim rights advocates and victim service and victim/witness as-
sistance programs were rarely available in cities and counties throughout the United
States. As of 1999 there were more than nine thousand victim service and witness
assistance programs, battered women’s shelters, rape crisis programs, and support
groups for survivors of violent crimes nationwide. The proliferation of programs is a
direct result of the 1984 Federal Victims of Crime Act (VOCA) funding, the 1994
Federal Violence Against Women Act, state and county general revenue grants during
the 1980s and 1990s, and earmarking a percentage of state penalty assessments and/
or fines levied on criminal offenders (Roberts 1990, 1995). The U.S. Congress has
appropriated more than $2 billion for programs and services to assist victims of vio-
lent crime (Brownell and Congress 1998; Roberts 1990, 1996).

There has been a growing awareness among social work administrators, legisla-
tors, and prosecutors alike of the alarming prevalence of violent crimes and the rights
of crime victims. Each year, millions of crime victims are physically, emotionally,
and/or financially damaged by perpetrators of violent crime. In the aftermath of a
violent crime, victims often have to cope with physical pain, psychological trauma,
financial loss, and court proceedings that all too frequently seem impersonal and
confusing. Many victims and witnesses have their first contact with the criminal jus-
tice system as a result of being victimized. This first meeting can be frightening and
confusing. During the past fifteen years, a growing number of counties and cities have
developed victim service and witness assistance programs, victim compensation pro-
grams, and specialized domestic violence programs to reduce the impact that violent
crime has upon the lives of victims and witnesses. Whether people are victimized in
a small town with a population of approximately 3,500 such as Black River Falls,
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Wisconsin, or in major metropolitan areas such as Atlanta, New York City, or San
Francisco, services from a victim assistance program are now available to crime vic-
tims (Roberts 1995).

Society must have estimates of the costs of victimization as measured by loss of
life, physical injuries, economic losses, and mental health costs. By having estimates
of the amount of past economic losses (e.g., unrecovered stolen property, lower pro-
ductivity and work absenteeism, medical expenses, and mental health costs) policy-
makers and administrators are in a better position to develop critically needed victim/
witness assistance, family violence intervention, and victim compensation programs.
Recent estimates place the cost of victimization from criminal activity at a total of
$625 billion annually.

Tangible economic losses—$105 billion
Intangible psychological/mental health costs—$450 billion
Tangible criminal justice costs—$70 billion

Tangible losses consist of direct losses from victimization such as the following:

The cost of medical and mental health services
Victim assistance and concrete services
Loss of productivity in terms of wages and salary; days lost from school and/

or work, etc.

DEFINING AND EXPLAINING CRIME VICTIMS AND VICTIM SERVICES

Crime victim: An innocent person who experiences loss or damage to their personal
property and/or physical injury, psychological trauma or acute anxiety as a direct
result of a criminal act.

Protective factors: In the aftermath of a criminal victimization, the psychosocial
factors that help buffer the negative impact of victimization. These factors include
coping strategies, high self-esteem, and informational and social support.

Revictimization rates: Refers to the data indicating that a large number of crime
victims have been victimized more than once.

Victims of Crime Act (VOCA) of 1984: This was the first significant federal leg-
islation with a major funding appropriation that has resulted in the development and
expansion of several thousand victim/witness, victim compensation, sexual assault,
and domestic violence programs.

Victim blaming: Refers to the insensitive statements made by some criminal jus-
tice employees (i.e., police and court staff) indicating that crime victims’ actions had
contributed to their own victim-related trauma and resulting mental health problems.

Victim service programs (also known as crisis intervention and recovery services
for crime victims): Typically, these programs provide prompt intervention and a full
range of essential services to crime victims such as: crisis stabilization at the crime
scene; emergency financial assistance and food vouchers; transportation to the hos-
pital or court; transportation to the local battered women’s shelter; repairing or re-
placing broken locks or windows; and referral to social service agencies.

Victim/witness assistance programs: These programs are affiliated with prose-
cutors’ offices and provide the following services: witness notification and case moni-
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toring; transportation services and court escort; victim advocates during pretrial hear-
ings and the actual trial; and child care for children of witnesses while they are in
court.

DEMOGRAPHIC PATTERNS

Since 1973 the U.S. Justice Department has published an annual report (the National
Crime Victimization Survey [NCVS]) documenting the number of victimizations in
the categories of rape, robbery, assault, theft, household burglary, and motor vehicle
theft to U.S. residents age 12 or older as reported by households that have been vic-
timized. The NCVS also measures victimization rates—the frequency of crime among
subgroups of the population. Subgroups classify victims by gender, race, national
location, ethnicity, age, marital status, education, and household income. These rates
are computed by dividing the number of victimizations occurring in a specific popu-
lation by the total number of persons in that population (Dobrin et al. 1996).

In sharp contrast to public opinion and the repeated statements of some politi-
cians, the NCVS as well as the Federal Bureau of Investigation’s (FBI) Uniform Crime
Reports (UCR) have documented that crime rates overall have remained stable or
declined since the early 1980s. However, some groups—such as adolescents and Af-
rican Americans—have had an increase in violent crime victimizations (Zawitz et al.
1993).

The largest declines were in property-related crimes. However, violent crimes
also have dropped, particularly since 1995 (Rand, Lynch, and Cantor 1997). The most
unexpected trend, reported by both the UCR and the NCVS has been the gradual
decline in violent crime, starting between 1993 and 1994. Between 1993 and 1994
the UCR reported a decline in all violent crime, with an 8 percent decline in homi-
cides. In addition, according to the NCVS data for 1995, a hefty drop in violent crime
was reported. This two-year sharp decline becomes obvious when comparing the 1993
and 1995 statistics; specifically a 27.3 percent decline in aggravated assaults, a 30.4
percent decrease in rapes, and a 13.1 percent decline in robberies (Rand et al. 1997).

The NCVS reported that an estimated 2.9 million serious nonfatal violent victim-
izations occurred in 1990. Nonfatal violent crimes include rapes, robberies, and vi-
olent assaults. Internationally, this rate ranked among the world’s highest levels. Ac-
cording to the Bureau of Justice Statistics, the decline in the total violent crime rate
from 1994 to 1995 was “the largest single-year decrease ever measured.” The total
rate of violent crime from 1973 to 1990 has decreased 9.2 percent. Yet analyzing the
year-to-year trends from 1973 to 1990 shows no real pattern, but rather some declines,
steady increases, and stable rates in total violent crime for each year for the mid-1970s
through the 1980s. As mentioned, the first sharp year-to-year reduction in crime ac-
tually occurred between 1994 and 1995 (U.S. Department of Justice, NCVS 1997).

While it is natural to see declines in crime rates between two consecutive years
as a positive sign, the long-term trends in violent crime victimization tell the true
picture in terms of demographic shift and crime factor impact. Percentages and rates
can increase and decrease slightly from year to year based on infinite combinations
among various factors (e.g., national economic situation, unemployment rates, region
of the country, age, and gender) and mean very little in overall crime reduction as a
societal pattern.



438 Life Circumstances and Events

The NCVS results also have supported the finding that criminal victimization
rates do not occur at the same rate across subgroups of the population. For instance,
the statistics show that violent victimization rates for murder involve ethnic minority
males in urban areas to a greater extent than white males. In 1994, black males had a
42 out of 1,000 likelihood of being victims of violent crime. Comparatively, the least
likely members of society to be murdered during the same year were white females—
with the risk being 3 per 1,000 (Bureau of Justice Statistics 1997).

Race. Black murder victimization rates have exceeded those of whites throughout
this century, and black murder rates are higher than white murder rates for all age
groups. Victimization rates for individuals age 12 and older follow a similar pattern
when identifying race and family income as affiliated factors. For example, for all
victimizations in 1992, whites experienced a rate of 63.5 per 1,000 for families with
incomes less than $7,500 while the rate for blacks in the same socioeconomic bracket
was 70.2 per 1,000 (Dobrin et al. 1996).

However, while the rate for blacks is significantly higher, blacks only make up
11 percent of the population compared with whites, who account for almost 70 per-
cent of the population. Rates of victimization steadily decrease for whites and blacks
as annual family income increases to $50,000 or more (National Institute of Justice
1994).

From 1994 to 1995 there was a 12.8 percent reduction in the overall violent crime
rate for whites. Blacks saw a noticeable decrease of 24 percent in aggravated assault
rates, with some evidence of downward trends in overall personal and violent crime
rates, and in rape/sexual assault (U.S. Department of Justice, NCVS 1997; Dobrin et
al. 1996).

Age. The 1994–1995 declines in victimization among the elderly were not as signifi-
cant as those experienced by intermediate age groups. No notable declines occurred
in the age 50 or older range (except for personal theft) while all intermediate age
groups showed remarkable declines in the overall violent crime rate. While teenagers
and young adults are more likely than older adults to be murdered, three-fourths of
all murder victims are age 24 or older when killed.

Those children at greatest risk for any victimization, according to 1992 statistics,
are children whose household income is less than $20,000, black children, and chil-
dren in large cities (Dobrin et al. 1996; U.S. Department of Justice, NCVS 1997). In
1992, adolescents age 16 to 19 had the highest risk of being victims of robbery, with
a rate of 15.4 per 1,000 children. This rate steadily decreased throughout the lifetime
of individuals to the low end rate of 1.5 per 1,000 individuals at age 65 and older.
Victims of aggravated assault were also most strongly represented in the 16–19 age
category at a rate of 26.3 cases per 1,000 children (Bureau of Justice Statistics 1993).
Aggravated assaults showed a significant decline (30.6 percent) among 12- to 15-year-
olds in 1994–1995.

Elderly members of society are also a vulnerable victimization subgroup. For
individuals over age 65, those at greatest risk of violent victimization from 1987 to
1990, were males, blacks, divorced or separated individuals, and persons residing in
the city (Dobrin et al. 1996). Victimization has been shown to be linked to age and



Roberts and Corcoran 439

health. The 75-and-older age group is the fastest-growing segment of the U.S. popu-
lation. As Roberts (1990) notes, “It has been predicted that with the rapidly increasing
numbers of frail elderly people in our society, the incidence of elder abuse and neglect
will also rapidly increase” (81). The type of abuse inflicted most frequently on elders
is neglect, followed by physical abuse.

Gender. Overall violent crime rates declined from 1994 to 1995 for both men (10.7
percent decline) and women (14.4 percent decline). Women have approximately one-
third the risk of men of being murdered, but women are four times as likely as men
to be killed by a spouse or intimate partner. The rates of nonfatal victimization among
women were highest for blacks (58.5 per 1,000 females), females ages 12 to 15 (102.3
per 1,000), and for divorced/separated women (86.2 per 1,000) (Rand et al. 1997; U.S.
Department of Justice, NCVS 1997).

SOCIETAL CONTEXT

For decades the courts ignored the interests of victims and witnesses. Millions of
dollars were spent in the 1950s and 1960s on rehabilitation programs aimed at chang-
ing convicted felons into law-abiding citizens. Millions of dollars were also spent by
the courts on processing and protecting the best interest of defendants. In sharp con-
trast to the offender, crime victims had to wait in the halls of dreary courtrooms while
the defendant sometimes threatened or intimidated them. Separate waiting rooms for
witnesses and/or their children were practically nonexistent until the mid-1980s
(Roberts 1990). Services were rarely provided to assist the victim and the family mem-
bers, who were often shattered by the traumatic experience (McDonald 1976).

By the mid-1970s when the first victim/witness assistance and rape crisis dem-
onstration projects were initiated, the pendulum began to shift toward providing woe-
fully needed services for vulnerable crime victims (Roberts 1992). The changed focus
corresponded to how the crime victim was treated throughout the criminal justice
system, from the first contact with a police officer or detective to the testimony in
court. Historically, many crime victims had been victimized twice: first during the
actual crime and then, again, when insensitive and unresponsive police and prose-
cutors ignored their calls or requests for assistance, and/or subjected them to harsh,
repeated and victim blaming questions (McDonald 1976).

During the fourteen-year period from 1984 through 1998, responsive federal,
state, and county agencies have allocated over $2 billion throughout the nation to aid
crime victims. A large portion of these funds came from fines and penalty assessments
on convicted offenders. County probation departments provided increased sources of
funds through monetary restitution and penalty assessments.

Although the crime rate has steadily declined each year from 1994 through 1997,
public opinion surveys reveal that the public remains fearful of crime. Most people
form their actual beliefs about crime from violence on television, the news media,
and what politicians say in their speeches. Most people have no idea about their actual
risk of becoming a crime victim. The two groups of people—women and the elderly—
who have the lowest statistical likelihood of being victimized often are the most
fearful.
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VULNERABILITIES AND RISK FACTORS

Some beginning work on crime victimization has established certain vulnerabilities
that might make recovery from the victimization experience more difficult. In this
discussion, “risk” is defined in relation to readjustment after a crime has already
occurred rather than the risk of crime occurring in the first place, as a focus on crime
prevention is outside the scope of this essay.

Different types of crime are described under the rubric of crime victimization.
According to a review by Denkers and Winkel (1998), a disproportionate amount of
studies focus on sexual assault (38 percent). The remaining studies they reviewed
were focused on victims of violence (10 percent), property crimes (12 percent), both
violent and property crimes (8 percent), unspecified crimes (24 percent), and samples
involving the general population (8 percent). It would be expected that victims of
different crimes may have their own unique reactions. Indeed, one of the risk factors
for crime victims’ adaptation involves types of crime. Within certain crime types,
aspects of the crime have also been associated with particular problems. The literature
on sexual assault has further identified age of the victim as playing a role in adapta-
tion. A final risk factor found in the crime victim research involves previous life
distress with poor adjustment prior to the crime contributing to many of the symptoms
victims may experience. Each of these risk factors is explored more completely in the
following sections.

Studies have compared different types of crime and particular aspects of crimes
(severity of assaults, identity of the perpetrator, threat of life). In a study by Wirtz and
Harrell (1987), crimes were categorized as physical assault (rape, domestic assault,
and nondomestic assault) or nonassaultive (robbery and burglary). While physical
assault victims clearly showed greater psychological distress than the nonassault vic-
tims at both one month and six months postcrime, the pattern of scores were similar.
These findings indicate that the effects of crimes may follow a certain profile, although
lesser in degree for nonassaultive compared with assaultive crimes.

One limitation of this study was the lack of a comparison group. Indeed, only a
minority of studies (20 percent) conducted in the last ten years have included a com-
parison sample of nonvictims (Denkers and Winkel 1998). The problem is that without
a control group of nonvictims, distress and symptoms might be attributed to crime
victimization when such problems may also be present in the general population.

Denkers and Winkel (1998) compared several crime-type samples and a matched
sample of nonvictims (300 victims, 290 nonvictims) in a nationwide prospective
study of the Dutch population. The reactions of victims were measured prior to the
crime and within two weeks, one month, and two months after the crime. Results
demonstrated that overall, victims of crime reported lower levels of well-being, and,
to a lesser extent, higher levels of fear. In addition, this study also supported that
victims of violent crime appear to experience more affective distress and feelings of
vulnerability than those who have suffered property crimes. Victims of property
crimes recovered within one month to their precrime level of affective functioning,
whereas victims of violent crime did not do so until about another month later.

Other studies have examined subcategories within the category of violent crimes
and report that rape victims may suffer more ill effects from their victimization (Denk-
ers and Winkel 1998). However, one study suggested that both physical and sexual
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assaults, whether they were perpetrated by a woman’s husband or a stranger, were
equally distressing (Riggs, Kilpatrick, and Resnick 1992). Although it had been, on
average, about thirteen years since the victimization, elevated levels of symptoms
were found in a number of problem areas for four groups of women when compared
with a group of nonvictims. The authors concluded that not only may a physical
assault be as traumatizing as a sexual assault, but also that abuse by a husband may
be no less distressing than an attack by a stranger. It was also recognized, however,
that women who had been assaulted by husbands may have experienced a series of
incidents as compared with the onetime attacks by strangers who were studied. The
effects of recurring attacks, whether sexual or physical, may be associated with greater
trauma.

Another study focused on the effects of particular aspects of sexual assault (Wyatt,
Nutgrass, and Newcomb 1990). Wyatt et al. (1990) found that both short- and long-
term negative effects of abuse were predicted from greater severity of abuse and more
rapes per incident. Other than aspects of sexual assault, one study compared bank
employees in the Netherlands who had experienced robberies and those who had not
(Kamphuis and Emmelkamp 1998). Perceived life threat was associated with a higher
negative impact of the event and with problematic psychological functioning.

In the sexual assault literature specifically, some aspects of the victim have also
been a focus of study. Age of victim has emerged as a risk factor with older victims,
defined in Wyatt et al. (1990) as ages 27 to 36, experiencing a more difficult adjust-
ment. Cohen and Roth (1987) described younger victims of sexual assault as experi-
encing high and intense levels of symptoms that subsided in a relatively brief time
period, whereas older victims did not experience their symptoms as intensely but
they suffered more long-term negative effects. Further, Wyatt et al. (1990) found that
older victims tended to have more self-blaming attributions for their assaults, which,
in turn, led to more problems with adjustment in the areas of sexuality and relation-
ships. Finally, older victims were less likely to make adaptive lifestyle changes after
the victimization.

Evidence is accumulating that the reactions victims may suffer after a crime may
have much to do with their previctimization levels of functioning. When controlling
for distress prior to the crime event in a statewide, prospective study, Norris and
Kaniasty (1994) indicated that the contribution victimization made to problematic
functioning in a number of domains, such as fear of crime, anxiety, phobic anxiety,
depression, somatization, hostility, and avoidance behavior, either diminished con-
siderably or disappeared entirely at three months. These results indicate that while
victims may suffer distress after a crime incident, they may also have experienced
problematic functioning before the crime took place.

Further support for this phenomenon has been found in other studies. In the
Dutch study, when life satisfaction and assumptions about the benevolence of the
world were controlled, differences between victims and nonvictims faded (Denkers
and Winkel 1998). Out of ten outcome measures, only problems with affect and in-
creased vulnerability were significant after controlling for premeasurement func-
tioning.

Another study conducted in the Netherlands also reported that the higher the
number of items on a nonstandardized life events scale, the greater the negative im-
pact of the event and the more problematic the psychological adjustment for bank



442 Life Circumstances and Events

robbery victims (Kamphuis and Emmelkamp 1998). To explain these findings, Winkel,
Denkers, and Vrij (1994) suggest that distress and symptoms in a victim might be
related to a series of stressful negative life events, which may result in a tendency to
associate victimization with the self. Self-blame, in turn, may interfere with adjust-
ment after a crime.

RESILIENCIES AND PROTECTIVE FACTORS

In addition to certain risks for the recovery of crime victims, protective factors also
have been found to mediate the stress of victimization. These protective factors in-
clude cognitive coping resources, self-esteem, and social support.

Much of the literature in this area focuses on the cognitive resources people util-
ize to cope with unexpected, stressful life events (Folkman and Lazarus 1985; Lazarus
and Folkman 1984). Coping has been defined by as “cognitive and behavioral efforts
to master, reduce, or tolerate the internal and/or external demands that are created
by the stressful transaction” (Folkman 1984:843). These demands include perceptions
of potential loss and/or harm at which time the individual evaluates choices for cop-
ing. Folkman (1984) classified coping strategies into two main types: problem-focused
and emotion-focused. Problem-focused strategies focus on the use of problem solving
and action plans, whereas emotion-focused strategies involve the control of negative
or distressing emotions.

Studies unrelated to crime victimization have examined emotion-focused versus
problem-focused coping strategies with mixed results. Some of the research supports
the use of problem-focused coping over emotion-focused coping (Aldwin and Reven-
son 1987; Vitaliano et al. 1985, 1987; Wells, Hobfall, and Lavin 1997), whereas other
research indicates the use of both problem- and emotion-focused strategies (Folkman
and Lazarus 1985, 1988; Folkman et al. 1986).

Only a couple of studies have looked at problem-focused and emotion-focused
strategies with crime victims. In one study, coping strategies of sixty-seven rape vic-
tims who were seen at an emergency room were assessed (Frazier and Burnett 1994).
Higher adjustment problems were associated with “staying home” and “withdraw-
ing”; lower problems were related to “keeping busy,” “thinking positively,” and “sup-
pressing negative thoughts.” While the authors concluded that emotion-focused and
approach-focused coping strategies were more helpful, the items listed as most as-
sociated with lower symptom levels seem to have avoidant aspects, “keeping busy”
and “suppressing negative thoughts,” particularly. Avoidant coping has sometimes
been referred to as emotion-focused coping in the literature (Herman-Stahl, Stemmler,
and Peterson 1995); however, avoidant implies that attention is drawn away from the
problem. Emotion-focused coping may sometimes involve a distancing strategy, such
as “withdrawal” or “denial,” yet also includes strategies, such as “finding a sense of
meaning” or “looking on the bright side of things,” which focus attention on the stress.
Suls and Fletcher’s (1985) meta-analysis of fourteen studies classified coping strate-
gies as either attention (focusing efforts on the stress or reactions to it) or avoidant
(focusing efforts away from the stress or reactions to it). They concluded that, in
general, there is little advantage of using one class of coping strategy over the other.
However, additional analyses suggested that while avoidant strategies may lead to
better initial outcomes of reducing pain, stress, and anxiety, attention was associated
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with better long-term outcomes of reducing stress. Similarly, for the victims of bank
robberies, the authors determined from a factor analysis of coping items that a “de-
pressive-avoidant” coping style was associated with both a greater negative impact
and more psychological distress.

The only other study on crime to look at coping strategies involved a special
police response to burglary victims in the Netherlands (Winkel and Vrij 1993). The
program involved an immediate response (within one-half hour) of the burglary call
by two trained officers. One officer attended to the criminal aspects of the case and
the other talked with the victim, completing a detailed report and giving crime pre-
vention information.

When compared with victims who received the usual police procedure for
burglary crimes, the victims in the special program engaged in significantly more
problem-focused coping in terms of willingness to perform prevention measures.
They also increased in their use of emotion-focused coping, and their perceptions of
the police were enhanced. However, it was not always clear how the measures used
in the study reflected the constructs of “emotion-focused” and “problem-focused”
coping. Further, it was not assessed whether positive changes translated into im-
proved adjustment for victims.

As well as type of coping strategies employed, a theoretical and empirical focus
in the crime literature involves the extent to which internal attributions (events are
perceived under individual control) or external attributions (events are perceived as
governed by forces outside the individual) contribute to adjustment. Winkel et al.
(1994) contrast two different models in this area: the Janoff-Bulman (1979, 1992)
model and the Abramson/Seligman model (Abramson, Metalsky, and Alloy 1989;
Abramson, Seligman, and Teasdale 1978).

In the Janoff-Bulman model, internal attributions are assumed to contribute to
better coping in that they enhance a victim’s sense of control in terms of reducing
fear of revictimization and increasing the use of prevention measures so crime will
not occur again (Frieze and Bookwala 1996; Winkel et al. 1994). Janoff-Bulman (1979)
further distinguished between two different types of internal attributions: character-
ological and behavioral. Characterological attributions center around enduring qual-
ities of the individual’s character, whereas behavioral attributions involve aspects of
the individual’s behavior that can be changed to affect outcomes.

In contrast to Janoff-Bulman, the Abramson/Seligman model presumes that ex-
ternal attributions for stressful events have a buffering effect on self-esteem. This effect
then contributes to better adjustment.

To test these alternative models, Winkel et al. (1994) looked at external and in-
ternal (characterological and self-blame) attributions in a Dutch sample of burglary
victims. Worse outcomes, in terms of perceptions of victimization risk and fear of
crime, were associated with external attributions, while behavioral attributions had
the most positive outcomes in these two areas. The effect of character attributions on
outcome showed an improvement over the use of external attributions but did not
show as beneficial outcomes as behavioral attributions. Although the authors claim
their findings indicate support for the Janoff-Bulman model, their results have to be
interpreted with caution given that a nonstandardized list of five items was used to
measure attributions. It could also be that behavioral attributions might have optimal
effects with certain types of crimes, namely those that are less severe. However,
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studies of sexual assault victims have not found behavioral attributions particularly
helpful for victim adjustment (Abbey 1987; Frazier 1990; Meyer and Taylor 1986).
Indeed, both behavioral and characterological attributions were related to increased
depression in one study (Frazier 1990).

Another study examined some of the factors associated with self-blame with a
community sample of sexual assault victims in the Los Angeles area (Wyatt et al.
1990). Age of the victim (older age) and greater severity of the assault (e.g., multiple
assaults and physical force) predicted a greater likelihood of the use of internal attri-
butions and self-blame. In turn, internal attributions and self-blame were associated
with both deleterious short- and long-term effects.

While empirical support for Janoff-Bulman’s model has not been found, neither
has evidence accumulated for the Abramson/Seligman model. In the crime literature,
only one recent study was located in which Meyer and Taylor (1986) found no rela-
tionship between external attribution and adjustment. Further, a review of the re-
search unrelated to crime victimization on the association between external attribu-
tion and adaptation indicated that of twenty-seven studies, in none were external
attributions related to more successful coping (Tennen and Affleck 1990). Indeed, the
reviewed research associated external attributions with less successful coping. In
sum, it appears that more work needs to uncover the connections between appraisals,
attributions, and coping mechanisms as neither model seems to consistently explain
victim adjustment.

Self-esteem has been identified as another protective factor for crime victims in
both U.S. and Dutch samples. When victims of violent crime in a southern U.S. state
were followed prospectively, high self-esteem was found to protect against both de-
pression and anxiety (Kaniasty and Norris 1992). Similarly, in a Dutch study of bank
robbery victims, high self-esteem helped predict improved psychological functioning.

A further protective factor identified in the literature has been social support,
which can be distinguished by both formal and informal support. Given that crime
impacts many aspects of the individual, different kinds of social support may have
to be available. Kaniasty and Norris (1992) evaluated the effects of both perceived
and received support, and, within each of these types, different kinds of support, on
a representative state sample of 690 respondents. In terms of perceived support, ap-
praisal support (consisting of emotional and informational support) had a positive
effect on well-being no matter the crime and had a protective influence against anxiety
and fear of crime. Tangible support, the availability of material assistance, produced
positive effects by protecting victims of violent crime from anxiety and by buffering
victims of both nonviolent and violent crime against depression.

Informational support (guidance or advice) and tangible support (material aid)
had a protective influence with victims of violence on fear of crime. However, the
receipt of emotional support was not associated with victim well-being for either
violent or non-violent crime. Despite the benefits offered by received support, this
study suggests that the effects of perceived social support extend more broadly in
terms of impacting both victims of violent and non-violent crime and in the enhance-
ment of psychological health (Kaniasty and Norris 1992).

In another part of the study reported by Kaniasty and Norris (1992), Johnson
(1997) looked at the frequency and use of formal services, broadly categorized as legal
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(services offered by prosecutor’s offices, legal aid, and private lawyers) and health-
related services (medical, clergy, and mental health). First, only a small proportion of
the total number of victims (N � 327) used either legal services (20 percent) or mental
health services (between 11 and 12 percent). Most of those who used such services
found them helpful: helpfulness of legal services was found for 60 to 66 percent of
individuals, depending on the time of data collection; an even greater majority (be-
tween 80 and 92 percent) found mental health services helpful.

Perhaps more important, the study also addressed whether perceived helpfulness
of services translated into actual recovery for victims. In the short term (up to six
months after the crime), victims availing themselves of legal or health services actu-
ally had more adjustment problems than victims who were not involved with such
services. Although it could be that those victims who are suffering greater distress are
more likely to seek out services, the author also controlled for predistress variables
and suggested that formal services were not beneficial in the short term.

At six to twelve months, victims who had received legal services were adjusting
better than victims who had not used the legal system, particularly when these ser-
vices were rated as at least somewhat helpful. However, the use of health services
was associated with more problematic psychological functioning at the six- to twelve-
month period. Health services were only helpful in reducing psychological distress
if services were delivered both shortly after the crime and over time (six to twelve
months later). In considering these results, it must be recognized that health services
included mental health, medical, and religious services; therefore, it is impossible to
tease out the effects of only mental health services.

In looking specifically at rape victims, Wyatt et al. (1990) also categorized police
services and those offered in emergency rooms and counseling centers as “involve-
ment of authorities,” and such involvement was predictive of increased negative
short- and long-term effects. In interpreting these results, the authors state that data
collection occurred between 1980 and 1983 and on average, the most recent sexual
assault incident had been five years previous. Therefore, it is hoped that the more
current services offered by police and other authorities would have greater sensitivity
to the needs of sexual assault victims and would be perceived more positively.

Protective factors for readjustment after crime victimization have included both
individual (coping strategies and self-esteem) and environmental (social support) fac-
tors, although it is recognized that these factors may interact in a systemic nature. For
example, one’s self-esteem may be bolstered by the perception that one has a sup-
portive network (Kaniasty and Norris 1992). Coping strategies may include seeking
social support and having such a network available (Smith and Carlsen 1997).

Further research on factors that buffer the negative effects of victimization is
required. The interplay between type of crime, coping strategies, locus of control, and
attributions of the crime, and both short- and long-term adjustment needs to be better
understood so that victim recovery can be bolstered. One way to approach this study
would be to follow the process of recovery over time for victims, as reactions follow-
ing victimization tend to subside within three to nine months (Denkers and Winkel
1998). Further, comparisons between victims who have high versus those who have
low symptom levels can be investigated for an understanding of the various factors
that might bolster the recovery process (Koss and Burkhart 1989).
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PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Three different types of programs have been developed to assist crime victims in the
aftermath of being victimized. The first type is known as prosecutor-based victim/
witness assistance programs. The coordinators of these types of court-based programs
usually have an M.S.W. or a master’s degree in counseling. The second type of pro-
gram is commonly referred to as a victim service program and is usually under the
auspices of a not-for-profit social service agency. Many of the coordinator/directors
of these types of programs have an M.S.W. degree and learned about the program
firsthand during their graduate school field placement. The third type of program is
a crisis intervention unit or service. The coordinator is usually a social worker, psy-
chologist, or counselor. These types of programs are generally located within a hos-
pital, mental health center, or police department.

Prosecutor-based victim/witness assistance programs are usually located either
within the local county prosecutor’s suite of offices, the county court house, or across
the street from the court building. These programs are designed to encourage witness
cooperation in the filing of criminal charges as well as testifying in court. The program
coordinator reports directly to the county prosecutor, the chief counsel to the prose-
cutor, or a deputy prosecutor responsible for all sex crimes (e.g., sexual assault and
domestic violence cases). The primary responsibility of the victim advocates/coun-
selors is the provision of services to witnesses, particularly witnesses to violent crimes
where a person has been charged with one or more criminal offenses. Victim/witness
advocates are also responsible for accompanying the witness to the prefiling hearing,
preliminary hearing, deposition hearing, and/or the trial to ensure that each witness
is treated fairly and compassionately by the attorneys, court clerk, and the magistrate.
In addition, it is important for the coordinator or victim advocates to accompany the
victim/witness to all official appointments related to the filing and processing of the
criminal court cases. For example, if the victim has been sexually assaulted, the victim
advocate will either accompany or meet the victim at the hospital or medical facility
to make sure that the victim’s rights are protected.

Victims and witness also are provided with transportation and a court escort
when their appearance is required. Transportation assistance can be in the form of
reimbursement to victims for travel expenses they incurred or by staff transporting
victims and witnesses themselves.

According to a national organizational survey of prosecutor-based victim/witness
assistance programs by Roberts (1990), slightly under one-third of these programs
reported having some form of child care for the children of victims and witnesses
while the parents testified in court. Providing responsible and structured child care
for a parent while he or she is testifying in court can provide an important service.
Unfortunately, most criminal justice agencies are very different from social work agen-
cies in that they do not usually realize that victims and witnesses’ children are affected
by their parents’ emotional reactions, losses, physical injuries, and disruptions due
to being a victim of a crime. Victim/witness assistance programs should be concerned
with the special needs of children not only because many parent witnesses will not
be able to testify if they cannot find child care during a traumatizing court ordeal, but
because it is the humane thing to do. An added benefit is that some children may
have witnessed the crime and noticed additional identifying characteristics of the
perpetrator (Roberts 1995).
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The overriding objective of prosecutor-based victim/witness assistance programs
and units is to assist witnesses in overcoming the anxiety and trauma associated with
testifying in court, while encouraging witness cooperation in the prosecution of crim-
inal cases. The primary objectives of these programs are as follows:

1. Providing victims and witnesses with the message that their cooperation
is essential to crime control efforts and successful criminal prosecution.

2. Informing victims and witnesses of their rights to receive dignified and
compassionate treatment by criminal justice authorities.

3. Providing information to witnesses on the court process, the scheduling
of the case, the trial, and the disposition.

4. Providing orientation to court and tips on how best to accurately recall
the crime scene and testify (Roberts 1990).

Victim service or crisis intervention programs for crime victims are not as com-
mon as prosecutor-based victim/witness assistance programs. This type of program
is usually lodged in a police department, sheriff’s office, hospital, probation depart-
ment, or not-for-profit social service agency. Typically, these programs attempt to in-
tervene within the first twenty-four hours after the victimization. They provide a
comprehensive range of essential services for crime victims including responding to
the crime scene; crisis counseling; help in completing victim compensation appli-
cations; emergency financial assistance and food vouchers to local supermarkets;
transportation to court, the local battered women’s shelter, the hospital, or the victim
assistance program office; repairing or replacing broken locks and windows; assis-
tance in replacing lost documents (e.g. birth certificates, marriage licenses, wills); and
referrals to the prosecutor’s domestic violence and sexual assault intake unit as well
as community mental health centers and social service agencies for extended coun-
seling and short-term treatment (Roberts 1990, 1997).

ASSESSMENT AND INTERVENTIONS

Assessment, which involves an understanding of the impact of the particular crime
on the victim and knowledge of the risk and protective factors involved, can be con-
ducted through a clinical interview and the use of standardized measurement instru-
ments. The following self-report instruments can assist in assessment of the risk and
protective factors that have been identified in the literature as related to crime victim-
ization:

The Impact of Event Scale: The Impact of Event Scale (Horowitz, Wilner, and
Alvarez 1979) is a fifteen-item, self-report instrument that measures how
much distress is associated with a specific life event. There are two sub-
scales, intrusion and avoidance, which reflect dimensions of posttrau-
matic stress disorder.

Brief Symptom Inventory: The Brief Symptom Inventory (BSI; Derogatis
1993) is a briefer (fifty-four-item versions) of the ninety-item Symptom
Checklist 90-Revised (Derogatis 1977). The BSI assesses the following
symptom dimensions: (1) somatization; (2) obsessive-compulsiveness;
(3) interpersonal sensitivity; (4) depression; (5) anxiety; (6) hostility;
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(7) phobic anxiety; (8) paranoid ideation; and (9) psychoticism. There
are also three global indices of functioning: (1) the Global Severity Index;
(2) the Positive Symptom Total; and (3) the Positive Symptom Distress
Index.

Rosenberg Self-Esteem Scale: The Rosenberg Self-Esteem Scale (Rosenberg
1965) is a ten-item measure assessing self-esteem.

Social Support Behaviors Scale: The Social Support Behaviors Scale (Vaux
1988; Vaux, Riedel, and Stewart 1987) is a forty-five-item, Likert-type,
self-report inventory designed to assess the following five different types
of supportive behavior from both friends and family: emotional, social-
izing, practical, financial, and advice/guidance.

Ways of Coping Questionnaire: The Ways of Coping Questionnaire (Folkman
and Lazarus 1988) is a sixty-six-item, self-report instrument designed to
assess the cognitive and behavioral strategies that individuals use to
cope with the demands of a stressful encounter. The following subscales
are provided: (1) confrontive coping; (2) distancing; (3) self-controlling;
(4) seeking social support; (5) accepting responsibility; (6) escape-
avoidance; (7) planful problem solving; and (8) positive reappraisal.

The next section presents a case illustration to demonstrate how knowledge of
these risk and protective factors may guide intervention in cases of crime victimiza-
tion.

ILLUSTRATION AND DISCUSSION

Annette Miller, a white female in her early 30s, recently experienced a rob-
bery during the night shift at her job as a convenience store clerk. Annette
could only describe her assailant as a middle-aged white man as his face was
concealed by a stocking cap. He had pulled a gun out of his jacket pocket,
held it to her head, and said he’d kill her if she didn’t immediately hand
over the money in her register. She reported that he became even more agi-
tated when a car pulled up in the parking lot, and she thought he’d panic
and kill her. As it was, he grabbed the money from her and fled without being
caught.

Annette has worked at convenience stores for the last three years. She
usually worked the night shift since she had found this the best arrangement
as a single parent raising three school-age children. This work had allowed
her to be available to her children not only in the morning when she got off
work but also in the afternoons when they came home from school and into
the evening. An older neighbor would then come over when Annette was to
leave for work, and she would spend the night to watch over the children.
Annette said this worked well since the neighbor would not charge much
and Annette couldn’t have afforded the cost of regular child care if she
worked during the day. She said she did not have family to help her as they
lived out of state.

Annette said although this has been an ideal arrangement, now she
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blamed herself for working the night shift. “Everyone knows that’s when the
robberies happen. And I already had one happen to me. You’d think I’d
learn.” She said she had been through another robbery before, approximately
eighteen months ago, but that had not impacted her as much. She described
that the previous incident had involved a teenager, who was obviously ner-
vous himself. Although he had held a gun to her and tried to conceal himself
from the store video equipment by pulling his sweatshirt hood around his
face, she could at least see his face, and this made it less scary to her. He was
also immediately apprehended, and the case against him was strong.

However, this time the police had no suspects so she knew her assailant
was still out there somewhere. Every time a middle-aged white man walked
in the door, she would begin to panic to the point of having to leave work.
She was having a difficult time sleeping at night. She also kept replaying the
incident in her mind, and she worried about how she would support her
three children if she didn’t work on a regular basis.

Regarding previous life stress, Annette had experienced a divorce nine
months ago from her youngest child’s (age 7) father who left her for another
woman. Her ex-husband was not following through with child support pay-
ments. To explain all these events, Annette says, “There must be something
wrong with me for all these things to keep happening.”

Annette was referred to the police victim assistance program after talk-
ing to the robbery investigator. She had become tearful and upset, realizing
that nothing more was to be done on the case since there were no suspects,
and the investigator told her that maybe she could benefit from talking to
someone.

The assessment procedure in this case consists of a clinical interview
and completion of standardized measures. A number of risk factors are in-
dicated for Annette. First, the robbery involved a gun and threats were made
on her life, so this represents a more severe type of crime. In addition, she
had actually feared for her life, and life threat has been associated with in-
creased distress for robbery victims (Kamphuis and Emmelkamp 1998).

Further, Annette’s precrime functioning was less than optimal due to
her financial problems, the stress of single parenting, a divorce in the last
year, and another robbery eighteen months ago. Annette has suffered from
an accumulation of prior negative life events, which contributed to her pres-
ent level of high distress.

Neither does Annette seem to have many protective factors to buffer
against the effects of victimization. The Ways of Coping Questionnaire in-
dicates that her coping style is one of “accepting responsibility.” She also
makes statements such as “Everyone knows the night shift is when the rob-
beries happen. You’d think I’d learn” and “There must be something wrong
with me for all these things to keep happening,” indicating that Annette
seems to be making internal attributions for the occurrence of the robbery
event.

Annette also scored low on the Rosenberg Self-Esteem Scale. Although
it is difficult to know if the current low level is reflective of her precrime
functioning, or whether the robbery experience has eroded her self-esteem
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(or possibly both), Annette’s low self-esteem fails to provide a buffering effect
against the depression and the anxiety she now experiences, as indicated by
the Brief Symptom Inventory.

Another possible protective factor, social support, is low in Annette’s
case. She had moved to this state for her ex-husband’s job, and she has no
family in the area. She further says that she is so busy working and taking
care of her children that she doesn’t have time for socializing. She says she
doesn’t associate with her neighbors because they don’t work and are always
“partying,” and she doesn’t want that kind of influence on her children.

In terms of formal support, the fact that a suspect has not been appre-
hended and that legal involvement will now end might contribute to An-
nette’s distress. The literature indicates that only when victim involvement
with the legal system persists over time (six to twelve months) and is found
to be helpful does there seem to be a positive effect on victims (Johnson
1997). The hypothesis is that when legal justice is served, the victim’s vul-
nerability vis-à-vis the assailant is redressed.

In all likelihood it will probably be necessary for Annette’s contact with
the helping system to extend over time (at least six to twelve months) since
immediate and continuing help has been associated with a reduction in psy-
chological symptoms (Johnson 1997). Like many victims, Annette has ex-
perienced many life events that have depreciated her sense of well-being
(Denkers and Winkel 1998). Therefore, crisis intervention efforts that con-
centrate only on bringing a victim’s functioning to predistress levels may not
be adequate (Roberts and Burman 1998). Efforts instead should focus on es-
tablishing more problem-focused coping strategies. For instance, cognitive-
behavioral techniques can redress the faulty attributions and beliefs in regard
to Annette’s self-blame and can help Annette build her self-esteem and man-
age her anxiety. Annette can also be trained on problem-solving skills so that
she can identify her options in terms of employment and child care arrange-
ments (Roberts and Burman 1998).

Helping efforts should also focus on assisting Annette in building her
supportive network. Examples of such a supportive network may include a
single-parenting support group or a more informal circle of other parents in
similar life circumstances who can assist Annette with child care responsi-
bilities and emotional support. The important facet of a supportive network,
whether informal or formal (the victim advocate), is that it should not be
limited to the provision of only emotional support (Kaniasty and Norris
1992). Rather, the research suggests that more concrete and instrumental as-
sistance (e.g., emergency financial assistance, child care, job training) may
be more beneficial for victim recovery (Kaniasty and Norris 1992; Roberts
1990).

A further intervention strategy with Annette might be to identify more
individualized protective factors that she has employed for coping. One
method by which her unique strengths and resources can be assessed is
through a solution-focused approach (e.g., de Shazer 1988, 1994). A solution-
focused approach to crisis intervention with crime victims has been dis-
cussed in the literature (Greene and Lee 1996). The focus is on times when
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the victim demonstrates successful coping. The resources that are used are
elicited, reinforced, and amplified so that the client can employ these strat-
egies to resolve current difficulties. For example, Annette is raising three
children as a single parent. What are the strengths she uses to be able to do
this? How is she able to negotiate her work schedule, child care arrange-
ments, and balance the needs of her children? How was she able to cope with
her husband leaving her and the previous robbery she experienced? These
strengths and capacities Annette has employed in the past can be accessed
and developed to help her cope with more immediate challenges.

Social work practice methods are uniquely appropriate for work with
crime victims because the major focus is on the interaction between victims
and the criminal justice system and between other service delivery systems,
i.e., health, and mental health. The intervention services performed by victim
advocates reflect the characteristics of generalist social work practice. Social
work is concerned with the interactions between people and their social
environment that affect the ability of people to accomplish their life tasks,
alleviate distress, improve social functioning, and realize their values.

CONCLUSION

In some communities, victim services and witness assistance programs have ex-
panded to meet the special needs of child, adult, and elderly crime victims and their
families. In the United States, services include crisis intervention, support groups,
emergency food vouchers and financial aid, services for battered women, lock repair
and replacement, child care for witnesses’ children while they testify in court, victim
advocacy in the courtroom, home visits, short-term therapy, relocation assistance to
transitional housing, and intervention with witnesses’ employers. At the same time,
a number of cities and towns do not have a fully staffed and comprehensive victim
assistance program (Roberts 1990, 1997).

The future looks promising. However, a major stumbling block to creating com-
prehensive twenty-four-hour victim assistance programs is the shortage of forensic
social workers willing to work at night or on weekends when most violent victimi-
zations take place.
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16
Death of a Child
Barbara Oberhofer Dane

In the United States, clinicians, social workers, and other professionals have
noted our society’s view toward death as typically one of denial; that is, we have tried
not to think about it. People would “pass away” without little notice after a grave
illness. However, the battle against HIV infection and AIDS has altered this denial,
drawing death to the front-page headlines. The role of social work is vital in assisting
bereaved families to cope with the death of a loved one. Because of the profession’s
holistic perspective and scope of responsibility, social workers are in a unique posi-
tion to understand the dynamics involved in working with bereaved families.

Death radically alters our relationships with others. And the death of a child
constitutes one of the most painful experiences individuals may undergo in their
lifetime; when a child dies, grief can be devastating. The death of a child strikes at
the parent’s core, and bereavement can appear more complicated, intense, and long
lasting (Rando 1986). The aspects of the relationship between parent and child that
defined its intimacy and uniqueness are those that intensify bereavement. Although
there has been a social phenomenon of denying the importance of parental loss of a
child at both ends of the age span, in most instances, the age of the deceased child is
irrelevant. The issues of parental bereavement pertain equally to the parent who has
sustained a perinatal loss and the parent whose adult child has died. Death out of
turn, such as the sudden or accidental death of a child by suicide, miscarriage, earth-
quake, or car accidents, is initially incomprehensible and takes a longer time to as-
similate given the implicit expectation that the parent will die before the child.

After the death of a child, as with the death of any other family member, the
family system must reorganize itself. This occurs especially after the death of a child
where there are surviving siblings and/or children born subsequent to the death of
that child. It is imperative to ensure that role reorganization, role reassignments, and
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identity ascriptions are appropriate. Many deleterious situations and much pathology
have been reported in the thanatological literature attesting to the negative conse-
quences when this fails to occur (Rando 1988).

The process of grieving requires that the family both traditional and nontradi-
tional acknowledge that loss is final and death irreversible. Denial of this reality,
although common at various stages of the dying process and even afterward, may
impede a family’s recovery from loss. The family’s shared acknowledgment of death
is reflected in their communicating about the subject in clear terms. Language can be
a powerful psychological tool. Families that avoid use of direct terminology may be
sending signals that they have not fully integrated the reality of their loss. It also is
important that the entire family share in the acknowledgment of the death. Most often,
it is in families where children are deemed incapable of understanding loss that the
largest incidence of difficulty in adjustment is found (Rosen 1986).

This chapter focuses specifically on families who experience the unnatural death
of a child. The family often comprises other relatives and close friends, who are fre-
quently overlooked as mourners. Death of a child always extracts more severe forms
of bereavement. Helping families beyond their grief, which is the reaction to loss seen
in acute mourning, and assisting them in adapting to it and accommodating to its
changes are significant social work tasks. This process can go on forever, as the be-
reaved family learns to go on healthily and adaptively in the new life without forget-
ting the memories of their deceased child.

DEFINING AND EXPLAINING THE DEATH OF A CHILD

Mourning occurs on a smaller and more personal scale for most of us in private life.
Our recognition of and response to death reflect the attitudes and customs of society.
Thus, although the core experience of grief is much the same throughout the world,
expressions of mourning may be specific to a particular culture. People in one culture
may conclude that people elsewhere do not feel deeply when they are bereaved, when
the fact is that the others simply express their grief differently. The American ap-
proach to dying, death, and the dead depersonalizes and isolates these phenomena
from everyday life, and there has been a tendency to maintain death in a tundra of
silence (Becker 1973; Gorer 1965).

As we enter the next millennium, some thanatologists have argued that the idea
of death denial in American society is overstated. Death now is neither denied nor
hidden from everyday life. Cemeteries are open to the public and can easily be seen
from roadways. Many individuals avidly read the daily obituaries, and sympathy
cards are publicly displayed and sold in all greeting card stores. In addition, a surge
of interest in death and dying has emerged during the last generation. Numerous films
have been produced, books published, and countless professional meetings have been
organized around the themes of death and dying. Thanatology, the study of death and
dying, has become institutionalized on college campuses. Many people in America
today are familiar with the phrase “death with dignity,” a concept that has become
the rallying call of professional thanatology activity in the past two decades. The
growth of the American hospice is indicative of the growing public awareness of the
death-with-dignity movement (Moeller 1996). Kellehear and Moeller (1984) argued
that death is not denied as much as is “organized” and managed within a technolog-
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ical system by the profession of medicine. The social status of dying persons is
diminished.

For most of the past century, one theoretical paradigm dominated the thinking of
service providers, researchers, and educators—Sigmund Freud’s (1957) grief work
theory. Like a great many other people, following the mass death and bereavement of
World War I, Freud had difficulty coming to terms with the fact that nations priding
themselves on their highly cultivated civilization could behave so brutally toward
each other. The survivors had to come to terms with their individual grief but also
with a sense of loss that pervaded all of society. Freud’s original theory emphasized
the intrapsychic response to loss, that is, how we attempt to deal with the thoughts
and feelings inside us.

Interest in attachment behavior and bonding owes much to the investigations of
Bowlby (1962, 1969, 1973, 1980), who provided a broad framework for understanding
both attachment and loss. Bowlby made a strong connection between the biological
need for survival and the phenomena of grief and mourning.

Parkes’s (1987–88) contributions have focused directly on the interpersonal di-
mensions of bereavement, grief, and mourning. He has conducted some of the most
important studies of the psychosocial transitions involved in coping with the loss of
a loved person. Some examples of the questions that Parkes has been trying to answer
are: How do people attempt to get on with their lives after bereavement? Under what
conditions does grief work fail, leaving the survivor in a state of prolonged social and
personal dysfunction? From his many observations Parkes has identified three basic
components of grief work:

Preoccupation with thoughts of the deceased person. This represents a con-
tinuing search process (reminding us of the attachment-seeking signals and
behaviors described by Bowlby in many species).
Repeatedly going over the loss experience in one’s mind. This is a painful
process in which the survivor seems to be testing out the reality of the loss
(did this terrible thing really happen?).
Attempts to explain the loss. It is somewhat easier to accept the reality of
a death and get on with one’s own life if the loss somehow makes sense,
had a reason behind it. During this part of the grief work process the sur-
vivor is asking self and others, “Why, why, why?”

In an article that will probably spark controversy for some years to come, Stroebe
has recently challenged the grief work theory: “Not only is there very little scientific
evidence on the grief work hypothesis, but studies that bear on the issue yield con-
tradictory results” (1992–93:23). In other words, clinicians, researchers, and educa-
tors (as well as the media) may have prematurely accepted the grief work theory
without adequate examination. Relatively few studies have addressed themselves to
direct evaluation of the grief work theory, and fewer were designed in a way that a
clear evaluation could be made. “Taken as a whole, the empirical evidence . . . does
not back the strong claims made by theorists and clinicians in favor of the grief-work
hypothesis. There are insufficient studies; there are methodological shortcomings;
and there are inconsistent findings. Overall . . . the grief-work hypothesis has neither
been confirmed or disconfirmed empirically” (Stroebe 1992–93:27).

Many would agree that losing a child to death is one of the most painful of all
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human experiences. Beyond Endurance When a Child Dies is the title Knapp (1986)
selected for his book on death of children. Peppers and Knapp (1980) introduced the
term shadow grief, in which a child’s death seems to follow a family like a shadow,
after observing the reactions of mothers whose baby had died before or soon after
birth. Many of the mothers were still feeling the anguish years after the death. Knapp
(1986) found the same phenomenon among parents whose older child had died. The
mothers were no longer completely dominated by grief, but the shadow had a way of
making itself known as they moved through life.

McClowry et al. (1987) interviewed forty-nine families in which children had
died of cancer seven to nine years previously. They described three patterns of griev-
ing that the families used: first, attempting to “get over it” by accepting the death as
fate or God’s will; second, attempting to “fill the emptiness” by keeping busy and
adopting new goals; and third, “keeping the connection” by integrating the pain and
loss into their lives. In most cases, the parents expressed pain and loss even after
seven to nine years, and instead of “letting go” of the dead child, the families de-
scribed the continuing presence of an “empty space” in their families. McClowry et
al. (1987) found considerable differences in assessment of the parents’ own difficulties
in coping with death. Although the sample size was too small to draw any firm con-
clusions, it is fair to say that the death of a child at home may reduce bereavement,
that is, the grieving period, and the complexities attendant to such a loss. It seems
the process of “getting over it” is quicker, or that “filling the emptiness” or “keeping
the connection” was already under way at the time of death. It is not clear, however,
why the few parents who indicated major difficulty in dealing with grief were parents
of children who died in a hospital, since death in hospitals is still within our cultural
norm. Although an inquiry would be worthwhile, there are scant comparison figures
for families whose child died from accidents or other diseases.

Fish (1986) did a study of differences in grief intensity between grieving parents.
The study involved seventy-seven women and thirty-five men who had been bereaved
from one month to sixteen years. Fish argued that, unlike a “wound,” which heals in
time, the grieving process for parents is more like a “dismemberment,” requiring
adaptation to a loss that does not end. Klass and Marwit (1988–89) described this
“metaphor of amputation” as the sense that a piece of the self has been cut out, that
it is exaggerated in parental grief, and that this sense of amputation does not diminish
with time. Grief tends to persist for years and may even intensify with the passage of
time (Rando 1985). The effect can be devastating on the parents’ health and marriage.
A number of studies have documented the high distress of bereaved parents on such
indicators as depression, anxiety, somatic symptoms, self-esteem, and sense of control
in life. The marital relationship is particularly vulnerable after a child dies, with risk
of further deterioration of marital satisfaction over time (Videka-Sherman 1982). Di-
vorce rates for bereaved parents have been reported as high as 80 percent (Bluebond-
Langner 1988; Schiff 1977 ). However, divorce after the death of a child is not inevi-
table, as will be discussed later in the resilience section.

Klass offers useful insights into the effect of a child’s death on the parents’ world-
view:

In the face of the overwhelming reality that their child had died, the bereaved
parent must either reaffirm or modify their basic understanding about them-
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selves and about the justice and orderliness of their world. Worldviews are
experiential in the sense that individuals use them to orient themselves. They
are the map of both visible and invisible reality. (1987:14)

Questions about the parents’ core assumptions regarding the nature and purpose
of life emerge when a child dies. The loss and sorrow that follows the death of the
child may be intensified, then, by a crisis of belief or faith. The parents may feel that
there is very little they can count on and that the world no longer makes sense. There
is now some evidence to suggest that preserving an emotional connection with the
deceased child helps to prevent the destruction of the parents’ worldview. Klass
(1987) acknowledges that parents continue to experience the “inner representation”
of the dead child for many years (perhaps throughout their lives). He defines inner
representations “as characterizations or thematic memories of the deceased, and the
emotional states connected with these characterizations and memories.” Parents can
interact with their inner representations of the child through

memory—bringing the child to mind often,
a sense of presence—the feeling that the child is still there with them in
some way,
hallucinations—the experience of seeing or hearing the child, and/or
incorporation of the characteristics or virtues of the child into their own
personalities, such as rescuing lost animals as the child had often done

The sorrow and sense of loss are still there, but the feeling that something of the
child still lives with or within parents may reduce doubts about their worldviews.

Klass (1987) further observed:

1. These symbolic interactions with the deceased are not signs of pathology; for
example, it is not “crazy” to sense the child’s presence or even to catch fleeting
glimpses of the child. These experiences often accompany normal grief. (There are
limits, of course; a person who becomes absorbed in fantasies of the deceased and
cannot attend to the realities and obligations of daily life is in need of help.)

2. The positive value of continuing the relationship with the dead child seems
to contradict grief work expectations. As mentioned, grief work theory has recently
been called into doubt as a complete explanation of how we should recover from loss.
It may be years before enough research has been conducted for an adequate evaluation
of the grief work model. In the meantime, it may be wise to refrain from either pres-
suring bereaved parents to detach themselves from their memories or insisting that
they incessantly recall the child to mind. It seems clear enough that the inner repre-
sentation of the dead child can have an important role in recovery from grief, but
individual differences should be respected.

Relatively little attention has been paid to the grief experienced when a grand-
child dies. Parents and grandparents experience many of the same feelings of loss.
Grandparents are also likely to experience vicarious grief for the parents (Kastenbaum
1993) as well as their own direct grief over the death of the child. It is even more
unexpected for a grandparent to outlive a grandchild. Just as in the case of the parents,
such an unexpected and “untimely” death can generate a worldview crisis. Ponzetti’s
(1992) research also supports the view that the grandparents seemed to be affected
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most in their role as parents; that is, grandparents grieved for the loss suffered by
their child even more than they grieved for the death of the grandchild.

These findings provide several suggestions for service providers who work with
the families of children who die. Clinicians should be knowledgeable about the be-
haviors that most frequently occur in bereaved children and their families. Generally,
they need to know that behavior problems of an internalizing or withdrawing nature
tend to increase, and social competencies may decrease after the death of a sibling.
In particular, professionals can observe that children become sad, withdrawn, and
lonely and that their performance in school may diminish. Their interests in other
social activities may also wane and continue for long periods of time.

Professionals can educate parents about the behaviors they may expect to see in
their grieving children. Further, they can advise parents to be alert to continuing
patterns of sorrow and withdrawal in their children, as indications that the sibling
needs additional support in coping with the death. Children who shared a close re-
lationship with their sibling may be in need of greater support. At additional risk are
children who already have a diminished self-concept, or whose families are not co-
hesive. Some children may be at risk of persistent sorrow, withdrawal. and depression
(Knapp 1986).

Professionals also can be mindful that many siblings, in retrospect, perceive their
experience in a positive light. Therefore, professionals must not make the morbid
mistake of thinking that a sibling’s death bodes only negative consequences for the
surviving children. It is helpful, however, to overcome the previous assumption that
a sibling’s death has no effect on the surviving children.

DEMOGRAPHIC PATTERNS

Children do die. According to the 1995 final mortality statistics from the Centers for
Disease Control and Prevention (1997), a record 2,312,132 deaths were registered in
the United States, 33,138 more than the previous high of 2,278,994 deaths recorded
in 1994. Age-specific death rates decreased substantially for those over 5 years of age.
For those aged 1–4 years, the decrease was primarily due to decreases in mortality
due to accidents.

Leading causes of death differed by age. Overall, accidents were the leading cause
of death for age groups 1–4, 5–15, and 15–24. Homicide and HIV infection consis-
tently ranked higher for the Hispanic population than for the non-Hispanic white
population for all age groups. For the age group 5–14, suicide ranked as the fifth
leading cause of death. Homicide and certain conditions originating in the perinatal
period were among the leading causes of death for the black population.

Age-adjusted death rates did not change significantly for either black or white
females. Age-adjusted death rates decreased almost every year between 1980 and 1995
for white males and females. Between 1994 and 1995, death rates for both sexes com-
bined declined for these age groups: under 1 year (6.2 percent decline) and 1–4 years
(a 5.4 percent decline). Mortality in these age groups has continued to decline steadily
since the 1950s. In 1995 the average expectation of life at birth was 75.8 years, an
increase of 0.1 years compared with life expectancy in 1994, and matches the high of
75.8 years recorded in 1992.

In 1995 a total of 29,583 infant deaths were reported, 6.7 percent fewer infant
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deaths than the 1994 total of 31,710. The infant mortality rate of 7.6 infant deaths per
1,000 live births is the lowest rate ever recorded for the United States and represents
a 5 percent decline.

Historically, the gap between black and white infant mortality narrowed some-
what from 1.93 in 1960 to 1.77 in 1971. Since 1971, however, the black-white ratio
has been increasing steadily (13 black to 14 white). In 1995 the infant mortality rate
for black infants (15.1) was 2.4 times the rate for white infants (6.3), the same ratio as
in the two previous years.

Between 1994 and 1995, the infant mortality rate decreased for three leading
causes of infant death: sudden infant death syndrome (SIDS; 15.4 percent), accidents
and adverse effects (10.2 percent), and disorders relating to short gestation and un-
specified low birth weight (6.2 percent). Congenital anomalies was the leading cause
of death for white infants, followed by SIDS, disorders relating to short gestation and
unspecified low birth weight, and respiratory distress syndrome. Combined, these
four causes accounted for 52.6 percent of white infant deaths. In contrast, for black
infants the leading cause of death was low birth weight, followed by congenital anom-
alies, SIDS, and respiratory distress syndrome. These four causes accounted for 50.4
percent of all black infant deaths.

Although the difference between black and white infant mortality rates varied by
cause, the risk was higher for black than for white infants for all the leading causes.
The infant mortality rate for Hispanic infants under 1 year of age was 6.1 per 1,000
live births in an area comprised of forty-nine states and the District of Columbia. This
rate was slightly lower than the rate for non-Hispanic white infants.

SOCIETAL CONTEXT

In many ways, the identity of a human being is formed and maintained by relation-
ships with others. Thus, in a very important sociological sense, the death of a signifi-
cant other not only means the loss of that person, but also may very well mean that
an important part of personal identity is threatened. Grief, then, has to do with the
emotional reaction that is elicited by the death of a significant other and its corre-
sponding meanings for the identity and social roles of the survivors.

It has been argued that everyone does not necessarily fear death. A person who
has been suffering from a serious and debilitating illness for a long time may see death
as a relief from suffering. Likewise, families who have witnessed the pain and suffer-
ing of a child for an extended period of time may see death as a relief for themselves
and the child. Studies have also shown that people may not fear death as much as
they fear being dependent on others as they become sicker and more disabled (Bowlby
1980).

Traditional patterns of European and American death encompassed an expansive
definition and application of bereavement. Death during these traditional periods was
a public affair and involved not just the immediate family but the broader social
community as well. Many primitive cultures today also utilize an extended applica-
tion of bereavement. Some of the small American towns today, where there is a sense
of stability, ethnic attachment, and extended family arrangements, also have an ex-
pansive application of bereavement. As society has modernized, and as the broad
base of social community has been reduced to personal intimacy and friendship net-
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works, a limited application of bereavement and mourning has evolved (Momeyer
1988). Mourning is the behavioral expression of the emotional anguish of grief, which
is culturally prescribed. Wearing black clothes, crying at funerals, or taking tranquil-
izers are some examples of mourning behaviors.

Mourning clearly has strong social significance, as particular cultures have spe-
cific behavioral requirements, including duration and intensity, in the aftermath of
the death of a loved one. Mourning is directly related to grief in that it is the physical-
behavioral expression of the feeling of sorrow and suffering. Yet mourning expres-
sions may not always reflect inner feelings. Zborowski (1969) has discussed how
various cultures express pain and suffering differently and with varying intensity.
Raphael (1983) described how some European cultures, like the Italians, are very
expressive and emotional in their portrayal of grief, while the Anglo-Saxon culture is
more stoic and behaviorally restrictive. Italians or Greeks obviously do not love their
families more or suffer greater grief than people of the WASP culture; rather, emo-
tional expressions of grief are simply expected.

The era of traditional death was supportive of extended grief reactions and of
elaborate mourning customs. These included the wearing of mourning clothes and
jewelry; significant modification of personal behaviors and lifestyles during mourn-
ing; construction of ornate tombs, mausoleums, and gravestones; and an enthusiastic
recognition of death, including the ubiquitous representation of death and grief in
writing, painting, and sculpture (Dracopoulou and Doxiades 1988).

The special nature of religious activity, as opposed to everyday behavior, is that
it takes place in a context relative to things that are sacred. Durkheim (1951), in his
study of religion, describes many of the beliefs and practices of primitive religions,
but more important to his analysis are the ways in which the rituals related to religious
belief are socially useful. An important function of rituals (such as bereavement and
mourning rituals) is that they reaffirm the legitimacy of the broader social order. Rit-
uals, by definition, are connected to the past and have become more individualized.

Some observers have noted that contemporary American funerals are not very
sad occasions. It has also been argued that the funeral has become an empty, shallow,
and increasingly worthless ritual. And it is this superficiality of the funeral, especially
of the viewing activities, that has been heavily criticized for creating an image that
avoids the reality of death. This controversy was stimulated by the recent death of
Princess Diana. Mitford (1963, 1998) further points out that the activities of the
embalmer-funeral director are often geared toward generating an illusion of life. As
Irion (1990–91) indicates, the artifacts are marketed in a way that gives credence to
the idea of the continued physical existence of the deceased. For example, the idea
of the deceased comfortably at rest in the casket—luxuriously lined with fine fabric
and appointed with a soft, opulent innerspring mattress—is a consoling one. The
sense that the loved one is protected from the ravages of weather by means of a vault
is also comforting. Both of these images are used as ordinary selling points in the
funeral industry and may serve to convey an illusion or fuel a fantasy that physical
life continues in and beyond the grave. The creation of a comforting memory image
establishes a view of death that spares the living from having to confront the harsh
and macabre realities for physical decomposition. While the critics of the funeral may
be correct in noting that an aura of unreality surrounds modern practices (Mitford
1998), it is also useful to note that this process may be helpful in coping with the
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emotional impact of the death of a loved one (Jourard 1971). The importance of the
funeral is also emphasized in the overall program of therapeutic support. First, par-
ents are often advised to encourage the attendance of siblings. Second, the therapeutic
thanatology literature defines the funeral as a memorable and therapeutically useful
tool for grieving parents. Some authors suggest that active participation of the parents
in the preparation of the child’s body for the funeral viewing, i.e., washing the body,
dressing the child, combing his or her hair, etc. is therapeutic (Doka 1989).

As the process of preparing a body for viewing and burial has become specialized
and technically intricate, the funeral director has assumed a more dominant role in
the American funeral. Some funeral directors place financial consideration above the
needs of the survivors. At the same time, others are helpful during the death crisis
and provide a source for knowledge and expertise in assisting the survivors.

The survivor must deal with many practical demands. If the deceased is a family
member, the sheer physical and social demands of religious and cultural rituals—like
family gatherings, such as sitting shiva or participating in a wake—help one to cope
with the loss. Within contemporary American society, much of this support system
has been modified or eroded by change. As a result, acute grief is becoming more
complex and its resolution more difficult.

VULNERABILITIES AND RISK FACTORS

Parental bereavement does not originate at the moment of death. Throughout the
period of caring for a seriously ill, dying child, parents not only live with the constant
threat of death but also experience major and traumatic disruptions in their lives.
Cook and Dworkin (1992), in their study of the practical, emotional, and social con-
sequences of caring for a fatally ill child, have identified eighteen psychosocial prob-
lems that parents may encounter during the course of their child’s illness. Many
of these difficulties can parallel the time of mourning and add to a parent’s vulnera-
bility: (1) making child care arrangements for the ill child, (2) arranging child care for
other children, (3, 4) encountering disciplinary difficulties with the ill child and sib-
lings, (5) experiencing feelings of helplessness, (6) feeling a loss of confidence in
parenting abilities, (7) confronting financial difficulties, (8) experiencing a sense of
being avoided by other people, (9) feeling the need to reassure and comfort others,
(10) suffering marital strains, (11) feeling excluded from participation in the ill child’s
life, (12) suffering the loss of religious faith, (13) experiencing the need to protect
one’s spouse from distressing feelings and upsetting events, (14) feeling that one’s
family unit is being torn apart, (15) feeling that one’s spouse may be excessively
preoccupied with the ill child, (16) fearing the inability to cope with the actual death
of a child, (17) having to handle the inability of other family members to accept the
child’s illness situation, and (18) seeing the withdrawal of one’s spouse from the
family unit. The chronicity and ambiguity of serious childhood illness create an at-
mosphere of living in a framework of anticipatory death of the child.

Mothers and fathers define the experience of anticipatory bereavement in differ-
ent ways. Their responses may also apply to the postbereavement period. According
to Cook (1983), mothers identify the need to protect others from upsetting and dis-
tressing information as a prominent concern. They also perceive marital difficulties
as being a major factor affecting the course of caring for a dying child. Mothers feel
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resentment from their husbands over the extent to which they themselves are involved
with the dying child. In addition, they express concern over sexual problems and the
sense of isolation precipitated by the social and emotional withdrawal of their hus-
bands. Mothers believe that existing instabilities in their marriages are heightened by
the bereavement experience, which often causes problems of drug usage, alcohol in-
take, and extramarital affairs. Mothers also feel the tremendous burden of keeping up
the siblings’ morale after the death. Finally, mothers believe that the experience of
anticipatory bereavement and death places an overwhelming emotional strain on their
lives.

Fathers, on the other hand, feel that a dominant problem stems from the emer-
gence of dual responsibilities; namely, the need to juggle and adjust their work sched-
ules to accommodate increased family obligations. Fathers stated that they felt ex-
cluded from family interactions, as many of the day-to-day decisions about the care
of the dying child were made without their participation. In a related sense, fathers
also expressed concern about what they perceived as the overinvolvement of their
wives with the dying child. And last, fathers expressed a longing to be able to spend
more time with their wives and ill children (Cook, 1983).

Cook also noted that the responses of mothers and fathers in postdeath bereave-
ment are similar in some ways and different in others. For example, both mothers
and fathers feel an overwhelming and intense sense of loss. Both experience sadness
during significant days and holidays. Additionally—and this perhaps is the greatest
similarity—both mothers and fathers have great difficulty in seeing other healthy chil-
dren, especially during the first year after their child’s death. However, fathers de-
scribe their sense of loss as a “void,” as the feeling that there is “something missing.”
They also feel a loss of direction in the family and the subsequent need to “regroup,”
to “reorganize.” On the other hand, mothers, define their sense of loss less in terms
of family impact and more in an intimate and personal way. While both parents ex-
perience an intense and overwhelming impairment, the death of a child disrupts the
father’s external world, whereas, for the mother, the death of a child is often experi-
enced as an obliteration of self and of personal identity.

Crucial differences in postdeath bereavement are clearly related to the traditional
gender expectations of men and women. Fathers, in connection with their largely
instrumental worldview and the norm of American male inexpressiveness, emphasize
their feeling of responsibility for managing the grief of the family unit. Many fathers
shoulder the emotional burden of grief in a solitary and private way. Mothers may
suffer from repeated visualizations of the deceased child, see painful reminders of the
child around the house, and experience emptiness related to the child’s absence from
their daily routine. The more personal dimensions of the mother’s grief—her deep
loneliness and feeling of personal diminishment—make her grief typically more pro-
found and difficult to handle. Mothers also are more likely to express feelings of
distance from their husbands and are less likely than fathers to be satisfied with the
support they receive from their spouses. Fathers, on the other hand, are less likely to
be distressed by an absence of support, real or imagined, as they typically cope with
the emotional burdens of grief in a self-contained, private sphere (Mulhern, Laurer,
and Hoffman 1983).

Mirroring gender prescriptions of the society at large, bereaved mothers are there-
fore more likely to express their feelings and needs than are fathers. In this way, not
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only are the parents using different coping strategies, but their differing reactions
create distinct psychosocial patterns of need that make it difficult for them to find
comfort in each other. In the absence of guiding norms for bereavement and in the
cultural framework of isolated grieving, men and women understandably rely on gen-
der prescriptions that have influenced them all of their lives to provide some sense
of stability and familiarity to the turbulence generated by the death of a child (Spi-
netta, Rigler, and Karon 1981).

A major shortcoming in the contemporary literature on parental bereavement is
that studies typically involve parents living in the traditional nuclear family. A some-
what outdated framework is thus shaping the state of research on parental bereave-
ment. Obviously, many parents live and grieve within the traditional nuclear family,
but to focus exclusive attention on the problem of bereavement from this perspective
is to ignore an entire spectrum of other modern lifestyles and living arrangements. In
addition to traditional and modified nuclear families, contemporary families are or-
ganized around dual-career couples; cohabitation; gay and lesbian families; single-
parent families through widowhood, separation, and divorce; and reconstituted fam-
ilies, with one or both of the spouses or partners bringing children from former
marriages to the relationship (Herz-Brown 1988).

There is an institutionalized expectation in American society that parents should
begin to mourn the death of their child through a funeral. Although there is limited
research to support the view that the funeral is therapeutically helpful, participation
does seem to provide a base of stability in a situation plagued by uncertainty and
anxiety from the moment of initial diagnosis through the bereavement period. It is
also important to note that other systems of support, such as assistance of friends,
support of a caring physician, or involvement in a counseling program, are helpful.

Death of a child is certainly a disruptive event in a family’s life (Holmes and Rahe
1967). The primary goal is helping the family to achieve an open system. For this
state of openness to exist, two essential ingredients are necessary: (a) family members
must feel the freedom to express themselves without fear of censure or disenfran-
chisement; and (b) the system must allow family members to leave and return freely,
both physically and metaphorically. The family as a whole needs to create an atmo-
sphere that allows all family members, including children, to heal the wounds of grief
(Rosen 1986, 1990; Martinson 1991).

RESILIENCIES AND PROTECTIVE FACTORS

In our society, children are not supposed to die. When a child dies, parents face the
disruption of personal, marital, and family patterns and live in the midst of multiple
profound changes. Part of this whirlwind of change entails the creation of a new role.
The process of grieving requires that the family as a whole acknowledge that loss is
final and death irreversible. Although common at various stages of the dying process
and even afterward, denial of this reality may impede a family’s recovery from the
child’s death.

What clinicians attend to is that the distress continues long beyond the acute
phase and that the lives of the grieving family members may be altered in many ways.
When the emotional response to a loss remains a dominant aspect of a person’s life
over a long period of time, it is sometimes referred to as chronic grief. This is a useful
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descriptive term because it differentiates between the intense immediate response
(acute grief ) and responses that sometimes can persist through an extended period of
time. Sometimes the term chronic means that a condition is unalterable and perma-
nent. It might then seem that a family suffering prolonged grief after the death of a
child is destined to remain in this painful state forever. This is not necessarily true.
Chronic grief can be relieved, and the survivors can once again find meaning and
pleasure in life, although they never forget their loss and are never quite the same.

Parents whose child has died often feel that their own lives changed at that mo-
ment. They may not want to relinquish their grief. The pain is part of the memory—
and the memory is precious. Few people would choose to experience the intense
anguish of acute grief. But the twinge of sorrow and the sharp but passing pain of
memory may be something the family needs to keep their lives whole (Knapp 1986).

The parent-child relationship is by definition the closest and most intense that
life can generate, not only physically but psychologically and socially as well. In this
situation, the other—that is, the child—“has sprung from” the mourner. Therefore,
the child is “part of, and the same as” the parent. Such a different relationship man-
dates a different disengagement after a death, since what the parents have lost is also
very much a part of them; it is often extremely difficult for parents to disengage. Each
child has a particular accumulation of meanings to the parent (McGoldrick and Ger-
son 1985).

Another factor contributing to the unique trauma of parental loss of a child comes
from the normal process of parents incorporating a number of roles into their parental
identity. Parents are accustomed to being self-sufficient and in control of what hap-
pens to and with the child. They can “fix” what happens to the child, be it soothing
feelings of rejection from a peer or repairing a broken toy. Parents are protectors,
providers, problem solvers, and advisers (Knapp 1986). All these roles combine to
define parents’ sense of self, role, and identity.

Finally, parents are exposed to the most inappropriate and unrealistic set of social
expectations that exist. Parents are expected to be superhuman and to be all loving,
all good, all concerned, totally selfless, and solely motivated by the child and his or
her welfare. These expectations leave no room for normal human ambivalence or
healthy assertiveness. Unfortunately, these expectations are not only socially assigned
by culture and society; they are internalized by the parents as well.

This is one of the primary reasons why bereaved parents tend to have the greatest
guilt feelings of all mourners, and why they feel such failures in their parental roles.
Because of the death, parents are robbed of the ability to carry out the functional role
of parent. This causes an oppressive sense of failure, the loss of power and ability, a
deep sense of violation, a monumental decrease in self-esteem, and an overwhelm-
ingly confused identity. In turn, these assaults lead to additional secondary losses,
which derive from the diminished sense of self and include disillusionment, empti-
ness, and insecurity. Ultimately, these culminate in the necessity for a profound iden-
tity shift, in which the old identity must be mourned and relinquished, along with
former beliefs and assumptions about the self and the person’s capabilities as a parent,
and a new identity must be formed to reflect the reality of the death and its specific
effects on the parent.

“Death ends a life, but it does not end a relationship,” says Anderson (1968:5), in
his powerful drama I Never Sang for My Father. Significant relationships resound
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across generations, enriching the family and adding to the complexity of its communal
psyche. For these relationships to have meaning and for the family to be a resource
needed for healing, it is imperative that the system be as open as possible, particularly
in terms of allowing children the latitude necessary for grieving.

Although the notion that mourning takes about a full year has become a generally
accepted maxim in the field (Glick, Weiss, and Parkes 1974; Parkes and Weiss 1983),
many a clinical error has been made in treating families who present with grief-related
symptoms more than a year after a death. Families may be in need of individual or
family psychotherapy or other interventions, and it is vital that a careful assessment
of family function be made. The four seasons—or holidays, birthdays, and other
events—are difficult times and challenge the healing process. By the first anniversary
of the death, the family reshaping internal relationships and reorganizing itself may
be prepared to consider a new life without the physical presence of the deceased
child. However, in many families at least one family member will offer evidence that
suggests to the observer that the family is not prepared for the next steps in its life.
Frequently, that one family member is the deceased child’s sibling (Martinson 1991).

After the death, it is reasonable to expect that families will experience some
breakdown in the system that will likely result in a period of “anarchy,” which may
not be entirely destructive. What the breakdown can create is an opportunity to aban-
don old patterns and to adopt a new, more functional structure.

Almost all studies have found excessive mortality rates for bereaved persons
(Stroebe and Stroebe 1983). This pattern holds true for Europe and Japan as well as
North America. At this point adequate data do not seem to be available to determine
differential mortality in less-developed countries. The fact that bereaved people have
had excessive mortality throughout the twentieth century is a further indication of
the substantial reality behind these statistics. The overall picture, however, is more
positive than it has usually been assumed. Many parents have proven themselves
quite resilient when tested by loss.

Notwithstanding the stresses and burdens the loss of a child can place on even
the healthiest and strongest marriage, it is absolutely untrue that the death of a child
inevitably leads to divorce. Some studies have estimated that the divorce rate can be
as high as 75 to 90 percent. This is an unsupported, although prevalent, myth! Cer-
tainly, parents do suffer significant distress after the death of a child, but many mar-
riages remain intact or even improve. Recent evidence suggests that when there is a
divorce after a child’s death, it often stems from the reordered priorities and newly
recognized strength of one of the bereaved parents who decides that he or she no
longer wants or has to stay in an unsatisfactory marriage tolerated before the child’s
death (Klass 1986–87). Far too many parents have been traumatized by incorrect data
on divorce based on inappropriate conclusions from poorly designed studies. They
need to be informed that marriages can and do survive. In fact, some marriages ac-
tually become healthier as partners determine that they will make some good come
out of the tragedy, for example, reordered priorities, deeper family commitments, and
greater personal growth.

With so many intensely mourning individuals all living together in the same
space, it is amazing that the roof doesn’t blow off with the volatility of the acute
emotion being experienced. Related to this is the dilemma of trying to modify and
balance the particular idiosyncratic needs of one member versus another in the family.
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It can become quite a thorny issue when what one needs to minimize the pain or
assist in the mourning is diametrically opposed to what another requires. For exam-
ple, one parent needs to display the photographs of the deceased child while another
needs to put them out of sight. Such discrepancies are bound to occur in the mourning
process. In practical day-to-day existence, finding a compromise to meet family mem-
bers’ needs is a challenging task.

Sometimes a family’s move toward reorganization can also be maladaptive, par-
ticularly when it involves the premature adoption of a replacement for the deceased.
Because families naturally adapt toward stability rather than toward change, this ac-
tion is an attempt to restore equilibrium. The replacement can be a new person invited
to join the family system, such as a boyfriend or girlfriend, in-law, or new spouse. It
can also be manifested in a physical move, the selling of a house, job relocation, or
divorce.

One potent method for helping a family to heal emotionally is fostering in them
a sense of empathy, which is best accomplished by open and honest sharing. Helping
the family achieve a broader perspective on the importance of multigenerational loss
helps the development of this empathy. When, for example, a parent is able to share
personal experiences of loss with their surviving child/children, openly expressing
the pain of that loss, the child is given an accessible model for experiencing his/her
own grief and confusion. In working with families where a death has occurred, en-
couraging the adults to talk about themselves is a most effective method for providing
a coping model for the surviving children. This kind of dialogue fosters the shared
acknowledgment of the harsh reality of death as well as a sense of hope for personal
survival (Videka-Sherman 1982).

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Families do not necessarily need counseling or psychotherapy when death enters
their lives. Sometimes the needed strength can be drawn from friendship, a familiar
environment, and their own religious and spiritual beliefs, values, and coping re-
sources. Financial security and competent nursing and medical care are also likely to
help a child and their family through the dying process and death. Before considering
counseling or therapy, it is helpful to assess the entire family situation. Perhaps what
a father needs is a more effective pain management regime; for the mother an oppor-
tunity to spend some time with a sibling she has not seen for years. Therapy is worth
considering to provide a safe place to express one’s feelings, worries, and concerns
and to find emotional comfort and peace of mind.

An important goal of the clinician is to enable parents to focus on their inner
strengths. A sense of helplessness can reduce the parent’s ability to cope with the
death. The clinician can help to restore self-confidence, reduce guilt, and create a
renewed sense of being a valuable and lovable person. The success of a healing-
oriented approach depends on the family’s personality.

Grief is both destiny and possibility for all who care. Inherent in the sadness of
loss is the potential for emotional gain and a renewed contract with life. As Thomas
Mann has so eloquently stated, “To meet adverse conditions gracefully is more than
simply endurance; it is an act of aggression, a positive triumph” (Stern 1985). As an
act of aggression, grief links itself to the larger picture of survival.

Bereaved families may find great solace in the rituals associated with their faith,
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especially those used at times of death. At a time in our society when many of our
traditions regarding mourning have disappeared, religious institutions can provide
some structure through ritual. Religions having congregational worship can provide
a source of ongoing community support after the death of a child. Religious clergy
can offer spiritual assistance to families in times of grief.

Boyd-Franklin (1989) has emphasized that therapists, when assessing strengths
and coping skills of black families, must be sensitive to the central role that religion
and spirituality play in their lives: “Training in the mental health fields largely ignores
the role of spirituality and religious beliefs in the development of the psyche and in
its impact on family life. In the treatment of black families, this oversight is a serious
one” (78). Kalish and Reynolds (1976) found that black families were almost twice as
likely as other ethnic groups to identify religion as the main influence on their atti-
tudes toward death. They will often frame their loss in the context of religion (“God
gives you no more than you can carry,” “The Lord will hear my prayers and heal me”).
Unless the clinician respects these beliefs, clients are likely to feel alienated. For
many, the church functions essentially as a type of extended family, and the minister
is often contacted in times of emotional distress. Boyd-Franklin (1989) recommends
that therapists working with black families use ministers as a resource.

Although spiritual and religious beliefs are usually a comfort in times of grief,
this is not always the case. After a death, some people stop going to a church, mosque,
or synagogue, stating that their religion no longer provides satisfactory answers about
life and death. If the deceased was a “good person,” doing all the things the devotee
is supposed to do, then it’s hard to understand the cause of a painful or sudden death
(Kushner 1981).

A means of overcoming the parents’ sense of isolation is provided by bereavement
self-help groups. Such groups have become established in response to the overwhelm-
ing sense of isolation and individualism that characterize the drift of our times. In an
age of alienation, the self-help group fosters healing by building a community of peo-
ple who help themselves by helping others (Klass 1984–85).

One such organization, Compassionate Friends, is a nationally organized self-
help group. In his study of the dynamics of the Compassionate Friends organization
as a vehicle for healing parental grief, Dennis Klass has (1984–85) identified three
distinct phases of parental involvement: the decision to attend, the process of affili-
ation, and the transition to helping others.

Initial attendance is sparked by a variety of personal and social factors. The ven-
ues through which parents become connected to the self-help organization are varied
and often haphazard. They may be referred by a wide range of sources, such as friends,
clergy, and health care professionals. Often, contact with self-help groups takes place
in conjunction with bereavement counseling or psychotherapy. Sometimes, after a
period of aimless floundering, grieving parents themselves reach out and initiate con-
tact with the group. At other times, parents become reluctantly involved in order to
please someone else. In any event, feelings of estrangement and isolation commonly
motivate attendance. Parents who make the decision to participate in Compassionate
Friends often feel separated from other sources of support and comfort, such as family
and friends. In the face of loneliness and in the absence of social support, the idea of
participating in a voluntary planned bereavement group can motivate the grieving
parent.

Regardless of how or why they become involved, many parents begin their par-
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ticipation with a sense of timidity and uncertainty. While some parents do feel that
attending will be helpful, they are often unsure of precisely what to hope for. Others
are simply confused about why they are there and ambivalent about the value of
belonging to the group.

The process of becoming actively involved in the group, of making it part of
oneself, and of making oneself a part of it has been termed “affiliation.” The first part
of the process involves “catharsis.” This occurs when the bereaved parent takes emo-
tional energy (sense of grief, pain, or loss) and begins to share it with the group. By
telling stories and showing pictures of the deceased child, the bereaved parents ini-
tiate a strong and special emotional interconnection and bonding. Sharing emotional
energy with the group not only provides emotional release but also builds collective
unity and support. Thus, during a time of grief and mourning in the parents’ life, a
collective vibrancy and energy begins to emerge. Klass (1987) relates:

The sense of unity with those whose lives have been shattered, the sense of
hope at seeing that others have made it, the sense of finding an appropriate
object on which to attach the energy formerly given to the child, the sense
of family in a supportive community, and the special relationship with some-
one very much like the self but further along are all part of the cathartic
dimension. (13)

The second part of the affiliation process is called the “experiential dimension.”
Whereas catharsis means the sharing of emotions, the experiential dimension in-
volves the sharing of experiences and information, as individuals reveal their own
strategies for survival and coping; newcomers are presented with a wide array of
situations and alternatives. Thus, involvement in Compassionate Friends does not
entail adhering to fixed guiding norms to facilitate grief work. Rather, it provides an
awareness of some possible options and encourages individualized responses appro-
priate to each parent’s personal needs and circumstances.

The final phase of the self-help process is termed “transitions”: the movement
from being helped to helping others. It entails a forward motion toward the investing
and reinvesting of the energies of the self in relationships with others and involves a
reaching out to others, specifically the newly bereaved, to provide support and help
in the immediate aftermath of their postdeath trauma. It is important to recognize that
this transition does not diminish the therapeutic value of the group for the helper.
Indeed, not only does the helping role give the parents an opportunity to continue a
symbolically meaningfully relationship with their dead child, it enables them to con-
tinue to participate in the cathectic and experiential aspects of the group process.

ASSESSMENT AND INTERVENTIONS

Initial bereavement is a time of contradictions, numbness, disbelief, and preoccupa-
tion. It is a time of feeling separate and unconnected. In Picasso’s (1903) painting The
Tragedy, displayed in the National Gallery of Art, Chapter Dole Collection, in Wash-
ington, D.C., one can see and feel the family’s withdrawal from the outside world.
The figures use their own bodies as consolation. In their agony, each person is alone.
The toneless mood and monochromatic coloring of the painting, all in blues, could
be viewed in light of the death of a child and sibling.
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Let us assume that missing from this family grouping is the dead child. Bluebond-
Langner’s work (1988) shows that the well siblings of a dead child live in houses of
chronic sorrow. Whether the sorrow is spoken of or not, the sibling sees the tears,
hears the hushed conversations, and experiences the physical and emotional unavail-
ability of the parents. In the painting, the boy’s hand tentatively reaches out to his
father’s thigh. What is the meaning of this gesture? Is the child to be the consoler?
Caretaker to the parent? Is he about to tug at his father’s clothing for the attention and
support he needs? Is the child a personification of what Goffman (1963) calls “non-
persons,” who are there but not there. In this scenario, though absent from it, one
might conclude that the deceased child is the subject of the painting.

Taking liberties with the arts, thus engaging them in dialogue, can be enlighten-
ing. Remove the mother from the picture and we are confronted with the impossibility
of one parent assuming the other’s role. As a matter of fact, it is doubtful that the
remaining parent can fulfill his own parental role at this time. Being father must
conflict with being husband: a bereaved man needs to grieve for his wife. We become
acutely aware of a new terror for a bereft child: the loss of one parent, and the symbolic
or temporary loss or unavailability of the other makes the actual loss of the lone
surviving parent a threatening reality.

The painting underscores Rando’s (1988) point that parents need to mourn their
separate relationships with the child. We can appreciate the conflicting demands both
to let go of the parent role (in the case of the child who died) and, at the same time,
to continue to be parent to the remaining sibling. Furthermore, parents are losing not
only their child, and their roles in terms of family, they are losing their planned-for
future: their hopes, dreams, expectations, fantasies, wishes. Martinson (1991) has us
consider how families respond to the empty space left behind by the death of a child.
Literally remove the youngster from this group of three and continue to speculate.
What would we assess? How would we intervene?

Effective intervention requires that social workers acknowledge and incorporate
the client’s belief system into their interventions. In all cultures, the meaning of loss
is interpreted within a broader scheme of beliefs and attitudes, often referred to as a
“worldview,” which encompasses basic beliefs regarding illness, death, and healing
(Lewis 1985).

The overall goal of an assessment is to answer the following questions: Who is
this person (personality and coping style)? What were the circumstances of the loss?
and What type of intervention is needed to facilitate the grief process? To accomplish
this, the social worker must gather information on two levels. These can be described
as content and process. The first level of information gathering is direct and concrete;
the second is subtler, employing primarily nonverbal information. Factual informa-
tion includes the context of grieving, coping styles, physical condition, support sys-
tem, spirituality and religion, and cultural influences. The second level of assessment
includes information learned through the process of interaction with the client and
attention to nonverbal client behaviors. (Cook and Dworkin 1992; Raphael and Nunn
1988; Walsh and McGoldrick 1991).

When the process of mourning and moving on becomes blocked, several pro-
cesses may occur: time stops, relationships rigidify, and the family closes itself off,
and feelings are blocked by various forms of denial (Cook and Oltjenbruns 1982;
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Hogancamp and Figley 1983). These patterns must be assessed as part of any clinical
evaluation.

1. Time stops. When families cannot mourn, they become locked in time—either
in dreams of the past, in the emotions of the present, or in dread of the future. They
may become so concerned about potential future losses that they are unable to engage
in the relationships they do have, fearing that to love again will mean further loss.
Others focus exclusively on their dreams of the future, trying to fill in the gap left by
the loss with new relationships formed in fantasy and to escape from the pain. Usually
those who cut short their mourning by rushing toward other relationships find that,
when the dreams give way to the realities of the new relationship, their pain comes
back to haunt them. Problems that families have in other developmental transitions,
such as marriage, the transition to parenthood, or launching their children, often
reflect this stoppage of time.

2. Relationships rigidify, and sometimes the family closes down entirely, with
an inability to attach to anyone. If survivors draw in other family members to replace
the dead, their relationships may appear stable though rigid. This may work until the
replacement person expresses any individuality, which makes apparent that he or she
is not the dead person. This may then trigger a delayed reaction, even long after the
original loss experience.

When families are unable to accept a death, they tend to develop fixed ways of
relating to handle their fears of further loss. Another indication of denial is a family’s
unwillingness to make any changes following the death. They may make the dead
person’s room into a memorial.

3. The family uses denial or escape into frenetic activity, drugs, alcohol, fantasy,
or myth. The myths, secrets, and expectations that develop around a critical loss may
be incorporated into the rules of the family and be passed down from parents to
children. Some families stop all mention of the deceased, as if they could thus banish
all the pain. It is as if they attempt to blot the person out of existence.

Many of the patterns we routinely observe in families—drivenness about one’s
activities, affairs, continuous unresolved conflict, alienation, isolation and fear of out-
siders, frequent divorce, depression, workaholism, escaping into TV sports or soap
operas—may reflect the inability to deal with loss, which has finally become the in-
ability to connect with anyone else out of fear of further loss.

Myth-making to avoid the realities of a loss entails delusional responses that bind
family members to one another in pathological ways and, at the same time, create
great psychological rifts among them, since these responses relate only to the delu-
sion, not to the real person. Such myths naturally affect children who become re-
placements for family members who have died, even though they may be totally
unaware of the connection. People develop serious emotional problems when they
have been raised as stand-ins for the unburied ghosts of the past. To become free to
be themselves, they must discover the mystery behind their identity and find a way
of “exorcising” the ghost or dybbuk (Paul 1976; Paul and Grosser 1965; Paul and Paul
1989).

Walsh and McGoldrick (1991) state that the primary goal of therapeutic interven-
tion around death is to empower and strengthen families to mourn their losses. This
involves:
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1. Shared acknowledgment of the reality of the death. To normalize the loss and
diminish any sense of mystification, family members are encouraged to learn about
the death and face their own and each other’s reactions to it. If facts about the death
have not been admitted, a therapist can facilitate their learning the facts and accepting
the realities.

2. Shared experience of the loss and putting it in context. This usually involves
funeral rituals and other experiences through which families can share the emotional
legacy of the loss—mourning, anger, pain, regret, lost dreams, guilt, sadness, and
missing the dead person. A part of this sharing is joint storytelling about the life and
death of the dead person. Such sharing helps families integrate the loss experience
into their lives by promoting their sense of familial, cultural, and human continuity
and connectedness and empowering them to regain a sense of themselves as moving
in time from the past, through the present, and into the future. To develop a sense of
control, mastery, and the ability to survive in the face of loss, family members, es-
pecially men, may need encouragement to open up relationships with the living and
learn more about their family overall—its history, its culture, and the perspectives
and stories of different family members.

Sharing memories and stories of the dead can help family members develop more
benign, less traumatic perspectives on the role of loss in their lives. Such sharing
helps them tolerate their own and each other’s differing emotional reactions to the
loss, patterns of mourning, and pathways for moving on. It seems important for fam-
ilies to be free to remember as well as to let go of memories. Clarifying and elaborating
family stories and narratives about their history are ways to promote this resolution.
One of the most difficult aspects of denied or unresolved mourning is that it leaves
families with no narratives with which to make sense of their experience. If events
cannot be mentioned or if the family “party line” cannot be expanded upon, it is
almost impossible for family members to make sense out of their history altogether
and gives the next generation no models or guidelines for integrating later losses.
Therapy can aid families to create narratives that facilitate and enhance their integra-
tion of loss (Laird 1989).

3. Reorganizing the family system. Where the system has been unable to com-
plete the adaptive tasks of reorganizing without the dead person, therapy can help
families accomplish this complex and often painful task. This may entail a shift in
caretaking roles or organizational and leadership functions, a reorientation of the
social network, a shift in family focus when a child dies.

4. Reinvestment in other relationships and life pursuits. Death can be an impor-
tant spur to life. Families can be strengthened by the shared experience of loss to
focus more clearly on what they want to do in life and on how they want to relate to
others. The experience of death can release creative energies, and therapists should
foster this development. Clinicians can help family members to redefine their com-
mitments and life priorities and redirect their relationships and activities toward the
dying.

Creating appropriate rituals for the expression of grief and referring parents to
the nearest chapter of a self-help group of bereaved parents or a professionally led
mutual aid group can be helpful. Through mutual sharing, support, modeling, and
learning that they are not “going crazy,” the mutual aid group process is particularly
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helpful for bereaved parents who lack emotional and social support for the expression
and resolution of grief.

Social workers helping bereaved families must be aware of the factors that make
family bereavement unique. Without an understanding of these special dynamics, the
clinician will often misapply techniques, sustain inappropriate counseling expecta-
tions, or possibly miss valuable opportunities for intervention leading to the success-
ful resolution of grief. The work of grieving entails mourning not only the person who
has died but the hopes, wishes, dreams, fantasies, unfulfilled expectations, feelings,
and needs one has for and with that person.

Social workers who view adjustment to sorrow as a time-bound process will view
clients who experience repeated sorrow as dysfunctional. On the other hand, those
who view chronic sorrow as a natural reaction to an ongoing tragic experience will
offer a continuum of appropriate support services (Rosenblatt 1983).

ILLUSTRATION AND DISCUSSION

Few experts would discount the importance of the family as a vital healing
resource. The family is the central stage on which the drama of our psychic
life begins and is ultimately shaped and nurtured. The centrality of the family
is so powerful that it accompanies us throughout all of our lives. In working
with families in the aftermath of a child’s death, the treatment process can
be normalized to grief and mourning.

In the following example, a mother called and requested help for her 13-
year-old son after the death of his sister from cancer. I conveyed that in this
situation, i.e., death in the family, it would be helpful if all family members
could come for the session.

Theresa and Paul Jenko, 42 and 45 years old, were married for seventeen
years. They had a difficult time conceiving a child and felt God blessed them
when Paul Jr., now 13 years old, was born followed by a daughter, Kathleen,
aged 11 when she died. The family lived with Theresa’s mom after Paul was
born. It was about one year after the maternal grandfather died and the ram-
bling house in Long Island seemed tailored to fit everyone’s needs. It was
commutable for Mr. Jenko and the school district was noted for its excellent
standards of student achievements.

I met with the family a week after the telephone contact and after a few
preliminaries, Mrs. Jenko began to tell me through sobs about Kathleen’s
illness and sudden death. Kathleen was born with a heart defect and had
surgery several weeks after her birth. She recovered rapidly and seemed to
live a normal life. There were, however, doctor visits to maintain and monitor
Kathleen’s condition. Mrs. Jenko felt it stabilized about 4 years of age, and
she returned to work knowing her mother was accepting of being with the
children for a few hours a day before she would come home from work.
Kathleen’s condition suddenly became acute about eight months ago when
she would complain of difficulty breathing and tightness in her chest. After
multiple visits to specialists, the family went to Maryland to a specialty chil-
dren’s hospital that treated this type of illness. “The rhythm of our lives
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seemed to dramatically change,” said Mr. Jenko. “We have been in a fog ever
since. We can’t believe Kathleen is dead.”

“Why God visited this suffering on us we cannot understand. I asked
and prayed that God will take me,” said Mrs. Jenko, “and he took our Kathy.”

Paul Jr. sat silently in the chair between his parents. He played with his
hat and did not make any eye contact. I invited him into the discussion and
wondered how he was feeling. He described his sister as his pal and remem-
bered two early memories of them fishing and swimming in the Long Island
Sound. He expressed his guilt about being smarter than his sister and re-
ceiving the annual merit award last year when his sister was sick. He noted
his parents were also busy with Kathy and only his grandma attended the
awards celebration.

During the first session all members made some contributions and spoke
only to the worker. No interaction took place among them. Each family mem-
ber cried, but Paul Jr. wept inconsolably after he spoke and throughout the
remainder of the session. The family agreed to at least twelve sessions since
Mr. Jenko’s insurance would reimburse them for brief treatment.

During the initial phase of work, it emerged that Mr. Jenko drank heav-
ily and had been in recovery since Paul Jr.’s birth. Paul Jr. was shocked,
and Mrs. Jenko worried that if Mr. Jenko felt overwhelmed with sadness and
despair, he might begin drinking again. He acknowledged his concern and
stated he would return to weekly AA meetings. Mrs. Jenko’s mother re-
quested she attend the family meetings because she too was affected by Kath-
leen’s death.

Grandma came for the next eleven sessions and helped the family return
to weekly Mass attendance to alleviate some of their spiritual pain. Although
the family had gone through the traditional waking of the body, funeral mass,
and burial rites, they were having a difficult time visiting the grave and mak-
ing the necessary arrangements for a headstone. The worker was supportive,
and in future sessions, they formulated a ritual that was “their own” and not
bound by traditions of culture or religious beliefs.

Present and future work focused on attending to Mr. Jenko’s reaction to
the death of his daughter. He described a pattern of withdrawal, sadness, and
low energy. He had previously been a man with a great zest for life, who had
participated in the community both with his children at soccer and pizza
parties and in a number of church societies. At present, it sounded as if his
life was on hold. He said that his future was shattered and that his dreams
and expectations could never be fulfilled. The social worker asked how Mrs.
Jenko was reacting to the death of her daughter. It appeared that some of her
former coping had emerged, such as hoping for another child. One difference
was her flight into activity in relation to her past withdrawal. The couple
began to see how their relationship was mirrored in their son.

Both parents reported after a number of family sessions that they had
thought a great deal about what the worker had said about keeping their lives
on hold and also feeling the support of normalizing this feeling. They rec-
ognized that they were stuck and felt they would like to begin to live again,
recognizing they had another child who needed nurturing, support, and their
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emotional and physical availability. At the family’s request, the eighth
through the tenth sessions included the paternal grandparents, since they too
were mourning the death of their granddaughter. In the eleventh session Mrs.
Jenko conveyed how the extended family visited the cemetery and placed
flowers on the grave. They sobbed and consoled each other. She felt Kath-
leen’s presence at that moment. At the last extended-family session, Paul Jr.
was able to express his anger at his parents for giving so much attention to
Kathy. He also showed his displeasure at his grandparents for not being avail-
able and helpful to him during Kathy’s hospitalization.

Counseling with the Jenkos lasted about six months. I always saw them
together as a family. My primary goal was to encourage all four members to
see themselves as a family that needed to heal their wounds and work
through their enormous pain of loss and isolation and some of the behavioral
difficulties that Paul Jr. was experiencing.

Working with children after a sibling’s death is a complex and delicate
task. Siblings protect and help to care for one another. For example, Paul Jr.
came to Kathleen’s defense on the playground, and often against Grandma,
in the form of sibling alliance. Relatively little has been written about the
impact of a child’s death on siblings (Rosen 1990).

The initial phase of the Jenkos’ counseling focused on each family mem-
ber’s reaction to the death and the impact other loss was having on the family
system. Earlier losses, hopes, and expectations were articulated, and the sig-
nificance of these losses emerged but was not necessarily resolved. Patterns
of coping and adapting to life losses became conscious, and numerous ex-
amples were used and related to present coping. During the middle phase,
some acceptance of the loss began to emerge. Inclusion of extended-family
members in treatment and the discussion of the family’s pet were used as
part of a life review and a thrust toward the future. A ritual designed by the
family acted as a form of empowerment and helped them in their grief work.

The final counseling phase, although very painful, suggested the begin-
ning of healing. Paul Jr. was able to express his anger at the family and gained
permission to externalize his feelings to reduce the future pain he would
experience. The family decided to stop weekly counseling for a time but to
return on a monthly basis.

Herz-Brown (1988) suggested several important interventions for fami-
lies dealing with death. First, open, direct, clear, and factual language should
be used, and euphemistic and technical language should be avoided. Second,
the worker should combat the family’s tendency to avoid issues related to
the death by establishing an open relationship in the family. The death has
to be discussed within the family. Third, the worker should remain calm.
Families often seek help when their stress or tension level is high and they
have been unable to reduce it. While the worker may experience strong emo-
tions, if her or his interventions are determined by emotional reactivity, it
can increase rather than decrease the stress level in the family. Fourth, the
worker should encourage the family to mourn the death in ways consistent
with their personal and religious customs, rituals, styles, and beliefs.

Successful intervention following the death of a child requires a com-
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bination of well-developed family assessments and counseling skills, a
knowledge of issues related to death and dying, and the capacity to cope
personally with the powerful emotions associated with the loss. Often, it is
necessary for the worker to maintain a balance between having the family
revisit the past to express unresolved feelings of grief and encouraging them
to face the future so that family life can continue to develop.

As part of life, human beings have always struggled with the knowledge
of personal death and coping with the death of a loved one. The overriding
issue that faces us in all our determination to cope with loss and to help
others cope with the loss is the place accorded to death in our lives today.
Mourning is not only normal, but also essential.

CONCLUSION

One of the hardest things for all of us to accept may be the death of a child. As in
most cases of grief, support from those who have suffered a similar trauma can help
to reduce the feeling of being alone and misunderstood. Both family and group ther-
apy can often be helpful after a child’s death (Figley 1978). The tendency of some
families to distance themselves from painful emotions that are part of the death is
contrary to what is actually needed. The social worker must accept the task of chal-
lenging the client to approach his or her feelings even though expressing them may
be an intense and, at times, an overwhelming experience.

The families of clients—both nuclear and nontraditional—can have a potent ef-
fect on the dynamics and outcomes of interventions. Clinicians of all orientations will
want to acknowledge the importance of the family’s culture and ethnicity, which can
provide valuable assistance during treatment. Use of a supportive family network can
help clients tolerate emotional discomfort and minimize negative outcomes of a loss.

The existence of support systems and the ability of the bereaved to use them will
greatly influence the grief process. Grieving is, to a significant degree, a lonely expe-
rience, but healing comes, in part, through reconnecting with the world. One way to
reconnect is by sharing one’s experience and receiving the acceptance and care of
others. Limited social support during bereavement has been shown to be associated
with high distress and poor outcomes as measured by physical and mental health.

Spiritual and religious beliefs can be of great comfort to the person who is griev-
ing. “Spiritual” means the way one makes sense of life and death; “religion” can be
the structure in which the bereaved may exercise his or her sense of this meaning.
Exploring this realm helps the therapist understand how the client operates in the
world, including the value system that he or she uses.

Increasingly, school systems are providing therapeutic services for students.
Since groups are a very efficient way to address personal concerns that are affecting
school learning and behavior, the recent trend has been toward the use of issue-
specific groups within the schools—for bereaved children, for children of divorce, for
adolescents with chronic illness. Many schools have well-trained social workers to
respond when a large number of students in one locality experience loss (e.g., a tor-
nado striking a small town and resulting in fatalities, a rash of adolescent suicides
occurring in a community, children witnessing a murder on the playground).

Working as a social worker in the area of grief and loss requires an awareness of
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yourself and your own issues. Who you are as a person affects the way you interact
with clients and how you conduct therapy. With issues related to death, the worker
client dynamics are even more complex than with other types of therapy. Issues sur-
rounding grief and loss are highly emotional, touching our deepest fears as human
beings. As a social worker in this field, you will come face-to-face with your own
mortality and your own fears of dying and death of loved ones. If you are not in touch
with your own issues in this area, your work with clients can be seriously compro-
mised. An awareness of your own vulnerabilities can have a positive effect on your
empathic attunement to clients and their grief.

References
Anderson, R. E. 1968. “Where’s Dad? Paternal Deprivation and Delinquency.” Archives of

General Psychiatry 18:4–19.
Becker, E. 1973. The Denial of Death. New York: Free Press.
Bluebond-Langner, M. 1988. “Words of Dying Children and Their Well Siblings.” Death

Studies 13:1–16.
Bowen, M. 1976. “Family Reaction to Death.” In P. J. Guerin, ed., Family Therapy: Theory

and Practice, pp. 335–348. New York: Gardner.
Bowlby, J. 1962. “Processing of Mourning.” International Journal of Psychoanalysis

42:317–40.
. 1969. Attachment and Loss. New York: Basic Books.
. 1973. Separation. New York: Basic Books.
. 1980. Loss: Sadness and Separation. New York: Basic Books.

Boyd-Franklin, N. 1989. Black Families in Therapy: A Multisystems Approach. New York:
Guilford Press.

Centers for Disease Control and Prevention. 1997. Monthly Vital Statistics Report 45(11):5.
Cook, A. and D. Dworkin. 1992. Helping the Bereaved: Therapeutic Interventions for Chil-

dren, Adolescents, and Adults. New York: Basic Books.
Cook, A. S. and K. A. Oltjenbruns. 1982. “A Cognitive Developmental Approach to Death

Education for Adolescents.” Family Perspective 16:9–14.
Cook, J. 1983. “A Death in the Family: Parental Bereavement in the First Year.” Suicide

and Life Threatening Behavior 13:42–61.
Doka, K. J. 1989. Disenfranchised Grief: Recognizing Hidden Sorrow. Lexington, Mass.:

Lexington Books.
Dracopoulou, S. and S. Doxiades. 1988. “Greece, Lament for the Dead, Denial for the Dy-

ing.” The Hastings Center Report 18, no. 4(Supplement):15–16.
Durkheim, E. 1951. Suicide: A Study in Sociology. New York: Free Press.
Figley, C. R. 1978. “Psychosocial Adjustment Among Vietnamese Veterans: An Overview

of the Research.” In C. R. Figley, ed., Stress Disorders Among Vietnamese Veterans:
Theory, Research, and Treatment, pp. 57–70. New York: Brunner/Mazel.

Fish, W. 1986. “Differences of Grief Intensity in Bereaved Parents.” In Therese Rando, ed.,
Parental Loss of a Child, pp. 415–28. Champaign, Ill.: Research Press.

Freud, S. 1957. “Mourning and Melancholia.” In J. Strachey, ed., The Standard Edition of
the Complete Psychological Works of Sigmund Freud, pp. 243–58. London: Hogarth
Press.

Glick, I. O., R. Weiss, and C. M. Parkes. 1974. The First Year of Bereavement. New York:
John Wiley.

Goffman, E. 1963. Stigma: Notes on the Management of Spoiled Identity. Englewood Cliffs,
N.J.: Prentice Hall.

Gorer, G. 1965. Death, Grief and Mourning. New York: Doubleday.
Herz-Brown, F. 1988. “The Impact of Death and Serious Illness on the Family Life Cycle.”



Dane 479

In B. Carter and M. McGoldrick, eds., The Changing Family Life Cycle: A Framework
for Family Therapy, pp. 457–82. Boston, Mass.: Allyn & Bacon.

Hogancamp, V. and C. Figley. 1983. “War: Bringing the Battle Home.” In C. Figley and H.
McCubbin, eds., Stress and the Family: Coping with Catastrophe, pp. 2, 148–65. New
York: Brunner/Mazel.

Holmes, T. H. and R. H. Rahe. 1967. “The Social Work Rating Scale.” Journal of Psycho-
somatic Research 11:213–18.

Irion, P. E. 1990–91. “Changing Patterns of Ritual Response to Death.” Omega, Journal of
Death and Dying 22:159–72.

Jourard, S. M. 1971. Disclosing Man to Himself. Princeton, N.J.: Van Nostrand Reinhold.
Kalish, R. A. and D. K. Reynolds. 1976. Death and Ethnicity: A Psychocultural Study. Los

Angeles: University of Southern California Press.
Kastenbaum, R. 1993. “Reconstructing Death in Postmodern Society.” Omega, Journal of

Death and Dying 27:75–89.
Kellehear, A. and D. W. Moeller. 1984. “Are We a Death Defying Society?” A Sociological

Review. Social Science & Medicine 18(9):714.
Klass, D. (1984–85). “Bereaved Parents and the Compassionate Friends.” Omega, Journal

of Death and Dying 15:353–73.
. 1986–87. “Marriage and Divorce Among Bereaved Parents in a Self-Help Group.”

Omega, Journal of Death and Dying 17(3):237–49.
. 1987. “John Bowlby’s Model of Grief and the Problem of Identification.” Omega,

Journal of Death and Dying 18(1):13–32.
Klass, D. and S. Marwit. 1988–89. “Toward a Model of Parental Grief.” Omega, Journal of

Death and Dying 19(1):31–50.
Knapp, R. 1986. Beyond Endurance When a Child Dies. New York: Shocken.
Kushner, H. 1981. When Bad Things Happen to Good People. New York: Avon Books.
Laird, J. 1989. “Women and Stories: Restoring Women’s Self-Constructions.” In M. Mc-

Goldrick, C. M. Anderson, and F. Walsh, eds., Women in Families, pp. 427–50. New
York: Norton.

Lewis, R. 1985. “Cultural Perspective on Treatment Modalities with Native Americans.”
In M. Bloom, ed., Life-Span Development: Bases for Preventive and Interventive Help-
ing, pp. 458–64. New York: Macmillan.

Martinson, I. M. 1991. “Grief Is an Individual Journey: Follow-up of Families Postdeath of
a Child with Cancer.” In D. Papodatou and C. Papodatou, eds., Children and Death,
pp. 255–65. New York: Hemisphere.

McClowry, S., E. B. Davies, K. A. May, E. J. Kulenkamp, and I. M. Martinson. 1987. “The
Empty Space Phenomenon: The Process of Grief in the Bereaved Family.” Death Studies
11:361–74.

McGoldrick, M. and R. Gerson. 1985. Genograms in Family Assessment. New York: W. W.
Norton.

Mitford, J. 1963. The American Way of Death. New York: Simon & Schuster.
. 1998. The American Way of Death Revisited. New York: Alfred A. Knopf.

Moeller, D. W. 1996. Confronting Death-Values, Institutions and Human Mortality. New
York: Oxford University Press.

Momeyer, R. W. 1988. Confronting Death. Bloomington: Indiana University Press.
Mulhern, R., M. Laurer, and R. Hoffman. 1983. “Death of a Child at Home or in the Hospital:

Subsequent Psychological Adjustment of the Family.” Pediatrics 71:743–47.
Parkes, C. M. 1987–88. “Research: Bereavement.” Omega, Journal of Death and Dying

18(4):365–77.
Parkes, C. M. and R. S. Weiss. 1983. Recovery from Bereavement. New York: Basic Books.
Paul, N. 1976. “Cross-Confrontation.” In P. J. Guerin, ed., Family Therapy, pp. 329–45. New

York: Gordnost.
Paul, N. and G. Grosser. 1965. “Operational Mourning and Its Role in Conjoint Family



480 Life Circumstances and Events

Therapy.” Community Mental Health Journal 1:339–45.
Paul, N. and B. B. Paul. 1989. A Marital Puzzle. Boston: Allyn & Bacon.
Peppers, L. G. and R. J. Knapp. 1980. Motherhood and Mourning. New York: Praeger.
Picasso, P. 1903. Tragedy. Washington D.C.: National Gallery of Art, Chapter Dole Collec-

tion.
Ponzetti, J. 1992. “Bereaved Families: A Comparison of Parents’ and Grandparents’ Reac-

tions to the Death of a Child.” Omega, Journal of Death and Dying 25:63–71.
Rando, T. 1985. “Bereaved Parents: Particular Difficulties, Unique Factors, and Treatment

Issues.” Social Work 3(1):19–23.
, ed. 1986. Parental Loss of a Child. Champaign, Ill.: Research Press.
. 1988. Grieving: How to Go on Living When Someone You Love Dies. Lexington,

Mass.: Lexington Books.
. 1996. “Parental Adjustment to the Loss of a Child.” In C. Corr and D. Corr, eds.,

Handbook of Childhood Death and Bereavement, chap. 20. New York: Springer.
Raphael, B. 1983. The Anatomy of Bereavement. New York: Basic Books.
Raphael, B. and K. Nunn. 1988. “Counseling the Bereaved.” Journal of Social Issues

44(3):191–206.
Rosen, E. 1986. Unspoken Grief: Coping with Childhood Sibling Loss. Lexington, Mass.:

Lexington Books.
. 1990. Families Facing Death. Lexington, Mass.: Lexington Press.

Rosenblatt, P. C. 1983. Bitter, Bitter Tears: Nineteenth-Century Diarists and Twentieth-
Century Grief Theories. Minneapolis: University of Minnesota Press.

Schiff, H. S. 1977. The Bereaved Parent. New York: Penguin Books.
Spinetta, J., D. Rigler, and M. Karon. 1981. “Anxiety in the Dying Child.” Pediatrics

56(6):1034–37.
Stern, E. M. 1985. Psychotherapy and the Grieving Patient. New York: Haworth Press.
Stroebe, M. (1992–93). “Coping with Bereavement: A Review of the Grief Work Hypothe-

sis.” Omega, Journal of Death and Dying 26:19–42.
Stroebe, M. S. and W. Stroebe. 1983. “Who Suffers More? Sex Differences in Health Risks

of the Widowed.” Psychological Bulletin 93:279–301.
Videka-Sherman, L. 1982. “Coping with the Death of a Child: A Study over Time.” Amer-

ican Journal of Orthopsychiatry 52:688–98.
Walsh, F. and M. McGoldrick. 1991. Living Beyond Loss. Death in the Family. New York:

W. W. Norton.
Zborowski, M. 1969. People in Pain. San Francisco: Jossey-Bass.



481

17
Death of a Parent
Nancy Boyd Webb

The Book of Ecclesiastes proclaims that “to everything there is a season . . .
a time to be born, and a time to die” (Eccl. 3:1). However, family members may not
experience the death of a parent with this attitude of quiet acceptance, but instead
complain that the death occurred “too soon” (out of season). Admittedly, a death of
a person in young adulthood or midlife is untimely, and the death of a parent is always
difficult.

Because of the implicit role of parents as nurturers and caretakers, their loss stirs
up distressing feelings of anxiety based on the ongoing attachment relationship and
the dependency needs of the survivors, regardless of their age. Different issues emerge,
however, when a 4-year-old child, a 40-year-old married parent, or a 65year-old retired
grandparent loses a parent through death. Personal vulnerabilities and challenges
related to the impact of the death depend on many factors, in addition to age. The
unique circumstances of each case require that we take both a wide and a narrow
view of each situation in order to assess whether help is needed, and if so, what kind.

This article presents a life cycle perspective on parental bereavement, applying
an understanding of developmental and family systems theory to the situation of
parental loss. The emphasis is on the death of a parent in childhood, but the impact
on the entire family and their responses are also considered, and some comparisons
are made to the experience of parental death among older individuals.

DEFINING AND EXPLAINING THE DEATH OF A PARENT

A parent’s death has an impact, not only on the family, but also on the wider com-
munity, including service providers. For example, the death of a 45-year-old mother
from ovarian cancer will be treated differently from that of a 45-year-old father who
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was shot while dealing drugs. The children in each case suffer the loss of a parent,
but the shameful circumstances of the father’s death create complicated emotions that
inevitably make the grief process more difficult for his family. In addition, services to
each family will differ because of the unique circumstances of each death, one of
which may involve law enforcement investigation.

Other factors about the death of a parent that impact on the family and wider
community relate to whether the death was anticipated (as with terminal illnesses)
or sudden and/or accidental, sometimes raising concerns about whether it might have
been prevented. For example, when a mother diagnosed with metastasized uterine
cancer has hospice services in the home, the children, relatives, and friends gradually
come to realize that the woman is getting weaker, and that she requires increasingly
more pain medication. Even young children may begin to wonder if their mother will
ever get better. Relatives may struggle with the issue of adequate pain medication and
sometimes with the dying person’s requests for assisted suicide. These matters reach
far beyond the family and are currently being discussed by medical ethicists, reli-
gious, and legal scholars. They ultimately have great political, religious, and com-
munity impact.

When a parent of a child or adolescent dies, a primary question for the surviving
family and the community always is, “Who will take care of this dependent youth?”
The parent’s previous role as a caretaker now has to be assumed by others. This can
be quite complicated in many small ways that make life difficult and stressful for the
child and for the survivors. For example, when a mother dies, and the father must
leave for work by 6:30 a.m. and the child’s school bus does not come until 7:30, who
will take care of the child during this one-hour period five days a week? Similarly,
who will be responsible for the child after school until the father returns from work,
sometimes as late as 7 p.m.? Although many day care programs typically provide for
very early drop-off, and some even serve breakfast, few public schools provide this
option for school-age children whose single parents (whether widowed or not) have
to struggle to arrange before- and after-school child care. Arrangements for the child’s
care during school vacation periods and holidays when the parent has to work also
highlight the failure of community services to deal adequately with significant num-
bers of children in one-parent families. Sometimes family members and friends of the
deceased parent can provide assistance, but where these options are not available,
the community should provide alternative resources.

DEMOGRAPHIC PATTERNS

About 5 percent of children lose a parent to death before they reach the age of 18
(Wessel 1983:125). This means that teachers and schools must be prepared to face the
certainty that some of their pupils will become bereaved during the course of the
school year. Schools must help teachers face this inevitable occurrence by offering
training and guidelines to help them respond appropriately when a child’s parent
dies.

The U.S. Census Bureau statistics provide information about the comparative
rates of male/female deaths of blacks and whites. The projection for 1996 (U.S. Census
1998) was a death rate of 9.2 for white males, 9.0 for white females, 9.4 for black
males, and 7.5 for black females per 1,000. This resonates with prevalent knowledge
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that males die at a higher rate than females. The higher rate of death for black males
is possibly due to environmental risk factors, such as homicides. I was not able to
obtain statistics about parental deaths, since the Census Bureau collates data by age,
geography, race, and cause of death, but not with reference to the family status of the
deceased.

SOCIETAL CONTEXT

The responses of members of an individual’s surrounding environment can either
help or hinder his or her mourning process. When the manner of death cannot be
discussed openly as in a suicide, some homicides, and in AIDS-related deaths, the
individual and family must cope with the strain of secrecy at the very time that their
feelings of grief are surging within them. By contrast, when a parent dies a heroic
death such as in fighting a house fire (see the case of the Turner family presented
later), the outpouring of support from the community can be tremendously validating
and comforting to the survivors. Of course, the pain of the loss of one’s parent is just
as vivid whether he or she dies in a drug-related murder or as a hero in battle. How-
ever, the drastically different response of the surrounding community in each case
will have a very significant effect in the family members’ ability to express their grief
openly, receive support, and come to some form of eventual acceptance of the death.

Different religious practices also influence the mourning process. The Jewish re-
ligion, for example, prefers immediate burial, without viewing of the body, in contrast
to the Catholic practice of a wake of several days, with the casket open, followed by
a funeral. The process of remembering and honoring the person who died is accom-
plished in Jewish families through sitting shiva, a mourning ritual of several days
following the burial, which can be considered analogous to the Catholic wake.

However, the participation of children in rituals of this sort often is abbreviated
because of children’s inability to tolerate long periods of sadness and of talking as-
sociated with the reminiscing process. Counselors must help families understand that
children’s short sadness span is no reflection of their lack of respect or love for the
dead person.

Unfortunately, many people in the United States are uncomfortable discussing
death, and others believe that it is inappropriate to expose young children to this
distressing topic. This death taboo means that many bereaved children are ignored
or avoided. There is a distinct role for social work professionals in addressing the
needs of a vulnerable population (children) who do not have the knowledge, the
words, or the political clout to speak for themselves. A range of bereavement services,
staffed by trained personnel, should be available to children and families.

A similar insensitivity and inability to deal with the impact of a parent’s death
can occur with reference to the elderly. Kastenbaum (1998) describes standing beside
a 74-year-old man, “with tears running down his cheeks because his 97-year-old father
was dead.” Kastenbaum comments:

An outsider might rush to the conclusion that the death of a very old parent
should not mean so much to a child also advanced in years. Consider, how-
ever, how long this relationship had to develop and flourish and what a blow
it now was for this man to go on without the father he had known for three-
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quarters of a century. Parent-child bonds may continue strongly for many
decades (emphasis added). (333)

When children, of any age, cannot grieve the death of a parent with the understanding
and support of their kinship and social network, they are at risk of unresolved mourn-
ing. There is a clear need for educational and professional intervention to meet their
needs.

VULNERABILITES AND RISK FACTORS

The loss of a parent to death signals a major life transition that usually includes a
harshly felt confrontation with the fragility of life and the fear of additional future
losses. The reasoning of both child and adult concludes that if the all-powerful parent
cannot vanquish the unseen ghost of death, then everyone now must be vulnerable!
Children do not have a mature understanding about death until about the age of 9
(Nagy 1948). They often become clingy after the death of a parent, seeming to fear
that the surviving parent will now also disappear. Middle-age adults who experience
the death of a parent also may feel profound anxiety, to which some respond with
heightened worries about their own mortality. They sometimes express their anxiety
through preoccupation about bodily aches and pains (somatization) or with “acting-
out” behaviors devoted to frantic pleasure-seeking (live in the moment). The under-
lying meaning of the death of a parent, whether at age 4 or 44, is that one’s life has
been drastically affected. Self-protective functions in the form of defenses should be
understood in the context of the stress of a major life transition.

Most studies of parental bereavement have focused on the death of the father.
Consistent differences have been found, as reported by Kastenbaum (1998), between
children whose father died and children who have both parents alive. Children whose
father died “tend to exhibit the following characteristics: [They]

Are more submissive, dependent, and introverted
Show a higher frequency of maladjustment and emotional disturbance, in-
cluding suicidality
Show a higher frequency of delinquent and criminal behavior
Perform less adequately in school and on tests of cognitive functioning

[In summary] parental bereavement must be regarded as a potential
problem in many areas of a child’s life.” (291–92, emphasis mine)

We must not be deterministic, however, since many children who lose their par-
ents in childhood grow into achieving and well-adjusted adults. Whereas the death
of a parent in the life of a child does seem to create a risk, many other factors, as will
be discussed in the following, can intervene to help and support the child with his/
her ongoing growth and development.

In several previous publications I have presented an assessment tool (The Tri-
partite Assessment) to help conceptualize the impact of the multiple interacting fac-
tors associated with a particular crisis or death experience (Webb 1991, 1993, 1996).
This conceptualization (see figure 17.1) was originally developed for application to
children in crisis and bereavement, but it can also inform our understanding of the
experience of bereaved adults. The three groups of interacting factors in the Tripartite
Assessment include:
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FIGURE 17.1. The Tripartite Assessment of the Bereaved Child

Interactive components of a tripartite assessment of the bereaved child: From Nancy Boyd Webb’s Social
Work Practice With Children, pg. 254. Copyright 1996 by The Guilford Press. Reprinted with permission.

Factors related to the individual
Factors related to the crisis/bereavement situation
Factors related to the support system

In examining these diverse factors, some constitute risk factors, while others contrib-
ute to the individual’s resiliency. For example, in situations involving the death of a
parent, individual factors such as the person’s or the family’s past history of death
and loss may seriously complicate the grieving process. In other cases, the nature of
the death itself may have repercussions that impact on the responses of the individual
and family. This would be true, for example, following a suicidal death or in a situ-
ation of violent or traumatic death. Regardless of the specific factors related to either
the individual or to the death itself, the support from the extended family, friends,
and community serves as a balancing/protective influence that can ease the pain of
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bereavement and therefore contribute to an individual’s resiliency following a death.
When this support is absent, the risk factors may prevail.

As indicated in figure 17.1, individual factors in parental bereavement include:

The individual’s age/developmental/cognitive/temperamental factors
Past coping/adjustment (prior to the death)
Global assessment of functioning (DSM-IV, Axis V)
Medical history
Past experience with death/loss

The relative importance of these factors will vary in different cases, but the nature of
the attachment relationship between the child and the deceased is especially impor-
tant, as are developmental considerations that influence the child’s ability to com-
prehend the reality of death.

The attachment bond between the child and parent serves as “the secure base”
from which the toddler gradually reaches out to explore the world (Ainsworth and
Wittig 1969). In a review of the attachment literature (see, e.g., Ainsworth 1979; Ains-
worth and Bell 1971; Mahler, Pine, and Bergman 1975; Sroufe 1979a, 1979b; Sroufe
and Waters 1977), Remkus summarizes that “a secure attachment bond . . . is the basis
for subsequent development. . . . It is through this relationship that the infant learns
about trust, love, and social interactions” (1991:144). Because the young child invests
almost all of his feelings in his parents (in comparison with adults who distribute
their love among several meaningful relationships), the impact of a parent’s death in
childhood is all the more devastating. “Only in childhood can death deprive an in-
dividual of so much opportunity to love and be loved and face him with such a
difficult task of adaptation” (Masur 1991:164, referring to Furman 1974).

Most children do not know the “facts of death”—namely, that it is inevitable,
personal, irreversible, and universal—until they are 9 or 10 years of age, unless they
have had experiences with deaths of animals or family members (Wass and Stillion
1988). Their understanding progresses gradually from an egocentric and immature
view to a more mature conceptual understanding. Thus, the preschool child whose
parent dies may believe that his own “bad” behavior caused the death, or that the
dead person can “wake up” if he screams loud enough (Saravay 1991). Preschoolers
also do not comprehend the loss of bodily sensations or functions that occurs in death
(Fox 1985). As children grow, their understanding improves, so that by age 9 or 10
they understand that death is final and that it will happen to everybody “sometime.”
They also can comprehend the difference between the body and the soul, as taught
by many religions (Webb 1993).

Studies of children’s responses to the death of a parent (Silverman, Nickman, and
Worden 1992) have found that children maintain their attachments to their deceased
parents through their memories, and that this process continues over the years, “serv-
ing an important function in terms of the child’s and, later, the adult’s development”
(Webb 1993:10).

Important differences exist between the manner in which children and adults
express their grief. They include (Webb 1993:14) the following:

Children’s immature cognitive development interferes with their under-
standing about the irreversibility, universality, and inevitability of death.
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Children have a limited capacity to tolerate the emotional pain of grieving
(they have a “short sadness span”; Wolfenstein 1966).
Children have limited ability to verbalize their feelings.
Children are sensitive about “being different” from their peers (having a
deceased parent makes them feel different and embarrassed).

In contrast to these distinctions between the grief process of children and adults,
certain reactions to the death of a loved one occur regardless of age. These include
responses of denial, anger, guilt, sadness, and longing. Miller (1995) states that “for
children, as well as adults, bereavement is a cognitive and emotional process that
weaves the experience of the death, the meaning of the loss, and a changing relation-
ship with the deceased into the fabric of their lives over time” (100).

RESILIENCIES AND PROTECTIVE FACTORS

The importance of protective factors to balance risk factors is demonstrated in the
case of Sabrina, a 7-year-old child whose mother died of cancer following several
months of steady decline (Webb 1996). The child’s reactions had to be evaluated in
the context of the responses of her father and the extended family. The fact that Sa-
brina’s half-brother had died of a drug overdose one year prior to her mother’s death
certainly was a complicating factor and an added risk in this child’s bereavement
experience. However, these two tragic deaths occurred in the life of a child who had
previously been doing well socially and academically. In addition, the paternal grand-
parents were able and willing to help with Sabrina’s care before and after school.
Furthermore, a child and family therapist coordinated effectively with the school
social worker to alert the school about Sabrina’s situation. Sabrina was a very resilient
child. Even the dual losses of her half-brother and her mother did not seriously in-
terfere with her ongoing development. The fact that her paternal grandparents lived
close by, as did many aunts, uncles, and cousins kept this child from feeling isolated
and abandoned. The extended family system served as essential “protectors” for a
child whose adjustment might otherwise have been seriously compromised.

In a different example, the case of Mario, age 13, and Maria, age 10 (Webb 1996),
the absence of any family supports put the children at great risk. These children were
half-siblings who were orphaned by their mother’s death of probable AIDS, which
resulted in their subsequent placement in foster care. Although they attended their
mother’s funeral, they were moved out of state shortly thereafter, and then later aban-
doned by their former baby-sitter who changed her mind about caring for them. The
lack of family support, added to other unfortunate life circumstances, put these chil-
dren at great risk.

As indicated in figure 17.1, death-related factors in parental bereavement include:

The type of death
Contact with the deceased
Expression of “good-bye”
Relationship to the deceased
Grief reactions
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As previously discussed, the responses of children and other family members will
vary considerably depending on the circumstances of the death. The extent to which
the child was given the opportunity for closure provided by contact with the deceased
and/or through attendance at a funeral or memorial service must be determined.

The issue of a “stigmatized death,” such as that from AIDS, constitutes a risk
factor that seriously complicates the mourning process for survivors. Public disap-
proval of the illness prevents open acknowledgment of the manner of death, leading
family members to feel shame and isolation. Doka (1989) refers to this type of be-
reavement as “disenfranchised grief” (as if they are not entitled to mourn).

In Maria’s case, the girl did not seem able to recognize the cause of her mother’s
death and referred to it as a “heart attack.” This may, in fact, have been what she was
told at age 5. However, now at age 10, Maria knew that she herself was infected with
HIV, and she had been given literature explaining the different means of transmission
of the illness. Maria had not asked how she contracted the illness and, apparently,
could not cope with the impact of acknowledging her mother’s probable role in trans-
mitting HIV to her. It is possible that her denial defended her from feelings of anger
toward her mother that would have been inevitable had she identified her mother as
the source of her own illness. This protective defense (denial), may have been appro-
priate at a younger age, but it will no longer help Maria when she enters adolescence
and/or when she becomes sexually active. She will probably need counseling at a
future time when she recognizes and has to deal with her feelings about her mother
and her illness.

As indicated in figure 17.1, support system–related factors in parental bereave-
ment include:

Grief reactions of nuclear family
Grief reactions of extended family
School’s recognition of bereavement
Religious affiliation (level of participation and beliefs about death)
Cultural affiliation (extent of child inclusion)

As already discussed under Societal Context, different cultures, religions, and indi-
vidual families respond differently to death, and hold varying beliefs about expected
mourning practices. For children, the most important factor is the extent to which
they are included in the family’s mourning observances, and the extent to which the
family and community allow children to mourn at their own pace. In summary, pro-
tective factors that seem to counteract and reduce the risk factors include the concern
and love from the extended family, and the religious and secular (school) community.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

The social work profession has played a pivotal role in establishing and staffing be-
reavement programs to assist bereaved individuals following the death of a parent.
The range of these programs includes hospital-based individual, family, and group
counseling; home and agency-based hospice programs to assist family members of
terminally ill patients; and time-limited mental health agency (Ormond and Char-
bonneau 1995) and school-based grief support programs to help children who have
lost a parent to death (Tait and Depta 1993). Because death often occurs in hospital
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settings, medical social workers have a central role either in providing such services
or in referring families to community-based programs, suitable for their specific needs.
For example, the American Cancer Society has a wide range of groups for patients
and relatives affected by cancers of a specific type. Many of these groups are coled
by a social worker and a nurse.

The hospice movement, in which many social workers offer services, has grown
from a single program in the United States in 1973 to more than two thousand pro-
grams at the end of the century (Kastenbaum 1998). It now has a variety of services
specially targeted to family members. A growing number of services and programs
that have been developed especially for children utilize art, storytelling, and play.
This is due to the growing awareness in the professional community about effective
interventions with bereaved children.

Bereavement Groups. Because children dislike being considered “different” from
others, bereavement groups should be considered the treatment of choice for be-
reaved children. These groups, frequently led by social workers, may be school- or
community-based. They offer the peer support that the bereaved child so greatly
craves, since the group helps him/her realize that other children have also lost a
parent to death.

Bereavement groups typically are time-limited (eight to ten weeks) with a
planned agenda that utilizes various activities such as drawing, writing, and group
exercises to assist the children express their feelings about death. Casey-Tait and
Depta (1993) describe the process of one such eight-session group consisting of ten
children, ages 7 to 11, each of whom had experienced the death of a parent, steppar-
ent, grandparent, or other family members. There were two coleaders, which the au-
thors recommend in order to make it possible for one leader to attend to individuals
who may become upset during the group sessions, while the other leader can continue
with the group process. The groups give the child the opportunity to ask questions,
either verbally or anonymously through use of a question box. They serve an impor-
tant role in combating the isolation of bereaved children. In an earlier publication
(Webb 1993) I pointed out that bereavement groups are not appropriate for traumat-
ically bereaved children or for children bereaved by suicide. The special needs of
these individuals can be more appropriately met initially in one-to-one therapy.

Other School and Community-Based Programs. In their effort to respond appropri-
ately to situations involving student suicides or traumatic deaths, many schools and
colleges have created crisis teams consisting of counseling, social work, administra-
tive, and guidance staff who have received training about how to respond following
these events. Friends of the deceased are often targeted to receive special outreach,
because clinical research documents the special vulnerabilities of peers whose im-
maturity and lack of ability to express their grief may lead them to imitate the self-
destructive behavior in what have been called “copycat suicides.”

Most school-based crisis teams assign special guidance counselors and/or social
workers to help students who may need to discuss their complicated reactions fol-
lowing traumatic deaths, such as shootings, car accidents, and suicides. Elsewhere
(Webb 1986) I have discussed guidelines for schools to help with prevention of sui-
cides and to deal with reactions of faculty and students following such a death. Many
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schools now have trained crisis teams prepared to deal with the emergency of trau-
matic deaths. However, it seems ironic to me that most schools do not have similar
staff training programs and response protocols for the far more common type of be-
reavement, that of the death of a parent.

Many resources about death are available in the form of storybooks for young
children, information and support books for teenagers, and textbooks and curriculum
guides for teachers (Cassini and Rogers 1996; O’Toole 1998; Stevenson 1996). The
availability of these resources, however, does not mean that they are being used.
Because of the discomfort of many adults in discussing the topic of death, classroom
teachers may shy away from it. This is analogous to the discomfort of schools and
communities in dealing with issues related to sex education.

Teachers need help and guidance about how to help students following a death,
and it is preferable that they receive some in-service training prior to the need to
implement this. The following discussion describes a community-based program fo-
cused on helping schools prepare to respond to deaths and other losses by offering
in-service programs on these topics to teachers.

The Westchester (NY) Task Force on Children and Loss. I am a member of a com-
munity-based task force dedicated to helping schools and community agencies deal
with death and loss situations of various kinds. Composed of school guidance coun-
selors, social workers, funeral directors, mental health practitioners and college-level
faculty who volunteer their services, the mission of the task force is to offer educa-
tional and supportive services about death and loss to schools upon request. The
program has been in existence for about six years, and although it is offered at no
charge, it is underutilized. We have sponsored several conferences, open to both pro-
fessionals and the public, but they have been poorly attended.

The most successful component of the task force has been a six-session staff in-
service training seminar on a variety of topics related to loss. The two-and-one-half-
hour program occurs once a week, after school. School staff (teachers, guidance
counselors, administrators) who sign up in advance, receive in-service credit for
attendance. Topics included in the six-session training seminar include the fol-
lowing:

Children’s understanding of death
Talking to children and parents about death
Children and funerals: understanding and participation
Suicide bereavement
Hospice and its role in helping children and families
Children’s reaction to divorce and talking about loss to groups of children

The anonymous evaluations at the end of the program have been unanimously
favorable. However, these programs (available twice a year), have been subscribed to
by only a fraction of the schools we would like to reach. The death taboo may play
some role, and although we deliberately chose to use the word loss rather than death
in the task force title, administrators may prefer to avoid confronting staff with issues
that appear to have negative overtones. We continue to offer our services and hope to
make incremental steps that will have some modest impact over time.
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ASSESSMENT AND INTERVENTIONS

Use of the Tripartite Assessment, as already described, can greatly assist the practi-
tioner in evaluating the impact of a parent’s death on an individual. However, when
a parent dies, the impact of the death reverberates across the entire nuclear and ex-
tended family and a family systems perspective gives the practitioner a broader view
of the repercussions of the death.

The family’s responses usually reflect both personal, familial, and religious/cul-
tural expectations and values. According to Walsh and McGoldrick (1991) “death
poses shared adaptational challenges, requiring both immediate and long-term family
reorganization and changes in a family’s definitions of its identity and purpose” (7).
Apart from the major task of grieving the loss of a pivotal person when a parent dies,
accommodations must be made within the family to carry out the specific duties and
role functions of the deceased person. For example, in the Turner family case to be
discussed more fully later, after the death of a fireman while fighting a house fire, his
widow and four children needed to find someone to complete the painting of their
home, which the father had been working on at the time of his death. Similarly, after
a mother’s death, the family must identify and make plans about how to complete the
many tasks the mother routinely performed in the course of her average day and week.

Walsh and McGoldrick (1991) refer to the following two major adaptational tasks
for family members following a death: (1) acknowledging the reality of the death and
sharing the experience of loss, and (2) reorganizing the family system and reinvesting
in other relationships and life pursuits (8–11). A new equilibrium must occur within
the family. This process of shared grief and planning for the future usually results in
increased solidarity in the family (Goldberg 1973). The social work practitioner work-
ing with a family following the death of a parent must pay attention both to the family
as a whole (how it is functioning and how it is carrying out its adaptational tasks) and
also to the reactions of individual family members.

Because the mourning process occurs over time, different helping approaches
may be appropriate at different stages of bereavement. Baker, Sedney, and Gross
(1992) refer to the grief process as a series of psychological tasks that must be accom-
plished in stages. In the early phase, the individual must “gain an understanding of
what has happened, while employing self-protective mechanisms to guard against the
full emotional impact of the loss. Middle phase tasks include accepting and reworking
the loss and bearing the intense psychological pain involved. Late tasks include
the . . . resumption of developmental progress on age-appropriate developmental is-
sues” (105). It is imperative that the counselor identify the family’s and the individ-
ual’s stage of bereavement in order to plan help that will be most appropriate and
acceptable at a particular time.

Depending on the specifics of each case, the social worker may offer help through
family therapy, group therapy, individual therapy, or a combination of different ap-
proaches. Certain methods may be more acceptable to different individuals at differ-
ent stages of their bereavement process. It is important to move at the clients’ pace
and to be respectful of their wishes. Although children usually do not have the au-
tonomy or sufficient awareness to participate fully in selecting a treatment method
that appeals to them, we must try whenever possible to include children in treatment
decisions since this will enhance their subsequent motivation to participate. The
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child, obviously, had no control over the death, but many children can voice their
preference about whether to see a counselor by themselves, with their family, or in a
group with other bereaved children if the choice is presented to them. For example,
in the case of Sabrina mentioned earlier, Sabrina declined my suggestion that she
attend a weekend “summer bereavement camp,” which would have necessitated her
being away from her father for two nights. At the time, her mother had been dead for
approximately seven months, and I had been seeing her with her father in bimonthly
counseling sessions. I thought that she might be ready to deal with her grief issues in
the company of other bereaved children. However, as an only child (now that her
brother had also died) Sabrina was not comfortable with the prospect of being sepa-
rated from her one surviving parent even for a weekend. I respected the child’s wishes
and continued to see Sabrina with her father in joint sessions, helping each of them
express their anxieties about safety and separation issues.

In contrast, a 12-year-old girl in the fireman’s family (see later case illustration)
did not want to commit to either family or individual therapy after one family session
four months following her father’s sudden death. However, this girl did agree to attend
a school-based bereavement group, and, according to her mother, she benefited greatly
from the experience. Her three younger siblings participated regularly and enthusi-
astically in one-to-one individual play therapy over a period of five months following
the death. The widowed mother attended a bereavement group during this period. In
summary, choices about different treatment options should be offered in the spirit of
respecting the clients’ preferences.

Family Counseling/Therapy. Whenever possible, it is important to see the family
together for at least one session, following the death of a parent. This is to acknowl-
edge that they have all experienced the same loss and also to point out that different
people in the family will respond differently to this loss. The social work counselor
models a tolerance for differences, which can be particularly important for the chil-
dren, who may feel guilty because they still want to go out and play and have fun
with their friends, while their surviving parent may be sitting sadly in the house.

During the family session it is also helpful for the worker to indicate that most
people’s feelings change over time, and that their preference for counseling at one
point may change later. The worker also should state that sometimes it will be helpful
to see different family members alone or together in sibling groups. A model of flex-
ibility respects everybody’s changing needs.

It is almost always valuable to see the surviving parent alone to offer him/her
support and guidance in reorganizing the family tasks and to review with the parent
some typical reactions of children after the death of a parent. It is helpful to have
some written educational materials to give to the parent, since if she or he is actively
grieving, it is unrealistic to focus primarily on the children and to present psycho-
educational information orally. In situations when the worker considers that the par-
ent is depressed and not functioning well, this session alone with the parent can be
used beneficially to help the parent grieve, to make a referral when appropriate, and
to also locate helping persons within the family network to provide assistance to the
children and to the parent on a temporary basis. It is important that the parent not
begin to use one of the children as a confidante in place of the bereaved spouse. This
can be openly discussed with the parent at the same time the worker normalizes the
parent’s need for an adult friend and source of support.
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Referral to a bereavement group is also helpful for the surviving parent. In my
own experience, I have found that many parents are reluctant to attend such groups
soon after the death. They seem to fear being overwhelmed by the feelings of other
bereaved spouses at a time when they feel that they cannot cope with their own grief.
Matters of timing and personal readiness to accept a referral cannot be predicted with
certainty. A group experience is very valuable for either adults or children, but only
when the bereaved individual is ready. Sometimes it is helpful to suggest that the
person try the group once or twice, rather than automatically rule it out.

Individual Therapy/Counseling. “Some of the distinct advantages of individual ther-
apy over group or family therapy are that it permits maximum attention to the par-
ticular needs of the child, and allows the therapist to move at the child’s pace in a
careful in-depth exploration of the child’s underlying feelings about the death” (Webb
1993:51). Individual counseling is always recommended in situations of traumatic
bereavement or following a suicidal death. This is because the individual (child or
adult) must deal with their frightening ideas/images about the gruesome nature of the
death before they can engage in the normal mourning process. Mourning, by defini-
tion, requires remembering the person who died. When the death has been traumatic,
very frightening elements become superimposed upon these memories and interfere
with peaceful and healing recollections. Counseling the traumatically bereaved is a
stressful process for both the individual and for the social work counselor/therapist.
Before undertaking this anxiety-producing work, the worker should have received
specialized training in counseling traumatized individuals.

ILLUSTRATION AND DISCUSSION

The Turner Family

Betty (mother) Age 34 Part-time cashier
Greg (father) Age 35 Policeman and volunteer

fireman; killed in house fire
Mary Age 12 Seventh grade
Greg, Jr. Age 9 Fourth grade
Brian Age 6 First grade
Lisa Age 4 Nursery school

Three months following Greg’s death, the policeman/MSW social worker
who was on the “crisis debriefing team” who visited the family immediately
after the death suggested to Betty that it would be a good idea for her to
consult a play therapist for the children because of the traumatic nature of
their father’s death. The policeman/social worker telephoned me to provide
information and to alert me to expect a call from Betty. When no call came
after ten days, I telephoned the referral source and he said that he would call
Betty again. About three weeks after the initial referral I received the tele-
phone call from Mrs. Turner. She agreed to bring all the children for a family
session. I mentioned that following this initial meeting I would like to see
each family member, including her, individually. I said that depending on
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my assessment of their individual needs, we would agree on a plan of how
to proceed. Mrs. Turner mentioned that her husband’s and Mary’s birthdays
were coming up soon, and she thought that this was going to be “hard” on
all of them. The birthdays also coincided with an upcoming ceremony
planned by the fire department and the town to name a street after her hus-
band. I indicated my understanding of the combined honor and stress of this
event and mentioned my wish to do whatever I could to help her get through
this difficult period.

First Family Session. This consisted of an opportunity for me to meet
all the family, to acknowledge the terrible loss they had each experienced,
and to explain some of the ways I might be helpful to them. I described my
role as someone who “helps children and families with their troubles and
worries, and that sometimes we talk and sometimes we play” (Webb
1996:68). I suggested that we begin by everyone making a drawing of a happy
memory of their family. The boys each drew a picture of an outing in the
park, the mother helped Lisa draw a snowman, and Mary drew some flowers.
The purpose of this warm-up exercise was to help the children begin to feel
comfortable with me. I also used the drawings to refer to their father, asking
his whereabouts in the scene each drew. I had suggested that Mrs. Turner
bring some pictures of her husband with her to this session, and she shared
them at this time, pointing out the individual children with their father when
they were much younger. I was impressed by Mrs. Turner’s ability to focus
on her children when I knew that she had suffered a great loss herself.

The pictures also showed some older family members and other rela-
tives. I learned that Mrs. Turner’s parents had both died during the past year,
as had her mother-in-law. I said with great feeling, “This family has lost a lot
of important people in a very short time!” Mary said that she believed in
reincarnation, and that she thought that life continues in other forms. She
elaborated that several of her aunts had had babies this year, and she thinks
that her grandparents’ spirits will be felt in these new lives. I said that I was
very impressed by her spiritual beliefs. Addressing the younger members of
the family, particularly, I mentioned that no matter what happens after death,
we still miss the person and wish he was still with us. There was some
discussion among the boys about who would own their father’s fire helmet
and jacket.

Lisa was getting quite squirmy, and I suggested that we all play a board
game called, “The Goodbye Game.” This is a therapeutic game that incor-
porates the stages of grief (denial, anger, bargaining, acceptance) by permit-
ting the players to respond to questions (printed on different-colored cards)
about death when they land on corresponding color sections of the board.
Because Lisa couldn’t read (and it turned out that Brian couldn’t either),
Mary read their cards for them. One of Greg’s questions was, “Draw a picture
of death.” He drew a picture of a narrow casket with a thin figure in it. As
Greg drew, Brian asked if he could draw also, and, of course, I agreed. Brian
drew a burning house. When we were looking at the drawings, I commented
that they were both probably thinking about their father. I noticed that Mary’s
eyes filled with tears several times while playing the game.
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At the end of the session I set up appointments to see Mrs. Turner and
each child separately. I said that I knew it was hard to think and talk about
someone you loved who had died, but that I thought it would be helpful to
them. I also mentioned again that we could play as well as talk.

Comment. This family was fairly easy to engage, despite the mother’s
initial delay in acting on the referral. The challenge here was the wide age
range of the children, between 4 and 12 years. Because of this I knew that
there was a vast difference in Lisa’s and Mary’s understanding of death. I
realized that in a family session such as this, it is difficult to meet the indi-
vidual needs of different family members. Nonetheless, the family session
served the purpose of engagement and beginning the therapeutic relationship
with each individual. I knew that in future sessions with the individual chil-
dren I would use play therapy techniques with the two younger children,
mostly talk with Mary, and combine talking and playing with Greg.

Individual Session with Mrs. Turner. I used this meeting to go over many
of the points mentioned earlier in this article with regard to helping the
spouse of someone who died. I made a referral to a bereavement group for
Mrs. Turner, and she said she didn’t feel ready yet but that she might want
to go “later.” We also discussed the status of each child individually. Mrs.
Turner stated that Mary told her after the family session that she didn’t want
to come back for individual sessions. The mother felt that Mary was “doing
very well,” and that she didn’t really need help, in contrast to the other
children. She was concerned about Greg, who had started to be aggressive
with other children in school; also, his school work was deteriorating. Brian
had always been disorganized, according to Mrs. Turner, and she felt that
now he was “in a daze.” Lisa simply did not comprehend what had hap-
pened, according to Mrs. Turner. She would say, “My Daddy died in a house
fire,” but then hearing someone enter the house the very next moment, she
would say, “That’s Daddy!”

I reviewed some of children’s expectable responses to a parent’s death,
and helped Mrs. Turner understand that many of their reactions were nor-
mative. At the same time, I asked for permission to contact the boys’ schools
and to confer with the school social worker about their academic and behav-
ioral status. Mrs. Turner was glad to have me do this and she signed the
necessary release forms.

Summary of Sessions with Children. As planned, I saw each child in-
dividually for several play therapy sessions. Greg was able to admit that he
was losing his temper “a lot lately.” We spoke together about how much stress
he was under because of his father’s death, and I referred to the fact that
many people, adults and kids, feel angry when someone they love dies sud-
denly. He made a picture of a volcano, at my suggestion, and we talked about
when feelings are held in they can “explode like a volcano.” I also gave him
clay to mold and twist as we talked about what it’s like now that his father
isn’t home, and he reminisced about some of the things he used to enjoy
doing with his dad.

Within three weeks I noticed a visible relaxation of Greg’s tension. His
mother said that there had been no more negative reports from school, and
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the school social worker reported that he was spending time with Greg every
week talking about their shared interest in basketball.

Brian’s reactions and behavior in therapy were quite different. He typi-
cally brought an assortment of toys with him from home and dumped them
in the middle of the office floor, creating a very chaotic scene. He would use
my firemen dolls, trucks, and the whole array of police and medical dolls in
my collection, together with an assortment of family dolls of all sizes, eth-
nicities, and ages. Brian re-created on my playroom floor the chaos he was
feeling internally. I understood the symbolic meaning of his play and ver-
balized to him that “everything seemed all mixed up and confused.” His play
came to no resolution or conclusion, and he would not permit me to “play
out” any rescue efforts. About three months after I began seeing him, and on
the last day before I was to go away on an extended leave, he played out a
house fire, the deaths of many people, and the inability of the hospital to
save the people. This was a very sad scene, and I verbalized the feelings of
sadness and helplessness for Brian. He permitted me to cover up the “dead
bodies” (with Kleenex), and he joined me in doing this. After a quiet, but
intense interval I said something about missing those people very much, and
trying to remember how much they loved us. This very active child became
quite focused and serious during this play, which I believe had deep meaning
to him.

When I first began seeing Brian I was concerned about his poor speech
and encouraged his mother to request an evaluation at school. In the midst
of the period of therapy, she reported to me that the school was arranging
special help for him. I felt quite certain that these difficulties were indepen-
dent of his father’s death. But it also seemed likely that his problems with
speech and learning were increased by the death.

Lisa also had a speech impairment, but it was not serious, considering
her young age. However, because I had some difficulty understanding her, I
subsequently suggested that her mother have her evaluated. In the play ses-
sions with me Lisa turned all the adults in the dollhouse family into females,
even those who were clearly male. When I asked her to tell me who was in
the family, she did not name a father. I asked her “What happened to the
Daddy?” and she responded, “We can’t find him.” This response is under-
standable in view of Lisa’s young age. On the one hand she has heard people
say that her father is dead, but she doesn’t understand that death is irrevers-
ible. That is why she can switch from saying that her father died in a house
fire to announcing his arrival at the front door. My response (and one I later
suggested that mother repeat to Lisa) was that “maybe the Daddy is dead,
and when people are dead, we don’t see them anymore and they don’t come
back.” It was not necessary to continue play therapy sessions with Lisa, be-
cause I believed that her mother would respond patiently and appropriately
to the child whenever necessary.

This case illustrates some important factors that must be considered
when a parent dies. First, children will comprehend and interpret the death
according to their ability, based on their age and developmental level. Sec-
ond, the anxiety and stress associated with a death will magnify preexisting
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conditions, or lead to acting out behaviors that require a therapeutic response
that recognizes the underlying meaning of the behavior. Third, the ability of
the surviving parent to focus on the children’s needs and to maintain struc-
ture and routine in the home will influence the children’s adjustment.
Fourth, a parent’s ability to interact appropriately with the children depends
strongly on the support the parent receives from the extended family, friends,
and the community. In this case, there was a large extended family who
rallied around and offered help. In addition, the community and the father’s
work associates also provided ongoing support. Finally, this family appeared
to have been functioning well prior to the crisis of the death. They were
already resilient, and although the sudden death certainly was a drastic loss,
the extensive support they received contributed to their ongoing growth and
development.

CONCLUSION

Death is a part of life, and parents cannot guarantee their ongoing survival throughout
the life span of their children. Social workers, therefore, must be prepared to provide
services to families following parental death and to assist schools and community
agencies with the creation and provision of programs for bereavement counseling.
Depending on the nature of the death and the age of the surviving relatives, services
may be offered through hospice programs, schools, mental health clinics, religious
organizations, and funeral homes, or by private practitioners. Regardless of the locale
of the services, the bereavement counselor should make an assessment of the indi-
viduals, taking into account the various components of potential risk and resilience
factors, as enumerated in the Tripartite Assessment. Special attention should be given
to the age and level of cognitive understanding of the survivors, as well as to the
nature of the death and the quality of existing support. The outcome of this assessment
will point to the type of intervention that is appropriate.

A variety of treatment options should be considered, depending on the circum-
stances of each case. Among these are bereavement support groups, individual and
family therapy, or a combination of various treatments. The social work value of client
self-determination argues for participation of the client in the choice of the particular
treatment modality.

Whereas a death is the end of a life, it must not result in despair and depression
for the families of the survivors. Social work can lend a vital service by setting up
appropriate programs, referring bereaved clients to them, and providing bereavement
counseling on an age-appropriate level.
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18
Divorce
Ellen B. Bogolub

“I know leaving Tom was the right thing, but now he’s really mad, and
he’s got that violent temper. I’m afraid he’s going to come after the kids
and me.”
“I’m 60 years old and spent the best years of my life as a full-time
homemaker. I never thought my husband would dump me. Now he
doesn’t want to give me alimony. At my age, I’ll never find a job. I’m
all alone, and I don’t want to go on.”
“I try to be a devoted father. When I wanted to leave work early to take
my son to the doctor, my boss made it clear that the answer was no,
and that I was not to raise the subject again. I’m really in a bind.”

Each of these dilemmas results from divorce, which currently occurs in ap-
proximately half of U.S. marriages (Doherty, Kouneski, and Erikson 1998). Every year,
numerous divorcing and divorced families are assisted by social workers in fields of
practice such as family service, child welfare, school social work, and mental health.
This chapter provides information and ideas for these social workers.

To help the diverse population of maritally disrupted parents and their offspring,
social workers need awareness of divorce as a multifaceted process that unfolds over
time, and a broad, contextual knowledge about divorce. They also need an eclectic
practice orientation that includes community involvement and prevention in addition
to psychosocial intervention with people who seek help. Finally, social workers need
to see that while divorce is unquestionably stressful, it offers many people the op-
portunity to end an untenable situation and improve life quality.
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DEFINING AND EXPLAINING DIVORCE

Some have defined divorce as an individual flaw; individuals who leave marriages
are seen as devoid of “family values” and are thought not to care about their children’s
lives (Kurz 1995). This definition implies that people’s reasons for exiting a marriage
are often selfish or frivolous, and it ignores three points. First, departures from situ-
ations such as chronic spouse abuse and/or chronic child abuse promote rather than
destroy family life. Second, such departures generally require tremendous effort and
coping skill (Carlson 1997). Third, empirical research indicates that “parenting con-
cerns and children’s well-being are as salient to the well-being of . . . divorced mothers
as they are to that of married mothers” (Demo and Acock 1996:405).

The individual flaw definition of marital dissolution is not helpful to social work-
ers. It implies that little can be done to help divorced adults re-vision themselves or
improve their child rearing, since they are morally deficient. Further, the definition’s
narrow individual perspective and lack of emphasis on the social environment rules
out the consideration of public policy changes that would improve life for the di-
vorced and their children.

A preferable, more widely used definition is divorce as a many-sided process
that unfolds over time (Buchanan, Maccoby, and Dornbusch 1996; Hines 1997;
Schwartz and Kaslow 1997; Whiteside 1998). In a classic and still-cited (e.g., Geasler
and Blaisure 1998; Schwartz and Kaslow 1997) article, Bohannon (1970) may have
been the first to draw attention to the various facets of divorce: emotional (i.e., a
couple’s changing relationship), legal (i.e., court proceedings and establishment of
remarriageability), economic (i.e., termination of the single financial unit the couple
comprised), coparental (i.e., arrangements for postdivorce care of children), com-
munity (i.e., changes in each spouse’s social support network), and psychic (i.e., each
spouse’s efforts to attain a new autonomy). Although Bohannon’s conceptualization
is fairly inclusive, later authors have added other divorce dimensions for profession-
als to consider. For example, Schwartz and Kaslow discuss the spiritual and religious
aspects of divorce.

The definition of divorce as a many-faceted process that unfolds over time has
much to offer. Social workers may utilize the dimensions identified by Bohannon and
others to develop assessments, interventions, policies, and programs that take into
account clients’ social and physical environments as well as their emotional and
family lives. With its nonjudgmental orientation, and implication that divorced fam-
ilies are as worthy of acceptance as other families, this definition may also encourage
a public view of divorced families as a respectable component of the broad range of
families extant today (Acock and Demo 1994).

DEMOGRAPHIC PATTERNS

During the mid-1960s, the U.S. divorce rate began to increase rapidly (Arendell 1995;
Simons and Associates 1996). It continued its rise during the 1970s, stabilized in the
1980s, and dropped very slightly during the 1990s (Masheter 1997; Schwartz and
Kaslow 1997). This recent leveling off should not blind us to the overall trends: the
U.S. divorce rate in the 1990s is much, much higher than it was several decades ago
(Simons and Associates 1996); it is also the highest in the industrialized world (Carter
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and McGoldrick 1999). Specifically, at present, about 50 percent of first marriages end
in divorce (Doherty et al. 1998), with the rate slightly higher for second marriages
(Arendell 1995; McGoldrick and Carter 1999).

What accounts for this trend of widespread marital dissolution? Most divorces
are initiated by women (Ahrons 1999; Amato and Rogers 1997; Carter and McGoldrick
1999), and a major reason for the high divorce rate is generally thought to be women’s
labor force participation (Ahrons 1999; Johnson and Wahl 1995). Paid employment
lessens women’s economic dependence on men and increases their ability to reject
objectionable marital situations that they previously endured. Such situations include
incompatibility, lack of affection, lack of communication, infidelity, spousalsubstance
abuse, spousal unemployment, and domestic violence.

Additionally, the changing social norms of the 1960s, 1970s, and 1980s may have
enabled adults to consider divorce. The “sexual revolution” permitted men and
women to have intimate relationships outside of marriage more freely than previously
(McLanahan and Sandefur 1994). The folk wisdom that parents should stay together
because of their children was questioned (Hiedemann, Suhomlinova, and O’Rand
1998). Individual fulfillment was emphasized—or overemphasized (Lawson and
Thompson 1995). And feminism, which promotes the value and social acceptability
of women regardless of marital status, developed (Bogolub 1997). While these norms
have undoubtedly influenced many people, other people—for example, Hispanic
Americans and Asian Americans reared traditionally—may believe in traditional gen-
der roles and lifestyles and remain unaffected by shifting norms.

Marital rupture is most common among ordinary young couples. Specifically,
divorce correlates with low socioeconomic class (i.e., lower middle class or poor)
(Ahrons 1999; Amato 1996; Amato and Rogers 1997), which can lead to economic
hardship, emotional stress, and marital conflict (Amato 1996; Hatchett, Veroff, and
Douvan 1995). Further, divorce correlates with young age at marriage (i.e., late teens
or early twenties), which may indicate emotional neediness, or the desire to escape
from parents (Ahrons 1999; Amato 1996; Amato and Rogers 1997; Hiedemann et al.
1998). Both of these factors can cause or increase marital instability. Perhaps because
of the stresses generated by low socioeconomic class and young age, most divorces
occur early in marriage, with fully half taking place within the first seven years (Bee
1994).

Although divorce is most common among young adults, it is on the rise among
midlife and late-life couples with marriages of long duration. The principal factors in
the increase in midlife divorce appear to be wives’ employment and financial inde-
pendence, while the exit of grown children from their parents’ homes may be a lesser
factor (Hiedemann et al. 1998). Among late-life couples, increased health and lon-
gevity make divorce increasingly possible (Hiedemann et al. 1998; Schwartz and Kas-
low 1997).

There is widespread consensus that marital disruption is extremely common
among African Americans (e.g., Lawson and Thompson 1995, 1996; Rank and Davis
1996); their divorce rate is generally estimated to be one and one-half to two and one-
half times higher than that of whites (Ahrons 1999; Hatchett et al. 1995). The high
divorce rate among African Americans stems from several factors. First, African
American husbands often experience underemployment or unemployment, due to
long-standing, pervasive labor market discrimination (Lawson and Thompson 1995).
Male economic marginalization can lead to anxiety about the provider role (Hatchett
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et al. 1995; Lawson and Thompson 1996), financial strain, and marital conflict. Such
conflict increases when African American wives find work more easily than their
husbands do and assume significant economic roles in their families (Hatchett et al.
1995).

Second, the high female-to-male ratio among African Americans (Tucker and
Mitchell-Kernan 1995) may destabilize marriages. Husbands may feel that they are in
demand, and have alternatives to the current marriage, while wives may feel posses-
sive and jealous; this dynamic leads easily to marital tension and separation (Lawson
and Thompson 1995).

Third, compared with white couples, African American couples are more likely
to see the alternatives to marriage in a positive light (Rank and Davis 1996). That is,
adult peers in the African American community are increasingly likely to be unmar-
ried (Lawson and Thompson 1995; Rank and Davis 1996), and African American men
and women both tend to have abundant self-reliance, because of their history of fight-
ing racial injustice. Taken together, these phenomena may suggest to African Ameri-
cans that life without a spouse is not to be dreaded. The African American tradition
of supportive extended families (Anderson 1999), which can buffer the stresses of
single life, may also contribute to this perception.

In contrast to the abundant literature on divorce among African Americans, rela-
tively little information is available about divorce in other ethnic groups. Nonetheless,
some trends can be identified. Although the overall divorce rate of Hispanic Ameri-
cans tends to be lower than that of non-Hispanics, the percentage of divorced indi-
viduals in some Hispanic subgroups is as high or higher than that of non-Hispanics
(Longres 1995). Asian Americans are at very low risk for marital disruption, in part
because of a powerful cultural value regarding the sanctity of the family (Yu 1993).
Jewish divorce rates have risen along with Jewish assimilation, and now approach
those of the general population (Rosen and Weltman 1996).

The lack of material about divorce among Hispanic Americans, Asian Americans,
Pacific Islanders, Native Americans, and other ethnic groups is striking (Hines 1997;
Schwartz and Kaslow 1997). Further scholarly work in the area divorce and ethnicity
is clearly needed.

SOCIETAL CONTEXT

Inevitably, marital dissolution brings adults and children into contact with the law,
frequently for the first time. On the one hand, the law is a support, in that a legal
settlement can minimize misunderstanding and formally create arrangements for fam-
ily life when the informal processes of the intact family are no longer available. On
the other hand, specific aspects of the law create stress—sometimes severe—for adults
and children. To guide their clients, and make appropriate referrals, social workers
need to understand the five parameters of divorce settlements, as well as the role of
the legal professional (i.e., attorney or divorce mediator).

Divorce settlements consist of five parameters: (1) child custody; (2) child visi-
tation, (3) child support, (4) alimony, and (5) property divisions.

Child Custody. Custody refers to parental rights and responsibilities. Currently, 85 to
90 percent of children with divorced parents reside in mother-custody homes (Ar-
endell 1995; Hines 1997). However, in the last twenty years, divorcing parents have
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received support from a broadened array of custody options; paternal custody and
joint custody (both legal and legal/physical) are now increasingly used (Buchanan et
al. 1996; Cancian and Meyer 1998; Kissman 1997; Schwartz and Kaslow, 1997; Seltzer
1998; Wilcox, Wolchik, and Braver 1998).

Most custody decisions are made without parental disagreement. If parents can-
not agree, and turn to the courts, they may face the stress of judicial bias. For instance,
judges may impose undesired joint custody, which can incite serious interparental
conflict (Arendell 1995; Buchanan et al. 1996; Kurz 1995). Judges may also arbitrarily
deny custody to gay and lesbian parents (Causey and Duran-Aydintug 1997; Schwartz
and Kaslow 1997), or grant it to violent fathers (Kurz 1995; Schwartz and Kaslow
1997). Thus, clients are better off if they can avoid this stress and select a custody
option on their own. The decision-making process may be eased by keeping in mind
that the postdivorce relationship between former spouses is far more important for
children’s life quality than the specific custody form (Buchanan et al. 1996; Hines
1997; Whiteside 1998).

Child Visitation. The majority of nonresidential divorced parents are fathers. Despite
recent increased interest in the father’s postdivorce role, the contact of nonresidential
divorced fathers with offspring usually declines over time (Doherty et al. 1998). How-
ever, a formal agreement about visitation is important even if a father lacks interest
in his children. Such an agreement provides support for a custodial mother, in that
visitation terms serve as “insurance” against a father’s unpredictable future behavior.
Further, when one parent has been physically or sexually abusive, the use of court-
mandated supervision during that parent’s visits needs formalization. And in more
benign situations, a visitation agreement may support the postdivorce family by pre-
venting arguments or escalation of extant interparental conflict.

Child Support. In the last ten years, the federal and state laws governing child support
amounts and collection procedures have tightened considerably (Kurz 1995; Meyer
and Bartfield 1998) and have improved the societal support for custodial parents
(usually mothers). For example, awards are now determined by state guidelines rather
than the previous judicial discretion method (Kurz 1995; Schwartz and Kaslow 1997).
Likewise, child support payments are now routinely removed from the paychecks of
noncustodial parents (usually fathers); previously, payment delinquency was neces-
sary for such action, and custodial parents and children had to do without income
until new arrangements were made (Kurz 1995; Meyer and Bartfield 1998).

However, numerous drawbacks remain. First, child support awards for custodial
parents are not automatic. An in-person application in court is necessary, and parents
(usually mothers) who do not speak English or who have difficulty leaving work often
do not get awards (Kurz 1995). Second, although the suggested amounts in state guide-
lines have risen, they still usually do not cover even half the cost of rearing the cou-
ple’s children (Kurz 1995; Schwartz and Kaslow 1997). Third, in a clear double stan-
dard, custodial parents who receive public assistance (generally mothers) get only
$50 per month in child support, no matter how much the noncustodial parent con-
tributes; the rest of the contribution replenishes government revenue (Dail and Thie-
man 1996). In contrast, other custodial parents get the full contribution. Fourth, non-
custodial parents may evade financial responsibility (e.g., solicit employers not to
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report income, disguise income when self-employed; Meyer and Bartfield 1998).
Overall, the child support system contains many inequities that stress custodial par-
ents (mainly mothers).

Alimony. Only about 15 percent of divorced women receive alimony, or spousal
support (Fine and Fine 1994; Kurz 1995). Often, these women are middle-aged or
older (Schwartz and Kaslow 1997). The current trend toward short-term, “rehabili-
tative” alimony is based on the erroneous notion that women, with training, can earn
incomes commensurate with their husbands’. Further, like child support, alimony is
not always paid in full. Overall, the financial support that alimony offers to divorced
women is temporary and limited.

Property Division. Although property settlements among the wealthy garner much
media attention, most divorcing couples have very little property to divide (Kurz
1995). This lack of property may be particularly characteristic of divorcing couples
who see social workers, because of the professional commitment to oppressed and
vulnerable populations.

When property division is a concern, equitable distribution laws, operant in most
states, create the potential for battle (Schwartz and Kaslow 1997). These laws em-
power judges to decide on a fair distribution of assets. The prevailing trend is for
judges to award approximately two-thirds of the marital property to the man, and one-
third to the woman, despite the fact that the woman’s household usually includes
minor children. Typically, judges discount the wife’s homemaking contributions to
the marital household and assume that property is “really” the man’s, since he held
a paying job. This judicial mentality clearly creates stress for custodial mothers work-
ing to obtain a fair property distribution for themselves and their children.

Most divorces do not involve courtroom litigation over custody, visitation, child
support, alimony, or property (Emery 1995). Rather, they involve out-of-court contact
with attorneys or mediators, who help create divorce agreements that are then imple-
mented by a family court judge.

With attorneys (either private or legal service), each adult has her (or his) own,
and a combative or competitive mentality may operate (Emery 1995). With mediation,
a couple has one mediator, who helps them discuss disputes, and, if possible, resolve
them cooperatively (Emery 1995; Gentry 1997). Even though some mediators do not
have advanced professional training, most are attorneys, psychologists, or social
workers (Emery 1995). Mediation, which is often available for minimal or no fee
through the family courts, is associated with decreased levels of postdivorce litigation
and seems to be associated with increased levels of long-range compliance with the
original divorce agreement. For these reasons, mediation is often desirable, but it is
not a panacea. For example, if a woman has a violent or psychotic husband, and
prefers (with good reason) to avoid contact with him, she needs her own attorney.

A competent attorney or mediator is clearly a source of support for a divorcing
adult. On the other hand, selecting or using an attorney or a mediator can be stressful.
Adults who can afford private attorneys must be careful consumers during an upset-
ting period when clear thought may be difficult. The many low-income adults who
rely on legal services may encounter lack of privacy for consultations, delays, and
overworked attorneys. Again, in such cases, self-assertion at a time of emotional drain
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is required. Finally, couples who choose mediators must often face confusion, due to
controversy over the training and background that should be required for use of the
title mediator (Emery 1995).

When compared with the predivorce intact family, the postdivorce mother-
custody home almost always experiences a sharp, lasting decrease in standard of
living (Ahrons 1999; Catlett and McKenry 1996; Kurz 1995; Peterson 1996; Weitzman
1996). As a result, 39 percent of mother-custody families live in poverty, and many
more are near-poor (Kurz 1995). Other mother-custody homes experience the devas-
tating transition from a predivorce upper-middle- or middle-class lifestyle to one con-
siderably more modest (Bogolub 1995; Kurz 1995). Further, middle-aged and older
divorced women whose children are grown may also face severe postdivorce financial
difficulties as they begin supporting themselves, often for the first time (Arendell
1995; Schwartz and Kaslow 1997; Sweeney 1997).

Income decline for mother-custody households occurs in part simply because the
same amount of money that sustained one household predivorce now sustains two.
Child support and/or alimony, which may or may not be available, do not fully com-
pensate for the male salary provided before divorce (Meyer and Bartfield 1998;
Schwartz and Kaslow 1997).

Income decline also occurs because a divorced woman who attempts to earn a
living faces many societally imposed obstacles. For instance, she often begins or con-
tinues work that is in a low-pay, sex-segregated field. Alternately, she may be subject
to the gender-wage gap: When women work in fields that are not sex-segregated, they
receive less pay than do men doing the same work (McLanahan and Sandefur 1994).
Younger women, particularly those lacking supportive extended families, may not
be able to locate the child care that will help them enter or reenter the labor force.
Middle-aged and older women are often hampered by out-of-date or nonexistent work
skills, or employers’ age discrimination.

When such constraints make it impossible for a woman to support herself and
any children, public assistance becomes necessary. However, the income public as-
sistance provides is poverty level (Kurz 1995). Further, the Personal Responsibility
and Work Opportunity Act of 1996 (i.e., welfare reform) mandates a five-year lifetime
limit on benefits, and prohibits single parents with a child older than 5 from claiming
lack of child care as a reason for not working (Dickinson 1997). Welfare reform also
mandates public assistance recipients to cooperate in locating ex-husbands or suffer
financial penalty; this creates an untenable situation for women fleeing domestic vi-
olence, who may endanger themselves by any direct or indirect contact with former
spouses (Kurz 1995; Pirog-Good and Amerson 1997). Welfare reform appears to se-
riously compromise the already meager ability of public assistance to relieve divorced
women’s financial stress.

Two-thirds of divorced women remarry (Kurz 1995); most of these experience
some improvement in their financial situation (Ganong and Coleman 1994). However,
because slightly more than half of remarriages dissolve in fewer than five years (Nor-
ton and Miller, as cited in McGoldrick and Carter 1999), the bonus is frequently tem-
porary. In addition, compared with white women, African American women are less
likely to remarry (Acock and Demo 1994; Hines 1997; Kurz 1995), in part because of
the high female to male ratio among African Americans (Tucker and Mitchell-Kernan
1995). Hispanic women are also less likely to remarry, in part because of Roman
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Catholic views about divorce (Hines 1997). Overall, remarriage has been overempha-
sized as a support that can compensate for divorce-engendered poverty (Carter and
McGoldrick 1999; Catlett and McKenry 1996). Rather, it is the social conditions that
confront divorced women (e.g., low pay, lack of affordable child care, age discrimi-
nation, welfare reform, loopholes in child support enforcement) that must be empha-
sized—and remediated.

For several reasons, financial stress in father-custody and joint-residential-
custody families is less. First, the parents involved tend to have relatively high in-
comes (Buchanan et al. 1996; Cancian and Meyer 1998). Second, in these family types,
the financial commitment of the father (who generally earns more than the mother)
is not limited by the amount of a child support award. Third, in father-custody homes,
child care expenses are fewer, as the offspring involved tend to be older (Fox and
Kelly 1995).

Still, some monetary stress does arise in father-custody and joint-residential-
custody families. We have seen that in mother-custody families, monetary stress re-
sults from both the divorce-engendered need to distribute maternal and paternal in-
come across two households, and from societally imposed obstacles to women’s labor
force participation. In father-custody and joint-residential-custody families, impedi-
ments to female earning are much less of a factor, due to the advantaged situation of
sole-custody and joint-residential-custody fathers. However, the increased expense
stemming from two postdivorce households does operate in father-custody and joint-
residential-custody families. They too experience financial sacrifices and worry about
money.

Although the skipped child support payments (Meyer and Bartfield 1998) and
postdivorce financial gains (Peterson 1996; Weitzman 1996) of nonresidential “dead-
beat dads” are well publicized, the financial stresses of father custody and joint resi-
dential custody may not be as widely known. Thus, awareness that some fathers have
increased postdivorce material responsibility, and an accompanying sense of burden,
prevents stereotyped thinking about divorced men, and their financial contributions
to their children’s lives.

We have seen that the changing social norms of the 1960s, 1970s, and 1980s may
have enabled adults to consider divorce. On the other hand, other norms create stress
for divorced adults once marital disruption has occurred.

First, consider divorced fathers. Although many of these fathers withdraw from
their children’s lives, emotionally as well as financially (Doherty et al. 1998), others
(both residential and nonresidential) want to cooperate with their ex-wives, and to
nurture and provide for their children. Yet in the United States today, a divorcing
man is expected to “win a war” against his ex-wife, rather than to negotiate with her
about what is best for the children (Arendell 1995; Doherty et al. 1998). He is also
expected to keep his child care responsibilities out of sight at work, and to emphasize
job performance exclusively. Because of such adversarial, career-oriented norms, car-
ing men often experience isolation and role confusion as they struggle to remain
cooperative, involved fathers (Arendell 1995).

Second, consider noncustodial mothers. Most frequently, a noncustodial mother
lives apart from her children for good reason, because the father is better able to
provide them with financial and/or emotional stability (Babcock 1997; Greif 1997b).
Even though she does what is best for her children, a noncustodial mother typically
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suffers guilt, depression, and social stigma. Underlying the rejection by self and others
are widely accepted norms that (1) all mothers should reside with their children, and
(2) mothers who live apart from their offspring are incompetent and should be deni-
grated.

When we consider the total impact of law, social conditions, and social norms,
we see that there are more sources of stress for the divorced than there are of support.
Although settlements help divorcing families reorganize and attain stability, judicial
bias (e.g., against gays and lesbians) and specific laws (e.g., withholding of full child
support payments from families on public assistance) create problems. The many
impediments to female economic parity (e.g., gender-wage gap) create a chronically
shortchanged group of mother-custody homes. Finally, although some norms enable
adults to leave dead-end situations, other norms create stress once divorce takes place.

VULNERABILITIES AND RISK FACTORS

For those leaving dysfunctional, unhappy, and/or violent marriages, divorce can be
an emotional relief (Simons and Associates 1996), an empowering act of resistance to
an oppressive situation (Catlett and McKenry 1996; Kurz 1995), or an opportunity to
develop latent personal strengths (Schwartz and Kaslow 1997). In these cases, the
perceived benefits of divorce may exceed its perceived stress, i.e., its perceived taxing
of personal capacity (Carlson 1997; Smith and Carlson, 1997). In other cases (e.g.,
being left by a spouse), perceived benefits may be nonexistent, and stress is the dom-
inant experience. In any divorce, the stressful aspects create the possibility of negative
outcomes (Smith and Carlson 1997), viz., compromised health, well-being, or social
performance (Voydanoff and Donnelly 1998).

For women, negative divorce outcomes include depression (Simons and Asso-
ciates 1996), substance abuse (Hines 1997), and diminished parenting ability, e.g.,
inconsistent discipline, lax monitoring and supervision, decreased affection, and loss
of zest for family activities (Bogolub 1995; Buchanan et al. 1996). For men, negative
divorce outcomes include somatization (De Garmo and Kitson 1996), substance abuse
(Schwartz and Kaslow 1997), and gradual disengagement from children, with regard
to both visitation and financial support (Doherty et al. 1998). These gender patterns
are not absolute; men may experience negative outcomes typical of women, and vice
versa. For offspring, negative outcomes of parental divorce include decreased self-
esteem, difficulties interacting with peers, low educational attainment (Anderson
1999; Gentry 1997), substance abuse (Hines 1997), low level of labor force partici-
pation (McLanahan and Sandefur 1994), “drifting” during young adulthood (Waller-
stein and Blakeslee, 1989), and divorce (McLanahan and Sandefur 1994).

Most divorced adults and their offspring do not experience these negative out-
comes. Rather, most divorces result in at least one capable, effective parent, who is
able to raise children to competent adulthood (McLanahan and Sandefur 1994; Si-
mons and Associates 1996). However, divorced parents and their offspring are at
somewhat greater risk for these negative outcomes than are people who have not
experienced their own or their parents’ divorce.

Negative divorce outcomes must be distinguished from unpleasant emotions,
such as anxiety, anger, guilt, and sadness. These emotions frequently occur among
adults, children, and adolescents while separation is considered, and may continue
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for several years following divorce. Usually these emotions are transient, appropriate
responses to stress and are likely to diminish after divorce, when lives have been
rebuilt (Ahrons 1999; Bogolub 1995).

Risk Factors for Adults and Offspring. Among divorced adults and their offspring,
negative outcomes result from risk factors on three levels: individual, family, and
external (Smith and Carlson 1997). (Smith and Carlson’s three-level conceptualiza-
tion pertains to protective factors, but we may apply it to risk factors as well.) For
both adults and offspring, individual-level risk factors include: predivorce history of
extreme emotional sensitivity, extreme dependence, substance abuse, or mental ill-
ness (Bogolub 1995; Schwartz and Kaslow 1997). For adults, additional individual
risk factors are high salience of marriage as a component of predivorce identity (De
Garmo and Kitson 1996) and, among women, increased age (Schwartz and Kaslow
1997). Additionally, on an individual level, ethnic heritage may generate risk for neg-
ative divorce outcome. For example, because of traditional upbringing, some
Hispanic women may be more oriented to homemaking than to economic self-
sufficiency (Longres 1995); such women may experience conflict as they consider
divorce-necessitated job searches.

For adults, family-level risk factors include: severe conflict with former spouse
(e.g., violence, intimidation, heated arguments; Masheter 1997); time poverty and role
overload (common among custodial parents juggling child care and employment re-
sponsibilities); and lack of social support from extended family (common among re-
cently emigrated adults without kin nearby). For offspring, family level risk factors
include: diminished parenting (Bogolub 1995; Buchanan et al. 1996), particularly in
the residential parent; severe interparental conflict (e.g., repeated litigation about cus-
tody, child support, or visitation; sabotage of the other parent’s visits) (Masheter 1997;
Whiteside 1998); and lack of involved extended family who can compensate for pa-
rental deficits (Acock and Demo 1994; Anderson 1999).

For both divorced parents and their offspring, external-level risk factors typically
occur in a chain or sequence (Kirby and Fraser 1997). Specifically, divorce-related
downward economic mobility often leads to a residential move, which in turn can
lead to substandard housing, inferior schools, and neighborhoods more dangerous
than those occupied while married (McLanahan and Sandefur 1994). Dangerous
neighborhoods can lead to social isolation and lack of connection to neighborhood
resources, as “latchkey” children of divorced parents must frequently stay indoors
after school, and both divorced adults and their offspring may be afraid to travel in
high-crime areas (Hines 1997; McLanahan and Sandefur 1994).

Risk Clusters and Psychosocial Needs of Divorced Families. This identification of
risk factors for negative divorce outcomes among adults and children confirms recent
thinking that risk factors do not generally occur in isolation (Kirby and Fraser 1997;
Smith and Carlson 1997). For example, among the risk factors identified, time poverty,
role overload, living in a dangerous neighborhood, social isolation, and lack of con-
nection to neighborhood resources tend to occur together, among families headed by
low-income custodial mothers.

Identification of this risk cluster suggests attention to its cause, which appears
to be the previously discussed disadvantage that besets women in the labor force.
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Fundamentally, a woman who is prevented from earning a living wage is faced with
a group of related risks, while a woman who can earn an adequate living is spared
most of these. Thus, a significant psychosocial need of divorced families is improved
economic conditions for working women. These would include closing of the gender-
wage gap, more part-time and flex-time jobs, more affordable, high-quality child care,
and, for women temporarily unable to sustain employment, increases in public assis-
tance amounts and decreases in public assistance restrictions (Simons and Associates
1996).

Another psychosocial need of divorced families is improved economic condi-
tions for all low-income adults, both female and male. Although better child support
enforcement would improve life quality in mother-custody homes, so would in-
creased ability of low-income men to provide such support voluntarily. Sometimes,
their failure to pay simply indicates a lack of resources after basic needs are met
(Robertson 1997). An increase in the minimum wage would be the first step in im-
proving the situation for all employed, low-income adults (Arendell 1995).

On the other hand, not all risk clusters affecting the divorced directly reflect broad
social or economic trends. For example, another risk cluster among divorced adults
would be predivorce history of extreme dependence, high salience of marriage as a
component of predivorce identity, and severe conflict with former spouse. In this case,
remedies lie in development of individual strengths and improved relationship with
the former spouse. Whether risks stem primarily from lack of economic opportunity,
or from dysfunctional ways of relating, it is not divorce per se that leads to difficulty,
but sequelae that can be modified.

RESILIENCIES AND PROTECTIVE FACTORS

While risk factors increase the possibility of negative divorce outcomes for adults and
youth, protective factors buffer the impact of risk factors. Protective factors create the
possibility of resilience, i.e., coping, and recovery from trauma (Gilgun 1996; Saleebey
1996; Smith and Carlson 1997). For example, although diminished parenting is a
serious risk factor for offspring of divorced parents, other people in the family and
external environment (e.g., grandparents, teachers) can moderate this effect. As a re-
sult of association with these people, parental divorce may lead youth to develop
early maturity (Hines 1997) and the ability to form connections outside the family,
rather than the negative divorce outcomes described earlier (e.g., low educational
attainment, low level of labor force participation).

Protective Factors for Adults. Individual-level factors that can protect against nega-
tive divorce outcomes include self-esteem, an optimistic and independent tempera-
ment, vocational skills, and, for women, young age (Bogolub 1995). Sometimes ethnic
heritage may generate helpful individual attitudes. For example, the long history of
earning a living among African American women may inspire continued indepen-
dence at stressful times (Hatchett et al. 1995).

Family-level protective factors include cooperation with the former spouse (Bu-
chanan et al. 1996; Whiteside 1998) and the financial, concrete (e.g., child care), and
emotional support of extended family. For younger divorced adults, such support is
typically provided by parents and other relatives in the parents’ generation. For
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middle-aged and older divorced adults, it is typically provided by grown or near-
grown children. Overall, such extended family support is generally more intense
among members of nonwhite ethnic groups than among white people, with residential
doubling up (and the associated reduction in housing costs) a stronger possibility
among nonwhite (Lee and Aytac 1998). External-level protective factors include em-
ployment that is financially and personally rewarding, adequate housing, adequate
child care, friends, new sexual partners, and involvement in community activities
perceived as rewarding.

Protective Factors for Children and Adolescents. For offspring of divorced parents,
individual-level protective factors include self-esteem, and an optimistic or indepen-
dent temperament (Hines 1997). The cognitive ability to understand parental divorce
as an adult decision not caused by offspring misdeeds is also helpful, although this
ability is not generally present until early adolescence (Hines 1997). Interests (e.g.,
sports, music) can deflect youth’s emotional energy from parents’ troubles to enjoy-
ment and age-appropriate development; due to environmental deficits, low-income
children may not have sufficient opportunity to develop these.

On the family level, the most important protective factor is a loving relationship
with at least one caring, involved parent (Hines 1997; Kirby and Fraser 1997). Note
that although the input from a second parent is helpful, a strong relationship with
one parent is sufficient. If both parents are involved, their ability to create consistent
environments across households and to refrain from disparaging each other is critical
(Buchanan et al. 1996; Whiteside 1998). Siblings and extended family can also be
supportive, sometimes partially compensating for parental deficit (Bogolub 1995;
Hines 1997). Extended family is particularly likely to participate extensively in child
rearing in black and Hispanic families (Lee and Aytac 1998).

On the external level, depending on the youngster’s age, appropriate after-school
care or activities can make a difference (Schwartz and Kaslow 1997). So can friends,
friends’ families, quality schools, interested teachers, and housing that is not over-
crowded. In the African American community, the church has long promoted pro-
social behavior for youth by providing formal programs, and informal contact with
caring adults (Rivers and Scanzoni 1997; Tatum 1997). In the Hispanic community,
children of divorced parents may benefit from contact with nonblood kin created
through the cultural institution of compadrazgo (godparenting) (Longres 1995).

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

For many years, social workers in family agencies have worked to minimize risk
factors and maximize protective factors among those affected by marital rupture, by
providing direct service to individuals (children, adolescents, and adults), divorcing/
divorced couples, and divorcing/divorced families. Intervention typically focuses on
clients’ life tasks (e.g., applying for child support, job hunting), emotional struggles
(e.g., mourning of divorce-related losses) and postdivorce relationships (e.g., forma-
tion of coparental partnerships between former spouses) (Anderson 1999; Bogolub
1997). Intervention often involves advocacy (e.g., for clients seeking child care or
public assistance), and collaboration with other professionals (e.g., teachers, lawyers)
as well as client contact (Bogolub 1995; Smith and Carlson 1997).
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Additionally, family agency social workers provide mutual aid groups for di-
vorced adults, addressing topics such as custodial parenting (Strand 1995), noncus-
todial parenting (Babcock 1997; Greif 1997a), finances, and loneliness and the fear of
risking (Shulman 1994). Mutual aid groups for children of divorced parents address
topics such as mastery of loss and coping with changed family relationships (Bon-
kowski 1997) and are offered in both agency and school settings (Bonkowski 1997;
Smith and Carlson 1997). Beyond their overt content, these adults’ and children’s
groups reduce members’ isolation. They also normalize the situation of divorced fam-
ilies, thus raising group members’ self-esteem (Strand 1995).

In recent years, education for divorcing adults has proliferated (Geasler and Blais-
ure 1998; Gentry 1997; Landers 1996). As a form of family life education (FLE), di-
vorce education conveys knowledge (e.g., postdivorce reactions typical of adults and
children), skills (e.g., management of ex-spousal and parent-child conflict), and atti-
tudes (e.g., respect for divorced families) (Riley 1995). The overall goal is to influence
parent behavior and prevent lasting negative outcomes in children (Bussey 1996).
Increasingly, parallel educational programs are being developed for children and ad-
olescents, again with the goal of lessening the impact of family disruption (e.g., Dav-
enport, Gordy, and Miranda 1993; Short 1998).

Divorce education is essentially preventive and emphasizes delivery of pre-
scribed content (Bussey 1996). It is not a substitute for individual, family, or group
intervention. While divorce education can often prevent negative outcomes in fami-
lies with a midrange level of divorce-engendered conflict, it is unlikely to help high-
conflict families, who need more intensive assistance (Landers 1996; Masheter 1997;
Whiteside 1998).

While divorce education is carried out by members of various professions, social
workers are frequently the providers (Landers 1996). Often, a prepared curriculum
with specific objectives is employed (Geasler and Blaisure 1998). Divorce education
programs are typically single sessions of several hours, although some are longer, and
take place over several weeks (Landers 1996). Divorce education can be voluntary,
court-urged, or court-mandated (Fischer 1997; Gentry 1997; Landers 1996).

Overall, we note a diverse and fairly responsive array of services for divorcing
and divorced families. Nonetheless, programming for divorced families could be even
more responsive. For example, busy agency-based social workers assisting custodial
mothers and offspring are sometimes tempted to skip the time-consuming task of
outreach to noncustodial fathers (Bogolub 1995); the initiation of agency practices
crediting workers for such efforts might result in more attention to these fathers and
better services to families. Likewise, with regard to divorce education, Bussey (1996)
suggests that programs need better integration of content about “nondivorce” problem
areas that frequently impact the lives of the divorced and their offspring (e.g., sub-
stance abuse, child maltreatment [Bussey 1996], and domestic violence [Carlson 1997;
Kurz 1995]). Like all programming, programming for the divorced can benefit from
ongoing revision and should be seen as evolving rather than as a finished product.

ASSESSMENT AND INTERVENTIONS

Whether working with an individual, couple, or family, the social worker conducts a
family-centered, ecosystems assessment. Specifically, the worker gathers data about
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the divorcing/divorced spouses, offspring, maternal and paternal grandparents, other
maternal and paternal extended family members, significant others, remarried family
members, and the social and physical environments. Thus, consistent with the defi-
nition of divorce as multifaceted, the social worker employs a wide-angle lens that
extends vertically, over two, three, or even four generations, and horizontally, across
households, employment sites, schools, neighborhoods, and so forth. This enables the
social worker to assess a broad range of individual, family, and external risk factors
(e.g., history of extreme individual sensitivity, custodial parent’s time poverty, dan-
gerous neighborhood) and individual, family, and external protective factors (e.g.,
optimism; supportive grandparents; caring, competent teachers) that she or he can
refer to in planning intervention. Further, use of the strengths perspective and a
normative-adaptive view of divorce enable the social worker to give protective factors
sufficient attention and to avoid the potential mistake of overemphasizing deficits
(Gentry 1997; Saleebey 1996; Whiteside 1998).

Throughout assessment, close attention is given to adult and offspring reactions
to economic decline (e.g., maternal guilt; adolescent worry, and consequent initiation
of after-school employment), and to adult and offspring reactions to divorce-generated
family shifts (e.g., maternal anger at a son who physically resembles a father who “just
walked out,” a daughter’s extreme passivity during visits with her father). Such re-
actions may constitute, or reflect, additional risk and protective factors that warrant
the social worker’s attention. Further, close attention is given to ethnicity as both a
risk factor (e.g., long-standing employment discrimination against African American
men [Lawson and Thompson 1995]), and a protective factor (e.g., tradition of em-
ployment among African American women [Hatchett et al. 1995]).

Divorce has been defined as a process that unfolds over time (Carter and Mc-
Goldrick 1999; Schwartz and Kaslow 1997). In assessment, the social worker consid-
ers where in that process the clients are: contemplating divorce, living through it, or
accommodating themselves to a postdivorce reality. Even though these phases of the
divorce process overlap, and people vary in their experience of them, clients at each
phase do tend to experience unique issues and emotions.

Before the actual departure of one spouse, key issues are intense marital conflict
and contemplation of separation. For adults, ambivalence about divorce (Ahrons
1999), guilt about anticipated consequences of separation for family members (Ahrons
1999), and fear of the future (Bogolub 1995) are common. Among offspring (particu-
larly younger offspring), ambivalence about parental separation is unlikely, except in
cases of severe parental brutality. However, aversion to the idea of parental separation,
and anxiety, are common (Bogolub 1995).

During the massive concrete upheaval of the actual physical separation, key is-
sues include the departure of one parent, financial decline, residential moves, em-
ployment changes, school changes, and legal involvement (Bogolub 1995). Many au-
thors (e.g., Buchanan et al. 1996; Carter and McGoldrick 1999; Schwartz and Kaslow
1997; Whiteside 1998) suggest that the divorce transition takes at least two years to
complete. Throughout this period, among both adults and offspring, negative feelings
such as loss, loneliness, anger, and disorientation may alternate with positive feelings
such as relief and independence (Ahrons 1999).

Eventually, people accommodate to an altered life. As previously indicated, al-
though adults frequently remarry, they frequently redivorce too, so remarriage should
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not be considered the solution to divorce-engendered difficulties (Carter and Mc-
Goldrick 1999). For both adults and offspring, negative divorce-engendered feelings
often fade, while positive feelings often become stronger. However, a minority of
adults, mainly middle-aged and older women left by their former husbands, do remain
chronically depressed postdivorce. Likewise, a minority of youngsters experiencing
parental divorce arrive at adulthood burdened by chronic feelings of anger, inade-
quacy, or confusion about relationships (Bogolub 1995).

When assessing mutual aid groups and divorce education seminars, social work-
ers generally cannot deliberately gather comprehensive data on each client. Rather,
they integrate information offered by referral sources with information that emerges
during client contact. Then they conceptualize risk and protective factors likely to be
present in the unit where they intervene.

For example, to assess school-based mutual aid groups, social workers use infor-
mation from teachers and guidance counselors, and what children reveal as they dis-
cuss how they cope with parental divorce. Then workers conceptualize risk factors
that should be ameliorated (e.g., lethargic attitude to homework among some group
members, stemming from divorce-engendered depression), and protective factors that
should be maximized (e.g., warm relationships with grandparents among some group
members). Likewise, in divorce education seminars for parents, social workers use
information from referring judges or mental health professionals, and what seminar
participants reveal as they discuss how they handle their children during divorce. In
this case, because of the structured nature of divorce education, assessment of risk
factors (e.g., substance abuse history among some participants) and protective factors
(e.g., history of benefiting from mental health services among some participants) may
not always affect seminar content. However, it can affect a social worker’s presenta-
tion of content. It can also heighten the worker’s comfort level with participants and
promote effective postseminar referrals.

To assist people facing their own or their parents’ divorce, the social worker relies
on assessments incorporating ecosystems and phase-of-divorce-process conceptuali-
zations. Such assessments facilitate interventions that (1) create, support, or enhance
protective factors and (2) minimize risk factors, or decrease client exposure to them.

For example, people contemplating marital separation—particularly women
locked into abusive marriages—often display protracted indecision. In these cases,
the social worker is respectful and patient, which can build the client’s self-esteem
(Anderson 1999). The social worker may also help clients identify protective factors
(e.g., parenting skills, vocational skills) that they themselves think will help them face
the future (McQuaide and Ehrenreich 1997).

If marital separation will create deficits in the areas of safety, income, or housing,
the social worker helps the client make plans to minimize these risks. Along these
lines, social workers frequently refer clients for orders of protection, legal services,
vocational training, public assistance, and shelters for domestic violence victims.
When clients need these services to proceed with marital separation, and do not speak
English, or are very frightened, social workers may advocate as well as refer. They
may even accompany a client to an unfamiliar location, such as family court, where
orders of protection are obtained (Bogolub 1995). When traditional gender roles (e.g.,
among Hispanic or Asian women) inhibit the proactive behavior necessary for a
woman to pursue these services, the social worker helps the female client consider
her conflict and resolve it for herself.
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Moreover, using ecosystems thinking, the social worker may work to remediate
gaps or weaknesses in the network of resources for divorcing clients. For example,
work with divorcing clients may make a social worker aware of a lack of shelters for
victims of domestic violence, or a lack of police or judicial responsiveness to women
using orders of protection. Likewise, awareness of women’s experiences with the
limitations of public assistance under “welfare reform” may raise troubling questions
as to whether women, including those married to violent or substance-abusing men,
are becoming more reluctant to consider marital dissolution due to concerns about
postdivorce income (Kurz 1995). In such cases, the social worker may want to work
through organizations such as the National Association of Social Workers for the mod-
ified funding allocations, changed attitudes, and revised legislation that could in-
crease the feasibility of exit from seriously troubled marriages.

Once physical separation occurs, much intervention focuses on relationships
within the new households created by marital disruption. When working with cus-
todial parents and their offspring, social workers communicate the view that the di-
vorced family is not deficient or substandard. They do this, in part, by recognizing
specific family strengths (Anderson 1999; Proctor, Davis, and Vosler 1995); for ex-
ample, employed custodial mothers of young children often demonstrate impressive
physical stamina and organizational abilities.

When a custodial parent’s diminished parenting ability is a concern during the
divorce transition period (Buchanan et al. 1996), the social worker strengthens that
parent’s family executive role (Anderson 1999). Specifically, the social worker helps
a custodial parent meet challenges such as discipline, affection, appropriate demands
on offspring of different ages, living on reduced income, and maintenance of contact
with schools within the constraints of a time-poor life. When working with custodial
fathers on parenting, the social worker may rely on cognitively based approaches,
such as psychoeducation, since men may be somewhat uncomfortable with ap-
proaches emphasizing emotion (Bogolub 1995). A complementary approach to di-
minished parenting is to encourage youngsters’ connections with supportive adults
in the extended family, school, and neighborhood (Anderson 1999; Bogolub 1995).

When conflict between former spouses creates risk for both adults and children
(Curtner-Smith 1995; Whiteside 1998), the social worker, insofar as possible, helps
former spouses develop a business-like, cooperative relationship. She or he also helps
them refrain from using offspring to express emotions such as anger or attachment.
To further reduce the impact of ex-spousal conflict, youngsters are encouraged to
pursue their own interests, and—if they are old enough—their growing independence
from parents’ difficulties.

When assisting divorced families, social workers often reach out to noninvolved
noncustodial parents (overwhelmingly fathers), who may not pay child support, or
visit their offspring (Anderson 1999, Bogolub 1997). The purposes are to facilitate
interparental communication, and to heighten paternal involvement with offspring.
However, social workers should not reach out to all noninvolved noncustodial fathers
(Curtner-Smith 1995); both children and their mothers are better off without men with
a history of violence or sexual abuse.

Although intervention during the divorce transition generally emphasizes prob-
lem solving and the reworking of family relationships, mourning of divorce-generated
losses (e.g., loss of life shared with the absent spouse/parent, loss of social status)
may also be part of the help clients need to move ahead (Anderson 1999; Bogolub
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1997). Bereavement issues may be buried or readily accessible; many adults, adoles-
cents, and children utilize professional assistance as they express, control, and ulti-
mately let go of divorce-generated pain.

Most adults and children weather the divorce transition well; in general, the
greater the time since the divorce, the less the need for professional assistance (Bo-
golub 1995). When assisting the minority of women who remain chronically de-
pressed postdivorce because of loneliness and/or financial deprivation that are likely
to persist, social workers use limited goals around development of social networks
and employment options. They also help clients to “see the glass as half full, rather
than half empty.” When assisting the minority of children, adolescents, and young
adults who remain “adrift” after their parents’ divorces, social workers use skills
normally applicable to troubled youth (e.g., help them verbalize rather than act out
emotions, help them become interested in age-appropriate activities). At the same
time, social workers attend to possible divorce-generated feelings of “difference,” and
to possible yearning for the nonresidential parent, and the now-defunct two-parent
family (Bogolub 1995).

Social workers conducting mutual aid groups for divorced adults usually en-
counter clients divorced within the last several years. Generally, they help clients
support each other, and problem-solve about matters such as child rearing (custodial
and noncustodial), the former spouse (e.g., coparental relationship, lingering anger or
attachment, conflict around child support payments), employment, and new relation-
ships. Throughout, awareness of divorced adults’ current real-world environment
(e.g., changed child support enforcement procedures, the challenge of new sexual
relationships in the age of AIDS) increases rapport with clients, and the helpfulness
of intervention. When working with divorced adults, the social worker pays particular
attention to gender; once group bonds are established, both men and women may
learn to understand former spouses better through the group mixed-gender experience
(Greif 1997a).

When leading mutual aid groups for children and adolescents whose parents have
divorced, the social worker again facilitates mutual support and problem-solving.
Topics that arise in such groups include: coping with multiple life changes (e.g., depar-
ture of noncustodial parent, residential move, new school), understanding divorce-
engendered feelings (e.g., anger, loss, powerlessness, yearning for parental reconcil-
iation), communicating divorce-engendered feelings to parents, obtaining support
from peers, and substance abuse prevention (Bogolub 1995; Bonkowski 1997).

When working with younger children (ages 6 through 12, approximately), parent
involvement (sometimes in the form of a parallel group meeting at the same time as
the offspring group) is beneficial, and the issue of what is shared with parents and
what remains confidential requires explicit discussion (Bonkowski 1997). Similarly,
if the group is school based, the issue of what is shared with teachers and/or other
professional staff, and what remains confidential, requires explicit discussion.

When leading groups for divorced parents, or their offspring, the social worker
must work with social agency or school personnel as well as clients. Specifically, the
social worker needs to plan groups, obtain referrals, and carry out ongoing commu-
nication with professional staff in a way that demonstrates respect for other agency
or school programs (Gitterman 1994). If this work does not occur, referrals will dwin-
dle, and eventually it will not be possible to conduct the groups.



Bogolub 517

When leading curriculum-based, short-term (frequently one meeting) divorce
education seminars for adults, the social worker uses varied communication skills to
deliver content in areas such as developmental needs of children, cooperative co-
parenting, and books and community resources for the divorced (Geasler and Blaisure
1998). These skills include minilecture, video presentation, guided group discussion,
and role play (Bussey 1996; Fischer 1997; Geasler and Blaisure 1998). When providing
divorce education to children on topics such as family changes and self-esteem, the
social worker uses many of the same communication skills, as well as age-appropriate
activities such as drama, drawing, and creation of stories about divorce (Bonkowski
1997; Davenport et al. 1993). If an extant curriculum is used to avoid “reinventing
the wheel,” social workers may receive training in content and communication from
the organization that created the curriculum (Geasler and Blaisure 1998).

In contrast to mutual aid groups, divorce education seminars generally require
the social worker to move efficiently through prescribed content. However, traditional
social work skills (e.g., creating a nonjudgmental climate, working with mandated
clients, identifying mental illness in a group member, making referrals for more in-
tensive intervention) clearly heighten the social worker’s proficiency as a divorce
educator.

Parallel to mutual aid groups, divorce education requires social workers to work
not only with clients, but also with those who refer clients, or help them on an ongoing
basis. When attempting to establish a divorce education program, a social worker
might enumerate advantages to professionals such as agency executives, boards of
directors, judges, lawyers, and school administrators. For example, divorce education
has repeatedly been described as helpful in clients’ exit reports from various programs
(Bussey 1996). Further, divorce education is thought to promote prompt settlements
(“Calling a Truce” 1998) and decrease litigation for divorcing couples (Fischer 1997),
thus easing the burden on families, on courts, and eventually, on taxpayers.

ILLUSTRATION AND DISCUSSION

Children Cope with Divorce (CCWD) is a four-hour, one-session divorce edu-
cation program for adults. It was created in 1988 by Families First, an agency
in Atlanta, Georgia, after Cobb County judges decided to mandate attendance
at an educational seminar for both parties in divorce cases. After success in
Cobb County, Families First began offering training to professionals from
other agencies interested in leading the seminar (Fischer 1997).

Currently, CCWD is presented annually to over 8 percent of U.S. divorc-
ing adults with children under 18 (Fischer 1997). Training is offered both in
Atlanta, and on-site, at local agencies (“Training Options Available” 1998).
As of January 1998, more than 170 providers (e.g., social work agencies) in
thirty-eight states were licensed to provide the seminar. Materials for Roller-
coasters, a companion divorce education program for children, have also
been developed (Weaver 1998).

A CCWD seminar is led by two master’s level professionals, male and
female. Topics covered are: (1) dimensions of the divorce process (emotional,
coparental, legal, economic, community, and psychological), (2) how chil-
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dren react to divorce, (3) child adjustment and parents’ role, (4) new family
structures, and (5) getting help when needed. Lecture, video presentation,
guided group discussion, and role play are used (Fischer 1997).

Linda A., a social worker, reported how CCWD was implemented in a
county in a midwestern state in the mid-1990s. An area judge felt a court-
connected educational program would benefit divorcing families. The judge
and a law clerk contacted Agency B, a local family service agency that re-
sponded positively to the idea of such a program. They also contacted Fam-
ilies First. Then, the judge appeared before a local governing body and was
successful in obtaining funds for the Families First training of Agency B staff.
A major national charity that funded the agency agreed to provide additional
funds once CCWD actually began. Parallel to the original Georgia situation,
the divorce education program was initiated because of a recognized com-
munity need for agency services.

After receiving training, and doing outreach work to build awareness of
the program, Linda and George C., another social worker, led the seminar on
various occasions. Referrals came from local agencies and from judges. Gen-
erally, clients were urged to attend by judges, although they were not re-
quired to do so. Advance registration was necessary, and an attempt was
made to keep the number of participants in any seminar between twelve and
fifteen. A fee of $30 per attendee was charged, but a sliding scale ensured
that no one was turned away because of inability to pay. As per Families
First policy, each participant received a manual to take home. In part because
of the local demographics, most participants were white. A broad range of
income levels was represented. Former spouses were discouraged from at-
tending the same seminar. Grandparents and stepparents were permitted to
attend.

As previously noted, a social worker’s ability to assess increases his or
her comfort with seminar participants, and the ability to connect with them,
even though the prescribed seminar curriculum remains stable. In one in-
stance, a man arrived for a seminar drunk. Linda took him aside and told
him gently but firmly that it appeared he had been drinking. She then ex-
plained he would not be able to attend today’s seminar. She also told him
that his interest in the seminar was important, and she hoped he would come
back another time. Her assessment skill led her to accept rather than deny
the alcohol abuse, so that the integrity of the day’s seminar was preserved
for other participants. It also led her to avoid unnecessary harshness toward
the man, as she kept in mind a strength (interest in attendance), not just the
inebriation. Further, employing an ecosystems perspective, she explored the
possibility of obtaining a guard for CCWD meetings, in the event that future
substance-abusing participants might be violent.

At other times, Linda used her assessment skills during seminar breaks.
Once, she noticed women exchanging phone numbers to form a follow-up
group of their own. Another time, she was approached by a female partici-
pant who told her it was wonderful to be in the group because she never
knew before that there were men who communicated by talking rather than
hitting. From these cases, Linda concluded that separate and apart from cur-
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riculum content, the experience of being with other people in the CCWD
seminar catalyzed personal growth.

As previously noted, the social worker leading a divorce education sem-
inar relies not just on just on curriculum delivery skills (e.g., lecture, guided
discussion), but also on traditional social work intervention skills. In this
regard, Linda felt that her ability to be nonjudgmental and draw people out
served her well. She felt the discussions, while not excessively personal (in-
appropriate for an educational seminar), sometimes had particular emotional
depth. In one case, she elicited a man’s response to curriculum content on
business-like communication between former spouses. He stated that his
wife had left him, and attempting to conduct such communication was “the
hardest thing I ever did.” He also stated that “I had to do it for my son.”
Responding to the same content, a custodial father (a police officer) shared
that communicating with his ex-wife was difficult because he was not “the
communication type,” but now he realized that this was necessary for “the
kids.” In each case, Linda had reached out verbally and nonverbally, without
being excessively forceful. Her social work skills led to emotional disclosures
that seemed to demonstrate that the seminar content was being absorbed.

Linda also felt the skill of self-awareness heightened her ability to fa-
cilitate the seminars. For instance, on those rare occasions when she found
curriculum content or a participant’s response to be upsetting, she relied on
her coleader to take charge. Likewise, because of the intensity of discussing
fundamental life changes with people one has never met before, she also
relied on her coleader for “debriefing” sessions after each seminar. This al-
lowed her to discharge potentially counterproductive emotion, and to clarify
ideas for future meetings.

With its emphasis on reducing interparental conflict and preventing
harm to offspring, CCWD reminds us that divorce per se is not inherently
detrimental to children. That is, like all good practice with disrupted fami-
lies, CCWD is built on the premise that while divorce has a destructive po-
tential, this potential can be decreased through intervention.

Further, CCWD reminds us of the multimodal nature of social work prac-
tice. Ideally, a social worker does not view divorce education (or any form
of FLE) as a discrete endeavor. Rather, she integrates divorce education with
other modalities. For example, she may refer an adult client whom she sees
in family sessions to CCWD, expecting that CCWD will supplement family
intervention. Alternately, she may begin intervention with a client referred
by a CCWD leader. In either case, even if she does not lead CCWD seminars
herself, she must discuss them knowledgeably and respectfully, as part of
her use of a family or individual modality.

The experience of Agency B with CCWD raises the issue of cooperation
between social workers and external systems (e.g., family courts, schools).
Families First, which developed the original CCWD program, and Agency B,
which implemented CCWD, were approached by progressive judges. How-
ever, in other cases, social workers reach out to judges and their staffs, and
make court personnel aware of extant or planned divorce education pro-
grams.
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Outreach to the family court system has particular importance. Divorc-
ing adults often have difficulty focusing on children’s concerns and may not
seek divorce education when they need it (Fischer 1997). Usually, the judges
with whom divorcing adults have contact can mandate or urge divorce edu-
cation, but they are not required to do so. Thus, social work encouragement
of judicial referrals becomes critical. When encouraging judicial referrals,
social workers should remind judges of their power to help, and point out
that widespread mandating does not simply cause adults to attend classes,
but may actually generate a positive attitude (rather than a feeling of stigma);
Bussey (1996) found that when “all parents from a certain judge’s court are
referred, no one parent feels singled out; the mandate to attend may . . . nor-
malize the issue” (146).

When promoting divorce education for children (e.g., Rollercoasters),
social workers reach out not just to potentially referring judges, but also to
potentially referring guidance counselors and school social workers, and
sometimes to the principals who oversee them. When addressing educators,
social workers should mention that a child preoccupied with parental di-
vorce may have difficulty learning, and raise the option of divorce education
offered in the school. Overall, we are reminded that in addition to mention-
ing program benefits, social workers need to individualize outreach to po-
tential referral sources and “speak their language.”

CCWD also raises the issue of research about divorce education. For
example, Families First, which originated CCWD, conducted a nationwide
survey of referring judges focusing on judges’ opinions on CCWD effective-
ness (Fischer 1997). On a local scale, Agency B, which implemented CCWD,
routinely conducted exit surveys of seminar participants focusing on partic-
ipants’ demographics and their opinions on CCWD effectiveness. Although
methodological concerns might be raised about each study (e.g., judges’ or
participants’ reports as the sole effectiveness rating), each study found the
program to be beneficial.

Research about CCWD reminds us that research on divorce education
(or any form of FLE) can be used for two broad purposes. First, findings can
be shared with funding sources and referral sources, to demonstrate why a
program should be initiated or continued. For example, the summarized find-
ings of Agency B exit surveys, which demonstrate a high degree of satisfac-
tion and learning, were sent to the office of the judge who initiated CCWD
programming at Agency B.

Second, research findings can be used to improve programs. For exam-
ple, in his survey of judges who refer to CCWD, Fischer (1997) found several
suggestions arose frequently: an advanced program for adults who have com-
pleted CCWD, a program for separating couples who have never been mar-
ried, and a program for children. The development of Rollercoasters suggests
that Families First may have used Fischer’s findings when expanding its
offerings.

In a like vein, it appears that future research could improve divorce
education by increasing its attention to diversity; a perusal of current divorce
education programs indicates a pervasive lack of attention to social class,
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ethnicity, and gays and lesbians. Many intriguing questions arise. For ex-
ample, even though CCWD has been well received, might satisfaction rates
increase with insertion of material on the postdivorce material situation of
blue-collar and poor families? Or material on the disclosures to offspring
about sexual orientation by formerly married homosexuals? In the area
served by Agency B, was local demographics the only reason a very small
number of African American adults attended CCWD, especially given the
high divorce rate among African Americans? Would insertion of ethnic-
sensitive content into CCWD increase African American attendance rates?
Do judges refer African American adults to CCWD less frequently than they
refer white adults? Are there any African American judges? If so, what is
their referral pattern? Answers to such questions could lead to important
modifications of (1) divorce education materials and (2) efforts to initiate
divorce education.

CONCLUSION

Divorce is common, and likely to remain so. As a result, social work practice with
divorcing and divorced families will continue to be widespread. While based on time-
honored social work essentials (e.g., ecosystems assessment, intervention encom-
passing outreach to initially uninvolved family members), practice with disrupted
families is continuously evolving. Promising current developments include divorce
mediation, divorce education, and increased attention to client strengths and client
diversity.

Practice with divorcing and divorced families demands that we view this popu-
lation in a broad context. Both social norms (e.g., those governing acceptable male
behavior toward women and children) and social policies (e.g., the restrictions of
“welfare reform,” which may cause some to reject consideration of exit from severely
troubled marriages) must be considered. This broad perspective encourages the social
and political action that augments direct practice, and improves life for divorcing and
divorced families, as well as other vulnerable populations.
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Families in Sparsely
Populated Areas
Joanne Gumpert
Joan E. Saltman

Families clustered in small towns and scattered across the countryside of
rural America are frequently characterized as “The People Left Behind.” Responding
to a National Advisory Commission on Rural Poverty report, the Congressional Rural
Caucus, in the early 1970s, focused national attention on this long neglected segment
of the country (Martinez-Brawley 1981). The heightened visibility brought renewed
recognition of the insufficient numbers, inferior quality, and often cultural incom-
patibility of social services provided in rural areas. A concomitant resurgence of in-
terest in rural America took place within the social work profession. The Rural Social
Work Caucus, formed in the early 1970s, organized more than twenty years of na-
tionwide annual institutes focused on rural problems and practice issues, and spear-
headed development of the periodical Human Services in the Rural Environment.
This group’s abiding efforts heightened the visibility of rural social problems within
the professional community, initiated the development of practice models for use
within this context, and generated the emergence of a literature on social work prac-
tice in the rural arena (Martinez-Brawley 1981).

Despite these concentrated efforts, the nonmetropolitan segment of the U.S.
population continues to struggle with insufficient resources. Population shifts due to
waves of in- and out-migration over the last thirty years, as well as more recent na-
tional and global economic changes, have added to the existing problems for many
rural families. The decline in the U.S. manufacturing industry and the farm crisis of
the 1980s has so affected small towns that rural people appear to be as “left behind”
as they were in the 1960s (Wilkinson 1986). Myths and stereotypes of the bucolic
countryside dotted with white farmhouses and red barns combined with the relative
isolation and lack of visibility of rural social problems and related inability to organize
on a national level continue to keep these families in the background of the nation’s
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concerns. With limited resources, rural people continue to grapple with adaptations
to rapid economic and social change in their communities while attempting to hold
on to the strengths inherent of their way of life (Ginsberg 1998).

DEFINING AND EXPLAINING SPARSELY POPULATED AREAS

Although the environment in which these families live defines this population, schol-
ars and researchers have not agreed on a single definition of rurality. The literature
most frequently defines the rural context in terms of demographics, culture, and
needs. Demographic definitions encompass both population size and distance from a
metropolitan area (Flora et al. 1992). Federal nomenclature distinguishing between
metropolitan, nonmetropolitan, and rural areas is not consistently used. The Census
Bureau defines metropolitan as (1) core counties with one or more central cities of at
least 50,000 or a total metropolitan area population of 100,000 and (2) fringe counties
that are economically tied to the core counties. Nonmetropolitan counties are outside
the boundaries of metropolitan areas and have no cities with as many as 50,000 res-
idents. Rural areas are comprised of places with fewer than 2,500 residents and open
territory. “Frontier” states refers to those with fewer than six persons per square mile
(Bull 1998). Despite these designations by the Census Bureau, most literature uses the
terms rural and nonmetropolitan interchangeably to describe any area with a popu-
lation of less than 50,000 (Whitaker 1984).

Rural and urban communities are considered in relation to one another and are
characterized as a continuum rather than a dichotomy (York, Denton, and Moran
1993). Generally, a population of 50,000 is consistently used in the literature for dis-
tinguishing between rural/nonmetropolitan and urban/metropolitan (Ginsberg 1998).
This definition parallels Deavers’s (1992) three characteristics of rurality: small-scale,
low-density settlements; distances from large urban centers; and specialization of ru-
ral economies. These ecological characteristics that define rural communities can lead
to differing social and cultural characteristics. Due to geographic barriers and dis-
tances and social and cultural isolation, rural populations tend to be peripheral to the
larger society and are not fully integrated into centers of information, innovation,
technology, and finance (Davenport and Davenport 1995).

The traditional specialization, rather than diversity, of economies in rural areas
has resulted from historical competitive advantages such as ready access to natural
resources, the location of large manufacturing branches or plants within a community
due to inexpensive land or labor, or from the impossibility of small communities to
achieve diversification of employment. Rural settings, previously characterized by
traditional lifestyles symbolized by the family farm, fishing, or other land-related
occupations (Whitaker 1984; York et al. 1993), are changing as the service sector
becomes the largest growth area in rural economies (Davenport and Davenport 1995).

Social interaction in small communities is characterized by intimate, face-to-face
relations (gemeinshaft) rather than formal, bureaucratic role-related social relations
(gesellshaft) (Martinez-Brawley 1990; Flora et al. 1992). Specific cultural norms and
values include positive valuing of self-reliance, local autonomy, and helping neigh-
bors, reliance on tradition and resistance to change, respect for institutions, conser-
vative political positions and use of informal systems to conduct the business of daily
life (Buxton 1978; Davenport and Davenport 1984; Ginsberg 1976; Mermelstein and
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Sundet 1995; Waltman 1986). In an empirical study of rural practitioners we found
that over 80 percent of these workers encountered the rural cultural norms and values
of slower pace of life, importance of informal communications, suspicion of outsiders,
and suspicion of professional jargon. Over 70 percent of the respondents encountered
the norms of pride in local community history, suspicion of government control, and
pride in “rugged individualism” (Gumpert, Saltman, and Sauer-Jones 2000). Some
might say these lists of characteristics belie the diversity among rural communities
and the more rapid rates of change that have occurred over the past two decades
through improved economies, influx of new populations, and technological advances
(Mermelstein and Sundet 1998).

In an attempt to measure county differences in degree of rurality or isolation from
the mainstream U.S. culture, Cleland (1995) developed a complex “Rurality Index.”
This index incorporated eleven elements identified from the literature as significant
to rural counties: (1) metropolitan access via interstate highway, (2) high/low edu-
cation ratio, (3) percentage employed in retail trade of all employed, (4) percentage
employed in professional and related services of all employed, (5) percentage em-
ployed in public service of all employed, (6) median family income in1989, (7) per-
sistent poverty, (8) number of local newspapers, (9) percentage of population change
1980 to 1990, (10) retirement destination, and (11) population density. The index is
a step toward measuring the differences in degree of rurality and isolation among
counties across the country, using criteria that reflect the shifting characteristics of
rurality (Cleland 1995).

Rural practitioners constantly confront the frustration of more social problems
with fewer resources than their urban counterparts (Ginsberg 1998; York et al. 1993).
This reality contributes to negative perceptions of practice in small towns and prob-
lems in recruiting master’s-level professionals (Sullivan, Hasler, and Otis 1993). The
difficulties in recruiting professional social workers are further exacerbated by lack
of recreational facilities, cultural opportunities, and stimulating social contact (Gins-
berg 1993; Miller and Ray 1985; Waltman 1986; Webster and Campbell 1977). These
constraining life circumstances combined with lower salaries paid by rural social
service agencies have developed the general perception that practice in small com-
munities is less than an ideal position. However, despite these limitations, we found
that 90 percent of the rural practitioners in our sample enjoyed working in the rural
setting. Almost two-thirds of these respondents were raised in a rural setting, although
only one-third were native to the community in which they were practicing (Gumpert
et al. 2000). Familiarity with rural life appears to be an important factor in profes-
sionals embracing the challenges of rural practice.

DEMOGRAPHIC PATTERNS

Life in small town America has many faces. Rural communities are diverse in relation
to economic character, culture, ethnicity, distance from metropolitan center, and to-
pography. Some are farm communities and others are not; some are old and others
are newly developed. Some people living in rural communities are recent migrants
from urban areas while others have lived in the same small town for generations
(Coeyman 1998). Today, rural communities differ more among themselves than they
do from urban areas (Flora et al. 1992).
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Approximately 66 million Americans, or one-fourth of the population of the
United States, live across the rural areas of this country (Riche 1996). The South, with
29.9 million people, has the largest rural population (43.6 percent), followed by the
Midwest, with 17.7 million rural residents, or 26.7 percent of the rural population.
Although more than three-quarters of Americans live in the country’s 837 metropol-
itan counties, 81 percent of the nation’s land is in its 2,304 nonmetropolitan counties
(Edmondson 1997; Johnson and Beale 1995). About 4.8 million persons (7.25 percent)
of the rural population live on farms, a percentage that has steadily declined during
this century (Atkinson 1994; U.S. Bureau of the Census 1990, 1992).

Most rural families are comprised of married couples (79.2 percent) and 23 per-
cent have children under the age of 6. Rural families average 2.1 children, with rural
parents having children at a relatively young age (O’Hare 1991). Rural parents are less
likely than their urban counterparts to get divorced or have a child out of wedlock,
but some researchers contend the difference may be shrinking (Atkinson 1994; Lichter
and Aggebeen 1992). In 1990 the earnings of rural workers, controlled for education
and type of employment, were lower than earnings of urban workers. The median
annual income for rural families is $27,591, with 56.8 percent of the rural women
over the age of 15 in the labor force (U.S. Bureau of the Census 1992). In contrast, the
median income for urban families was $37,896. The 1990 rate of rural children’s
poverty was 23 percent compared with the nonrural rate of 20 percent. On the whole,
America’s rural population has lower incomes, lower employment levels, and higher
poverty levels than urban and suburban locales.

Although the predominate group is white, racial differences exist between rural
areas. In 1990, 87.58 percent of all nonmetropolitan residents were white; 8.07 per-
cent were African American; 2.19 percent were American Indian, Eskimo or Aleut;
9.43 percent were Asian or Pacific Islander; and 4.27 percent were Hispanic. The
Census Bureau points out that the Hispanic category may overlap with other catego-
ries (U.S. Bureau of the Census 1990).

Since the early 1970s a new population shift within the country emerged. Re-
versing a trend of several decades, rural areas of the country began to grow at a more
rapid rate than their urban counterparts. Families in search of a different life style
began to leave the cities, moving to several nonmetropolitan areas of the country.
Although this trend slowed in the late 1970s and 1980s, a nonmetropolitan renais-
sance appears to be continuing. Two million more Americans have been estimated to
have moved from metro to nonmetro areas between 1990 and 1994, and additional
evidence in the 1990s showed that rural areas have begun to experience the rapid
growth they saw in the early 1970s (Baldauf 1996; O’Malley 1994).

SOCIETAL CONTEXT

Families living in rural areas profit from and pay a price for their geographic locations.
Unencumbered by tall buildings, air and noise pollution, and massive crowds of peo-
ple, small town and rural families have an opportunity to enjoy the beauty of the land
and the wonder of nature as an integral part of their daily routine. They can experience
the solace of seclusion, the sense of industry from a day’s physical labor on the land
and the ever-changing beauty of the countryside. The slower pace of life allows for a
stronger engagement with communities, neighbors, and friends. However, the other
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side of this existence can be isolation, loneliness, and long travel distances over rough
terrain to secure services, goods, and sometimes even human interaction, and a life-
style that is vulnerable to the impact of severe weather conditions. Some families
have known this way of life for generations and cannot conceive of wanting anything
different; others describe a rural life as a constraining and unstimulating existence.
And still others are leaving metropolitan areas in search of the advantages rural life
can provide.

Although small town communities have moved with the entire country in the
direction of urbanization, there is continued recognition that differences exist be-
tween rural and urban communities. Small community relationships are personal; a
person’s worth is based more on who they are rather than what they do; the culture
is relatively homogenous and people have a strong attachment to each other and to
the countryside. Most rural communities provide a context in which individuals are
known. Individuals relate to one another through a number of overlapping roles, ad-
here to a unified set of norms and values, and build a sense of solidarity among
community members (Flora et al. 1992). However, such a tightly structured commu-
nity can make it very difficult for outsiders to move into such a system or for new
ideas to be accepted (Bull 1998). In many such communities, a family must have lived
within it for generations before they move to the status of old-timers rather than new-
comers (Ginsberg 1993).

Impacted by national and global forces in the last two decades, many rural com-
munities are in the midst of rapid transition. The in-migration of newcomers, often
more affluent than their old-timer counterparts, has introduced different values and
lifestyles. In many communities, this has led to conflict among community residents,
which often is played out over such community decisions as increased school taxes,
better availability of social services, and stronger environment codes. While newcom-
ers value a fine educational system, citizens’ right to quality social services, and en-
vironmental conservation, many of these changes have detrimental effects on old-
timers. Additional taxes needed to support these resources are difficult for community
residents who are already selling some of the land on their homestead to make ends
meet. The values underpinning these ideas are a strong intrusion into old-timers’
valued sense of rugged individualism and ways of farming that have been passed on
for generations.

Advances in technologies and communication systems have also brought rural
residents more quickly into contact with rapidly changing ideas and lifestyles. The
most recent widespread use of computers has afforded worldwide information
sources to those small town residents who can afford to purchase a computer. Al-
though these forces appear to diminish the historical isolation of rural families, not
all rural residents readily embrace new urban ideas and lifestyles (Bull 1998), rather,
they attempt to hold on to their traditional ways of live.

National and global economic changes have significantly affected many rural
communities through boom and bust town phenomena. The decline in U.S. manu-
facturing as capital flows to areas of cheap labor and little regulation has robbed some
small town communities of their major source for employment. Conversely, other
rural communities have experienced populations explosions as people moved into
towns seeking retirement communities or recreation centers (O’Malley 1994). Sys-
temic effects related to loss of payroll taxes, property taxes, and even charitable con-
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tributions, as well as sharp increases in the demand for assistance and social services,
have devastated many communities, while others have not been able to meet the
increase in demands for housing, services, and the development of an infrastructure
to support the expanding population (Davenport and Davenport 1998; Flora et al.
1992; Ginsberg 1998).

The farm crisis of the 1980s, symbolized by the loss of the family farm, has been
connected with national and global shifts in lower agricultural prices from overpro-
duction, reduced international demands due to world recession, plunging land val-
ues, high interest rates, high costs of farm equipment and supplies, decline in numbers
of farm workers, and lack of safety net programs such as unemployment compensation
for farms (Edmondson 1997). Since the early 1980s there have been more bank clos-
ings and farm foreclosures than in any time since the Great Depression, and a large
number of farmers are left with dangerous debt-to-asset rations. The Office of Tech-
nology Assessment predicted that given the current trends in agricultural technology
and the general economy, up to 50 percent of all family farms are in danger of becom-
ing insolvent during the next decade (Van Hook 1990b). The impact of this change is
better understood as the loss of the “farm as a way of life” not simply a “means of
income.”

Rural families across the country have been affected by these numerous transi-
tions in their communities. Social problems associated with urban areas—e.g. addic-
tion, gangs, violence, homelessness—are multiplying. Once exhibiting a traditional
family structure where the husband is the breadwinner and the wife cares for the
family and the home, rural family members have been forced to switch roles. As men
have lost jobs in manufacturing and farming, women have had to join the workforce
in service positions outside the home to keep the family financially solvent (Mer-
melstein and Sundet 1998). Men in small town families have had to take a second job
in addition to farming to hold on to their homestead. The recent film The Farmer’s
Wife by David Sutherland aired on the Public Broadcasting System depicts the many
interconnections between economic hardships and family stress in farm families: for
example, the shame and reluctance to accept federal benefits, the tensions between
husband and wife due to the role changes, and the decreased time for parents to spend
with children. One scholar reports, “From the perspective of the inner life of youths,
economic difficulties and accompanying family tensions [caused by the farm crisis]
have created an intense sense of pressure as well as feelings of helplessness, loneli-
ness, depression, and anger toward those who contributed to the economic difficulties
of their families” (Van Hook 1990a).

VULNERABILITIES AND RISK FACTORS

Poverty, economic hardship, and inequality have been part of life for many residents
of rural communities. In 1990, the poverty rates in nonmetropolitan areas were con-
sistently higher than those in metropolitan areas. The results of the 1990 census iden-
tified a rural poverty rate of 16.3 percent or over 9 million poor people as compared
with a metropolitan poverty rate of 12.7 percent or 24.5 million people (U.S. Bureau
of the Census 1992). The total population of poor people living in rural communities
is 71.3 percent white, 25 percent black, and 5.6 percent Hispanic. Of particular sig-
nificance are the higher rates of poverty among persons of color who live in rural
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regions. The poverty rate for rural whites was 13.5 percent; for rural blacks, 40.8
percent; for rural Hispanics, 32 percent; and for rural Native Americans, at least 30
percent.

The distribution of poor rural Americans by region are the South (55.3 percent),
the North Central region (25 percent), the Mountain region (8.4 percent), the Pacific
region (5.3 percent), the Middle Atlantic region (4.7 percent), and New England (2.1
percent). Poor African Americans are concentrated in the South (96.8 percent). Poor
rural Hispanics or Latinos are concentrated in the Southwest and on the West Coast.
Poor rural Native Americans are concentrated in several areas: the Southwest, where
Arizona, Colorado, New Mexico, and Utah meet; the Upper Great Plains, especially
North and South Dakota; and eastern Oklahoma (Summers and Sherman 1997).

Rural poverty is related to the availability of jobs in small communities. High-
paying, highly skilled jobs are frequently not found in rural areas, where schools are
often of lesser quality and educational levels of residents are low. Destitution for many
rural families is perpetuated since low-wage, unskilled jobs flow into these commu-
nities (Flynt 1996). Most poor rural families (64.6 percent) have at least one family
member with a job; and about 25 percent have two or more members with a job. Only
17 percent of the rural poor live in female-headed families with children at home, the
same proportion who live in married couple families with children at home (17.6
percent). Even if all single-parent poor rural families were lifted out of poverty, 80
percent of the rural poor would still be in poverty (Summers and Sherman 1997).

Although the metro/nonmetro poverty gap has narrowed greatly in recent years,
39 percent of rural families had near poverty incomes (under 200 percent of the pov-
erty line in 1995), compared with 29 percent of urban families (Summers and Sher-
man 1997). Within the entire country, the effects on poverty on children have been
especially troubling, and the effects of poverty on children in rural communities have
been particularly disturbing. In 1990, the rate of rural child poverty was 23 percent
compared with a nonrural rate of 20 percent (Flynt 1996). With the advent of the 1996
welfare reform measures, the welfare caseloads have dropped sharply. However, the
rates of child poverty and extreme poverty in urban and rural areas have increased
as welfare allotments have been lowered or abolished and potential wage earners are
able to obtain only low-income employment (Flynt 1996).

Rural poverty is linked to housing problems and homelessness for individuals
and families. Although housing costs tend to be lower in rural communities, there is
no advantage to living in a rural area because incomes are also lower. In 1985, 42
percent of the rural poor spent at least half of their income on housing while 26
percent spent 70 percent or more. These figures are much higher than the Department
of Housing and Urban Development standard that states affordable housing should
be 30 percent of income or less (Flynt 1996).

A lack of decent affordable housing is a serious issue in rural communities.
Whereas rural Americans constitute only 14 percent of the nation’s households, they
occupy 23 percent of the poor homeowners’ households and 27 percent of poor renter
units that have severe physical deficiencies (National Coalition for the Homeless
[NCH] 1999). More than a half million rural homes in the United States do not have
clean running water or adequate waste removal (Flynt 1996). The effect on family life
for isolated families living in substandard housing often hidden away in the hollows
of the mountains of Appalachia or in the fields of the South is devastating.
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Poverty and homelessness are inextricably tied. In rural communities, poor peo-
ple often find it difficult to pay for food, health care, and housing. Because housing
absorbs a high percentage of family income, it is the first expenditure that the rural
poor are forced to forgo. Research has documented there has been a dramatic rise in
homelessness over the past fifteen to twenty years due to a shortage of rental housing
and a simultaneous rise in poverty. Not only has the number of homeless people risen,
but also the number of homeless families with children has increased dramatically
over the past ten years. In rural areas white families, single mothers, and children
make up the largest percentage of people who are homeless (NCH 1999).

Abused women and children in rural areas face special problems because of their
distance from shelters and services and their lack of transportation. Rural women
often have particular difficulty realizing that the abusive situation is not their fault.
In rural communities, the norms for families often include traditional gender roles,
high rates of poverty, exaggerated inequities in employment and wage structures, and
limited family and public resources (Cummins, First, and Toomey 1998). Because the
family has been and remains the central institution in many small communities, to
publicly acknowledge that one wants to leave one’s family home is often both a per-
sonal and family embarrassment. The hardest challenge for rural women who have
been abused is to reach out and to ask for help. Living in a culture that values inde-
pendence, self-reliance, and pride, women find it difficult to admit to a violent and
abusive marital relationship. These women often feel they must have been bad wives
and deserve what abuse and violence they are experiencing.

Many women who are victims of domestic violence are very isolated and may
not be able to receive the services they need if, indeed, these services are available.
These women may have no telephone and are not seen by relatives or friends for days
unless they make a trip into town. Shelters, if available, offer short-term assistance,
but eventually women need to leave the shelters or in many cases leave the com-
munity in order to be safe.

In sparsely settled areas of the rural countryside many families have problems in
obtaining health care. A shortage of medical care providers and medical care facilities
frequently exists. In 1990, half a million Americans lived in counties with no obste-
trician, and more than 300,000 lived in counties that had no physician (Flynt 1996).
In the same year, 18 percent of the residents of sparsely populated areas, where one
in six residents lived in poverty, also lacked health insurance. Since that time more
Americans have lost their health insurance benefits (Flynt 1996). For example, a 1989
survey found that 46 percent of small businesses in rural areas do not sponsor health
insurance for their employees (Summers 1991).

The rate of rural hospital closings has increased, leaving these communities with-
out the ancillary services these facilities provide. As a result, those services can only
be obtained by individuals traveling long distances with little or meager transporta-
tion to larger neighboring cities. For those living in urban areas, large inner-city hos-
pitals have provided emergency room treatment for poor people. Often these facilities
are unavailable in rural communities, and those services that are available are threat-
ened by HMOs and by changes in Medicare and Medicaid (Flynt 1996).

In general, the health of rural residents is not as good as their urban counterparts.
For the years 1985 to 1987, fair or poor health was reported by 12.6 percent of non-
metropolitan residents as compared with 9.3 percent of metropolitan residents (Sum-
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mers 1991). Because of fatalistic values characteristic of some rural communities,
public health or preventive health care—both physical and mental—have been a low
priority. Living in areas where there is a lack of medical care and difficulty with
transportation in obtaining it, some families tend to rely on folk medicines and herbal
methods of treating illness. In addition, poor people in these communities tend to
focus on immediate concerns such as food, clothing, and immediate emergency health
needs (Flynt 1996).

Many rural families send their children to educationally deficient schools. In
rural communities the school expenditure per child is often lower than in urban areas.
Taxpayers in urban school districts are more willing to tax themselves for better
schools. Partly as a result of funding inequities, students in rural and small commu-
nity schools tend to rank lower in educational achievement. Educational gaps also
occur because adequate funding is not available for transportation, for services for
children with developmental challenges, and for professional development of teach-
ers (Flynt 1996).

Schools as well as families play an important role in teaching children values
and behaviors. In many rural schools children are taught values and skills that reflect
the industrial age (i.e., the traditional values of obedience, punctuality, and good
organization) rather than those needed to be increasingly competitive in an increas-
ingly technical and global society. For rural students to be educationally prepared for
the information age, they must know how to gather and assimilate new information
and how to solve problems creatively (Van Hook 1993).

Rural areas lack public transportation and have limited access to costly private
transportation. Owning a car is often difficult for those who work for low wages or
who are unemployed. At the same time, people need to travel long distances to obtain
needed health, education, recreation, and social services. The new welfare law adds
a new burden regarding transportation to those receiving public assistance. The Per-
sonal Responsibility and Work Opportunity Reconciliation Act passed in 1996 does
not allow exemptions to any requirements because of lack of transportation. Thus,
for those individuals where there is virtually no public transportation in a geograph-
ically isolated community and for whom public funds cannot be used to purchase a
vehicle in its entirety, the new welfare reform regulations create a nightmare (Amer-
ican Friends Service Committee 1999).

Transportation serves as the key to the network of services that may be available
in a community. A major obstacle to effective public transportation in rural areas is
the high cost of providing door-to-door service and of maintaining bus routes for a
few passengers over large geographic areas (Koff 1992). Even in communities where
there is bus service, there is usually no service on nights or weekends.

The small scale of rural community life and inherent visibility of residents, cou-
pled with the cultural value of rugged individualism, exacerbates the stigma attached
to individuals needing to use social services. The informal communication system of
small communities, referred to as the “gossip mill,” literally provides the mechanism
for “everyone knowing everyone else’s business.” Families who are forced to seek
formal and informal services can be quickly labeled and sometimes ostracized by
neighbors. The presence of a worker’s car in someone’s front yard, of a resident’s car
in front of a mental health center actually announces to most of the community that
he/she is a recipient of service. Attempting to avoid this stigma can cause families to
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resist requesting help because of the price they would pay in terms of the social
context for receiving services.

RESILIENCIES AND PROTECTIVE FACTORS

At this time of rapid transition in rural communities, families are coping with many
stressors in their daily lives. Yet there exist within that same environment, resiliencies
and protective factors that can balance the impact and provide support to enhance
coping. Resilience has been defined as the “self righting tendencies of the person, the
capacity to be bent and not break, and the capacity, once bent to spring back” (Gold-
stein 1997:30). Protective factors, influences that modify, ameliorate, or alter a per-
son’s response to some environmental hazard that predisposes to a maladaptive out-
come, play a significance role in resilience. Two types of protective factors have been
identified: (1) individual factors within the person and (2) support systems within the
wider environment (Smith and Carlson 1997).

Inherent in the definition of rural communities is a lifestyle that includes a close
relationship with the land, weather, and other aspects of nature. Searles (1996) sug-
gested that relatedness with the natural world (1) ameliorates various painful and
anxious feelings, (2) fosters self-realization, (3) deepens one’s feeling of reality, and
(4) fosters appreciation and acceptance of people. Perhaps it is the search for serenity
and wonder, which comes from a closer relatedness to nature, that pulls the popu-
lation continuing to spill out of metropolitan areas in search of a different way of life.

Rural communities themselves are a protective factor for the families who live
within them. Rural communities meet three needs: a place to belong, an arena in
which to make a difference, and a sense of security (Flora et al. 1992). The small scale
of rural communities, consistency of community members’ norms and values, and
overlapping roles among the residents provide community members with a sense of
belonging and support which promotes a sense of personal confidence, acceptance,
and self-esteem. These traits have been identified as enhancing coping and providing
protection for individuals at times of stress (Smith and Carlson 1997). Several external
support systems available to families are afforded through extended family members,
neighbors, friends, religious leaders, and natural helpers who are always at close
proximity. Cultural norms of friendliness and neighborliness through more intimate
relationships prevalent in nonmetropolitan communities support mutual exchange
when residents need resources. Simultaneously, this strong identification with place
and solidarity among residents, these networks of mutual support, and community
norms that foster mutuality and reciprocity contribute to a competent community that
can respond to need and rebound from external impacts (Cottrell 1976).

Studies have identified two specific characteristics of small communities that
particularly promote resilience. Faith in a higher power or a religious philosophy of
life has provided important support at times of stress (Anthony 1987, as cited in Smith
and Carlson 1997; Werner and Smith 1984, as cited in Smith and Carlson 1997). While
a 1985 Gallup poll reported that seven out of ten Americans are members of a church
or synagogue, rural families tend to be more religiously oriented than other groups
(Meyerstedt and Smith 1984). A study by Furman and Chandy (1998) provides further
support for the role of religion and spirituality in rural culture. A representative sam-
ple of licensed social workers in North Dakota, one of the most rural states in the
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country, reflected that 43 percent of the respondents indicated that religion and spir-
ituality were of importance in their clients’ lives and provided a positive resource for
persons in solving their problems.

Natural helpers also promote resilience and act as protective factors. Several
recent studies have provided a wealth of knowledge about natural helpers as preven-
tive mental health agents in rural communities. Patterson and Brennan (1983) distin-
guished a natural helper—“one to whom people turn naturally in difficult times be-
cause of his or her concern, interest, and innate understanding” (22)—from other
types of informal helpers. Natural helpers also have a reputation in the community
for being effective providers of help. Relationships between natural helpers and those
whom they help (relatives, friends, and neighbors) are marked by equality and mutual
exchange. Natural helpers appear to use three styles of helping: facilitative (expres-
sive), doing (instrumental) or a combination of both styles (Patterson and Brennan
1983). The type of problem involved in the helping situation appears to be crucial to
determining a natural helper’s style and perceptions of the recipient’s responsibilities
in creating and solving the problem (Memmott and Brennan 1988).

Patterson, Memmott, and Germain (1993) studied patterns of natural helping in
rural areas. Using a modified reputational sampling of natural helpers in the New
England state of Connecticut and the midwestern state of Kansas, they identified and
interviewed two hundred natural helpers about their helping experiences. Analysis
of collected data yielded additional information about the natural helper’s character-
istics and the helping situation.

These natural helpers claimed they helped because they cared about people, be-
cause it was morally right to do so, or because they were repaying the recipient for
help offered in the past. Over three-quarters of these natural helpers offered help at
the time they became aware of the recipients’ needs (before it was requested) and
were available to help recipients twenty-four hours a day (Patterson et al. 1993).

Characteristically, helpers had known recipients for a long period of time (ap-
proximately fifteen to thirty-five years) and assisted with the following types of prob-
lems: home care needs, physical illness, transportation, death, farming needs, health
needs, child care, divorce and loneliness, and other crises. The majority of the helpers
used a doing (instrumental) style in helping neighbors and relatives, while the facil-
itative (expressive) helping styles was used two to three times more often with friends
than with relatives or neighbors (Patterson et al. 1993).

The general social and physical quality of life, mutuality and reciprocity among
neighbors and friends, and prevailing values that foster concern for others, as well as
the related significance of religious institutions and identified roles of effective resi-
dent helpers provide resources that can be utilized throughout an individual’s life
course to enhance coping with the stressors of life and to foster resilience in rural
families.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Because of the dearth of rural social services, the needs of families in rural areas are
not being met sufficiently. Most social service programs have been developed to meet
the more visible needs of urban populations. The replication of these programs
throughout the country in order to comply with federal and state funding guidelines
often makes it difficult for social service agencies to tailor service for delivery in rural
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communities. The majority of rural social service agencies mirror the service delivery
systems of metropolitan areas but make some adaptations for a better fit with the rural
environment. Many nonmetropolitan programs are community based at the same time
they must serve large geographic areas. Mobile health and mental health units that
move through a schedule of specific days in adjoining communities is one attempt to
solve the problems inherent in catchment areas that cover hundreds of miles and
clients’ lack of transportation. Use of public buildings, e.g., the grange, school, church,
or courthouse, to provide services lowers the visibility of clients to the rest of the
community and guards against the stigma that others in the community may attach
to clients. Home visits are extensively used from necessity because families cannot
get to service buildings.

Public social services are often provided through health departments and public
social service departments. For example, a county health department may offer the
following services: psychiatric evaluations, medication monitoring, crisis interven-
tion and hospital prescreenings, psychiatric/mental health mobile treatment, and in-
home services that include parenting programs and medical services. Another im-
portant public social service in rural communities are the Medical Centers sponsored
by the Department of Veterans Affairs (VA). These regional centers provide inpatient
and outpatient services in general medicine, psychiatry, and surgery. In many rural
communities the VA centers have a strong focus on geriatric patients. Specialized
services include programs for substance abuse, posttraumatic stress disorder, con-
tract community nursing home, community residential care, homemaker/home health
aide, and contract adult day health care programs. Social workers are expected to
make assessments, treatment planning, discharge planning, counseling (individual
and group), community referrals, participate on a health care team, nursing home
placement, and to be a case manager. They are also expected to relate to a wide variety
of community agency personnel and to clients’ families.

Social workers provide services through private, nonprofit settings where they
are expected to carry a wide variety of roles and responsibilities. They provide social
work services in family service agencies, child development centers, rape and do-
mestic violence information centers, long-term residential centers, community coun-
cils, hospices, substance abuse programs, and schools. They may also be involved
with 4-H clubs and rural extension services.

Recent innovative approaches to service delivery include social work practice by
telephone and on the Internet. Telephone support groups are a new and feasible means
of support service delivery in rural areas. By communicating on the telephone, par-
ticipants do not have to commute long distances and they are able to maintain their
anonymity (Rounds, Galinsky, and Stevens 1991). Information and referral networks
are now available on the Internet to rural residents seeking information about services,
agencies, and programs in rural areas (West Virginia University Center on Aging
1997). On the Internet there is a growing number of on-line support groups that pro-
vide a worldwide link for people who need information on a variety of topics and a
connection to others with similar issues and concerns.

ASSESSMENT AND INTERVENTIONS

The rural practitioner must be a community-based generalist who possesses a wide
array of direct and indirect practice knowledge and skills, an understanding of rural
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culture, and an ability to work with a variety of client systems (Buxton 1978; Gibbs,
Locke, and Lohmann 1990; Ginsberg 1976, 1993, 1998; Granger 1980; Martinez-
Brawley 1986, 1993, 1998; Mermelstein and Sundet 1976, 1995; Morrison 1976; Rasp-
berry 1977; Southern Regional Educational Board 1998). Development of a generalist
model of social work practice and a model of practice for rural areas occurred in
tandem. The small scale of rural communities, dearth of social service agencies, and
lack of professional workers in nonmetropolitan areas mandate that rural workers
must be generalists who can practice with individuals, families, groups, organiza-
tions, and communities as well as have the ability to supervise, develop grant pro-
posals, administer agencies, and deal with community representatives.

Community-based practice incorporates three basic ingredients: debureaucrati-
zation, partnership with clients, and autonomy in practice. Although a newly devel-
oped framework has been recently imported from Europe, these attributes have al-
ways described good rural social work practice. This community-relevant practice
suggests that workers identify the community informal networks of help beyond fam-
ily and friends and develop working partnerships with these entities as they inter-
weave formal and informal resources through their work (Martinez-Brawley 1998).

Community assessment is baseline knowledge for the rural practitioner. Local
history, cultural norms and values, relationships between and among ethnic, racial,
or socioeconomic groups and community formal and informal power structures are
requisite knowledge for the social worker regardless of agency function or population
served. This information will help identify community resources to meet clients’
needs and provide the broad understanding that shapes locality-relevant and cultur-
ally sensitive practice. Community functioning is a concern that practitioners must
attend to in order to strengthen the systems in which clients live so that the com-
munity can better meet its responsibilities to its residents. Agencies must foster de-
velopment and change on the community level in order for their clients’ needs to be
more fully met. Interventions must be focused on individual, family, or group need
and simultaneously foster and enhance community functioning.

Focus on work with smaller networks and systems within rural communities that
strengthen the community as a whole has been discussed. Practice with natural
groups of children, adolescents, and adults in the rural environment is discussed as
a preferred model of group practice because it taps preexisting relationships for fo-
cused mutual support and simultaneously strengthens existing informal networksand
structures within the community (Gumpert and Saltman 1998).

More recent literature has identified collaborative roles that the professional can
assume with community-based systems to simultaneously provide service and
strengthen communities. A study of rural practitioners suggests the following collab-
orative roles for workers in relation to self-help groups: referring clients, publicizing
the groups, consulting about problems, helping to develop resources, and providing
training and direct leadership (Gumpert et al. 2000). Findings of a study of natural
and professional helpers suggest practice connections between the two. Professionals
should make referrals to natural helpers, make the formal helping system better
known to natural helpers so that they can channel help seekers to appropriate formal
support systems and services, and facilitate mutual support among natural helpers so
that they can rely less on professionals for consultation (Memmott 1993).

This community-focused framework resonates in literature on resilience. In his
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discussion of community development and individual resilience, Saleebey (1997)
suggests, “A community is a dynamic whole that emerges when a group of people
participate in common practices, depend on one another, make decisions together,
identify themselves as part of something larger than the sum of their individual re-
lationships and commit themselves for the long term to their own, one another’s and
the group’s well-being” (201). Growing evidence suggests that individual and familial
resilience and the characteristics of the communities in which people live are insep-
arable. Resilience is a process and an effect of the connection between what happens
within you as a person and the environment. Essentially, competent communities
foster resilience in the individuals who make up that community. The root idea of
community development is to identify local capacities and mobilize them, which
involves connecting people with capacities to other people, associations, institutions,
and economic resources.

Since the early identification of models of rural practice, a focus on community
development as the province of the professional social worker has existed (Martinez-
Brawley 1990). Reflecting on twenty years of identification and development of rural
social work practice, Mermelstein and Sundet (1998) again sound the call, made at
the first National Institute on Rural Social Work, for the practitioner as community
developer. They state that in light of the rapidly changing environment of small com-
munities, it is the unique niche of the social work profession to address the issues of
community building and save the rural community.

For a rural practitioner, assessment must be done in context of the surrounding
community and its many parts; intervention must utilize both formal and informal
resources; strategies must be reviewed for changes on an individual, family, or group
level as well as the community level; and strengthening community functioning must
be an integral part of service delivery. Multiplicity of relationships between clients
and practitioners, a characteristic common to rural practice (Miller 1998), may actu-
ally facilitate use of professional knowledge to further these goals. Although profes-
sional ethics (National Association of Social Workers 1996) warn against the misuse
of dual or multiple relationships, rural workers usually cannot escape them. To live
in the same or nearby community in which one works means overlapping roles be-
tween practitioners and clients. While this requires internal vigilance against exploit-
ing vulnerabilities of clients through a well-developed sense of self-awareness, it also
allows practitioners to use their knowledge and skills in multiple roles within the
community. Although the practitioner may be engaged in a community activity as a
resident, he or she can use professional knowledge of organizing to further community
functioning, gain knowledge about the community that will aid assessment of clients
and identify potential resources, and use relationships developed in both roles to
foster trust and confidence with client systems.

ILLUSTRATION AND DISCUSSION

Northernport is a town fifty miles south of the nearest metropolitan areas in
the heart of the mountains with an ever-decreasing population of twelve hun-
dred. It has one stoplight (which is flashing most of the time). Main Street
consists of one bank, one very small grocery store, a barber shop, a hardware
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store, the post office, and two churches—Presbyterian and Methodist. There
is bus transportation three times a day and only to the one nearest metro-
politan area. If someone doesn’t have a car and needs to go anywhere else,
it is necessary to ask a friend or family member to drive. There is a senior
center building that has a family service agency, Mountain Family Services,
attached to it. The senior center staff can call the county-owned taxi to take
persons to the larger grocery store two miles away for a cost of 25 cents.
Medical services consist of two doctors and a rural health clinic which serves
the indigent and Medicaid population. The closest hospital is fifty-seven
miles away.

Northernport is a town where people really might go next door to borrow
a cup of sugar. It’s a town where it’s expected that people wave at each
passing car—whether or not they know the people inside—but residents usu-
ally recognize the car before they can focus on the driver and passengers. It’s
a town where it is difficult to purchase a dead-bolt lock because nobody
bothers to lock their doors. It’s a town where word travels fast, and if people
need to catch up on the hometown gossip, they either go to Happy’s Barber
Shop, or to the local hardware store. Happy, the barber, is also a member of
the Northernport Board of Aldermen and his wife is a Sunday school teacher
at the Methodist Church. Most of the town aldermen decisions are made at
Happy’s before the actual meeting. In the fall, there is a four-day Walnut
Festival, organized by the local volunteer fire department, when the side
streets are closed to traffic except for the vendors and there is music all day
long. The high school band leads the parade on the first day of the festival
and the school is closed on that Friday. It is said that Northernport is a town
where kids count the days until they can leave, and adults count the days
until they can return.

Mountain Family Services is an agency devoted to stabilizing and im-
proving the quality of life for families. Mountain is staffed with skilled pro-
fessionals who provide home-based care to families and other related ser-
vices in communities throughout the state. There are nine different offices
of Mountain that serve all of the counties in the state. The variety of locations
is advantageous for both potential clients and the staff of Mountain. If a fam-
ily member hears about the services of the agency in one part of the state, he
or she can receive services in another part.

Approximately 80 percent of the cases are court referred. Other clients
are self-referred who have heard about the agency from a family member or
friend. Even though there are centrally located offices of Mountain, most of
the social workers spend a majority of their time on the road traveling to
clients’ residences or community sites to provide services.

Mountain provides a complete range of services, virtually meeting every
family need. These include nutrition and parenting education, as well as
child and family counseling to help clients gain stability and to learn better
problem-solving and communication skills. Since family preservation is a
large part of Mountain’s program, a client must show some ability or will-
ingness to improve the family situation. The agency offers a toll-free twenty-
four-hour emergency telephone number to ensure that the clients have access
to a social worker at any time.
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Each client is assigned a treatment team of workers when their case is
opened. The job of the direct service team member is to provide basic living
skills. The job of the team leader, a social worker with a master’s degree, is
to provide individual and family and group counseling. The third worker, a
social worker with an undergraduate social work degree, is the case manager.
These workers link the client to a continuum of services from housing to
employment to financial aid for college. All of the direct service team mem-
bers can provide advocacy or other support that the clients may need.

The agency has had trouble forming parent groups in the community.
One reason is that most of the clients do not have adequate transportation to
attend meetings. The agency social workers also offer parenting groups for
teenage mothers at local high schools. At one branch there is a home for
pregnant women. At this site there is a school, counseling services—includ-
ing substance abuse counseling—parenting classes, and counseling for fam-
ilies. Pregnant women from all over the state may choose to live at the school
while they are pregnant.

All of the social workers perform a variety of roles that include the direct
service roles of individual and family counseling, group work services, and
educator; the system linkage roles of broker and case manager; the system
maintenance roles of facilitator, team member, and consultant, as well as
system development roles of program developer, planner, and advocate. The
role of researcher is yet to be developed (Hepworth, Rooney, and Larsen
1997).

A Day in the Life of a Rural Social Worker. Bill, the social worker, began
his day by driving fifty miles to his scheduled appointment at 10 a.m. His
job requires that he cover a five county catchment area. This means that he
could drive 90 to 120 miles a day. In his car is a suitcase containing toys,
crayons, and paper for use in play therapy with some youngsters during the
day. He also carries his barn boots so that he can see the many prize animals
raised by children on his caseload.

When the Bill first met Debbie, she was 29 years old, a high school gradu-
ate, and seven months pregnant. She was unmarried and living with a female
friend, age 30; her boyfriend, age 32; and their five children. All eight people
were living in a very small three-bedroom, run-down trailer situated in a
trailer park in a hollow of the mountains. The trailer had a mud driveway
and was surrounded by dogs including two tied under the trailer. The ground
was littered with beer cans. When Bill walked into the trailer, Debbie was
drinking. Even though she knew he was coming that day, she was irate. She
clearly stated she didn’t need any help and she didn’t care that she might be
harming the unborn baby. Since she flatly denied she needed any help, Bill
was offered no alternative but to leave the trailer and to report her to child
protective services (CPS).

The agency did not hear anything from Debbie for four months. Bill
knew that after the baby was born, the CPS worker removed the baby from
the trailer and placed the child in foster care. When Debbie called the agency
for help, she very much wanted her baby back. She agreed to become in-
volved with Mountain Family Services and Bill began weekly visits to Debbie
who was still living in the trailer and still drinking. Debbie began to develop



542 Life Circumstances and Events

parenting skills and through cognitive restructuring-focused counseling be-
gan to deal with self-esteem issues. Bill linked her to vocational counseling.
She moved in with the baby’s father and both she and the baby’s father
worked with Bill around relationship issues. She desperately wanted to stop
drinking and she began to ride her bicycle five miles a day to the court-
ordered AA meetings.

One year after she began her association with Bill and the Mountain
Family Services, Debbie went to court and obtained physical and legal cus-
tody of her child. Three years later she continues to go to AA meetings and
has became a sponsor. Now she is looking for a job to help pay the bills, since
due to the new welfare laws, her welfare checks are only temporary. She tries
to attend classes but the bus service does not go to the adjoining town in
which the community college is located. She is experiencing a great deal of
stress but she feels she has learned a great deal about herself, has gained
knowledge about parenting her baby, has maintained a positive relationship
with the baby’s father, and is optimistic about the future.

On the way to his afternoon appointment back in Northernport, Bill
stopped at Al’s General Store for lunch and to chat with Maggie Mullins, Al’s
wife. Maggie often provides transportation and child care for neighbors who
need help getting to a doctor’s appointment, shopping for needed items, or
to the senior center for meetings. He talked with Maggie about the possibility
of providing transportation for Debbie to the local junior college to begin
taking an evening class on Wednesdays. Maggie said she had heard that Deb-
bie was still “on the straight and narrow” and had her baby returned to her,
and she would be willing to drive her to Butlerville. Maggie, herself, could
stop in and see her aunt in the nursing home there while Debbie was in class.

Bill arrived at the Northernport school just in time to meet his group of
sixth-grade boys as they got out of school. They usually use the blacktop area
of the school to shoot baskets and “shoot the bull,” and then they go for pizza.
Bill then drives each boy home because they have missed the school bus and
have no other way to get home. Joey, one of the boys on his caseload, was
sent to the principal’s office today and is afraid to go home because his folks
are going to “give it to him.” As they shoot baskets, the other kids and Bill
talk with Joey about how else he could have handled his anger when the
teacher didn’t believe that he had lost his homework. This led to a long
discussion of how his parents had been arguing a lot more this past week
about how to deal with the upcoming mortgage payment or they would lose
their farm. On the ride home, the kids helped Joey rehearse what he could
say to his dad when he got home about how he would control his temper in
the future.

As they drove by the Lincoln farm, John Lincoln flagged Bill down to
tell him the senior citizens’ center board meeting was to be held at the Moose
Lodge tonight because the AA folks has already booked the Episcopal
Church. Bill thanked him for telling him and said he would see him there.
Around the next bend in the road, the car came to a screeching halt and
everyone piled out as fast as they could. Mrs. Green’s dry cows had broken
through the fence and were all over the road. Bill and the kids knew that Mr.
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Green was in the hospital for surgery yesterday and Mrs. Green was probably
there now visiting him. The kids herded the cows back into the pasture and
Bill mended the fence with the tools in his car. Then it was on to get the rest
of the boys home, home for dinner himself and then to the board meeting.

Bill had been asked to sit on the board of the senior center for at least
two reasons. His mother had been attending the center and getting Meals on
Wheels for three years now since his father had died. The other board mem-
bers felt as though he had a family attachment to the center and wanted
people like that to be on the board. In addition, the other board members
knew that Bill had grant writing skills, and they needed that kind of help,
too.

The meeting tonight was going to be a tough one. The center wanted to
apply for some federal monies available for serving lunch to senior citizens.
Many of the board members had heard about the dissatisfaction with Meals
on Wheels from others in the community and wanted to suggest that the
center try to get this money because they could do a better job of making
meals and delivering them than Meals on Wheels, which was run through
the county home health program. Bill knew that it was not going to help the
community to become split in this manner and wanted to convince this board
to work cooperatively with Meals on Wheels to jointly apply for the funds
and work together on the tasks. Everyone knew that County Home Health
was short staffed and underfunded, which contributed to their problem of
providing lunches. The large number of volunteers at the senior center prob-
ably could relieve some of the person power problem at County Home Health
and the program would be improved. This was going to be rough riding
though unless both Jim and George, the local ministers, as well as some of
the town elders, would back this plan. Bill has talked with many of them at
Happy’s Barber Shop in preparation for this meeting. He was fairly sure that
at least three of the six would speak out for the plan and one other might
vote for the plan, but it was hard to know how the total vote would go. The
meeting was over about 9; the board had decided to join with County Home
Health only because two of the board members from that agency came to the
meeting and also supported this plan. One of the clergymen Bill had spoken
with had talked with them last week. Bill was tired and glad to climb into
bed. He had a telephone message from Jim who ran the AA meeting asking
if he could stop by tomorrow. Jim had some problems in his group that he
wanted to talk with Bill. Bill thought he might be able to stop at 9 tomorrow
morning after the court hearing for the Hill family to have their two daughters
returned.

“A Day in the Life of a Rural Social Worker” conveys how the rural
practitioner becomes part of the community fabric. His familiarity with the
culture, the people, and the problems becomes an essential part of his prac-
tice. His communication with natural helpers, clients, neighbors, and friends
is characterized by equal informality, although Bill is always professionally
purposeful in his interactions with clients. His use of a car for travel and
transporting clients is essential. Bill is valued for his professional role,
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knowledge, and skill, but more so because he is someone who genuinely
cares about people, can be trusted, and is a person of integrity.

CONCLUSION

Rural America must adapt to a complex interconnected global world and utilize ex-
ternal resources in combination with internal community strengths to preserve the
inherent health-sustaining qualities of small town life. Despite a century of essentially
hidden and neglected social problems for which resources were underfunded, of
lesser quality, and often through service models developed for urban populations, the
1990s influx of population can swing the spotlight back to this segment of the country,
as occurred in the 1970s. The country’s focus could be utilized to gain a variety of
resources that would stabilize communities that are undergoing cultural change and
economic depletion or boom. The challenge will be to maintain a way of life that is
humane and encourages and fosters reciprocity among people and between the en-
vironment and the population, while adapting to change and adapting elements of
change to fit the rural context.

At this time of transition, social workers can play a significant role in helping
rural communities to identify and utilize their strengths and to plan and effectively
implement community decisions. Social work practitioners’ community-based per-
spective and knowledge of community development provides the broad framework
needed to build and sustain effective rural communities at the same time that service
is provided to individuals, families, and groups. Utilizing formal and informal com-
munity resources and fostering community-wide participation and decision making
will play a significant role in this process. Organizations such as the Rural Social
Work Caucus have the opportunity to organize rural communities on a regional, na-
tional, and global basis to rally for resources and to influence decisions that have
significance for rural areas. As rural communities strengthen their functioning, resil-
ience and protective factors can provide resources to sustain and promote rural fam-
ilies.
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Family care to frail elders represents a normative behavior that most Amer-
ican families strive to fulfill. Family members provide approximately 60 percent to
80 percent of long-term care for dependent elderly members (Bengtson, Rosenthal,
and Burton 1996). Factors that motivate family caregivers to both assume and endure
this tremendous responsibility include (a) altruistic motives such as love, affection,
empathy, and feeling close; (b) self-serving motives that range from guilt over not
doing more to a sense of personal satisfaction; (c) a sense of “mattering,” which refers
to caregivers’ beliefs that they are valued by others because of the difference they
make in their lives; (d) feelings of reciprocity or wanting to return the assistance and
support they received in the past from their now dependent elders; (e) the “sick role”
occupied by the care recipient, which offers an exemption from their need to recip-
rocate the provision of support; and (f) social norms of “family solidarity” and “filial
responsibility” as reflected in the commitment of individuals to their loved ones,
regardless of the costs or what the loved one is able to return (Gatz, Bengtson, and
Blum 1990; Pearlin et al. 1996).

Even though it is often demanding and stressful, caregiving is frequently per-
ceived as a rewarding experience. Rewards include greater intimacy and love, finding
meaning through the experience of caregiving, personal growth, improved relation-
ships, experiencing satisfaction, and appreciation of received social support from
others. It is important for social workers to realize that experiencing caregiving as
rewarding has been associated with better health among caregivers and reduced per-
ceptions of burden or stress (Kramer 1997). Thus, social workers should not simply
focus on problems and stressors but also help caregivers to articulate the positive
feelings and experiences that are generated by providing care to a loved one.

There is also evidence that caregiving can negatively impact the health and well-
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being of caregivers. Physical problems that have been reported by caregivers include
exhaustion and fatigue from constant and seemingly never-ending attendance to the
care recipient’s needs. This situation is often exacerbated because a number of care-
givers are older adults themselves, sometimes with their own health problems. Physi-
cal exhaustion and deteriorating caregiver health, in turn, often contribute to psycho-
logical problems such as depression or increased anxiety. The revival of forgotten
sibling and parental conflicts, and the frustrations and misunderstandings endemic
to caring for someone, frequently produce additional psychological distress. Social
problems may occur because the long duration of some chronic illnesses and dis-
abilities combined with the lack of hope for improvement, and the guilt many care-
givers feel about their own negative feelings, can lead to a restriction of caregivers’
contacts with friends, neighbors, and other social contacts in the community (Tose-
land, Smith, and McCallion 1995).

Numerous studies have documented how the stress of caregiving to frail older
persons is associated with physical, psychological, social, and emotional problems
among family members. Recognition of these strains has led to the development of
various supportive interventions. Less studied have been the positive aspects of care-
giving and the resilience of families when faced with demanding caregiving situa-
tions. This chapter describes the nature, prevalence, and impact of family caregiving;
discusses the strengths and resilience present in families as they assume caregiving
responsibilities; reviews the intervention programs that have been designed to sup-
port family caregivers; and presents guidelines for practice with this population.

DEFINING AND EXPLAINING CAREGIVER AND CAREGIVING

Tremendous variability occurs across the situations of different family caregivers.
Caregivers differ considerably in such factors as health; marital, employment, and
economic status; family constellation and dynamics; personality; coping styles; and
the nature of the relationship with the care recipient. Caregiving situations also vary
considerably depending on the nature, extent, and duration of the disabilities expe-
rienced by the care recipient, as well as each caregiver’s unique response to the dif-
ferent responsibilities of an evolving caregiving situation. Recognition of this vari-
ability is essential in developing differential assessment and intervention strategies
to best meet the needs of caregivers.

The kinds of help family caregivers provide varies. Family caregiving arises out
of needs created by chronic and acute functional disabilities. For some chronic dis-
eases, the needs of frail elderly family members can be episodic; for example, in the
early stages of diseases such as cancer. For other situations, for example, in the im-
mediate aftermath of experiencing a stroke, physical caregiving demands are very
intensive for several weeks or months until through recovery the care recipient regains
some independence. Generally, however, with chronic progressive illnesses such as
Alzheimer’s, the need for care increases over time. Although there may be some re-
duction in the physical demands of caregiving when a frail family member is hospi-
talized or institutionalized, the emotional demands of caregiving continue for as long
as the family member lives. Thus family caregiving frequently involves a long-term,
open-ended commitment that wanes and waxes with the vicissitudes of the care re-
cipients’ condition.
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Caregivers are confronted with many different tasks that vary depending on the
problems experienced by their frail relative. Although caregiving is not characterized
by any one type of assistance, emotional support, rather than physical or financial
support, is the most common and most important type of assistance provided by
family caregivers. Other frequently provided types of assistance include transporta-
tion; shopping; doing household chores; coordinating assistance from social service
and health care providers; routine health care such as administering and monitoring
medications; personal care such as bathing, feeding, toileting, and dressing; super-
vision; financial management; financial assistance; and the sharing of a common
household (Toseland and McCallion 1997).

The responsibility for the care of a frail elderly family member is rarely shared
equally by all family members. It is primarily, but not exclusively, a female respon-
sibility, explained partly by the greater prevalence of females among frail elders in
need of assistance (Lee, Dwyer, and Coward 1993; Marks 1996). This trend has en-
couraged an exclusive focus on the needs of female caregivers in many studies (Kra-
mer 1997). Social workers should, however, recognize that there are also many male
caregivers for whom they may be asked to provide assistance (Harris 1998; Kaye and
Applegate 1990).

A family generally has one primary caregiver. It has been suggested that the de-
cision about who will provide care follows a “principle of substitution,” with one
family member providing most of the care (Shanas 1968). If a spouse is available, he
or she is most likely to provide care. If not, then an adult daughter is most likely to
become the primary caregiver. In the absence of an adult daughter, a son or daughter-
in-law is most likely to provide care. If none of these family members are available,
other relatives, neighbors, and friends are the next most likely to provide care. The
identification of a primary caregiver has led many social workers and other service
providers to focus attention solely on this family member. However, there is increas-
ing evidence of the importance of the additional support provided by siblings (Con-
nidis 1997), sons (Archer and MacLean 1993; Harris 1998), spouses of adult daughter
primary caregivers (Kleban et al. 1989), adolescent grandchildren (Beach 1997), and
even favorite nephews and nieces (Atchley and Miller 1986). Evidence also indicates
that these other family members are affected by caregiving and influence the stress
experienced by the primary caregiver (Beach 1997; Kleban et al. 1989; Toseland,
Smith, and McCallion 1995).

DEMOGRAPHIC PATTERNS

The average primary caregiver to a frail older person is an adult daughter or daughter-
in-law, aged 46, with a high school education or some college, who is married and
has a 40 percent likelihood of also having a child under 18 in the household. Sixty-
four percent of caregivers are still working, but one-third of those not currently work-
ing did work at one point during their caregiving responsibilities. The older person
being cared for is most frequently a female relative, aged 75 or older, with a chronic
illness or condition. Only 5 percent of caregivers report taking care of a spouse, yet
23 percent of caregivers over 65 are spouses, and spouses are more likely to be caring
for individuals with major caregiving needs (National Alliance for Caregiving/Amer-
ican Association of Retired Persons 1997). This profile also masks some other impor-
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tant trends; for example, the growing role of men as primary caregivers. Marks (1996)
reports that as many as one in seven of older adult men are primary family caregivers.
Also, a focus on primary caregivers does not recognize the contributions of other
family members to maintaining the caregiving situation. Nevertheless, the profile re-
flects several important demographic trends influencing traditional views of caregiv-
ing patterns in families.

An important social trend influencing social work practice with family caregiving
is the increasing longevity of the elders who are care recipients (Cantor 1991). Already
the number of elderly persons has almost doubled from nearly 17 million in 1960. It
is projected that there will be 51.1 million elderly persons by 2020, and 66.6 million
by 2040. The most rapid growth will occur among those 85 and older (Biegel and
Blum 1990; Cantor 1991). It is also estimated that the number of persons aged 65 and
older who are experiencing difficulty with activities of daily living will increase from
8.7 million in 1990 to 11.5 million by 2010, a 30.7 percent increase in just twenty
years (Jette 1996).

As the population ages, family caregivers are being expected to care for increas-
ingly aged family members who are likely to be in poorer health, to have more chronic
disabilities, and to function less independently (Jette 1996). This trend has been
greatly accelerated by changing health care policies, which have shortened hospital
stays for both physical and mental health problems and have resulted in the discharge
of increasingly frail older people who are in greater need of intensive home health
care than ever before (Hooyman and Kiyak 1996). As care recipients become older
and more disabled, so too do their family caregivers. In fact, spousal caregivers some-
times become so disabled themselves that they can no longer provide certain types
of care, particularly care that requires lifting and other physical exertion. This in-
creases the likelihood that the responsibility must be borne by younger family mem-
bers. The aging of the population also means that the number of families comprising
four and five generations will continue to expand. Increasingly, middle-aged relatives
will become responsible either sequentially or simultaneously for the care of family
members from two older generations (Cantor 1993).

Other important trends are the dramatic increase in single-parent families and
lowered birthrates, which are resulting in older persons having fewer spouses and
adult children available to care for them. Greater participation by women in the work-
force is increasing the potential for conflict between work and caregiving responsi-
bilities (Doty, Jackson, and Crown 1998). Increased participation in the workforce also
means that adult daughters are delaying childbearing, which creates the potential for
conflict between child care and elder care responsibilities. Findings already indicate
that women born in the most recent cohorts are more likely to be caregivers than their
predecessors and that they will experience two or more caregiving episodes in their
lifetime (Jenkins 1997; Robinson, Moen, and Dempster-McClain 1995).

Social workers must recognize that these trends have increased the likelihood
that adult children will assume caregiving roles. Also, traditional divisions of care-
giving roles by gender are being eroded, caregiving demands are being placed on all
available family members, and family caregivers are increasingly likely to be stressed
by their multiple responsibilities (Kaye and Applegate 1990; Sanborn and Bould 1991;
Toseland, Smith, and McCallion 1995). Rather than focusing exclusively on one in-
dividual, the primary caregiver, social workers should recognize the growing need for
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family-based interventions. For example, they should be sensitive to differential shar-
ing of caregiving responsibilities among family members that can cause conflict, par-
ticularly among siblings, who may become angered by the lack of involvement of
brothers or sisters in the care of a parent. Also, social workers should be prepared to
respond to conflicts that arise in families when time spent on caregiving for a frail
elder is seen as impeding other family activities and relationships (Smith, Smith, and
Toseland 1991; Strawbridge and Wallhagan 1991; Toseland, Smith, and McCallion
1995). Attention directed to the family caregiving system is most likely to result in
benefits for caregivers and care recipients.

A critical population trend is that older persons from minority groups are a rap-
idly growing segment of the population (Angel and Hogan 1992; Aponte and Crouch
1995). People of color constituted 20 percent of elderly in 1980, and 26 percent of
elderly by 1995. They are projected to represent 33 percent of elderly by 2050 (Mar-
kides and Miranda 1997). Also, their needs for service are often greater than those of
the majority. For example, on most health status indicators, black and Hispanic/Latino
elderly are less healthy than white elderly (Gibson 1991; Stump et al. 1997). On other
measures, black and Hispanic/Latino elderly have less formal education and lower
occupational status, are overrepresented in the lower socioeconomic strata of society,
and have fewer retirement resources (Nickens 1995; Shay, Miles, and Hayward 1996).
Caregivers of color also have been found to have lower incomes and to be less edu-
cated and in poorer health (for a review see Pruchno, Patrick, and Burant 1997).
Nevertheless, relatively little attention has been paid to minority caregivers, and their
participation levels in interventions and in research studies have been low (Schulz
et al. 1995; Toseland and McCallion 1997).

Some studies suggest that little is actually known about how minority caregivers
respond to specific stressors, or about whether intervention programs designed to
alleviate caregiving stress are effective with minority populations (Toseland and
McCallion 1997). Therefore, greater attention to the needs of minority family caregiv-
ers by social work practitioners and researchers is urgently needed. Investigations of
lower usage of caregiver intervention programs by members of cultural minorities
have found a greater reliance on filial piety, greater availability of extended family
supports, distrust of formal structures, and cultural beliefs that one should take care
of “one’s own” (for a review see McCallion, Janicki, and Grant-Griffin 1997). However,
social workers must also recognize and respond to society’s structural barriers to
service use that may result in needy caregiving families of color receiving the least
amount of services. These barriers include the experience of historical discrimination
for all, legal status concerns for some, and alienation from services that have been
developed for rather than by the families to be served (Johnson 1995; Lockery 1991).
In addition, there are economic, religious, transportation, financial, and insurance
barriers, and caregivers of color report not feeling welcomed by other participants,
feeling like outsiders in the locations chosen for the intervention, and interventions
do not meet their needs (Henderson et al. 1993; McCallion et al. 1997). Social workers
can respond by developing and implementing culturally sensitive interventions, in-
volving locally based multicultural service agencies in outreach and service delivery,
and having participants of color choose the intervention leader, the location of the
intervention, the timing of the sessions, and the range of issues to be addressed (Hen-
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derson et al. 1993; Henderson and Gutierrez-Mayka 1992; McCallion et al. 1997;
McCallion and Grant-Griffin 2000; Toseland and Rivas 1998).

SOCIETAL CONTEXT

Social workers who are concerned about the welfare of families caring for frail elders
must be knowledgeable about key policy issues affecting this population. Those pol-
icies are shaped by (1) conflicting perspectives on how best to support family care-
giving, (2) a view among policymakers that government action should be a last resort,
and (3) changes in health system and employer roles.

Policymakers are faced with contradictory imperatives when considering how
best to support family caregiving. These imperatives are to (a) relieve families from
their voluntary assumed burden of care or (b) provide incentives to ensure that fam-
ilies will fulfill caregiving responsibilities they will otherwise avoid. Pursuit of one
or the other of these imperatives has led to sometimes conflicting policies designed
to (1) engage families in caregiving who would not otherwise do so, (2) maximize the
amount and duration of caregiving, (3) enable families to provide better care, (4) make
the job of caregiving less burdensome for families, and (5) ensure that the expectation
of family caregiving is appropriate and equitable (Kane and Penrod 1993; Winbush
1993). The policy “picture” is further obscured by racial, ethnic, socioeconomic, geo-
graphical, and cohort differences among caregiving families (Townsend 1993); the
“families with young children” bias in family policy (Neiderhardt and Allen 1993);
the differing patterns of “family” involvement in family caregiving (Kane and Penrod
1993); and the impact of other policy concerns such as family versus public respon-
sibility, using institutional versus community supports, primacy of women’s versus
men’s issues, and addressing equity issues among the generations (Winbush 1993).

Social workers face a major challenge to expand the definition of family and to
convince policymakers to give priority to the alleviation of the burdens of family
caregiving for elders. The pursuit of assistance has not been helped when the debate
has been couched in terms of redistributing scarce resources from families with young
children to older families. Instead, the strategy should be to focus on multigenera-
tional concerns and to emphasize the prevalence of caregiving at all stages of the
family life cycle, and the need for supports to sustain all family caregiving.

Society has responded in many ways to the changing needs of family caregivers.
Overall, governmental response has been driven by beliefs that public supports
should only occur after family resources are exhausted, or the family is not able to
meet basic standards of care. In those situations, services have been focused on the
care recipient elder in need, rather than the family (Moen and Forest 1995; Wilcox
and O’Keefe 1991). However, to address concerns about the potential for collapse of
family care, and to reduce the costs associated with the premature institutionalization
of elderly persons, foreshadowed by the previously mentioned demographic trends,
governmental agencies have considered a number of policy initiatives, such as the
following: (1) meeting intensive-care needs by increasing the availability of formal
home care programs and case management services, (2) subsidizing formal services
to supplement family care, (3) providing financial relief in the form of cash payments
or expanded tax allowances, (4) compensating for the opportunity cost of foregone
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employment, and (5) providing respite and educational and counseling programs for
caregivers (Hooyman and Kiyak 1996). For example, the 1987 amendments to the
Older Americans Act permit limited services for the families of frail elders, and eli-
gibility for dependent care tax allowances has been expanded. However, the Family
Caregiver Support Act introduced in 1993 and providing caregivers with an entitle-
ment of $2,400 for supportive services for caregivers of individuals with functional
disabilities was not passed by Congress. Similarly, some steps have been taken to
reduce the likelihood of spousal impoverishment upon entry of one partner into a
nursing home, but the financing of long-term care remains a thorny and divisive issue
(Stone and Keigher 1994). There is a belief that the motivations for family caregiving
are primarily emotional. Monetary incentives such as cash grants or tax allowances
are perceived as unlikely to motivate families to provide home care that they would
not otherwise provide, and risk encouraging families who are providing care to rely
upon government rather than themselves (Gatz et al. 1990). Thus, a policy approach
has emerged that tends to be crisis oriented rather than prevention or support ori-
ented. Equally important, the absence of data demonstrating the cost effectiveness of
family and caregiver support programs does not encourage consideration of a different
orientation. Providing the rationale and supportive evidence for preventive and sup-
portive policy approaches represents a major challenge for social workers (Toseland
and McCallion 1997).

Several factors have come together both to maintain the lack of governmental
response to the needs of family caregivers and to involve health delivery systems
and employers in the debate. For example, fiscal concerns, particularly fears for the
financial viability of both Medicare and Medicaid, have impeded efforts to have health
providers expand home health care and intensive case management programs. Al-
though evaluations of numerous home care demonstration programs have indicated
that family members benefit from expanded home care coverage and that such pro-
grams effectively supplement but do not reduce informal family caregiving, long-
standing evidence indicates that such programs are not cost-effective in regard to
reducing health care costs for frail older persons (Kemper, Applebaum, and Harrigan
1987).

There have been calls for public policy to emphasize programs aimed at alle-
viating the emotional stress associated with caregiving such as support groups, coun-
seling, and respite services (Buck et al. 1997; Jutras and Levoie 1995). This is con-
sistent with observations that the emotional stresses of caregiving are often more
difficult for caregivers to cope with than are either the physical or the financial aspects
of caregiving. Indeed, a wide array of religious, civic, and governmental health,
mental health, and social service agencies have begun to offer programs of respite,
support, and counseling for family caregivers. However, here too the absence of cost-
effectiveness data for these interventions has made it difficult to find reimbursement
for caregiver support services, and there are concerns that under increasingly preva-
lent managed approaches to health care existing money for psychosocial and health
education programs will shrink (Mizrahi 1993). A challenge facing social work re-
searchers and practitioners is to better measure the impact of interventions on the
well-being of caregivers and care recipients and to connect those outcomes to health
care utilization and cost outcomes to justify support for psychosocial programs for
caregiving families (Toseland and McCallion 1997).
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The pervasiveness of family caregiving, combined with the high employment rate
of females, has begun to stimulate a response from employers. The Family Care and
Medical Assistance Act of 1993 offers job protection to workers who take short-term
leaves from their jobs to care for a dependent parent or child. However, 50 percent of
private firm employees do not qualify because of the size of their employer. Never-
theless, realizing that caregiving responsibilities may result in absences by key em-
ployees and can affect morale and productivity, a number of corporations now provide
programs of education and support through employee assistance programs, as well
as flexible benefit packages that enable employees to continue to fulfill caregiving
responsibilities (Barr, Johnson, and Warshaw 1992; Helfrich and Dodson 1992). Some
programs are funded directly by employers. However, many are supported through
the behavioral health component of employer-provided health care plans. Similar to
publicly funded programs, continued support and expansion of these programs will
depend on the ability of social work researchers and practitioners to demonstrate the
cost effectiveness of such programs.

Society’s responses to the needs of caregivers at the health system and employer
levels have been limited. They suggest that there will continue to be an expanding
role for social work practitioners in advocating for, developing, and implementing
caregiver support programs.

VULNERABILITIES AND RISK FACTORS

Primary caregivers to the frail elderly and their families are at risk for a variety of
adverse outcomes arising from the many stresses associated with providing care to
an older adult with significant cognitive and/or physical impairments. Although nu-
merous theoretical models to predict and explain caregiving outcomes have emerged
in the literature (see, for review, Raveis, Siegel, and Sudit 1990), the predominant
conceptual model assumes that the onset and progression of chronic illness and physi-
cal disability is stressful for the care recipient, the primary caregiver, as well as other
family members and, as such, is best studied within the framework of traditional stress
and coping models (Schulz and Quittner 1998). Key outcome variables that have been
studied within this framework include emotional distress, physical illness, reduced
social participation, altered relationships with family members (including the elder
who is being cared for), and demands on finance and worklife (Gatz et al. 1990).

Emotional Risks. Recent evidence clearly indicates that emotional health is the one
aspect of primary caregivers’ lives that is most affected by caring for a frail elderly
family member. Some of the problems that family caregivers find most difficult to
cope with emotionally include: loss of control over one’s time, which may lead to
anger and frustration; guilt, as though he or she is not being fair to the care receiver
or other family members; loss of privacy if the elder lives with the caregiver; and
consistent or periodic grieving over the care receiver’s decline, which may lead to
feelings of guilt and depression because that person is still alive (Bass 1990). In terms
of coping behaviors, it is known that caregivers’ use of fantasy, wishful thinking,
passive avoidance, and self-blame or internal attribution are associated with lower
well-being, burden, depression, and anxiety (Neundorfer 1991).

When compared with either population norms or control groups, primary care-
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givers have been found by researchers to be more depressed and anxious, express
higher levels of negative affect, more likely to use psychotropic medications, and have
more symptoms of overall psychological distress than the general population (see, for
reviews, Neundorfer 1991; Schulz et al. 1995; Schulz and Williamson 1994). Among
these adverse emotional outcomes, however, depression seems to represent the great-
est risk. Clinical reports show that 50 percent of caregivers get depressed in the first
year of caregiving (Butler 1992), while empirical studies have led to the belief that “a
substantial number of caregivers may be experiencing depression of a severity that
could warrant intervention and treatment” (Schulz et al. 1995:772).

Significant shortcomings of the research that has yielded these findings should
be noted, however, before conclusions about the emotional risks to family caregivers
of the frail elderly can be drawn with certainty. One problem is that those investigators
who have found high levels of emotional distress often obtained their samples through
support groups or local media solicitations, whereas the few researchers who studied
more representative samples of family caregivers have found much lower rates of
symptomatology (Schulz and Williamson 1994).

Much of the research on caregiver’s emotional health may also be criticized on
the grounds that it does not adequately reflect the great diversity that exists among
both the personal characteristics of caregivers and the nature and severity of the dis-
ability (Schofield et al. 1997; Schulz and Quittner 1998). Because the vast majority of
researchers have focused on caregivers to Alzheimer’s patients, for example, very
little is currently known about the emotional impact of caregiving for elders with
other disorders such as stroke, heart disease, or cancer.

Another limitation of the existing research in this area involves failure to distin-
guish normal distress from psychiatric illness. Although episodes of grief, despair,
helplessness, and hopelessness may be much more common among family caregivers,
they are usually circumscribed enough to allow them to retain a problem-focused
orientation in coping with the care recipient’s needs (Schulz and Williamson 1994).

Physical Risks. Family caregivers to the frail elderly often report that caregiving has
caused their physical health to deteriorate, expressing such changes as interrupted
sleep, chronic fatigue, muscle aches, irregular eating, and lack of time to take care of
themselves as common complaints. Yet when caregivers are compared to noncare-
giver aged peers on objective indicators of physical health (e.g., reported illnesses,
symptomatology, health care utilization, health-related behaviors, or indicators of car-
diovascular functioning), the evidence that caregivers have poorer health is inconclu-
sive (Neundorfer 1991; Schulz et al. 1995).

Several possible explanations exist regarding the lack of objective physical health
changes found among family caregivers despite their subjective complaints. It may
be, for example, that physical health effects are difficult to detect because they take a
long time to develop and do not appear until after the caregiving role is over (Schulz
et al. 1995). Another possibility is that only those individuals who are in excellent
health to begin with are likely to take on the demands of being a primary caregiver
(Neundorfer 1991). Studies on the effects of caregiving on physical health also have
suffered from many of the same methodological limitations noted earlier for research
on the emotional well-being of family caregivers (Schulz and Williamson 1994). Thus,
at the present time, it seems risky to conclude that family caregivers to the frail elderly
are without risk to their physical health status.
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Financial and Work-Related Risks. Numerous circumstances surrounding family
caregiving to the frail elderly place families at risk financially. These include added
medical, therapeutic, and equipment costs that are often not covered by insurance,
as well as additional expenses such as those for increased use of utilities (e.g., washer
and dryer due to incontinence) or for special food or clothing (Bass 1990). Perhaps
the greatest financial risk associated with caregiving, however, involves lost oppor-
tunity costs due to reduced or ended employment.

In a national survey of family caregivers, Stone, Cafferata, and Sangl (1987) found
that 20 percent of employed caregivers experienced conflict. This was evidenced by
the additional findings that 20 percent of these working caregivers had reduced their
work hours, 29 percent rearranged their schedules, and 19 percent took time off with-
out pay. Moreover, working caregivers who had to adjust their employment because
of caregiving seemed to suffer higher levels of emotional strain from caregiving than
those who did not. The demands of caregiving can also result in leaving the workforce,
thus sacrificing earnings, employee benefits, retirement benefits, as well as a source
of personal satisfaction (Anastas, Gibeau, and Larson 1990).

Data from a national survey of working caregivers indicate that this population
also possesses high needs for assistance within the workplace (Anastas et al. 1990).
Few employees reported access to such family-related benefits as day care for depen-
dent adults or children, and only 2 percent had received relevant information from
employee assistance programs. The majority of the sample, however, said that they
would have liked access to such employee benefits as information and referral about
elder care, the flexibility to make individual decisions about work hours, reduced
work hours with access to full benefits, flexible or cafeteria benefit plans, and elder
day care. Interestingly, 77 percent of these respondents said that they would be willing
to share the cost of such benefits.

Social and Family Risks. Family caregiving to the frail elderly also can contribute to
social and interpersonal problems. Leisure and recreational activities of primary care-
givers are often restricted, and they frequently report feeling trapped, isolated, and
alone in this role (Farkas 1980).

There has been increased attention by gerontologists to the fact that the risks of
family caregiving extend well beyond the primary caregiver to encompass the entire
family system. Tasks faced by primary caregivers that may radiate to other family
members and disrupt family equilibrium include: (1) maintaining family communi-
cation and the exchange of information, (2) balancing the needs of the care recipient
with the needs of other family members, (3) managing feelings toward the other family
members who do not help, (4) maintaining the family as an effective decision-making
group over a long period of time, and (5) designating other responsible caregivers
when necessary (Couper and Sheehan 1987). (See Toseland, Smith, and McCallion
1995 for a discussion of the impact of caregiving on individual family members other
than the primary caregiver.)

Families themselves typically perceive caregiving to affect overall family func-
tioning. Strawbridge and Wallhagan (1991), for example, reported that as many as 40
percent of the caregiving families they surveyed had experienced family conflict.
Strain on the entire family system may result from such issues as conflict between
caregiving obligations and other family tasks, disagreements among family members
about the form or amount of caregiving, readjustments in family roles, the emotional
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impact of caregiving on all involved family members, and feelings of family stigma
(Bass 1990; Gatz et al. 1990). Families with the greatest risk for negative outcomes are
those having poor communication skills, limited resources, many demands on their
time and resources, suppressed or open conflicts, poor parent-child relationships,and
high resistance to change (Moore 1987).

Racial/Ethnic Differences. Social workers who serve caregiving families should also
recognize that the effects of caregiving may vary according to the racial or ethnic
background of the family. Recent evidence, for example, suggests that African Amer-
ican families may be more resilient to negative psychological effects of the stress of
caregiving than are white families (Connell and Gibson 1997; Haley et al. 1993). White
caregivers generally report higher levels of adverse emotional responses (e.g., de-
pression and burden), but caregiving appears to produce similar social consequences
for black and white families, including restriction of social activity and increased
visits and supports by family from outside the home. In contrast, Aranda and Knight
(1997) concluded that Latino caregivers experience at least similar and possibly
higher levels of burden and depression than Anglos.

Social workers should interpret the preceding findings cautiously, however, be-
cause comparing racial or ethnic groups is made questionable by the risk of attributing
to race or ethnicity what may instead be due to socioeconomic, educational, cultural,
or historical differences. In fact, when such confounding factors were taken into ac-
count, several authors concluded that racial differences in the caregiving experience
were minimal (see, for review, Connell and Gibson 1997). Therefore, stereotyping
families by ethnicity may lead social workers to assume a level of adjustment to
caregiving and availability of extended family support that is not true for a particular
caregiving family. This may result in social workers not recognizing a caregiver’s need
for assistance (McCallion et al. 1997). Moreover, the possibility that differences exist
within and between subgroups of various racial or ethnic populations of family care-
givers has been insufficiently examined to date.

RESILIENCIES AND PROTECTIVE FACTORS

Despite the many risks associated with family caregiving to the frail elderly described
in the previous section, gerontologists and family scholars have recently acknowl-
edged that caregiving is not always bad for the primary caregiver, the care recipient,
or other family members (Schulz and Quittner 1998; Toseland, Smith, and McCallion
1995). It is also important for social workers to realize that even though caregiving
families are confronted by a great deal of stress, they typically are not troubled families
requiring psychological treatment or family therapy. Instead, caregiving is best viewed
as a “normative” family stress and “to apply models from psychopathology is to ignore
the essential strengths of both recipients and families” (Gatz et al. 1990:405).

The situation of providing care to a frail elderly family member is, thus, best
conceptualized as a family systems problem. As such, traditional models from the
stress and coping literature, which have dominated the family caregiving literature
to date, appear to possess three major limitations (Gatz et al. 1990): (1) They focus
rather narrowly on the concerns of the primary caregiver; (2) they make little revision
for including the perspective of other family members, especially the elder; and
(3) positive outcomes are rarely recognized or explored.
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Positive Aspects of Family Caregiving. In light of the overriding emphasis on risk
and negative outcomes within the existing family caregiving literature, it is often
difficult for practitioners and researchers alike to focus on the positive aspects of
family caregiving to the frail elderly (Kramer 1997). Nevertheless, numerous potential
gains to primary caregivers have been identified, including a sense of competence in
managing the caregiving tasks, self-respect or recognition by others for taking on care-
giving duties, satisfaction that they have proved their love or returned the type of care
that they received at an earlier time from the care receiver, resolution of earlier un-
resolved feelings or issues, and a sense of feeling needed or useful (Bass 1990; Gatz
et al. 1990; Pearlin et al. 1996). Possible gains for the entire family include feeling
secure in a strong kinship system, attaining a better understanding of each other’s
needs, and reaching a greater tolerance for other people’s problems (Bass 1990; Beach
1997).

In a recent literature review, Kramer (1997) pointed out that the strong emphasis
on the negative aspects of family caregiving to the frail elderly is consistent with the
tendency among social scientists to focus on general measures of psychological dys-
function. Of much relevance to clinical social workers, however, she went on to assert
four important reasons to study the positive aspects of family caregiving: (1) Positive
outcomes are reported by many caregivers and are something they want to talk about;
(2) by recognizing the ways in which individuals feel enriched by caregiving, prac-
titioners may more appropriately validate feelings and experiences; (3) attending to
positive outcomes is consistent with a strengths perspective that recognizes the con-
tinued growth in each individual; and (4) the positive features of caregiving may be
important determinants of the quality of care provided to the frail elderly.

The Family Resilience Model of Adaptation. In view of the deficiency of traditional
stress and coping models to both not recognize the positive aspects of family caregiv-
ing and not encompass a family systems perspective, social workers may wish to
embrace the newly emerging “family resilience” perspective as a means of under-
standing how families respond to the challenge of caring for the frail elderly. The
concept of family resilience, which refers to those qualities that enable a family to
maintain its equilibrium as it experiences crisis, involves three important character-
istics that make it particularly relevant to families with care responsibilities for the
frail elderly (Hawley and DeHaan 1996; McCubbin, McCubbin, and Thompson 1993):
(1) Resilience is believed to surface during periods of family strain or hardship, in-
cluding times of normative family stress such as providing care to sick or dependent
family members; (2) resilient families are presumed to return to a level of functioning
at or above their precrisis level; and (3) families are viewed in terms of wellness rather
than pathology, thus focusing on the ways in which families are successful rather than
on how they fail.

The family resilience perspective is especially useful in identifying why some
families are shattered by crises or persistent stresses like family caregiving to the frail
elderly, while others emerge strengthened and more resourceful from such events.
Walsh (1996), for example, described several important attributes that characterize
resilient families. For one thing, research has shown that family resilience is associ-
ated with such key family processes as cohesion, flexibility, open communication,
problem solving, and affirming belief systems. Another essential feature of family
resilience noted by Walsh is the availability of community resources and a family’s
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willingness to use them. The importance of community resources to families provid-
ing care to the frail elderly is discussed in a later section of this chapter.

The most crucial characteristic of resilient families, however, concerns how they
make sense of a crisis or stressful situation and endow it with meaning (Hawley and
DeHaan 1996; McCubbin et al. 1993; Walsh 1996). McCubbin et al. (1993), for ex-
ample, referred to this as the “family schema,” which encompasses the family’s shared
values, goals, priorities, expectations, and worldview. According to these authors,
“Families who reveal their schema tend to emphasize their investment in themselves,
their values and goals, their investment in the family’s collective we rather than I,
their sense of shared influence, trust in others, as well as their optimistic view of life
situations complemented by a relativistic view of life circumstances and willingness
to accept optimal rather than perfect solutions to all their demands” (156).

Although virtually none of the extant research on family caregivers to the frail
elderly has drawn on the family resilience perspective (see, for exception, McCubbin
et al. 1993), it is quite interesting that many variables indicative of family schema
(e.g., motivations for helping, and caregiving ideology) appear to be associated with
caregiver gain (see, for review, Kramer 1997). Noonan and Tennstedt (1997), for ex-
ample, found that meaning in caregiving was negatively associated with depressive
symptoms and positively associated with self-esteem, even after the objective stresses
of caregiving were taken into account. Similarly, Farran (1997) has concluded that
even the most stressful aspects of caring for dementia patients may “provide caregiv-
ers the opportunity to find provisional and ultimate meaning; that the process of
finding meaning or seeing the positive is a choice that caregivers can make; that their
pre-existing values provide a basis for meaning; and that caregivers have responsi-
bility for right action and conduct” (252). An important area for future social work
research and practice, therefore, is determining how and if the meanings that primary
caregivers attach to caring for a frail elderly relative are derived from their underlying
family schema.

In summary, the family resilience model of adaptation has several important
clinical implications for social workers who serve caregiving families (Hawley and
DeHaan 1996; Walsh 1996). First, whenever possible, practitioners should encourage
primary caregivers and their families to discover positive meanings within the family
caregiving situation. Second, clinicians should realize that resilience is best detected
by observing families over time and within their unique context. Thus, not only is it
crucial to identify interaction patterns that helped families exhibit resilience at points
in their past, but it must also be realized that the processes needed for effective family
functioning may vary depending on differing sociocultural contexts and develop-
mental challenges. Thus, an important caveat is that what worked to weather past
family crises (e.g., divorce or widowhood) may not necessarily be relevant for dealing
with current stresses related to family caregiving. Finally, social workers should also
recognize that successful adaptation to family caregiving requires the availability and
use of both intrafamilial and environmental resources.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

For many years, social work programs and services were focused directly on older
adults. Programs and services were targeted to three subgroups: (1) helping well older
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adults to engage in social and recreational activities with their peers in community
centers and settlement houses (Kubie and Landau 1953; Maxwell 1952; Wilson and
Ryland 1949), (2) providing protective and preventive casework services to frail older
adults in in-home community settings (Blenkner et al. 1974), and (3) providing re-
medial services to very frail older adults in nursing homes and psychiatric facilities
(Linden 1953; Shore 1952; Silver 1950). When family caregivers were actively in-
volved in the care of a frail older person, they were not ignored, but they were rarely
recognized as the target of intervention. Over the years, an increasing awareness of
the importance of family caregivers has led to the development of programs targeted
specifically at them. The current programmatic response, therefore, consists both of
programs for frail elderly persons that indirectly benefit family caregivers, and of
programs specifically designed to benefit family caregivers directly.

Many different programs, sponsored by a broad mix of public, voluntary, and
private social service providers and delivered by paraprofessionals or professionals,
have been developed to support family caregivers. These programs can be categorized
into (1) respite and medical and social day care, (2) support groups, (3) individual
and family counseling, and (4) specialized educational and training.

Respite programs are designed to provide periodic relief to family caregivers.
There are two broad types of respite programs: (1) temporary inpatient placement in
residential facilities, nursing homes, or hospitals; and (2) in-home respite by paid
homemakers or home health aides (Gallagher 1985; Gallagher, Lovett, and Zeiss 1989).
Most of these programs do not provide psychotherapeutic interventions for the family
member or the patient. Instead, they provide personal care for a fixed period of time,
often not exceeding one or two weeks. Medical and social day care programs provide
a more extended form of respite. Although programs vary, some adult day care pro-
grams provide personal care for frail older adults in a congregate setting for as much
as eight or nine hours each weekday, thereby enabling working caregivers to continue
part-time or full-time employment.

Time off from the unrelenting demands of caregiving are believed to be directly
therapeutic for the caregiver, and indirectly therapeutic for the care receiver (Lawton,
Brody, and Saperstein 1989). However, relatively little is actually known about the
effectiveness of respite services (Flint 1995; Shantz 1995). In one study, respite ser-
vices produced caregiver satisfaction and enabled care receivers to remain in the
community longer, but they were ineffective in reducing caregivers’ burdens or in
improving the caregivers’ mental health (Lawton et al. 1989). Koloski and Montgom-
ery (1995) found that the amount of respite care used was negatively associated with
nursing home placement. Yet a rigorous review of the literature by Flint (1995) con-
cluded that there were only five high-quality studies, and these studies indicated little
evidence that respite care had a significant effect on caregivers’ function, psychiatric
status, or physical health; or on patients’ cognition, function, physical health, or rate
of institutionalization. Also, there is some question about how receptive family care-
givers and older adults are to using respite services (Beisecker et al. 1996; Cohen-
Mansfield et al. 1994; Montgomery and Borgota 1989; Rudin 1994; Worchester and
Hedrick 1997), and whether the effectiveness of respite programs is sufficient to war-
rant government expenditures (Callahan 1989).

Different kinds of respite programs may be used in combination for various pur-
poses, depending on the needs manifested in a particular situation. For example, a
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52-year-old single daughter who lived alone with her frail 78-year-old mother paid
homemakers to care for her parent while she was at work. The caregiver felt that this
arrangement helped her to maintain her ability to care for her mother while getting
some relief from what she described as an “extremely close, sometimes too close,
relationship with my mother.” Twice a year, the daughter also arranged for inpatient
respite care at a local nursing home so that she could enjoy vacations away from her
job and her caregiving responsibilities.

There are also many different types of support group programs for family care-
givers. Most mix education, discussion, and social activities in a warm, empathic
atmosphere that emphasizes mutual sharing and mutual help, but some are more
psychoeducationally oriented, focusing on the acquisition of specific problem-solving
and coping skills (McCallion, Diehl, and Toseland 1994; McCallion and Toseland
1996; McCallion, Toseland, and Diehl 1994; Toseland and McCallion 1997). Groups
may be short term or long term and may have closed or open membership policies.
Support groups can prevent and alleviate stress in many ways: (1) providing caregiv-
ers with a respite from caregiving; (2) reducing isolation and loneliness; (3) encour-
aging the ventilation of pent-up emotions and the sharing of feelings and experiences;
(4) validating, universalizing, and normalizing caregivers’ experiences; (5) instilling
hope and affirming the importance of the caregivers’ role; (6) educating caregivers
about the aging process, the effects of chronic disabilities, and community resources;
(7) teaching effective problem-solving and coping strategies; and (8) helping caregiv-
ers to identify, develop, and implement effective action plans to resolve pressing
problems related to caregiving (Toseland and Rossiter 1989).

The early clinical literature, which was largely based on case studies of individ-
ual groups, indicated that family caregivers found participation in support groups
highly beneficial and satisfying (Toseland and Rossiter 1989). More recent studies that
have utilized larger sample sizes and more rigorous research designs are somewhat
more equivocal but indicate, in most cases, that groups can improve caregivers’ men-
tal and physical well-being, increase their knowledge of community resources and
the size of their informal support networks, and alleviate pressing problems associ-
ated with caregiving (see, for reviews, Bourgeois, Schulz, and Burgio 1996; McCallion,
Diehl, and Toseland 1994; McCallion and Toseland 1996; McCallion, Toseland, and
Diehl 1994; Toseland and McCallion 1997; Toseland and Rossiter 1989).

Less information is available about individual and family-oriented counseling
programs for caregivers, perhaps because family caregivers often seek help through
the regular, scheduled counseling programs of family service and community mental
health agencies, where their problems are defined not as family care per se but as
marital, family, or mental health problems. Studies of individual counseling programs
for caregivers have yielded promising results. For example, Gallagher and her col-
leagues (Gallagher and Czirr 1984; Gallagher et al. 1989) found that individual therapy
reduced depression among caregivers and helped them cope with anticipatory grief
over the impending loss of a frail elderly family member. Toseland and Smith (1990)
found that short-term individual counseling was effective in decreasing symptoms of
psychological distress and in increasing feelings of competence and well-being. Mit-
telman and colleagues developed an intervention program for caregivers of Alzhei-
mer’s patients that used a combination of individual, group, and family intervention
strategies, which was very effective in increasing the psychosocial well-being of care-



Toseland, Smith and McCallion 563

givers as well as delaying the institutionalization of care recipients (Mittelman et al.
1993, 1995, 1996).

In one of the few studies that have compared individual and group intervention
modalities, it was found that individual intervention had more impact on caregivers’
psychological well-being, whereas group intervention had more impact on the social
support that was available to caregivers (Toseland et al. 1990). A meta-analytic study
of caregiver intervention programs also found that individual intervention may be
more effective than group intervention in alleviating caregiver burden and psycho-
logical distress (Knight, Lutzky, and Macofsky-Urban 1993). However, Zarit, Anthony,
and Boutselis (1987) found that a program of individual and family counseling was
no more effective than no treatment in reducing the burden and psychological prob-
lems associated with caregiving, and Toseland, Blanchard, and McCallion (1995)
found only modest effects for a program of individual counseling for caregivers of
cancer patients.

There is little doubt that caregiving is associated with increased family conflict
and with heightened concerns and anxieties about neglecting other family members
(see, e.g., Horowitz 1985). However, despite the extensive attention that has been
given to the impact of caregiving on marital and family relationships, “very few pro-
gram descriptions or evaluations are published in family or gerontological journals”
(Brubaker and Roberto 1993:218). In a review article, Zarit and Teri (1991) suggested
that the lack of attention to family interventions may be because of their cost and the
limited availability of third-party reimbursement. Others, however, have suggested
that the paucity of attention to these interventions may reflect gerontological practi-
tioners’ discomfort with family strife (Couper and Sheehan 1987) or primary caregiv-
ers’ reluctance to ask other family members to become involved in family counseling
because of long-standing family conflicts and fears that the care recipients’ feelings
will be hurt (Toseland, Smith, and McCallion 1995). Most of the reports of family
counseling for caregivers are based on accumulated clinical practice experience, case
examples, studies without randomized control groups, or multimodal intervention
programs that included family counseling along with other types of interventions.
These sources indicate that when family members are willing to participate, family
therapy can be a particularly effective modality for improving communication and
reducing interpersonal conflict, for developing coordinated care plans, and for re-
solving specific problems that arise as the caregiving situation develops and evolves
over time (see, e.g., Carter and McGoldrick 1980; Ferris et al. 1987; Herr and Weakland
1979; Lowy 1985; Quayhagen and Quayhagen 1994).

Many specialized education and training programs have also been developed for
family caregivers. Some are one-session community forums sponsored by religious,
civic, and governmental agencies where service providers describe the available com-
munity programs and services, and caregivers are encouraged to ask questions and to
find out how to apply for service. These programs reach out to caregivers who might
not otherwise learn about the programs and services available to help them care for
a frail relative. Other educational programs provide weekly or monthly seminars that
focus on different topics related to caregiving. Specialized training programs also have
been developed for family and professional caregivers. Toseland and colleagues
(McCallion, Toseland, and Freeman 1999; Toseland and McCallion 1998), for exam-
ple, have developed a program for improving communication and interaction with
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older adults with dementia that can be used by both family caregivers and professional
caregivers. These programs are particularly exemplary because they demonstrate that
a partnership can be forged between social workers and family caregivers, with social
workers helping caregivers to maximize their abilities to provide high-quality care to
frail older adults.

The emotional ties that family caregivers have to their frail elderly relatives
means that any social service program that benefits frail older people has the potential
to benefit family caregivers. In fact, some programs designed for frail older persons
have been found to have at least as profound an effect on family caregivers as they
have had on frail older persons (Kemper et al. 1987). Therefore, to be maximally
effective when working with family caregivers, social workers should be familiar with
all the community programs and services that are available for the frail elderly, not
just those that are specifically focused on family caregivers.

In most localities, the county department of aging, the area agency on aging, or
the local community-planning agency have an up-to-date list of all the services that
are available for older persons. Because frail older persons have most of the same
needs as other older people, a general list of programs and services for older persons
is indispensable for effective practice. It is usually best to begin with an existing
directory of community services, focusing on program descriptions, contact persons,
and eligibility requirements for the kinds of programs and services that are particu-
larly likely to be helpful to frail older persons. In some communities, resource guides
may have to be updated or expanded. They should include services for older persons
in the following areas: (1) financial, (2) legal, (3) housing, (4) home repair, (5) assisted
living, (6) emergency response systems, (7) telephone reassurance, (8) friendly visit-
ing, (9) congregate and in-home nutrition, (10) respite care, (11) day care, (12) home
care, (13) outpatient and inpatient health care, (14) outpatient and inpatient mental
health care, (15) adult home and nursing home care, (16) socialization, recreation,
and education, (17) information and referral, (18) case management, (19) counseling,
and (20) employment.

Social workers find that a combination of programs and services are often needed
to effectively serve frail older persons and family caregivers. For example, a 52-year-
old married daughter was willing and able to function as case manager for her 79-
year-old father who lived by himself. After a careful assessment of the needs of the
care receiver and the family member, the social worker helped them to arrange for
Meals on Wheels, a part-time home health aide, and a twenty-four-hour medical emer-
gency notification system made available by a local hospital. Also, a home energy
assistance program, a reverse mortgage program, and a low-cost home repair program
were all used to ensure that the elderly gentlemen would be able to remain in the
home where he had lived for the past forty years.

ASSESSMENT AND INTERVENTIONS

Social work practice with family caregivers and their frail elders is similar to practice
with other groups in that it is necessary to engage the client; to establish a therapeutic
relationship; to assess needs; and to plan, implement, and monitor beneficial inter-
ventions (Toseland 1997). However, specific adaptations in these intervention pro-
cesses are needed when working with family caregivers. Two sources are particularly
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useful for making these adaptations. Lazarus and Folkman’s (1984) work on stress
and coping provides a helpful theoretical orientation for practice with family care-
givers. The life model’s focus on adaptation to life transition problems such as family
caregiving, its emphasis on people in the context of their social and physical envi-
ronments, and its compatibility with a stress and coping theoretical orientation make
it a particularly useful guide for practice with family caregivers (Germain and Gitter-
man 1980). Together, these two sources, as well as extensive clinical experience with
family caregivers, form the basis for the adaptations for practice with family caregivers
described here.

Making initial contact with caregivers can be more difficult than with some other
client groups. Caregivers tend to be reluctant to ask for help. Most believe that it is
their filial responsibility to provide care, and that relinquishing the responsibility
would be like abandoning the person for whom they are caring. Because of their
perceived self-competence, and because many have never had to ask for help before,
pride may also be an obstacle. The anticipation or actual experience of resistance or
refusal of “outside help” by the frail older person, as well as the bewildering com-
plexity of the social service and health care system, can present obstacles even for
highly motivated caregivers.

Some active outreach efforts, which may be needed to engage family caregivers,
are feature newspaper stories; personal or telephone contact with social service,
health care, and religious organizations that frequently come into contact with frail
older persons; public service announcements on radio and television; appearances
on local radio and television programs; and educational forums sponsored by com-
munity agencies. Special recruitment efforts may be needed for Hispanic, Afro-
American, and Asian minorities, who do not respond well to these recruitment meth-
ods. Extensive personal contact with religious and civic leaders, networking with
community organizations trusted in minority communities, and spending time getting
to know a community and gaining the trust of its residents are more effective ap-
proaches (Damron-Rodriguez, Wallace, and Kington 1994; Gallagher-Thompson et. al.
1994; Henderson et al. 1993; McCallion, Janicki, and Grant-Griffin 1996; Toseland
1995).

In practice with family caregivers, engagement may mean reaching out beyond
the family caregiver. In some situations, caregivers clearly seek help only for them-
selves. They want to learn to cope more effectively and do not want the care receiver,
or other family members, involved. In such situations, the caregivers’ wishes should
be respected. But when resistance is not a problem, it can be useful to take a broader
perspective. Although the perceptions of the caregiver are extremely important, a
direct assessment of the care receiver, as well as one or more family meetings, can
give the social worker a more complete understanding of the situation. The resulting
information may also change the focus of the work. For example, instead of focusing
exclusively on the caregiver, a family assessment may lead to additional service pro-
vision to the care receiver, or to other family members.

Once initial contact has been made, the worker should act as a supporter and
an enabler. As a supporter, the social worker listens empathically to the caregivers’
pent-up feelings and emotions. Many caregivers have not had the opportunity to ex-
press their feelings and welcome the opportunity. The worker validates and affirms
the caregivers’ experiences, applauding efforts by caregivers to take better care of
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themselves and to view their caregiving efforts more positively. An emphasis should
be placed on caregivers’ positive coping skills and their resilience in the face of a
difficult, twenty-four-hour-a-day job. As an enabler, the social worker provides hope
and encouragement, helping caregivers to mobilize their coping resources and their
motivation, so that they can begin the process of working on troubling problems and
concerns.

When conducting assessment and intervention planning, social workers should
be aware of two important characteristics of family caregivers. First, caregivers are
often reluctant to admit to difficulties, although they may be nearly overwhelmed by
them. Instead of describing their emotional reactions, they tend to talk extensively
about the care receiver and the circumstances surrounding the caregiving situation.
They fear that their emotional reactions may be seen as complaining or uncaring. To
encourage caregivers to acknowledge and accept their own thoughts, feelings, and
actions in the caregiving situation, attentive, focused, and empathic listening is es-
sential.

To familiarize the social worker with the development and evolution of the care-
giving situation, it is helpful to begin assessments by taking a fairly detailed history
of family relationships and interactions. Once this is completed, the worker assesses
the current physical, psychological, and social functioning of the caregiver and the
care receiver, as well as the environment context in which care is provided.

Because of the importance of the physical capacities and limitations of both the
caregiver and the care receiver, social workers need to assess this area carefully. Any
unmet health care needs should be addressed immediately. It is useful to obtain medi-
cal records and to conduct a thorough assessment of the functional status and mental
health of the care receiver. For a detailed discussion of assessment techniques, see
Kane (1990), Knight (1996) and Kaszniak (1996); for assessment instruments, see Kane
and Kane (1981) and Kaszniak (1996).

In many health care settings, the social worker may be expected to focus on the
psychological, social, and environmental needs of caregivers. Information about the
course of illnesses, the effects of medications, the physical abilities of the caregiver
and the care receiver, and any other health problems and needs may be provided by
doctors, nurses, and physical therapists. When a team approach is used, the social
worker is also often called on to coordinate input from other disciplines, developing
a comprehensive helping plan based on a holistic view of the caregiver and the care
receiver.

In the psychological realm, the worker assesses caregivers’ emotional reactions
to caregiving and their commonly used coping strategies. The worker should avoid
focusing solely on deficits and maladaptive coping strategies. It is important to focus
on protective as well as risk factors. Thus, workers should also assess the strengths
and adaptive capacities of caregivers, and their resilience in the face of adverse
situations.

Some evidence suggests that individual counseling is more effective than group
counseling in helping caregivers to cope with depression, anxiety, and other com-
monly experienced psychiatric symptoms (Toseland et al. 1990). Individual and group
defenses against the expression of painful and highly personal emotions tend to pre-
vent their expression in caregiver support groups (Schmidt and Keyes 1985; Toseland
et al. 1990; Toseland and Smith 1990). The privacy of individual counseling encour-
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ages caregivers to discuss severe difficulties in marital relationships, long-standing
emotionally charged interpersonal conflicts with family members, and mental health
problems that are not as likely to be shared in a support group (Smith, Tobin, and
Toseland 1992; Toseland et al. 1990).

In the social realm, assessment and intervention planning should focus on the
quality of the relationship between the caregiver and the care receiver, on the impact
of caregiving on family life, and on the adequacy of social supports for the caregiver
and the care receiver. Support groups should be considered the modality of choice
when planning interventions for caregivers experiencing mild and moderate social
and interpersonal problems (Toseland et al. 1990). Because they put caregivers in
contact with others experiencing similar problems and concerns, support groups are
particularly effective in reducing feelings of loneliness and isolation, and in increas-
ing social support, and in helping caregivers to get feedback and suggestions about
how to handle difficult interpersonal interactions (Toseland 1995; Toseland and Rivas
1998).

The social worker should also carefully appraise the caregivers’ environmental
problems. Features of the physical environment are particularly important. Walkers,
lifts, ramps, handrails, and other special modifications to the physical environment
can make providing care easier and can contribute to the physical well-being of both
the caregiver and the care receiver.

It is also important to assess whether caregivers are making use of the available
community-based services. Sometimes professional social workers forget how con-
fusing the patchwork network of community services is for clients. One caregiver
stated it well when she said, “I’ve been a high school math teacher for twenty-five
years. I have a master’s degree. I believe I am a fairly intelligent person. Do you know
it took me nearly six months and endless phone calls to figure out how to get my
mother the help she needed? Nobody seemed to know what anybody else was doing,
and what’s worse, a number of people gave me the wrong information. It was one of
the most frustrating experiences I’ve ever had.” Educational programs and resource
guides that inform caregivers about available community services; the mutual sharing
of information about community resources and services that takes place in a support
group; and individual consultation, information, and referral can all be effective
means of helping caregivers to make effective use of the available community services
and resources. But because caregivers are often reluctant to reach out for services,
social workers must follow up, making sure that caregivers receive the services they
need. Also, when needed community services are unavailable, social workers should
spend at least a portion of their time advocating for these services.

When intervening with family caregivers, social workers can act as consultants,
coordinators, or case managers. Social workers adopt the consultant role in situations
where the caregiver is functioning relatively well, has the necessary capacities and
abilities to provide care, and desires only limited assistance. Before assuming a con-
sultant role, social workers assess whether or not they can rely on the client to ac-
knowledge a need and to request appropriate help. Ethical issues can arise when the
worker’s assessment suggests that the family caregiver needs more help than has been
requested. In this situation, a general practice principle is that unless caregivers or
care receivers are in jeopardy of endangering themselves or some other third party,
their request for autonomy should be respected.
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When assuming a consultant role, the worker recognizes and acknowledges the
caregivers’ competency and expertise. The worker relies heavily on the caregivers’
input during assessment and intervention planning and assumes that the caregiver
will take day-to-day responsibility for the implementation and monitoring of any
intervention plan that is developed. Generally, an intensive period of consultation is
followed by occasional contact to ensure that the caregiver will be able to implement
the agreed-upon plan of action. Workers may also respond on an “as-needed basis”
to specific requests for information, advice, or other help.

As a consultant, the social worker may be asked to provide guidance on how
to handle a wide variety of problems and concerns. Some of the most frequent are
(1) nursing-home placement; (2) adjustments in living status, such as when a frail
older person moves in with the caregiver; (3) behavioral and emotional problems;
(4) resistance to some aspect of care that the caregiver believes to be in the best in-
terests of the care receiver; (5) alcoholism; and (6) help in dealing with mental or
physical impairments such as those arising from Alzheimer’s (Tonti and Silverstone
1985).

As coordinators, social workers take on greater responsibility for implementing
and monitoring intervention plans. The social worker may provide needed individ-
ual, family, or group counseling services directly to the caregiver or may see to it that
these services are delivered in a timely and well-planned fashion. By being an enabler,
a broker, and an advocate, the worker also helps the caregiver to arrange for needed
services for the care receiver.

Once services are in place, the worker maintains regular contact with the care-
giver. The caregiver is encouraged to take responsibility for the day-to-day imple-
mentation of the intervention plan. The worker’s role is to ensure that any ongoing
difficulties in implementing the plan will be resolved in a timely fashion, and to help
the caregiver with needs that arise as care continues.

The case management role is assumed when social workers’ assessments reveal
that caregivers are unable, or unwilling, to fulfill the duties and responsibilities nec-
essary to the care of a frail older family member. As a case manager, the worker
involves the caregiver and the care receiver to whatever extent is possible in the
development and implementation of an intervention plan. Generally, however, the
worker helps the caregiver by removing some, or all, of the responsibility for the day-
to-day care of the frail relative.

As a case manager, the worker (1) completes a comprehensive assessment of the
needs of the caregiver and the care receiver without relying solely on information
provided by the caregiver, (2) develops a comprehensive intervention plan that con-
siders the needs of both the caregiver and the care receiver, (3) implements the plan
by providing and coordinating the provision of health care and social services to meet
the needs of the caregiver and the care receiver, and (4) maintains frequent and regular
contact to monitor the day-to-day implementation of the plan and to ensure that the
caregiver and the care receiver will continue to receive the appropriate services (Ap-
plebaum and Austin 1990; Austin and McClelland 1996).

In actual practice, social workers may be expected to perform all three roles. A
typical case mix may require social workers to serve as consultants to some caregivers,
and to provide case coordination and case management services for others. Also, a
social worker may be called on to perform multiple roles with the same caregiver. For
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example, a caregiver may need only consultation to resolve a particular concern but
may need help with coordination to resolve other concerns. Also, the changing health
status of the caregiver or the care receiver may necessitate a change in the social
worker’s role, such as moving from case coordination to case management. The choice
of roles is guided by the wishes and desires of the caregiver and the care receiver, and
by a careful assessment of the situation. The worker guards against the tendency to
take over too much responsibility, thereby robbing the caregiver and the care receiver
of their autonomy, promoting the atrophy of their existing coping skills and resources,
and reducing their resiliency.

ILLUSTRATION AND DISCUSSION

Work with Mrs. Joan Dicks, age 52, the oldest of the two daughters and one
son, illustrates some of the clinical social work practice processes that take
place when working with family caregivers. A social worker at a family ser-
vice agency, Mr. Dixon, first encountered Mrs. Dicks when she requested
couple counseling, complaining primarily of marital problems that caused
arguments leading to prolonged periods of silence, sleeplessness, lack of ap-
petite, moodiness, heightened irritability, and tearfulness. During the intake
interview, Mrs. Dicks also mentioned problems with her son, her sister, and
her self-esteem. During the course of twelve individual and couple counsel-
ing sessions, Mr. Dixon helped Mrs. Dicks and her husband to make signifi-
cant improvements in their marital relationship. Near the end of these ses-
sions, the following interaction took place:

Mrs. Dicks: Things are going really well with Ted [her husband]
and me, but there’s never any peace. Now I’m getting
concerned about my mother and father. My dad is 77,
and in the last few years, there’s been a reversal in
their roles. Even though my mom is five years older
than my dad she has always been in better health and
always took care of him. But now she has hardening
of the arteries in her brain—at least, that’s what her
doctor says—and my dad has had to spend more and
more time taking care of her. She can be really forget-
ful. (Silence.)

Mr. Dixon: It’s sad to see your parents decline, isn’t it?
Mrs. Dicks: Yeah. It’s not only that. My dad has heart disease and

his cardiologist just told him he’s got to take it real
easy. Caring for her is a big strain on him.

Mr. Dixon: Well, I’m sorry your husband couldn’t come today, but
you are doing really well together. (Mrs. Dicks nods.)
It gives us an opportunity to talk about your parents
and what to do about them.

Already familiar with her psychosocial development from the previous
work he had done with her and her husband, the worker encouraged Mrs.
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Dicks to talk about her current relationship with her parents, and about their
abilities and disabilities. Mr. Dixon learned that Mrs. Dicks’s relationship
with her parents was much closer than her sister’s relationship, and that she,
rather than her sister, was called on by her parents when they needed assis-
tance. He also learned that she anticipated being the primary caregiver when
her father could no longer take care of her mother, and that a nursing home
placement was not an option she would consider.

Mr. Dixon: It sounds as if your mother’s condition is worsening
and you’re worried because you don’t know what the
future will hold. You mentioned a family physician,
but have you ever had your mother checked by a spe-
cialist who might be able to give you a clearer picture
of what to expect in the future?

Mrs. Dicks: No, Mom is very attached to her doctor. She’s been
going to him since I was a little kid, at least forty years,
probably longer. He’s almost as old as she is!

Mr. Dixon: Well, you have to respect her wishes. It’s too bad be-
cause there’s a program in Troy for the assessment of
individuals who have health problems—forgetfulness
and confusion—like your mom’s. It’s staffed by an ex-
cellent geriatrician.

Mrs. Dicks: I don’t think Mom or Dad would go for that, but I’ll
ask. I wonder if there’s a place I could go to learn more
about my mother’s condition.

Mr. Dixon: Yes, as a matter of fact, there’s an Alzheimer’s disease
support group that meets at St. Peter’s Hospital. I think
it’s sponsored by the Alzheimer’s Disease and Related
Disorders Association, a self-help-oriented organiza-
tion. Don’t be put off by the name. It’s really there to
help anyone caring for a forgetful or confused older
person; it doesn’t matter whether or not your mom has
Alzheimer’s disease. I’ve heard really good things
about it. I’ve referred a few people in the past couple
of years, and they’ve all said how satisfied they were
with the information and the support they received.

Mrs. Dicks: What do they do, and when do they meet?
Mr. Dixon: Let me look (looking through a file box filled with

cards with information about community agencies).
The president of the chapter is Mrs. Lot. You can con-
tact her by calling 737-4445. I’ll write that down for
you. They have their meetings once a month in the
main conference hall at St. Peter’s, seven to nine in
the evenings on Thursday. There’s no charge. As for
what they do, the format is that they have a speaker
on a selected topic each month, and then there is a
discussion. For example, they might invite a nurse to
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talk about home care techniques and resources, a so-
cial worker to talk about how to cope with stress, or a
legal expert to talk about guardianships, wills, and so
forth. I think a friend of mine spoke on nursing-home
placement a couple of months ago.

Mrs. Dicks: Sounds good. I’m free on Thursday evenings. I’ll try it.

The first part of Mr. Dixon’s dialogue with Mrs. Dicks illustrates that
individuals may seek service for other concerns and then gradually bring up
problems related to family caregiving. It also reveals that by playing a con-
sultant role, the worker recognized the caregiver’s competence. He did not
push the notion of a medical consultation, knowing that it would meet with
resistance. Instead, he followed the client’s lead, referring her to a resource
targeted at caregivers. In this way, the worker made use of the caregiver’s
active problem-solving coping skills. The transcript also illustrates the im-
portant connection between professional social workers and self-help orga-
nizations. The worker was not hesitant to refer the client to the self-help
support group, and he gave it an enthusiastic recommendation.

After one additional session that both Mr. and Mrs. Dicks attended, Mr.
Dixon and Mr. and Mrs. Dicks mutually decided to end their work together.
Mr. Dixon did not see Mrs. Dicks again for almost two years; then, one day,
he received a phone call from her, asking if she could see him again. When
she came in, she explained that she and her husband were continuing to do
much better together.

Mrs. Dicks: Things are much better between us. I’m here because
of my parents.

Mr. Dixon: Your parents? Oh, yes. I recall. We talked about them
briefly at the end of our sessions together, and you
decided to go to the Alzheimer’s support group at St.
Peter’s. How did that go?

Mrs. Dicks: Well—I didn’t go. I was going to call, but I’m really
not sure if my mother has Alzheimer’s disease. I re-
member you said it would be OK for me to go anyway,
but I felt funny.

Had the practitioner followed up on the referral by suggesting that he
and Mrs. Dicks talk about it by telephone a few weeks after their last session
together, he might have prevented the failure of the referral. As the record
continues, the interdependence of family members and the effects of caring
for an increasingly frail older relative are revealed.

Mr. Dixon: Well, why don’t you tell me about what’s going on?
Mrs. Dicks: Since I saw you last, Mom has gotten worse. She is

really forgetful. Sometimes, she can’t remember where
things are. She forgets people’s names, neighbors she’s
known all her life. Recently, she left the stove on, and
my father is afraid that she’s going to burn the house
down.
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Mr. Dixon. How is he doing?
Mrs. Dicks: Well, that’s just it. He’s not doing well at all. His heart

problems, combined with the arthritis in his hips and
knees, make it difficult for him to keep up with the
house, and with Mom. His cardiologist has told him
he’s a good candidate for bypass surgery, but Dad is
avoiding that.

Mr. Dixon: And you?
Mrs. Dicks: I’m really worried about it. My dad can’t handle the

stress. My mom is a real handful. I’m over there con-
stantly now, and I just don’t know what to do. I’ve got
a big place to care for myself—you remember my hus-
band’s job means he’s out of town all the time—and
my son is just returning from the army.

Mr. Dixon: Oh yes, the one that was giving both of you all that
trouble.

Mrs. Dicks: Yeah, and I don’t think the army made it any better. I
think he will still be using drugs, and I just don’t want
him in my house under those conditions!

It was clear that Mrs. Dicks was feeling somewhat overwhelmed. Mr. Dixon
and Mrs. Dicks continued to discuss the situation, and the topic of her sister
and brother came up.

Mr. Dixon: Yes, we’ll have to talk about what you’re going to do
with him [the son], but first, should we focus on your
parents? Sounds like you’re really upset about them.

Mrs. Dicks: Yes, my son won’t be home from Germany for almost
three months.

Mr. Dixon: Good. Well, let’s talk about what else I should know
about the situation with your parents. How about your
brother and sister?

Mrs. Dicks: Jean and Bob?
Mr. Dixon: Yup.
Mrs. Dicks: They’re concerned about it, too, but that really is a

problem, too.
Mr. Dixon: A problem, too?
Mrs. Dicks: Well, I’ve always been my parents’ favorite, and Jean

is resentful. I can understand that. They don’t treat her
right. But sometimes, her reactions are out of line. She
takes it out on me. And Bob just isn’t around much.
He says he wants to help, but he never seems to come
through. He’s always got an excuse. So I get stuck with
all of it. Not that I mind—I want to take care of my
parents—but it’s hard, especially now with my
mother. I was going to go to the Alzheimer’s meeting
as you suggested, but I couldn’t find the number, and
I thought I’d give you a call.

This part of the transcript illustrates some of the complexities of the
situation. Mrs. Dicks was struggling not only with how best to provide care
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for her frail elderly parents, but also with problems regarding her sister, her
son, and her own emotional response to the situation. The worker did an
effective job of helping to clarify what they would work on first. He also drew
the client into the work by asking her to make a decision about what they
should focus on first.

Mr. Dixon: My father is frail, so I understand some of what you’re
going through. It’s going to require a lot of work on
your part, but if you follow through, I think you will
feel less stressed than you do now.

Mrs. Dicks: I know I’m going to have to do something. Even if they
[her parents] are not agreeable to it.

Mr. Dixon and Mrs. Dicks spent the remainder of the session and the
next session discussing the situation in depth, exploring options and alter-
native plans of action. At one point, Mr. Dixon suggested a plan of action
that included a home visit by another agency.

Mr. Dixon: Since you’ve told me that you don’t have confidence
in your mom’s physician, and you really need some
help in figuring out how best to help her, I suggest that
you call Mrs. Eaton at the Capital District Psychiatric
Center, and she will do a home visit. If she feels it is
warranted, she can have your mother seen by the
nurse or the doctor in the outpatient geriatric unit.
They will help you get an accurate diagnosis of your
mom’s condition and will refer you to the appropriate
resources. They also have a day treatment program.

Mrs. Dicks: Day treatment?
Mr. Dixon: Yes, a program for older people with memory impair-

ments. Five days a week. They serve lunch, and
there’s a van service to transport all those who attend.
(Pause.) Would you like me to call Mrs. Eaton right
now?

Mrs. Dicks: Yes. Oh, on second thought, let me tell Mom and Dad
first. I’ll tell them tonight and call myself tomorrow.
Can I have her number?

Mr. Dixon: Sure. But do you feel comfortable with this?
Mrs. Dicks: Well, something has to be done. I’ll definitely call.
Mr. Dixon: I’ve met Mrs. Eaton on several occasions. She’s really

a lovely person. Really warm. She has a special gift
when it comes to working with older people.

Mrs. Dicks: I sure hope Mom doesn’t do anything too crazy. She
can really be nasty with strangers.

Mr. Dixon: Mrs. Eaton is used to that, but let her know anyway.
OK?

Mrs. Dicks: Yes. I definitely have to do something.
Mr. Dixon: It’s almost time for us to stop. I’m looking forward to

hearing how you make out. But before we end, I want
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to clarify how we will proceed. Let’s let Mrs. Eaton
help you with the plans for caring for your mom and
dad. There are all kinds of options, like home health
care and day care, and I bet she’ll have some good
ideas about home safety and your mom’s care. I think
it might be best for us to focus on how you’re feeling
about it all, and also about your relationship with your
sister and your parents. OK?

Mrs. Dicks: That would be fine. Maybe I’ll try to have my sister
come in with me. Would that be OK?

Mr. Dixon: Sure.
Mrs. Dicks: See you next week, and I’ll let you know what hap-

pens when I call.

Mr. Dixon and Mrs. Dicks met the following week. She informed him
that she had called Mrs. Eaton, who had made an appointment to come out
to see her and her parents later in the week. She also told Mr. Dixon that she
had invited her sister to come to the session, but that she had refused. How-
ever, she said that her sister was interested in what she and Mr. Dixon had
talked about and would like to get together with her over “a cup of coffee to
discuss it.” Mrs. Dicks viewed this reaction quite positively, as she had been
wanting an opportunity to have a “heart-to-heart talk” with her sister.

During the remainder of this session and six subsequent sessions, Mrs.
Dicks and Mr. Dixon followed the plan they had agreed upon during the prior
session, focusing primarily on Mrs. Dicks’s relationship with her sister and
her emotional reaction to the caregiving situation. The sessions also provided
an opportunity to help Mrs. Dicks with her relationship with her son and
provided Mr. Dixon with an opportunity to monitor the delivery of services
to Mrs. Dicks’s parents. At one point, when Mrs. Dicks complained that she
was not being kept informed about her mother’s enrollment in the day treat-
ment program, Mr. Dixon called Mrs. Eaton and asked her to clarify the mat-
ter with Mrs. Dicks. This telephone contact proved helpful, because Mr.
Dixon and Mrs. Eaton discussed their independent assessments and inter-
vention goals and coordinated some of their efforts. During their last weekly
meeting together, the following interaction took place between Mr. Dixon
and Mrs. Dicks.

Mrs. Dicks: I’m going to miss our sessions. You’ve really been
helpful. When I opened up to my sister—I mean, when
we both really talked about how we felt—it seemed
we grew closer. Things are still not great between us,
but they’re much better. Mrs. Eaton’s suggestion about
asking my sister and brother to help out during spe-
cific times helped, too. My sister is happy to take care
of my mother Saturday mornings, and my mother
seems to be a little nicer to my sister these days. Be-
tween that and my brother’s getting more involved—
he comes over on Sundays now quite regularly—and
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I have more time, especially on the weekends when
Ted is home, and I need it.

Mr. Dixon: Wonderful!
Mrs. Dicks: That program [day treatment] has been really good,

too. My mom goes three times a week, and that gives
Dad a real break. Also, I noticed she seems to be a little
more with it. They do memory exercises and all.
(Pause.) And I’ve been able to go back to that part-time
bookkeeping job I had. I go two of the days my mom
is at the program.

Mr. Dixon: Good. Yes, they really have a good program. With your
son coming home and the situation with your parents
subject to change at any time, I think we should stay
in contact, at least for the time being. How about plan-
ning to meet monthly, at least for a while, and so we
can see how things continue to go?

Mr. Dicks: That’s fine. I also think I’m going to go to that support
group you mentioned before. I have the number right
here (pointing to her handbag).

Mr. Dixon and Mrs. Dicks continued to meet monthly for the remainder
of the year, and Mrs. Dicks began to attend the Alzheimer’s support group
on a regular basis. Her son’s return did not present the problems she had
anticipated, and her relationship with her sister continued to improve. Mrs.
Eaton continued to help Mrs. Dicks with the care of her mother and father.
A year after their last contact, and almost four years after they had first met,
Mrs. Dicks wrote Mr. Dixon a letter, explaining that her mother had died two
months before of a cerebral hemorrhage, and thanking him for all his help.
She also explained that Mrs. Eaton was no longer working with her but had
been helpful in getting her connected to a home health agency for assistance
with her father, who was becoming increasingly frail.

CONCLUSION

Family caregivers play a vital role in maintaining the physical and emotional well-
being of frail elderly people. Their role will almost certainly increase in importance
as the numbers of frail older persons expands rapidly in the next few decades. Social
workers and other helping professionals have a crucial role to play in supporting
family caregivers, but until recently, this role was largely neglected. This chapter has
described the characteristics and needs of family caregivers, as well as what is known
about ways to assist them. It is hoped that it will serve to stimulate additional interest
in the development and implementation of public policies and intervention programs
for the support of family caregivers and frail older persons.
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21
Gay and Lesbian Persons
Carol T. Tully

The gay and lesbian population in the United States is largely an invisible
one that makes itself visible in varying degrees depending on the prevailing societal
climate. Because the lesbian and gay identity is not marked by identifiable physical
characteristics, gay and lesbian persons can be easily overlooked as a vulnerable and
yet highly resilient population group. This chapter explores the current and historic
sociocultural definitions of same-sex relationships, demographic estimates about the
population, and the societal context in which gay men and lesbians function. Further,
the chapter analyzes vulnerabilities and risk factors associated with the population
and explores the resiliency of lesbians and gay men living in a heterocentric society.
Programs available to same-sex persons are described and distinctive intervention
issues associated with dealing with gay men and lesbians are presented. Finally, a
practice illustration is presented that delineates assessment and intervention themes,
practice issues, and how social workers can play an important role when working
with lesbian and gay clients.

DEFINING AND EXPLAINING GAY AND LESBIAN PERSONS
IN A NONGAY WORLD

Homosexuality is a socially constructed term that has recent origins, although same-
sex relationships have existed in all cultures and during all eras (Altman 1982; Bul-
lough 1979; D’Emilio and Freedman 1988). Originally coined by a Hungarian physi-
cian named Karoly Benkert (also known as Kertbeny), the term homosexual was
introduced in 1869. It came into more current usage toward the end of the nineteenth
century when it was used by psychiatrists and medical doctors to define it as an
unacceptable alternative to the more “normal” heterosexual behavior (D’Emilio and
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Freedman 1988). From the early 1700s, where same-sex behavior was merely a sin
for which someone could atone, to the early 1900s when homosexuality became an
issue of personal identity, a significant and culturally defined view of lesbians and
gay men evolved. Currently, same-sex relationships are defined in a variety of ways
depending on who is constructing the definition.

Generally, there are two disparate views on homosexuality. Some individuals
believe it to be an unnatural, abnormal, and pathologic variation of sexual expression;
others believe it to be a natural, normal expression of sexuality along the sexual con-
tinuum (Bieber 1965; Bieber et. al 1962; Kinsey, Pomeroy, and Martin 1948; Kinsey
et al. 1953; Masters and Johnson 1966, 1979; Miller 1998; Nicolosi 1991; Reisner 1998;
Socarides 1978). These polarized views are found both inside and outside the gay
community and are the basis of homophobia, confusion, and myth.

Historically, same-sex sexual relations have been an accepted part of life, out-
lawed, ignored, flaunted, ridiculed, and blasphemed (D’Emilio and Freedman 1988).
Although always not as usually practiced as heterosexual behaviors, homosexual pat-
terns have existed since antiquity. And it was not until after the acceptance of Chris-
tianity as a mainstream religious belief that same-sex sexual behaviors became a “sin”
(Boswell 1980; Greenberg 1988; Mondimore 1996). The tolerance for the sin ebbed
and flowed depending on the societal beliefs of the era. For example, there was an
increased tolerance for same-sex relations during the mini-Renaissance of the ninth
through eleventh centuries that gave way to open condemnation of it during the fol-
lowing two centuries. While this condemnation lasted well into the nineteenth cen-
tury and reemerged during the latter part of the twentieth century, the middle of the
nineteenth century and the first part of the twentieth century saw the construct of
homosexuality being defined as an identity issue (Walker 1999).

Those who define homosexual behaviors as pathological believe that as a sexual
behavior, it is learned and therefore, because it is a chosen activity, can be made
extinct. Proponents of the illness model of same-sex sexual behavior view it as ab-
normal and a mental illness to be cured through programs of psychological counsel-
ing, medication, electroconvulsive (shock) therapy, conversion therapy, aversion ther-
apy, prayer, or combinations of therapeutic approaches. Citing such religious dogma
as canon law, the Bible, and historical religious proscriptions against homosexuality
and relying on interpretations of Freudian theory, reparative therapists attempt to cure
the homosexual of her or his homosexuality (Bieber 1965; Bieber et. al 1962; Miller
1998; Nicolosi 1991; Reisner 1998; Socarides 1978). Their success rate is unknown
and usually considered extremely low, but a full-page advertisement in the July 13,
1998, issue of the New York Times showed a photograph of a large group of people
who claimed they had been saved from their homosexuality by their faith in God. The
caption under the photograph read, “We’re standing for the truth that homosexuals
can change” (Miller 1998).

This definition of same-sex behavior as pathological and therefore curable rep-
resents one end of the definitional continuum as related to homosexuality and ho-
mosexuals. It is a definition that is accepted by some gays and nongays as definitive
and is used in some current social work practices. The other end of this continuum
presents a definition that is contradictory to this and one that is generally held in
higher esteem.

Research focusing on same-sex relationships evolved steadily during the 1900s.
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Moving from an examination of the etiology of homosexuality to an exploration of
similarities and differences between heterosexual and homosexual women and men
and then to an examination of gay and lesbian lifestyles, current research explores
lesbians and gay men as part of the fabric of society. In doing so researchers have
discovered the culturally diverse, economically disparate, and multiethnic hetero-
geneity of the lesbian and gay community. While early studies focused on white, well-
educated, usually professional, young lesbian and gay samples, recent studies have
explored a variety of issues in the gay and lesbian community, including such things
as aging, racism, sexism, adoption, marriage, health, coming out, domestic partner-
ships, law, ethnicity, and child care (Bailey et al. 1991; LeVay 1991, 1996). The as-
sumption of the majority of researchers in the field is that a homosexual sexual iden-
tity is innate as opposed to learned, is natural for some portion of the general
population, can be a healthy way of life, and is an acceptable lifestyle.

To support this definition, proponents cite studies that indicate physiological
differences between gay and nongay samples, data that demonstrate lesbians and gay
men may be psychologically healthier than their nongay counterparts, studies that
show no differences between nongay and gay samples, and studies that conclude
many issues related to homosexuality are the result of homophobia created and fur-
thered by the heterosexual world (Belote and Joesting 1976; Bullough and Bullough
1977, 1995; Gagnon and Simon 1973; Mallen 1983; Saghir and Robins 1969, 1973;
Telljohann and Price 1993). Those who believe same-sex relations are an acceptable
form of behavior also cite the Bible as a source of support by noting biblical same-sex
couples such as Ruth and Naomi and David and Jonathan (Swigonski 1998). But per-
haps the most powerful support comes from the American Psychiatric Association’s
1972 position statement that removed homosexuality from its diagnostic manual of
mental illnesses. The National Association of Social Workers (NASW) also has a po-
sition statement supporting the rights of lesbians and gay men, the Council on Social
Work Education mandates content related to this population be included in schools
of social work (Council on Social Work Education 1994; National Association of So-
cial Workers 1981), and various laws and policies protecting same-sex relationships
are becoming more common (Human Rights Campaign 1998b).

While many believe homosexuality to be an acceptable lifestyle that is normal to
some portion of the general population, conflicting definitions, persistent stereotypes
and myths, and homophobia continue to impact the larger (heterosexual) community,
service providers (often in traditional agencies), and users of services (gay men and
lesbians in need of such services).

Stereotypes and myths continue to surround the lesbian and gay community and
its inhabitants. Evolving from and perpetuating myths and stereotypes, homopho-
bia—the irrational fear of homosexuals and homosexuality—continues. Some of the
more popular misconceptions (and realities) about gay men and lesbians appear in
figure 21.1. No doubt stemming from the persistent religious proscriptions against
same-sex sexual behaviors and the sodomy laws that developed in a parallel fashion,
homosexual behavior continues to be viewed as less than acceptable by many. Chil-
dren are not usually taught that a lesbian or gay lifestyle is as good as a nongay one.
In fact, most are instructed as to the horrors of being queer (Gay, Lesbian, and Straight
Education Network 1998). Many churches preach about the sinful nature of same-sex
sexual activities, and in many localities gay men or lesbians can be denied basic civil
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rights on the basis of their sexual orientation (National Gay and Lesbian Task Force
1998a, 1998b). Such are some of the inevitable outcomes of homophobia.

Homophobia has been defined as negative feelings about lesbians and gay men,
their sexual activities, and their communities. The fear may be at the phobic level,
indicating an irrational fear of homosexuality and homosexuals, and the term has
been identified as a prejudice similar to anti-Semitism or racism (Herek 1991). Gen-
erally there are three identified forms of homophobia—institutional, individual, and
internal. Institutional homophobia derives from a general societal hostility toward
gay men and lesbians that is manifested in sodomy laws outlawing same-sex sexual
activity, religious prohibitions against homosexual behaviors, and a general percep-
tion that lesbians and gay men are not a significant part of the population. Individual
homophobia is demonstrated by nongays continuing attacks on lesbians and gay men
that come in the form of gay jokes, verbal taunts, physical assaults, and the generalized
belief that all persons are heterosexual. Internal homophobia is self-loathing and fear
manifested in the individual gay man or lesbian who, because of institutional and
individual homophobia has internalized the negative attitudes and feelings about ho-
mosexuality. Each of these forms of homophobia plays a role in the delivery of services
to gay and lesbian clients.

Institutional homophobia impacts social service agencies in terms of policies and
procedures that tend to perpetuate myths and stereotypes about lesbian and gay cli-
ents. For example, gay or lesbian couples are prohibited in many localities from be-
coming foster parents. Likewise, lesbian or gay couples with children are prohibited
in many jurisdictions from jointly adopting children (McClellen 1998). Often social
service agencies still define families in a heterosexual fashion (perpetuating the myth
that all persons are heterosexual) and fail to develop policies that are reflective of
their entire caseload. Because gay and lesbian couples are not legally allowed to
marry, some services available to heterosexually married couples may not be available
to lesbian or gay couples. Offices in traditional social service agencies may not be
seen as “homosocial” (accepting of lesbian and gay clients) because waiting areas are
devoid of gay-friendly reading materials, intake forms are heterosexually biased, and
personnel perceive all clients as heterosexual. These institutional issues, whileslowly
changing, are also reflected in the individual homophobia of many service providers
who through ignorance, insensitivity, or intent may cause gay or lesbian clients to
avoid services.

Social workers have been found to be just as homophobic, if not more so, than
members of the general population and other helping professionals (DeCrescenzo
1983–84; DeCrescenzo and McGill 1978; Tate 1991; Wisniewski and Toomey 1987).
Those individuals who actually provide services are in a position to soften institu-
tional homophobic policies and procedures, but they are also in a position to further
institutional homophobia by displaying individual homophobia. Individual homo-
phobia becomes operationalized through an individual’s assumption that all clients
are heterosexual (the heterosexual assumption), the belief that lesbian or gay clients
require services because of their sexual orientation, or falling victim to believing any
lesbian or gay myth or stereotype (see figure 21.1).

Finally, internal homophobia can play a significant role in the ability of a gay
man or lesbian to seek services in the first place. Growing up and living in a pre-
dominantly heterosexual world where institutional and individual homophobia are
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FIGURE 21.1. Myths, Stereotypes and Realities

Stereotypes and Myths

The following myths and stereotypes are commonly associated with lesbian and gay
persons. They have no basis in fact, are based in institutional homophobia, and must
be eliminated.

Gay men and lesbians are not capable of maintaining long-term relationships.
Lesbian and gay relationships are prone toward addictive behaviors.
Children are not a part of gay or lesbian families.
Children raised by same-sex couples become gay or lesbian.
Lesbians and gay men are sexually promiscuous.
Gay men and lesbians are easily identifiable by the way they look.
Gay men prey on children for sexual gratification or molest children.
Lesbians and gay men convert children to homosexual lifestyles.
Sexual orientation is a lifestyle choice.
Homosexuality is an illness.
Reparative therapy or prayer can cure homosexuality.
Lesbians and gay men dislike members of the opposite sex.
Gay men and lesbians have unstable relationships with their parents.
Lesbians and gay men are less psychologically fit than their nongay counterparts.
Gay men and lesbians are not religious.
All lesbians and gay men are financially well off.
Gay men and lesbians play masculine/feminine (butch/female) roles.
There are no lesbians or gay men who are members of ethnic minorities.
There are no older gay men or lesbians.
Lesbians and gay men live in only urban areas.
Gay men and lesbians do not hold positions of authority or importance.
Gay men and lesbians are not victims of domestic violence.
The lesbian and gay community is made up only of bars.
All lesbian and gay men have sexual problems related to their sexual identity.
All gay men and lesbians come out at the same time and in the same way.

Realities

While reality is relative, the following represent what has been determined about
lesbians and gay men from research data that have been collected since the early
1900s.

Lesbians and gay men can and do maintain long-term relationships.
While some gay men and lesbians abuse liquor or drugs, most do not.
Children are, and always have been, part of lesbian and gay families.
Children raised by gay or lesbian parents are no more likely to be lesbian or gay
than children raised by nongay parents—in fact, children raised by gay or lesbian
parents are more likely to have higher levels of tolerance for difference than children
raised by nongays.
Gay men and lesbians are no more sexually promiscuous than their nongay coun-
terparts.

Continued on next page
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FIGURE 21.1. (continued)

It is impossible to identify a lesbian or gay person based only on physical appear-
ance.
Gay men do not prey on or molest children for sexual gratification—most pedo-
philes and child molesters are heterosexual men.
Lesbians and gay men do not convert children to homosexual lifestyles.
There is no scientifically proven determinant of sexual orientation, but most now
think sexual orientation (both heterosexual and homosexual) is genetically deter-
mined and not a chosen lifestyle.
While some believe homosexuality to be a mental illness, the general consensus in
the psychiatric community is that homosexuality is a normative state for some por-
tion of the population and is not to be considered pathological.
While some believe homosexuality can be cured through reparative therapy or
prayer, these approaches have extremely low success rates, work only marginally
and for short periods with those who find their homosexual behavior grossly in-
compatible with their psychological well-being, and may be psychically damag-
ing—professional organizations like NASW warn social workers to avoid such
interventions.
Lesbians and gay men get along well with members of the opposite sex, although
there are some lesbian separatist groups who try and avoid men when possible.
Relationships between gay and lesbian persons and their parents have no more
conflict or instability than relationships between nongay persons and their parents;
however, parents often have difficulty accepting that any of their children are gay
or lesbian.
Data indicate that gay men and lesbians are as mentally healthy as their nongay
counterparts—in some areas gays and lesbians are psychologically better able to
cope.
While the traditional religious sects condemn homosexuals and homosexuality, gay
men and lesbians are as religious and spiritual as others.
While many gay couples have dual incomes, data show a significant number of
lesbians and gays could be at or below the poverty line.
While some lesbian and gay couples may play butch/femme roles, most do not.
A gay and lesbian sexual orientation knows no racial, ethnic, sexual, socioeco-
nomic, regional, religious, professional, or age boundaries—lesbians and gays are
found throughout society.
Although not discussed until the 1980s, gay men and lesbians can be the victims
of domestic violence, spousal abuse, and hate crimes.
While there are bars in the lesbian and gay community, the community also includes
restaurants, spas, grocery stores, shoe shops, gift shops, beauty salons, real estate
brokers, coffee shops, garden supply stores, and others.
Gay men and lesbians may have problems related to their sexual orientation, but
they have problems similar to their nongay counterparts, too, and social workers
should not assume sexual orientation to be the primary problem.
Data demonstrate that lesbians and gay men can come out at any point in their
lives—from adolescence through old age.
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real, the symptoms of internal homophobia can range from mild anxiety to suicide.
Certainly traversing the route to become a client in what may be viewed as a tradi-
tional institution filled with prevailing stereotypes about sexual orientation and being
confronted with personnel who are homophobic could have a tendency to justify
internal homophobia.

DEMOGRAPHIC PATTERNS

To get a general sense of how widespread homosexuality may be, the following demo-
graphics may be interesting. As has been noted, it is not possible to identify a lesbian
or gay person just by appearance. Therefore, it is easy for gays and lesbians to hide
in a population and society that are primarily nongay. So although it has never been
possible (and never will be possible) to identify the entire population that is lesbian
or gay, that has not stopped researchers from trying to estimate what percentage of
the general population of the United States fits into that population category. One of
the earliest estimates came from the Kinsey data that were generated during the last
part of the 1940s and early part of the 1950s (Kinsey et al. 1948; Kinsey et al. 1953).
These data, collected on the sexual behaviors of both men and women, suggested that
between 3 percent and 10 percent of the total population were gay or lesbian. Others
who study such phenomena agree that these percentages are probably fairly accurate
(National Opinion Research Center 1989–1992; Rogers 1993), but these are merely
estimates.

Assuming the estimates to be somewhere around reality, and based on current
census data that show approximately 260 million persons living in the country (U.S.
Bureau of the Census 1992), it would mean that, in the latter part of the twentieth
century, a total of between 7.8 million to 26 million persons in the United States were
lesbian or gay. Using the same percentages across ethnic or racial lines, data dem-
onstrate there could be from 1 million to 3.6 million African American gay men and
lesbians, from 213,000 to 710,000 Pacific Islander or Asian lesbians and gay men, and
from 6.5 million to 21.7 million Caucasian gay men and lesbians living in this country.

When examining these statistics by sex, data show that the U.S. population is
comprised of 135.2 million women (52 percent) and 124.8 million men (48 percent)
(U.S. Bureau of the Census 1992). Again, using the generally accepted percentages of
lesbians and gay men (3–10 percent), it is possible there are from 4 million to 13.5
million lesbians and 3.7 million to 12.5 million gay men in the country. Of lesbians,
524,100 to 1.8 million may be African American, 390,000 to 1.3 million Hispanic,
111,000 to 370,000 Pacific Islanders or Asian, and 3.4 million to 11.3 million Cau-
casian. Of gay men, 48,800 to 1.6 million may be African American, 360,000 to 1.2
million Hispanic, 102,000 to 340,000 Pacific Islanders or Asian, and 3.1 million to
10.4 million Caucasian.

Social services, while offered to all socioeconomic groups, are traditionally used
more by those with lower income levels. The census data presents a graphic picture
of annual household incomes in the United States (Annual Demographic Survey
1997). In 1996, there were a total of 100.1 million households in the country. Of those,
18.8 million households (19 percent) had annual incomes of less than $17,500. Of
those 18.8 million households, 10.9 million were classified as “nonfamily house-
holds” (households comprised of persons not related by blood or marriage). Of those
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in the nonfamily category with incomes at or below the poverty level, 1.9 million
households were African American and 94,000 were Hispanic.

While the 1990 census did make some attempt to identify persons who were
living together but were not married, no data were gathered that specifically asked
about sexual orientation. It may be logical to conclude that data on lesbian and gay
households were captured in the “nonfamily” category, but even doing that is risky.
Having so noted, if one assumes that data on gay and lesbian households are embed-
ded in the general census data, and that between 3 percent and 10 percent of all
families in this category are lesbian or gay, then it may be that of the 100.1 million
total households, between 3.3 million to 10 million households are lesbian or gay
households. And, of that number, between 738,000 to 2.4 million gay or lesbian house-
holds could be living in or very close to poverty. In racial lesbian or gay households
at or near poverty, 500,000 are African American, 330,000 are Hispanic, and 1.8 mil-
lion are Caucasian.

Caucasians in nonfamily households are more likely to live closer to poverty than
family households. For the two ethnic minorities for which data were available (Af-
rican Americans and Hispanics), members of these two groups tended to live in family
households as opposed to nonfamily households. However, whereas 22 percent of all
Caucasian households (family and nonfamily) lived with less than $17,500 annually,
38.8 percent of African American households and 40 percent of Hispanic households
did so. And while it is unknown how many of these ethnic minority households are
lesbian or gay, it seems logical to deduce that if one is a gay man or lesbian of color,
then it is more likely he or she will be impoverished than if he or she were Caucasian.

It seems that great numbers of gay men and lesbians may be living at or near
poverty and likely recipients of social services. Such services may be related to so-
cioeconomic status, being a member of a despised and often misunderstood disen-
franchised minority group, or other factors associated with a societal context that is
heterocentric.

Since gays and lesbians are generally invisible as adults, they are virtually seen
as nonexistent as adolescents or aged persons. Research related to lesbian and gay
youth is still in its infancy, and as recently as 1980, Woodman and Lenna warned
social workers that the topic of gay and lesbian adolescents was “too sensitive” (88)
for general discussion. Despite this caution the topic has been and continues to be
one of interest for social workers. Again, if one assumes that 3 percent to 10 percent
of the adolescent population of 27.5 million persons (U.S. Bureau of the Census 1992)
is lesbian or gay, then there could be anywhere from 82,500 to 2.75 million lesbian
or gay persons between the ages of 12 and 19 years old in the United States. Similarly,
data related to older gay and lesbian persons has only been collected with any regu-
larity since the late 1970s. But just as adolescent gays and lesbians exist, so, too, do
older lesbians and gay men. And while in 1995 one could estimate there to be between
996,000 to 3.3 million lesbians or gay men in the overall population of 33.2 million
older Americans (U.S. Bureau of the Census 1997), by 2050 with the increasing num-
bers of elders the total number of gay or lesbian persons in this age range could be
between 2.4 million to 8 million persons.

SOCIETAL CONTEXT

To be a member of an invisible and often despised minority within a societal context
that is overwhelmingly heterocentric can be a potentially stressful activity. This



590 Life Circumstances and Events

section explores stressors and supports found both in the larger, heterocentric society
as well as in the smaller homocentric gay and lesbian community.

All lesbian and gay persons grow up and live in a society dominated by a majority
whose sexual orientation is different from theirs. In doing so they are confronted with
a social structure that does not support their lifestyle. In fact, each major societal
institution (legal, economic, religious, educational, and familial) is corrupted by in-
stitutional homophobia at some level and therefore is a source of stress. But just as
each institution is homophobic, each, too, offers varying levels of support to its gay
and lesbian members.

The legal system is one where institutional homophobia and hence a potential
for stress is readily apparent. Legal prohibitions against same-sex sexual activity trace
their antecedent roots to early canon laws (Walker 1999); by 1998, laws outlawing
consensual sex between same-sex persons still existed in twenty-one (42 percent) of
the fifty states. Forty states (80 percent) still allow discrimination on the basis of
sexual orientation and thirty-one states (62 percent) do not protect lesbians and gay
men from hate crimes (National Gay and Lesbian Task Force 1998b). Workplace dis-
crimination on the basis of sexual orientation is still possible, domestic partnership
benefits are not the norm, same-sex marriages are not permitted in any state, one
hundred antigay initiatives were passed in forty states in 1996, and in 1997 state
legislatures were introducing antigay bills at the rate of two per day (National Gay
and Lesbian Task Force 1998b). There are 474 active hate groups in the United States,
and no state is spared from having one or more hate groups represented (Southern
Poverty Law Center 1998); hate crimes against gay and lesbian persons are increasing
at an alarming rate (“Hate Crime Statistics” 1996); and discharges of lesbian and gay
service personnel from the military have increased 67 percent in the 1990s (National
Gay and Lesbian Task Force 1998b). The legal arena is still one that must undergo
significant changes in order to avoid causing stress to lesbians and gay men.

Not immune from institutional homophobia, the economic sector is also contam-
inated by a fear of gays and lesbians. Although gay men and lesbians have been mak-
ing significant contributions to the economy since antiquity, many employers at the
end of the 1990s still have no policies governing domestic partners, it is still legal to
discriminate on the basis of sexual orientation in the workplace, institutional ho-
mophobia is not uncommon among workers, and gay men and lesbians face unnec-
essary hardships in the workplace. Because many gays and lesbians must be eco-
nomically independent, it is important that they have some marketable skill. Lesbians
and gay men can be found employed across the socioeconomic spectrum from chief
executive officers of Fortune 500 companies to migrant laborers. Their contributions
would, no doubt, be missed, yet many prefer secrecy and anonymity to possible job
loss. For example, an employee of the Cracker Barrel Restaurant chain in Atlanta was
fired on the basis of her lesbianism and an assembly-line worker in a large automobile
factory was subjected to verbal taunts and threats of physical abuse because he ap-
peared at a gay rally (“Out at Work” 1999).

While the legal and economic arenas are filled with institutional homophobia,
so, too, is the religious community. As mentioned, the first legal proscriptions against
same-sex sexual behavior evolved from early canon law, and vestiges of these remain.
These proscriptions can be seen in teachings and beliefs of the conservative southern
Baptists, Catholics, and in organizations like the Christian Coalition, John Birch So-
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ciety, the Family Research Council, and the Ku Klux Klan. The Christian Right (called
the Radical Right by some) characterizes homosexuality as a mental illness that is
curable through reparative therapy and prayer. It is seen by many mainstream denom-
inations as a lifestyle choice and therefore an optional behavior that is sinful and goes
against all religious teachings. While some extreme right-wing groups call for the
extermination of homosexuals (as in Nazi Germany), most profess to “love the sinner,
but hate the sin.” Citing biblical scripture and reparative therapists, and ignoring
professional admonitions against reparative therapy (National Committee on Lesbian
and Gay Issues 1992), the Christian Right has included homosexuality as an issue for
attack on its agenda for the new millennium (Christian Coalition Worldwide 1998;
Goodman 1998; Grigg 1994; John Birch Society 1998; Ku Klux Klan 1998; People for
the American Way 1998). So with little support either from traditional religious
sources or the legal or economic arenas, how do lesbians and gays fare in the edu-
cational sector?

Institutions of learning are designed to teach students about societal mores, val-
ues, and skills. In the United States it is the right of each child to receive an education.
However, public elementary, middle, and senior high schools are the source of and
promulgate institutional homophobia with what can be devastating effects to the les-
bian and gay students in attendance (Gay, Lesbian, and Straight Education Network
1998). The thought that prepubescent adolescents are sexual or would have need of
any kind of sexual information is still ignored. And by the time children enter ado-
lescence when sexual information is a necessity, schools have limited sex education
content and even less content about the realities of lesbian or gay lifestyles. Infor-
mation provided about gays and lesbians is often taught by faculty uncomfortable
with the subject and who are unable to provide a realistic view. Coming to grips with
a sexual orientation that is deviant from the norm is difficult under the best circum-
stances. It can be devastating in schools where there are no built-in support networks.
And support networks for adolescent and underage gays and lesbians are not easily
found. If such do exist, they are closely monitored to ensure older lesbians and gays
are not taking advantage of younger persons; and in some cases parental permission
must be obtained before an underage teen is allowed to join such a group. School
counselors may be banned from discussing sexual orientation because of existing
laws, school libraries are not a source of accurate information on lesbian and gay
lifestyles, and teachers are often ignorant about the topic (Child Welfare League of
America 1991; Grossman 1997; Hetrick and Martin 1987; Martin and Hetrick 1988;
Morrow 1993; Savin-Williams 1989a, 1989b; Telljohann and Price 1993; Uribe and
Harbeck 1991). While data indicate that college-age students are becoming more tol-
erant of same-sex relationships, junior- and senior-high-age students are the most
negative group in their hatred of same-sex relationships (Child Welfare League of
America 1991).

Institutions of higher education are under no obligation to provide content related
to gay men or lesbians, but the Council on Social Work Education does mandate that
such content be included at both the baccalaureate and master’s levels of social work
education (Council on Social Work Education 1994). Even so, the inclusion of such
content is spotty, and accreditation site teams routinely overlook how well content
on lesbians and gay men is being provided. It seems the educational system is as
guilty of institutional homophobia as the legal and religious sectors.
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With little support evident in the legal, economic, religious, or educational in-
stitutions, what is offered in the family? Many gay and lesbian children are raised by
nongay parents who have to come to grips with the reality that a son or daughter has
a sexual orientation that differs from the norm. Lesbian and gay youth learn that being
different is not good, and that being a homosexual is awful. Parents generally do not
understand the developmental and coming-out processes. Gay and lesbian youth are
at risk of familial verbal abuse, physical abuse, rejection, emotional distancing, and
isolation. Coupled with the institutional homophobia encountered at school these
possibilities can cause the young lesbian or gay to become depressed, quit school, run
away, abuse alcohol or drugs, or commit suicide (Child Welfare League of America
1991; Grossman 1997; Telljohann and Price 1993).

The legal system, while still largely not supportive of legislation that protects
same-sex behaviors and lesbian and gay families, is slowly becoming more accepting
and supportive of same-sex issues. National statistics on hate crimes now include
information on hate crimes against lesbians and gay men (“Hate Crime Statistics”
1996), the 105th Congress was one vote short of proving federal legislation that would
prohibit workplace discrimination against lesbians and gays but the legislation had
more cosponsors than ever (Human Rights Campaign 1998b; Stachelberg 1997), and
federal legislation designed to prohibit gay or lesbian couples from adopting children
failed to pass (National Gay and Lesbian Task Force 1998b). Domestic partnership
ordinances were passed in several cities, numerous colleges and universities passed
nondiscrimination policies that included gays and lesbians, scores of businesses ex-
panded personnel policies to include benefits for same-sex couples, openly lesbian
and gay persons ran for and were elected to public office, and more and more states
deleted outdated sodomy laws. Vermont’s legal system is currently examining whether
or not gay or lesbian couples can legally wed and New Jersey allows both persons in
gay and lesbian couples to jointly adopt children (Human Rights Campaign 1999).

In the latter part of the 1990s, gay men and lesbian women are becoming more
visible and more demanding of their legal rights, and candidates no longer disregard
the gay vote as not important. Members of gay and lesbian political organizations
such as the Human Rights Campaign (HRC) and the National Gay and Lesbian Task
Force (NGLTF) actively lobby federal and state legislators on issues related to gays
and lesbians. Their influence is not without political clout as, in 1997 and 1998, both
the president and vice-president of the United States attended functions of such po-
litical organizations (Human Rights Campaign 1998b).

The legal and political systems are far more tolerant of dealing with the gay and
lesbian political agenda in the 1990s than they were in the 1950s, when the mere idea
that there would ever be a political debate related to anything having to do with same-
sex behaviors or relationships was thought of as preposterous. That there even is a
national lesbian and gay political agenda is testimony to the reality that the legal and
political systems can and do change. In relation to legal conquests made by gay men
and lesbians, while not yet universal, small skirmishes are fought and won each year
and do provide some amount of support and hope for lesbians and gay men who
continue to struggle for basic civil rights.

The religious community, too, has made strides in providing support for gay and
lesbian individuals, couples, and families. Created in the 1970s, the Metropolitan
Community Church (MCC) was the first church created by and for the lesbian and gay
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community (Perry 1971). By the end of the century, MCC had congregations in every
major U.S. city and a following of hundreds of thousands. And despite the antigay
thrust of the Christian Right, even conservative churches like the Catholic Church
have organizations designed to minister to gay and lesbian parishioners, and more
and more mainstream denominations are grappling with issues related to gay men
and lesbians. Increasingly, Christian and Jewish churches and synagogues are willing
to perform commitment ceremonies for lesbian or gay couples, and while not legally
binding, such unions are religiously sanctioned. Religious institutions also are strug-
gling with the ordination of gay men and lesbians. In some mainstream denominations
it is acceptable to ordain lesbian and gay priests or ministers, and, increasingly, gay
and lesbian clergy are ministering to a variety of congregational flocks (Vaid 1995;
Witt, Thomas, and Marcus 1995). In sum, religious organizations are still generally
not accepting of homosexuality and gay or lesbian lifestyles, but some are making
significant changes to include lesbians and gays in all facets of church life. Many gay
men and lesbian women consider themselves extremely religious and it is no longer
impossible for lesbians or gay men to be divorced from a religion that is accepting of
their lifestyle.

Just as the legal and religious systems have made significant changes in relation
to their views about lesbians and gays, the educational system is also slowly coming
to terms with the reality of its gay and lesbian students. The Gay, Lesbian, and Straight
Education Network (GLSEN), created as a public school–oriented group in 1990, par-
ticipates in curriculum development for elementary and secondary level schools and
works with parents, teachers, students, and concerned citizens to end homophobia
in the school setting. With more than forty chapters nationwide, GLSEN creates and
develops curricula for in-school programs, community organizing, and advocacy.
Their primary aim is to work with and create change in the homophobic belief systems
of those educational leaders and policymakers who control the public school system
(Gay, Lesbian, and Straight Education Network 1998). One public school initiative
undertaken by GLSEN in 1998 was to challenge federal legislation prohibiting teenage
children Internet access to gay- and lesbian-oriented materials through public school
access networks. GLSEN believed to deny teens access to honest, helpful materials
that could bolster self-esteem and perhaps reduce suicide was immoral and poten-
tially damaging (Einhorn 1998). Some high schools have allowed same-sex couples
to attend junior or senior proms together, but this still is not customary, and one
Orleans Parish, Louisiana, public school official declared there were no lesbian or gay
students in the New Orleans public school system.

Postsecondary institutions tend to be more liberal in their approach to same-sex
behaviors and relationships. Many universities have nondiscrimination policies that
protect gay and lesbian students, campus organizations for gays and lesbians, and
provide housing for same-sex couples. Sororities and fraternities for lesbians and gays
have been established, and some schools have tried housing lesbian and gay students
on specific floors of dormitories. In the middle 1990s, “queer studies” emerged as a
legitimate topic of scholastic pursuit, and lesbian and gay faculty can now openly act
as mentors for gay and lesbian students. And, like the legal and religious sectors,
while not totally embracing the gay or lesbian experience, primary, secondary, and
postsecondary institutions of education are beginning to grapple with issues related
to their lesbian and gay students and provide curricula designed about the realities
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of being a gay or lesbian person. In doing so, such educational institutions are pro-
viding some supports for lesbian and gay learners.

Family systems, too, are following similar paths in relationship to lesbian and
gay family members. Once considered such a stigma that the disclosure of a homo-
sexual identity to a family member was deemed unthinkable, by the end of the twen-
tieth century more and more gays and lesbians were sharing their sexual orientation
with various family members. And although responses to this disclosure vary, more
supports are now in place than ever before to help struggling family members with
this information. The best-known such organization is Parents, Family, and Friends
of Lesbians and Gays (PFLAG). Comprised primarily of parents of gays and lesbians
and family members with gay and lesbian relatives, PFLAG is concerned with the
rights of lesbian and gay children, adolescents, and young adults. One of PFLAG’s
initiatives, Project Open Mind (POM) is to inform the general population about the
realities of lesbian and gay Americans. Begun in 1995 as a counterbalance to increas-
ing hatred, intolerance, and attacks on the gay and lesbian community, POM seeks to
provide factual information to counter myths, stereotypes, misinformation, and ig-
norance about the gay and lesbian lifestyle. It is a multimedia public awareness cam-
paign centered on ending discrimination against lesbians and gays and has support
in major cities such as Atlanta, Houston, Seattle, and Tulsa (Parents, Families, and
Friends of Lesbians and Gays 1998). By supporting family members, PFLAG helps
families provide support for their gay and lesbian children. And with chapters in
every major metropolitan area, families who want to be a support system for their
lesbian or gay family member can do so.

Whether or not parents and siblings of gay and lesbian family members are in-
volved with PFLAG, families are generally not immune from the media attention
currently given to gay men and lesbians. Increasingly, lesbians and gay men are being
portrayed on the small and large screen as normal, psychologically healthy, attractive
people struggling, like everyone else, to cope with the realities of life. Lesbian travel
companies have purchased advertising time during prime time, gay couples are used
in major media campaigns, those accused of hate crimes against gays are publicly
condemned, and gay men and lesbians are favorably portrayed on the covers of pop-
ular press magazines. Family members have opportunities to play a supportive role
for their lesbian and gay relatives, and many do. However, it is not within families of
origin where gays and lesbians garner the preponderance of their support—it is within
their families of choice.

Families of origin certainly can play an important supportive role to lesbians and
gay men, but the families chosen by gays and lesbians to be their support network
provide the most support. Because same-sex couples are banned from forming legally
sanctioned family units, they create their own by forming relationships that may be
short term or long term and settling into the routine of living their lives. Friendship
networks provide the primary source of these familial configurations, and they can
be as simple or as intricate as any traditional family structure and may or may not
include members of the biological family of origin.

For example, Chris and Sally, a lesbian couple had been together for twenty-five
years. Chris had no close family of origin family members, but Sally had six bothers.
Three of the brothers were supportive of Chris and Sally’s relationship, two were not,
and one was uncertain. As a result, the three supportive siblings became part of the
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couple’s family of choice that also included gay male, lesbian, and nongay persons
as well. The two brothers who did not accept the relationship did so on the basis of
their religious beliefs and were isolated from and ignored by the couple.

As an overall societal system, sources of support for lesbians and gay men are
increasingly visible and acceptable. It has been postulated that eventually all sodomy
laws will be done away with, that same-sex couples will be allowed to marry, that
religious organizations will accept lesbians and gays as normal, that schools will teach
sexuality as a continuum of various approved behaviors, and that discrimination on
the basis of sexual orientation will no longer exist. Small glimmers of hope that these
will occur in the next century seem to exist, time will tell whether or not such will
occur. In the meantime, being gay or lesbian in a heterocentric society is cause for
more stress than comfort, and the support systems need constant bolstering and at-
tention.

VULNERABILITIES AND RISK FACTORS

Lesbian and gay persons are vulnerable and at risk in the heterocentric society pri-
marily because of their differing sexual orientation and society’s continuing efforts to
disavow homosexual behavior and homosexuality; this struggle has been documented
since antiquity (Boswell 1980; D’Emilio and Freedman 1988; Mondimore 1996). Al-
though some positive steps to ensure equal rights for gay and lesbian persons are
being implemented, the population is still vulnerable and at risk. Lesbians and gays
are most vulnerable primarily in the larger heterocentric society where they are likely
to be employed, have family, and function within societal norms. However, gay men
and lesbians may also be at risk in the smaller homocentric society where they seek
refuge, create families of choice, and socialize. This section explores major vulnera-
bilities of the population and identifies pressing psychosocial needs.

Gay and lesbian persons cannot exist totally outside the larger, heterocentric so-
cial order. This social structure is predominantly heterosexual where norms and mo-
res mirror those of the dominant members. At best, gay men and lesbian women are
seen as productive members of society; at worst they are seen as mentally ill deviants.
As there is no prevailing view of lesbians and gay men, just knowing when it is
acceptable to acknowledge a deviant sexual orientation or not can be a source of
anxiety and risk. Generally, there are various points across a gay or lesbian life where
one is more vulnerable and at risk than at other times. And while developing a lesbian
or gay identity is not a linear activity, one way of highlighting these is to explore them
from a life-span perspective within both the heterosexual society and the smaller gay
subculture.

Youth and Adolescence. The topic of sexuality as related to preadolescent children
is still one that is infrequently discussed, and the topic of lesbian or gay sexuality
among young children is generally ignored. Although some gay men and lesbians
acknowledge having same-sex sexual feelings during childhood (Herdt 1989; Rust
1993; Telljohann and Price 1993; Troiden 1989; Tully 1983), most authors confine
themselves to discussions on adolescent sexuality. The exploration of gay or lesbian
adolescent sexuality is one begun in the early 1980s and is still in its infancy. How-
ever, from the research that has been conducted, several vulnerabilities and risk fac-
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tors emerge for young lesbians and gays (see figure 21.2). From the nongay society a
young gay or lesbian faces possible verbal, physical, or sexual assault; sexual exploi-
tation; or victimization simply on the basis of a differing sexual orientation. To be
considered a member of an illegal minority is for many adolescents a stigma that
causes victimization, scapegoating, oppression, and social isolation (Child Welfare
League of America 1991; Grossman 1997; Telljohann & Price 1993).

Because of lingering fears that adult lesbians and gay men prey on adolescents
for sexual gratification, or recruitment into a homosexual lifestyle (Christian Coalition
Worldwide 1998), adult gays and lesbians can be reluctant to interact with underage
self-identified lesbians and gays. Further, school policies related to sexual education
may ban any discussion of homosexuality as an acceptable lifestyle and prohibit gay
or lesbian teachers from being employed (Gay, Lesbian, and Straight Education Net-
work 1998). With this schism between younger lesbians and gays and similarly situ-
ated adults, there is a lack of appropriate role models for gay and lesbian teens. The
gay community places gay and lesbian teens at risk mostly out of ignorance and fear
of becoming involved, which creates few safe havens for younger lesbians and gays.

Within the family of origin young gays and lesbians are also at risk. Parents,
wanting their children to be normal, generally assume all children to be heterosexual.
This is simply not realistic. When family members either discover on their own or
are told of their child’s not normative sexuality, reactions vary, but seldom, if ever,
do parents explode with pride and joy over the news. So youthful gays and lesbians
are at risk even within their own families. It is not uncommon for young gay teens to
be the victim of verbal or physical abuse; it is also not uncommon for a young lesbian
to be rejected and isolated in the family. Parents may emotionally distance themselves
from the teenager, a family crisis may erupt where one or both parents feels guilty
about the child’s sexual orientation, or parents may hospitalize the adolescent for
treatments and cures (Child Welfare League of America 1991; Cramer and Roach 1988;
Morrow 1993; Savin-Williams 1988, 1989a, 1989b, 1996).

Adulthood. Growing up gay or lesbian has its risks, but several risk factors also are
associated with being an adult lesbian or gay person (see figure 21.2). As has been
said, remaining myths and stereotypes associated with homosexuality still color the
way many view gay men and lesbians. These, coupled with institutionalhomophobia,
tend to create situations in which adult gays and lesbians may be vulnerable and at
risk. Such situations include legal proscriptions that make same-sex sexual behaviors
illegal and employment and other discrimination based on sexual orientation. Be-
cause no universal laws exist to provide civil rights for gay men and lesbians or protect
them from discrimination, lesbians and gay men are at risk for civil rights violations
and discrimination in employment or housing. As a result, often gay men and lesbians
simply hide their sexual orientation and pass as normal heterosexuals. However, this
secretive lifestyle can create low self-esteem, depression, anxiety, guilt, isolation, or
suicide (Appleby and Anastas 1998; Berger and Kelly 1995; Tully 1995).

However, being open about sexual orientation in a heterocentric society also has
its risks. Hate crimes are those crimes in which the perpetrator intentionally selects
a victim on the basis of the perceived or actual race, color, ethnicity, national origin,
sexual orientation, gender, or disability of that victim (“Hate Crimes: A Definition”
1994). Hate crimes against lesbians and gay men are increasing (National Coalition of
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Anti-Violence Programs 1998). The most recent example is that of Matthew Shepard,
who was brutally beaten, tied to a Wyoming fence on a frigid night in October 1998,
and left to die because he was gay (Tully, 2000). Lesbians and gays who are open
about their sexual orientation risk possible murder, assault, or verbal abuse and may
be the focus of jokes. Further, gay men and lesbians may lose their jobs or homes
because of their sexual orientation (Human Rights Campaign 1998b).

But it is not only from within the nongay society that adult lesbians and gays
may be at risk. Families of origin also can create risk for the adult lesbian woman or
gay man, because of nonacceptance that can cause a lack of family support, emotional
distancing or rejection, and even violence or abuse toward the lesbian or gay family
member (Appleby and Anastas 1998; Tully 2000). Individual homophobia of various
family members can be the source of tremendous anxiety, guilt, or depression in the
lesbian or gay family member.

Just as families of origin can cause potential risks for adult gay men and lesbians
so, too, can families of choice. Although it would seem that families of choice would
provide support and buffer the adult lesbian or gay men from institutional and indi-
vidual homophobia, these socially constructed units can cause stress and put mem-
bers at risk. Commonly the areas for vulnerability and risk center on how to create,
maintain, and terminate relationships; whether or not the relationships should be
monogamous; and how to best deal with sexual openness and coming out. Creating
and maintaining same-sex relationships in a heterocentric world is fraught with risk—
should the couple live together, should the dyad be monogamous, how should finan-
cial matters be dealt with, should the couple have children, should both partners
work, who should know about the nature of the relationship, should the partners
obviously share a bedroom, or how long will the relationship last are questions with
which each gay or lesbian couple must grapple (Mallon 1998; Shernoff 1995, 1998;
Tully 1995). Because no legal bonds connect them, gay and lesbian couples also must
consider issues associated with jointly owned property, shared custody of children,
legal encroachments made by family of origin members, and powers of attorney. Each
question and activity shared by the same-sex couple poses risk simply because it is
never certain where one will encounter goodwill and acceptance or ill will and ho-
mophobia. Coming out is a continuing struggle throughout adulthood. It is often
greeted with genuine acceptance; but too often, sharing one’s sexual orientation puts
the lesbian or gay man in a vulnerable position and at risk. And these risks are found
in both the gay and nongay worlds.

Old Age. Younger gays and lesbians are at risk because of their youth, adult lesbians
and gays are vulnerable simply because they are seen to lead a deviant lifestyle, and
older gay men and lesbians are vulnerable and at risk because (like their adolescent
counterparts) they are virtually invisible. Social work did not generally embrace the
older community as an important source of potential clients until the early part of
the 1970s. Since then programs in gerontology have been developed in several uni-
versities, and social workers have played an important role as one of many profes-
sions currently interested in services for older adults. Interest in gay and lesbian
aging began almost a decade after social work began to deal with aging populations
(Berger 1980, 1982; Kelly 1977; Tully 1983). In the almost twenty years that lesbian
and gay aging has been a focus of limited study, it has been determined that, like their
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FIGURE 21.2. Risk Factors Associated with Being Lesbian or Gay

I. Risk Factors During Youth and Young Adulthood

From the Nongay Society

Verbal, physical, or sexual abuse
Sexual exploitation
Victimization
Scapegoating
Oppression
Stigmatization
Isolation

From the Family of Origin

Family disruption or crisis
Verbal, physical, or sexual abuse
Rejection
Emotional distancing
Guilt
Isolation

From the Gay/Lesbian Community

Lack of appropriate role models
Insufficient resources and services
Racism
Legal restraints
Fear of interpersonal relationships between adults and adolescents
Ignorance of adolescent issues and needs

From the Young Lesbian or Gay Person

Coming out
Dealing with school, families, society

II. Risk Factors During Adulthood

From the Nongay Society

Legal proscriptions
Prevailing stereotypes and myths
Employment discrimination
Hate crimes
Institutional homophobia
Inadequate support systems

From the Family of Origin

Nonacceptance
Lack of familial support
Violence, physical, or sexual abuse
Isolation, emotional distancing, or rejection
Individual homophobia

Continued on next page
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FIGURE 21.2. (continued)

From the Gay/Lesbian Community

Inadequate support systems
Racism
Sexism

From the Family of Choice

Creating, maintaining relationships
Monogamy v. nonmonogamy
Coming out
Children, adoptions
Sexual orientation openness
Health
Employment
Finances
Internalized homophobia

III. Risk Factors During Old Age

From the Nongay Community

Prevailing myths and stereotypes about gays and lesbians aging
Lack of adequate support systems
Invisibility
Institutional homophobia

From Families of Origin

Lack of support or understanding
Emotional distancing or rejection
Familial confusion or crisis around coming out

From the Gay/Lesbian Community

Prevailing myths and stereotypes
Invisibility

From Families of Choice

Declining health
Death and dying
Ensuring adequate finances
Ensuring appropriate legal protections

nongay counterparts, older gay men and lesbians are a vulnerable and an at-risk popu-
lation. Like other populations of lesbians and gays, older gay men and lesbians find
themselves at risk both in the larger heterocentric society and in the smaller gay and
lesbian subculture.

Society at large tends to overlook and ignore older populations generally (Hooy-
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man and Kiyak 1999), and this is also true in the gay and lesbian community (Berger
1996; Tully 1983). Doomed to invisibility in both the nongay larger social order and
in the lesbian and gay community, aging gay men and lesbians are often assumed to
be nonsexual beings whose issues and familial structures are similar to other groups
of older women and men. This invisibility makes older gays and lesbians vulnerable
and at risk simply because their needs are neither known nor cared about. But perhaps
invisibility is preferable to prevailing myths and stereotypes in both the nongay and
gay/lesbian worlds about older persons generally and older lesbian and gay persons
specifically.

Older gays and lesbians are frequently viewed as peculiar, ugly, unhappy, pa-
thetic creatures who prey on young persons for sexual gratification (if they have sex
at all), and who are unable to maintain long-term relationships (Berger 1980, 1982,
1996; Kehoe 1986a, 1986b, 1988; Kelly 1977; Laner 1979; MacDonald and Rich 1983;
Moss 1970; Tully 1989). Although according to research these myths and stereotypes
have no basis in fact, many in both the larger society and the gay and lesbian sub-
culture continue to accept them as real. So older gays and lesbians are also at risk of
being perceived in unflattering and unrealistic terms and being treated accordingly.

Families of origin and families of choice, too, can place older gay men and les-
bians at risk. Because the coming-out process can occur at any point in a lifetime
when an older person decides to come out, familial crises can occur. Many older
lesbians and gay men have been heterosexually married, raised families, and lived
conventional lives prior to acknowledging their nontraditional sexual orientation
(Berger 1980, 1982, 1996; Kehoe 1986a, 1986b, 1988; Tully 1989). Coming out to
themselves, their heterosexual spouse, their children, their friends, or other family
members can be a crisis that may lead to lack of family support, social rejection,
isolation, or emotional distancing from family members. These stressors can cause
anxiety, depression, lowered self-esteem, guilt, or other psychically damaging con-
sequences.

By the time older gays and lesbians have survived to old age, most have adapted
to their sexual orientation and dealt with members of their biological families. Family
members who are supportive of the gay or lesbian relative remain as a family of choice
member; those who are not supportive are often ignored and not considered “family”
(Tully 1983). But for those older gays and lesbians who have hidden their sexual origin
from their families of origin and who face providing care to parents or siblings, there
are untold risks. Can the elderly parent of a gay couple move in with the aging couple?
Should an older gay man abandon his home and partner of forty years to move in
with his father? What should the growing older couple do with a younger mentally
ill brother? Is it acceptable to expect an aging lesbian to leave her home and job to
take care of parents? These and scores of other dilemmas face aging gay men and
lesbians who have living family of origin members and can cause a number of con-
sequences. Relationship stress, depression, anxiety, and guilt can lead to more dam-
aging behaviors such as substance abuse and withdrawal.

While families of origin can cause problems for the older gay man or lesbian,
their families of choice may also. Declining health, the death and dying of a partner,
ensuring adequate financial reserves, and securing adequate legal protections are all
issues for older lesbians and gay men that may put them at risk. Older gays and
lesbians face similar health issues as their nongay counterparts, but also face health
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issues related to a gay or lesbian lifestyle. Because older gays and lesbians tend to be
invisible, their sexual orientation may not be taken into account in diagnostic con-
siderations. Since many older lesbians and gays do not feel their sexual orientation
has anything to do with why they seek various professional services, they may very
well not disclose their sexual orientation to service providers (Berger 1996; Kehoe
1986a, 1986b, 1988; Tully 1989). When an aging gay or lesbian’s partner begins to
experience declining health, the services traditionally available do not usually con-
sider sexual orientation. Such service organizations tend to overlook a partner as a
source of support and information, preferring instead to call on legal relatives.

Legal protections for older gay or lesbian persons reflect the institutional homo-
phobia of the heterocentric society. It is not uncommon for the surviving partner of a
gay or lesbian couple to be the sole beneficiary of the partner’s estate only to have the
will legally challenged. Too often, family of origin members, children, or other legal
relatives will be seen as the lawful heir. Dividing household items between an un-
acknowledged partner and “legal” heirs can be particularly devastating to the gay or
lesbian surviving partner. Likewise, ensuring for financial security in old age can be
potentially risky for the aging lesbian or gay man.

Many older gay and lesbian persons have worked throughout their lives and older
couples may enjoy the benefits of a dual retirement income. But, if one partner is
more financially secure than the other there are no legally binding measures that will
ensure financial security for both partners. If portfolios are not jointly held, financial
security between partners can become a gesture of goodwill, which may put the less
financially secure partner at risk.

As described in the preceding, significant risk factors are associated with being
lesbian or gay, and they are all associated simply with a sexual orientation that differs
from most of the population. As a result, this population is vulnerable to a variety of
unhealthy possibilities. While all gay and lesbian persons face similar heterocentric
societal challenges, not all gay and lesbian persons see themselves as either vulnerable
or at risk. However, data indicate that at some point in every lesbian or gay life the
individual has been vulnerable and at risk due to institutionalized, individual, or
internal homophobia. What follows is a summary of some of the consequences of
existing in a social order that is lukewarm to hostile about the existence of lesbian
women and gay men (see figure 21.3).

Adolescent gays and lesbians may suffer from increased anxiety; lowered self-
esteem; poor school grades; an increased rate of school dropout; substance abuse—
alcohol, drugs (illegal), sexual or physical abuse; tobacco; sexual promiscuity—both
heterosexual and homosexual; higher levels of sexually transmitted diseases and HIV;
social isolation or withdrawal; developmental delays; depression; suicide; acting out;
running away from home; or internalized homophobia (Child Welfare League of
America 1991; Hetrick and Martin 1987; Martin and Hetrick 1988; Morrow 1993).
Lesbian and gay adults are not immune to similar distress and may be victims of
depression; anxiety; increased abuse of drugs (both illegal and prescription), alcohol,
or tobacco; lowered self-esteem; guilt; poor communication and relational skills; so-
cial isolation; sexually transmitted diseases or HIV/AIDS; domestic violence; hate
crimes; social stigmatization; or employment or legal discrimination. Finally, older
gay men and lesbians may be socially isolated and ignored; rendered invisible by both
the gay/lesbian subculture and the larger society; depressed; stigmatized; the victims
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FIGURE 21.3. Possible Consequences of Being Vulnerable and At Risk

Data indicate lesbians and gays are at risk in several ways. The following represent
possible outcomes of being a lesbian woman or gay man in a traditionally heterocen-
tric social order.

I. Gay and Lesbian Youth

Increased anxiety
Lowered self-esteem
Poor school grades
Increased rate of school dropout
Substance abuse—alcohol, drugs (illegal), tobacco
Sexual promiscuity—both heterosexual and homosexual
Victim of physical or sexual abuse
Higher levels of sexually transmitted diseases and HIV
Social isolation or withdrawal
Developmental delays
Depression
Suicide
Acting out
Running away from home
Internalized homophobia

II. Lesbian and Gay Adults

Depression
Anxiety
Substance abuse—alcohol, drugs (prescription and illegal), tobacco
Lowered self-esteem, self-worth
Poor relational skills
Victim of domestic violence or a hate crime
Social isolation or withdrawal
Increased risk of HIV/AIDS
Social stigmatization or scapegoating
Job loss or employment discrimination
Child custody loss
Few legal protections
Internalized homophobia

III. Older Gays and Lesbians

Social isolation and loneliness
Depression
Stigmatization
Elder abuse
Substance abuse—prescription drugs, alcohol, tobacco
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of financial, physical or verbal abuse; or overuse of prescription drugs, alcohol, or
tobacco. In sum, surviving a lifetime as a gay man or lesbian woman in a frequently
hostile social climate is filled with risks, but history corroborates the continuing ex-
istence of lesbians and gays since written records have been kept (D’Emilio and Freed-
man 1988), which rather dramatically demonstrates their resiliency.

RESILIENCIES AND PROTECTIVE FACTORS

Resiliency has been defined as an ability to recover quickly from misfortune or change,
and the word protective is defined as that which is intended to afford protection (The
American Heritage Dictionary 1985). Resiliency and protective factors, then, are seen
as those things both tangible and intangible that enable gay men and lesbian women
to exist and function in an often hostile environment. This section explores how gays
and lesbians manage to survive in a heterocentric world. Throughout this chapter the
overarching conceptual framework has centered on the person-in-environment where
the environment has been defined as including legal, economic, religious, educa-
tional, and familial systems. These systems are defined by the majority heterosexual
society, and yet gay men and lesbians exist and function surprisingly well within
each. Using these five systems, this section explores how, because of resiliency and
protective factors, lesbians and gays manage to cope, sustain relationships, create
resources, and exist in the predominantly nongay world.

As stated earlier in the chapter, it may appear that legal remedies for lesbians
and gays are not abundant. However, the law is not static but evolutionary, changing
slowly as social values and mores change. The social construct of homosexuality as
an identity is one of recent history (Walker 1999), as mentioned earlier, and while
there is no known cause for same-sex behavior, evidence points toward a genetic
rather than a learned origin (Bailey et al. 1991; LeVay 1991, 1996). Thus, if one is
genetically predisposed to the condition (like being left-handed or blue-eyed), there
tends to be less stigma attached to it. With less stigma comes more social tolerance
and acceptance; with more acceptance of the behavior comes less discrimination and
more legal protections. This seems to be what is happening with relation to gays and
lesbians. National Opinion Research Center (NORC) data from 1989 to 1992 reveal
more tolerance of homosexuals and homosexuality than previously noted (National
Opinion Research Center 1982–1992), and laws are gradually beginning to reflect that
change.

Federal legislation includes gays and lesbians in its hate crimes legislation as a
protected category, federal law no longer requires members of the armed forces to
disclose sexual orientation, state sodomy laws are gradually being struck down, some
states allow both members of gay or lesbian couples to adopt a child, and there have
been several successful state initiatives to ban discrimination on the basis of sexual
orientation. Coupled with the reality that scores of localities, municipalities, univer-
sities, and corporations have passed domestic partnership laws or policies and openly
gay and lesbian people run for (and are elected to) federal, state, or local office, it
seems only a matter of time before lesbians and gays are given full civil and legal
rights.

To ensure that attention continue to be given to the legal agenda, such lesbian
and gay run organizations as the previously mentioned NGLTF and the HRC have
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emerged. Founded in 1973, NGLTF is a grassroots politically oriented organization
designed to provide the gay, lesbian, bisexual, and transgender communities support
in their quest for social justice at the local, state, and national levels (National Gay
and Lesbian Task Force 1996, 1998a). The HRC, begun in 1980, has an almost identical
mandate—ensuring civil rights for lesbians and gays—but seeks to create change from
the top down. Based in Washington, D.C., HRC is a lobbying force whose emphasis
is first at the federal level, then the state level, and finally at the local level (Human
Rights Campaign 1998a). Both provide hope for lesbians and gays seeking equal pro-
tection under the law.

Gay men and lesbians earn a living within the economic sector. Although there
are no universally legally mandated protections to ensure nondiscrimination in the
workplace, the 105th Congress in 1998 grappled with the issue of whether or not
sexual orientation should be a protected category. While the legislation narrowly
failed to pass, it will be reintroduced and, hopefully, passed in a subsequent session.
Data demonstrate that most Americans do not believe gays or lesbians should be
discriminated against in the workplace. In support of that, many U.S. corporations
openly encourage lesbian and gay applicants, have domestic partnership policies, and
help find suitable employment for partners (Human Rights Campaign 1998b; National
Gay and Lesbian Task Force 1998b). These are reflections of changes since the 1970s
and are encouraging economic indicators that lesbian women and gay men will con-
tinue to find adequate employment opportunities within the nongay world.

To survive in times and places not as favorably inclined toward gays and lesbians,
they have created unique survival tactics. By simply disappearing into the assumed
heterosexual economic structure, many gays and lesbians work unnoticed and ig-
nored. Becoming self-employed or being employed in fields where sexual orientation
is not an issue were other ways to survive. Some lesbians chose to marry and become
financially dependent on their husbands, some gay men stayed on the family farm
and were seen as prospective bridegrooms. Most interesting though is the fairly recent
development of a gay and lesbian subculture that includes gay-owned and -run busi-
nesses.

All major cities in the country now boast openly run lesbian- or gay-owned es-
tablishments that cater to gay and lesbian clientele. While there have, no doubt, al-
ways been such businesses, it is only since the 1980s that they have become fashion-
ably chic enough to include a large nongay clientele as well. Mainstream magazines
have covers sporting lesbian or gay couples, ad campaigns for major corporations use
gay or lesbian images to sell their goods, and the lesbian and gay community seems
to thrive.

The religious community has historically been the source of homophobia and
not charitable toward gay or lesbian relationships. But, as with the legal sector, in-
cremental changes that favor same-sex relationships exist. Support systems for lesbian
and gay parishioners now exist within even the most conservative denominations.
Churches and synagogues for gay and lesbian persons have existed in this country
since the 1970s. One of the first, the Metropolitan Community Church, founded by
Reverend Troy Perry now boasts churches in every major city in the United States
and has thousands of members. But not all lesbians and gays opt to attend churches
or synagogues defined by sexual orientation, and by the end of the 1990s most main-
stream religious institutions have gay and lesbian members, lay leaders, or officials.



Tully 605

Openly gay or lesbian clergy have ministries in nongay churches, several Protestant
denominations ordain lesbians and gays, and many Jewish and Protestant religious
institutions perform holy unions of gay or lesbian couples (Cherry and Mitulski 1990;
Porter-Chase 1987; Witt et al. 1995). More than 350 churches in the country voted to
be included as “welcoming churches” for the gay and lesbian community and a cre-
ated a publication called Open Hands to provide resources for ministries whose pa-
rishioners include lesbians and gays (Witt et al. 1995).

Perhaps because traditional religious structures have not been viewed as a source
of support for gay men or lesbians, many lesbians and gay men shun religion alto-
gether and are simply not part of any organized religion. For those with strong reli-
gious beliefs who are open about their sexual orientation but do not seem to fit into
more traditional structures, churches and synagogues with almost exclusively gay and
lesbian members can provide an answer. Openly gay and lesbian persons are members
and leaders in many nongay mainstream denominations, and for those who prefer to
keep their sexual orientation private, just as gay men and lesbians tend to disappear
into the heterocentrist economic mainstream, so, too, can they disappear within the
church and its community.

The elementary and secondary school systems are not often thought of as being
an area of strong support for gay and lesbian students. And while this part of the
social structure provides fewer supports than it could for its at-risk lesbian and gay
students, some positive changes are starting to occur. Perhaps one of the most trou-
bling, yet worthwhile, is the reality that lesbian and gay youth do exist and that they
are at risk. By acknowledging their reality, no matter how disturbing, positive steps
can be taken to decrease this population’s risk factors. The GLSEN organization pro-
vides one means of ensuring this. Because gay and lesbian youth often do not want
to be perceived as different from their peers, they usually cope by pretending to be
nongay. Organizations such as GLSEN provide curricula to elementary and secondary
schools that portray the realities of lesbian and gay youth and make the process of
coming out somewhat less traumatic.

In addition to hiding, more open lesbians and gays in the elementary and sec-
ondary school systems cope by participating in activities in the gay and lesbian com-
munity or support groups designed for them. For example, the New Orleans lesbian
and gay community center encourages younger lesbians and gays to participate in
group activities at the center as well as providing an after-school place to meet.

More encouraging activities are occurring in the postsecondary arena. The aca-
demic pursuit of knowledge in the area now known as queer studies provides scholars
with information related to and about the gay and lesbian lifestyle, communities, and
history. As more and more information about this population is amassed and made
common knowledge, the hope is that stereotypes and myths will be replaced with
truth and that hatred and discrimination will vanish.

Gay men and lesbians manage to survive in family settings in a variety of ways.
Coping in the family of origin may not always be easy, but every gay man and lesbian
has been part of the challenge to do so. Camouflage is a useful protection in a hostile
environment and one that serves gays and lesbians well. If camouflage is not possible,
other coping mechanisms include distancing from the family (in teens this may mean
running away), denial of sexual orientation, or honesty and attempts to work things
out. But perhaps the most adaptive coping strategy used by gay men and lesbians is
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the creation of supportive family units. Comprised of gay or lesbian couples with
other friends and family or comprised of single lesbians or gay men with identified
support systems, these families of choice historically have been and continue to be
the mainstay of lesbian and gay endurance. Gay and lesbian people have always ex-
isted and have always managed to find one another and to provide support for one
another even in historically grim times (Appleby and Anastas 1998; Mallon 1998;
Shernoff 1995, 1998; Tully 1995; Walker 1999). No legal marriage vows bind gay or
lesbian couples, traditional heterocentrist society creates barriers for them, and yet in
rural, urban, and suburban areas lesbians and gay men exist and even flourish.

In sum, the most protective armor worn by lesbians or gay men is their cloak of
invisibility. While some may argue that to be invisible is to deny a vital part of one’s
identity, to not do so might be more injurious. But increasingly lesbians and gays are
choosing not to remain invisible, but rather to share their sexual orientation in the
workplace, at church, at school, and with family members. Sharing what has been
defined as a deviant and often illegal lifestyle may carry risks, but it also carries the
reward of not denying part of the self. As more role models emerge in the media (such
as Ellen DeGeneres or Nathan Lane), are historically claimed (such as Edith Head or
Laurence Olivier), or are found in major films (like Philadelphia or High Art) or in
theatre (M. Butterfly or The Children’s Hour) more gays and lesbians will find it easier
to come out. And as more legal, economic, religious, educational, and familial sup-
ports emerge, lesbians and gay men will find it less necessary to camouflage them-
selves to part of the world. Until a more tolerant societal situation evolves, gay men
and lesbians will cloak themselves in certain situations, will create opportunities to
sustain themselves within the gay and lesbian community, and will continue to cope
in a heterocentric world.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Microlevel programs are customarily defined as those social work services and inter-
ventions designed to be used with individuals, couples, groups, and families. Such
interventive strategies have been part of social work since the emergence of the pro-
fession. There are still few social service agencies whose services are aimed solely at
members of the lesbian and gay community, although there are social work practi-
tioners in private practice whose clientele are primarily gay or lesbian, and within
traditional social service agencies programs for gays and lesbians may exist. Generally,
the lesbian woman or gay man seeking social services will be confronted with the
same array of service providers as their nongay counterparts. And, also like their
nongay counterparts, services provided to gay or lesbian persons may be voluntary,
suggested, or mandated.

Because gay and lesbian people voluntarily may seek services for depression,
anxiety, low self-esteem, relationship problems, substance abuse, health issues, sexual
dysfunction, coming out, and having and raising children, social workers play roles
similar to when working with nongays. Thus, it is appropriate for the social worker’s
roles to include those of social broker, enabler, teacher, mediator, and advocate, as
each of these interventive roles has its appropriate place when working with lesbians
and gays.

Although common presenting problems and interventive roles are similar for
nongay and gay populations, the social worker must avoid both the “heterosexual
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assumption” (the assumption that all clients are heterosexual) and all forms of ho-
mophobia. Often gay men or lesbians seek social services for reasons totally unrelated
to their sexual orientation, but when issues about coming out, sexual dysfunction,
HIV/AIDS, or sexual identity issues are the presenting problem, social workers must
know how to create a homosocial space that is safe for gay or lesbian self-disclosure.
It has been demonstrated that social workers are as homophobic as the rest of the
general population (DeCrescenzo 1983–84; DeCrescenzo and McGill 1978; Tate 1991;
Wisniewski and Toomey 1987), and that many social service agencies still have pol-
icies that assume heterosexuality or otherwise discriminate against gays and lesbians
(McClellen 1998). This is particularly acute in hospital settings and in agencies that
deal with children where social work professionals must struggle against institutional
homophobia.

Social work roles that have been particularly evident since the outbreak of HIV/
AIDS include those individual and group services developed for persons who are
HIV-positive. Since the early 1980s social workers have played a key role in providing
support services, caregiving, and finally hospice services to countless numbers af-
fected by the AIDS pandemic.

When gay men or lesbians are referred to social workers for reasons other than
on a voluntary basis, the professional must be alert to both overt and covert realities.
If, for example, a lesbian has been arrested for murdering her “friend” it would be
helpful to know whether or not the relationship was more than platonic. Or if a “busi-
ness partner” of a stroke victim shows up at the emergency room wanting to see his
partner, will he be dismissed as a nonrelative and denied access to the patient?

Mezzolevel programs that revolve around community have, like microlevel in-
terventions, been part of professional social work since its beginning. They are con-
cerned with advocacy, mobilization, service, and organization within communities
and seek to promote change at the community level (Kahn 1995). Both the larger
heterocentric community and the smaller lesbian and gay communities have been
described. And social work professionals provide services on behalf of gay men and
lesbians within both of these communities. In the heterocentric community, social
workers have participated in demonstrations for gay and lesbian civil rights, have
helped create laws and policies aimed at eliminating discrimination on the basis of
sexual orientation, and have worked toward erasing institutionalized homophobia.
Within the gay and lesbian community social workers have created agencies dedi-
cated to gay and lesbian youth, have mobilized gay and lesbian community members
to demand appropriate funding for HIV/AIDS research and medications, have created
elaborate political action committees to ensure their civil and legal rights, and have
worked tirelessly to protect gay and lesbian existing freedoms.

Although the focus of social work is more on practice with individuals, couples,
families, and groups, community organization has a vibrant place when working with
gays and lesbians. Social work practitioners should remember that gay men and les-
bians create their own communities and as such may require help in negotiating
barriers constructed by the heterocentric social order. For example, when no services
were available for lesbian and gay homeless youth, social workers created an agency
to meet the need. In this instance, not only were the roles of advocacy, mobilization,
service, and organization within the community effectively used, change at the com-
munity level occurred.

Macrolevel programs are those professional social work activities related to the
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social institutions with which persons must interact in the course of daily living.
Working with large systems seems of interest to only a few social work practitioners,
but it can be that intervention on behalf of gay men and lesbians and their commu-
nities could have the most lasting change. At the agency level, social workers working
in local agency settings where homophobic policies and practices exist should work
toward the institutionalization of a homosocial space that accepts diversity and avoids
vestiges of institutional homophobia. Those working in state agencies should be sim-
ilarly active, and those advocates and policy practitioners employed by such progay
organizations as HRC or NGLTF should seek to ensure the legal and civil rights of all
lesbian women and gay men. Both HRC and NGLTF have professional positions that
fit well within social work’s values and ethics, and both organizations have a national
scope designed to conquer institutionalized homophobia (Human Rights Campaign
1998a, 1998b; National Gay and Lesbian Task Force 1998a, 1998b).

ASSESSMENT AND INTERVENTIONS

It has been noted that gay men and lesbians often seek services for similar reasons as
their nongay counterparts. This section explores some of the unique issues and situ-
ations associated with being gay or lesbian that will help the social work practitioner
with assessment and intervention when working with this population. The constructs
of assessment and intervention seem to be two sides of the same coin, and as such
both need exploration to ensure appropriate services for gay and lesbian clients. The
first part of this section examines distinctive person-in-environment issues that are
generally seen as being related to the gay or lesbian lifestyle, and the second part
explores interventive strategies that have utility when working with clients who do
not, in some ways, conform to the demands of the heterocentrist social order.

The term assessment can mean the process of evaluating or appraising (The
American Heritage Dictionary 1985), or understanding and evaluating (Germain 1979;
Meyer 1995). In social work, assessment is usually conceptualized as the professional
process undertaken by the social worker to reach an understanding of the presenting
problem, the client, and the current situation in order that appropriate interventive
strategies can be developed and utilized to alleviate or solve the problem (Compton
and Galaway 1994; Germain 1979; Germain and Gitterman 1996). Because the lesbian
and gay population is heterogeneous, it is impossible to detail assessment strategies
for every social service need of the group. Rather, this section will present what have
generally been seen as unique issues facing gay men and lesbian women—invisibility
and the heterosexual assumption, homophobia and its impact, and developing a sex-
ual identity and coming out.

A key element in the assessment process is that of client and worker understand-
ing of the current situation and the person in that unique situation. Being a lesbian
or gay person is not unlike being left-handed—it is not readily apparent, may be
extremely awkward at times, but is always part of the person. It may or may not be
relevant to the reason a client is in need of services. For example, Cecelia, a 54-year-
old lesbian who was the guardian of her 90-year-old hospitalized terminally ill
mother, was referred to the hospital social worker to assess the mother’s pending
death and the impact it might have on Cecelia. Her sexual orientation was not germane
to the immediate problem, but it would be important to know that Cecelia’s partner
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of thirty years was the primary caretaker of Cecelia’s mother and more likely to need
the services. But in the case of Bob, a 27-year-old married man who had recently had
his first sexual experience with a male lover and was confused about his sexual iden-
tity, knowing his sexual orientation would be important to the assessment process.
The reality is that many social workers still assume their clients to be heterosexual.
This denies the opportunity for honest dialogue and assessment from the beginning
of the client/practitioner relationship.

To be skilled at assessing the sexual orientation of a client, social workers can
make their offices and waiting rooms “homosocial.” Including gay- or lesbian-oriented
journals, popular newspapers, or magazines is one simple yet effective means to con-
vey acceptance. Similarly, intake forms should be designed to include routine ques-
tions about living situations that are not biased toward a heterocentric model—rather
than asking about a “spouse” or “relatives,” one could ask about important people in
the client’s life and let the client provide the nature of the relationship. Also, social
workers need to listen closely when clients are sharing their unique situations. Pos-
sible keys to sexual orientation may (but not always) include long-term relationships
with members of the same sex, living with a member of the same sex, being involved
in lesbian or gay organizations, or referring to a same-sex relationship with such terms
as “significant other,” “partner,” “lover,” “mate,” “co-vivant,” or “good friend.” Clues
to sexual orientation may be provided if clients are known to frequent gay or lesbian
restaurants or bars, or are frequently seen involved with activities in the gay or lesbian
community, or subscribe to popular gay press publications. However, extreme caution
must be used when following what may be seen as stereotypic and generalities be-
cause many nongay persons also use similar terminology, frequent similar establish-
ments, and read similar publications.

While it is acceptable to ask about sexual orientation, nongays may be put off by
the suggestion that they were perceived as something else, and gays and lesbians may
not be immediately forthcoming with the information. The discussion of anything
sexual is still highly emotionally charged and must be handled with dignity and sen-
sitivity. A huge hurdle is simply having the social work practitioner overcome per-
sonal fears of discussing sexual matters. Social workers must also realize that just
because a person is lesbian or gay may or may not be the reason for the visit and that
gay men and lesbians tend to reveal their sexual orientation (or come out to the
worker) when there is some need to do so (Tully 1989).

Likewise it is acceptable to have clients inquire as to the sexual orientation of a
social work professional. Although data indicate gays and lesbians do not tend to
choose professionals on the basis of the professional’s sexual orientation (LeBlanc
and Tully 1999; Tully 1989), revealing one’s sexual orientation to a client can have
positive or negative effects (Anthony 1981–82; Goodman 1985; Woodman, Tully, and
Barranti 1995). The prevailing professional wisdom is for the practitioner to use dis-
cretion and have some compelling reason for sharing the information. For example,
Rocky, an 18-year-old gay high school student living in a rural area was involuntarily
placed in therapy to cure him. His social worker, a 35-year-old successful gay man
accurately assessed Rocky as suicidal and shared with him possible coping strategies.
But, Juanita, a 76-year-old lesbian who had lived with her partner for forty years, was
horrified when her social worker shared her personal sexual orientation and then
questioned Juanita about her sexual orientation. Her reply was that sexuality was a
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matter of privacy and that she and Anna simply shared a one-bedroom apartment to
save money.

In sum, when making initial assessments social workers must not assume that all
clients are heterosexual, and they must be cautious about labeling. Creating a homo-
social space that is safe for gay men and lesbians, having the ability to discuss sexual
issues professionally, and being alert to the subtle nuances of the client’s story are
also vitally important when working with lesbians and gay men.

Invisibility would not be an issue in the gay and lesbian population were it not
for homophobia. Homophobia is found in every crevice of the social structure and
impacts gays, lesbians, and nongays at very basic levels. Homophobia is at the root
of discrimination and hatred toward lesbian women and gay men. It is overtly rec-
ognizable in jokes about faggots and dykes, in hate crimes against gays and lesbians,
in legal and religious proscriptions against lesbians and gays, in gay and adolescent
suicide, and in basic beliefs about differing sexual orientations. It is covertly found
in the heterosexual assumption, the acceptance of heterocentric norms and mores,
the denial of job promotions, and the devaluation of the gay and lesbian lifestyle.

Certainly not every gay or lesbian person has experienced every form of homo-
phobia, and while some may deny having ever experienced homophobia, it is virtu-
ally impossible to grow up in a nongay world and be totally immune to some facets
of homophobia. Homophobia can be as overt as the killing of Matthew Shepard or as
subtle as not being given a scholastic honor. It is ubiquitous, and social workers must
be aware of its impact on the client, the client’s unique situation, and the system.
Further, social workers must be aware of the impact of homophobia on themselves.
All these dynamics can play an important role in the assessment process.

That homophobia has impacted a lesbian or gay client at some point in time is a
reality, but whether or not homophobia is involved in a presenting problem may not
be immediately clear. In overt cases of discrimination or abuse, homophobia may be
easily identified in the assessment process. However, if the homophobia is subtle,
even the client may not recognize it as such and overlook it as an issue. For example,
Cathy had applied for a scholarship to attend graduate school. Her grades were ex-
cellent, she thought she had the inside track on the award because her female lover
had “connections,” and the other finalists were outclassed by her performance and
ambitions. She was not awarded the scholarship. The official reason for the rejection
was that Frank was deemed a more “suitable candidate.” Cathy accepted the com-
mittee’s stated reason, but later heard that she was denied the scholarship because
someone on the awards committee had heard a rumor that Cathy was a lesbian. Since
Cathy had known all the committee members since she was a child, she could not
believe they would deny her the award and decided that indeed Frank was the better
candidate.

Clients may internalize homophobia and the resulting consequences of this may
include low self-esteem, depression, suicidal ideation, substance abuse, isolation,
self-loathing, heterophobia, or acting out. And while these symptoms are not symp-
tomatic of lesbians and gay men exclusively, in the assessment process they must be
considered as a possible consequence of homophobia. Internalized homophobia, like
other issues associated with homophobia, may or may not be related to the need for
interventive services. It is from the client’s narrative that a discerning social work
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practitioner will be able to determine the extent to which homophobia relates to the
situation of the client and the client’s present psychosocial environment.

In addition to assessing the extent to which homophobia is related to the pre-
senting problem of the client, social workers must also be aware of the levels of ho-
mophobia in the social service sector in which the services are offered, and the
amount of homophobia in the social work practitioner. As mentioned earlier, many
agency policies still reflect homophobic attitudes, and many social work practitioners
still hold homophobic values, beliefs, and ideas (DeCrescenzo 1983–84; DeCrescenzo
and McGill 1978; Tate 1991; Wisniewski and Toomey 1987). The assessment phase
will not be successful if the lesbian or gay client is faced with a homophobic worker
in an unsupportive agency, and appropriate interventive services will be aborted. For
example, Jon and Theo, a gay couple, were anxious to adopt a baby through a reli-
giously conservative agency. When the social worker, a member of the Christian Right,
did the home visit, their sexual orientation was discovered; and although the couple
was well suited otherwise, the adoption process was halted immediately.

In sum, homophobia is a reality in the lives of every gay man or lesbian, but the
extent to which it manifests itself varies from person to person, situation to situation,
and community to community. But because of its insidious nature, it may be difficult
to grapple with and may not be seen as a problem for the person experiencing it.
Social workers and their gay and lesbian clients must assess the extent to which
homophobia plays a role and then move forward.

Invisibility and the denial of discrimination on the basis of homophobia are fairly
effective coping mechanisms when confronted with life in a hostile environment and
perhaps could be seen as adaptive strategies. While these two curiously lesbian and
gay phenomena may tend to hide the gay man or lesbian from view, the coming-out
process thrusts the fledgling lesbian or gay individual directly into overt confrontation
with everything nongay.

The sexual developmental process for adolescents is seen as more or less linear
where certain physiological developmental changes give way to predictable psycho-
logical responses resulting in an adult who is psychosexually intact (and heterosex-
ual). For the gay or lesbian, the process of developing a sexual identity has been
characterized as nonlinear and occurring at any chronological age. The coming-out
process has been described as one of possible crisis, confusion, and disquiet (Cass
1979; Chapman and Brannock 1987; Coleman 1981–82; Morris 1997; Savin-Williams
1989a, 1996). While there are several models for coming out, they have the following
things in common:

The coming-out process is not linear and is not related to chronological
age.
It is multidimensional, including cognitive, behavioral, emotional, and
sexual aspects.
At some point, the individual feels different from nongays because of
strong emotional attachments or sexual feelings for members of the same
sex. These feelings can be ignored, repressed, questioned, denied, ac-
cepted, or acted on.
Once having identified the awareness and accepted its reality, the individ-
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ual defines the concept of homosexuality in an attempt to make it an ac-
ceptable part of the personality. This may include identity confusion, in-
volvement with the gay and lesbian community, alienation from the
nongay community, hetero- or homosexual experimentation, ambivalence,
denial, or acceptance.
Having adopted a positive internalized acceptance of homosexuality, the
individual tends to become more involved with the gay and lesbian com-
munity by developing intimate same-sex relationships, the internalization
of a gay or lesbian identity, disclosure of this identity to others, and a
psychologically healthy view of the self in spite of institutional homo-
phobia.

Each of these need to be considered during the assessment phase, but as with other
issues of lesbian and gay assessment, coming out may or may not be the primary
reason for intervention. However, it has been documented that during the early phases
of coming out is a time when gay men and lesbians may need intervention (Cass 1979;
Child Welfare League of America 1991; McDonald 1982; Morris 1997; Savin-Williams
1989a, 1989b, 1996). It is important for the social worker to assess at what point in
the coming-out process the client is in, as appropriate interventive services for a teen-
ager confused about her or his sexual identity will vary considerably from services
developed to help an aging lesbian who has a positive sexual self view but is dying.

In sum, the assessment phase is a dynamic one where gay and lesbian clients
have an opportunity to engage in the social work process and to honestly evaluate
whether or not sexual orientation has any relevance to the psychosocial factors pre-
cipitating the need for services. Those things that are unique to lesbians and gay men
in the United States include a generalized belief that there are no gay men or lesbians
or that the number of them is too small to warrant serious attention to their issues,
thus making them an insignificant and invisible minority; that every lesbian and gay
man in this country has, at some point in his or her lifetime, been touched at some
level by homophobia, and that coming out is a lifelong continuing process of personal
affirmation for gay men and lesbians. To ensure the development and implementation
of appropriate interventions, each of these should play some role in the assessment
phase.

The term intervene means to come or lie between two things so as to hinder or
modify or to enter into a suit as a third party to protect an interest (The American
Heritage Dictionary 1985). Coming from this construct, the social work concept of
intervention is usually described as those professional social work activities defined
by interventive roles used to achieve the goals that emerge as the result of the assess-
ment phase (Compton and Galaway 1994). While the assessment phase is used to
identify and clarify problems and possible solutions, the intervention phase is de-
signed to develop and operationalize a feasible scheme for addressing or solving those
problems. The traditional interventive social work roles of social broker, enabler,
teacher, mediator, and advocate (Compton and Galaway 1994; Pinderhughes 1995) all
have utility when dealing with gay men and lesbians; how each role can be applied
is discussed next.

Social brokering is linking those in need with existing services that may be of
benefit. Gay men and lesbians have varying knowledge of what supportive services
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and community linkages are available. Those new to a lesbian or gay identity may
have fewer resources available simply because their knowledge is limited. Social
work practitioners have an excellent opportunity to link gays and lesbians to re-
sources only if the social worker is aware of existing possibilities. A powerful tool
available to the gay and lesbian community as well as the social work professional is
that of the Internet. Abundant resources related to the gay and lesbian experience are
easily accessed. Popular websites include those of HRC (http://www.hrc.org), NGLTF
(http://www.ngltf.org), GLSEN (http://www.glstn.org), and PFLAG (http://www.pflag.
org). All provide links to other equally worthwhile sites and all provide a realistic
glimpse into the gay and lesbian community.

Coupled with a working knowledge of lesbian and gay resources available in the
worker’s own community and an ability to link clients with the appropriate service
will fulfill an important function. For example, Todd a 28-year-old sexually promis-
cuous gay man confides to his social worker that he has not been practicing safe sex
and is fearful he may be HIV-positive. To be unable to tell him where to be tested and
of available services would be untenable. Or if parents suspect one of their children
to be gay or lesbian, it is helpful to use the resources of the local PFLAG group as a
referral.

Another tool of intervention is the role of enabler. Enablers assist clients to dis-
cover within themselves strengths and resources to cope with and create changes
necessary to accomplish the goals of the agreed to service contract. The enabler allows
the client to create the needed environmental changes by supporting client activities
through encouraging articulation of issues, allowing for ventilation, providing en-
couragement, or providing logical discussion (Compton and Galaway 1994). This role
can have utility when working with members of the gay or lesbian community.

It is not uncommon for lesbians or gay men to have internalized aspects of ho-
mophobia that may lead to depression or lowered self-esteem. Coming out can lead
to sexual identity confusion, and a perceived lack of generalized social support for
their lifestyle can cause gays and lesbians to feel disenfranchised. However, as noted
earlier, gay men and lesbians have a tremendous capacity for resiliency. This strength
may be eclipsed by heterocentrism, however, and social workers may find it necessary
to help gay and lesbian clients discover the power within themselves and within the
gay and lesbian community. For example, the police referred Stella, a physician, to
the social worker. She complained of being physically abused by her “friend.”
Through the assessment phase it became clear that her live-in lesbian lover had beaten
Stella. While she was angry, hurt, and upset at what had happened, Stella was not
certain what to do next. After assessing that Stella was not in need of medical treat-
ment and that she had a safe place to spend the night, the social worker encouraged
Stella to verbalize her feelings and ventilate. This allowed for an examination of the
relationship and began to provide steps for a possible solution. With encouragement
and reassurance, Stella formulated an appropriate goal and steps by which to attain
that goal on her own.

A third interventive role that has profound implications for working with gay
and lesbian clients is that of teacher. The teacher role is one where the social worker
is in a position to provide new information needed for coping or remedying situations
faced by the client. There is a vast amount of misinformation, myths, and stereotypes
associated with lesbian women and gay men. Both social work practitioners and
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clients benefit from the role of teacher. Clients have an opportunity to teach profes-
sionals what it is really like to be a member of a frequently despised, disenfranchised
minority group, and social workers have a chance to provide information to gays and
lesbians related to differing ways of addressing problems. Enabling and teaching have
overlapping functions. Enabling encourages clients to use existing resources, and
teaching encourages the introduction of new resources designed to help clients cope
with and solve problems (Compton and Galaway 1994).

Social work practitioners may look to their gay and lesbian clients for information
related to the lesbian and gay experience. From information learned about the realities
of a gay or lesbian lifestyle, social workers should start to see similarities between the
needs of gay men and lesbians and other stigmatized groups. Although not identical,
similar experiences may provide new avenues of exploration for problem solving.
The teaching role then becomes a reciprocal one where both the client and the pro-
fessional provide and create new ways of thinking.

For example, Juan and Chuck, a gay couple, were having severe disagreements
over how open they should be because of homophobia in the workplace. They referred
themselves to the local mental health center at the suggestion of a friend. The social
worker, a woman who had grown up in the slums of Honduras, knew and understood
about hatred, racism, and sexism, but was not as well educated about gay men.
Through a series of sessions the couple learned of various coping mechanisms to deal
with discrimination, and the social worker learned about homophobia and the ex-
perience of being a gay couple.

A fourth interventive role appropriate for use with lesbian or gay clients is that
of mediator. Mediation is that activity designed to resolve or settle disputes between
the client and systems in which they operate. A social worker who is knowledgeable
about the gay and lesbian lifestyle and resources available can provide countless ser-
vices on behalf of clients who because of legal or religious proscriptions may have
been silenced. For example, a gay couple terminating a relationship of many years is
unable to equitably divide their property. Their disputes have become so disruptive
to the neighbors that a friend suggested mediation. Through a series of mediation
sessions where each had an opportunity to negotiate terms, a legally binding settle-
ment agreement was signed.

Mediation can take many forms including disputes related to terminating gay or
lesbian relationships, financial issues, monogamy versus nonmonogamy concerns,
sexual openness, domestic violence, property settlements, coming-out dilemmas, or
parent-child arguments. Again, the caveat must be that the social worker understand
the gay and lesbian condition in order to be successful at mediation.

The fifth interventive role that can be successfully used with lesbian and gay
clients is that of advocate. Advocacy is the process whereby the social worker be-
comes the client’s speaker and presents information on behalf of the client. For ex-
ample, a young lesbian mother living in a conservative rural Louisiana town was
engaged in a custody battle with her alcoholic ex-husband. The two children, both
girls, were aged 5 and 7. Both wanted to live with their mother, but the father was
unwilling to allow that because of his ex-wife’s lesbianism. The mother’s lawyer con-
tacted a social worker to testify as an expert witness and advocate on behalf of the
mother. Based in part on this intervention sole custody was granted to the mother.
Had the social worker not had a detailed knowledge of the realities of lesbian par-
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enting and related research associated with homosexuals and homosexuality, the
chances are good that the outcome might have been different.

ILLUSTRATION AND DISCUSSION

Gay and lesbian persons are as diverse as the society in which they live.
They are not identifiable by race, ethnicity, socioeconomic status, age, reli-
gion, intellectual abilities, physical capacity, or sex. Because of this diversity
and because clinical issues that may require social service interventionsvary,
the following three case situations and discussions are presented. They in-
clude the case of Kay, an adolescent struggling with her sexual identity; Rolf,
a victim of domestic violence; and Juanita, a hospice client.

Kay, a 16-year-old adolescent, was hospitalized because of a suicide at-
tempt. She is one of four children who live with a single 40-year-old, Dana.
Dana is a devout member of the Christian Coalition and has raised her chil-
dren following strict biblical instructions. Kay had attended Sunday school
and church-related activities three times a week since she could remember
and considered herself a Christian. She also thought of herself as somewhat
different from her peers at school and always had close best friends who
were girls.

As Kay went through puberty and became sexually mature, her emo-
tional feelings for her best friends deepened and she began to have same-sex
sexual fantasies. Knowing this was unacceptable, she hid her feelings from
her friends and herself. However, one of her best friends wrote Kay what
could only be described as a love letter and Kay responded in kind. The
couple became inseparable, riding to school together, attending church-
related activities together, writing poetry to one another, talking on the phone
daily.

Dana paid no attention to these activities until one afternoon when she
discovered one of the Kay’s more passionate letters that described in detail
her same-sex sexual desires. This discovery caused Dana to confront her
daughter, and when confronted with the evidence, Kay did not deny her
feelings and said she felt relieved that her mother now knew the truth. Dana
demanded that the relationship between the teenagers stop. To ensure Kay’s
mental health, Dana contacted her pastor, who referred Dana and Kay to a
reparative therapist who could cure Kay of any homosexual tendencies she
might be developing.

Kay had been in treatment with the reparative therapist for one year. In
that time she had been placed on antidepression medication, had been sub-
jected to aversion therapy, and was forbidden contact with any of her old
friends. Her mother had placed her in private school and kept a close watch
on her activities. Despite prayer, various group and individual therapies, and
medication, Kay still found herself sexually attracted to members of her own
sex. Feeling utterly worthless and alone, she overdosed on her prescription
medications and her mother’s sleeping pills. Her sister found her in time to
save her life, and she is receiving services from the hospital social worker.
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The assessment phase of intervention began when the social worker met
with Kay alone. The medical records indicated the attempted suicide but
little else. The name of the reparative therapist was listed as a contact. Kay
presented as a scared, but intelligent young woman who said she wanted no
contact with the reparative therapist. She also said she was not interested in
seeing her mother at the moment because it was her mother’s fault that she
was in her current situation. When asked to explain this, she stopped talking.
The social worker had recognized the name of the reparative therapist as one
whose practice centered on sexuality and questioned Kay about her associ-
ation with this person. Through probing, Kay began to share information
about her deep spirituality, interest in the church, and her “best friend.” She
successfully managed to ignore her past relationship with the therapist. But
she did weave a tale that included her mother’s intense dislike of the best
friend, pastoral counseling sessions designed to rid the soul of sin, and finally
of reparative therapy to “fix” her and make her “normal.” When asked what
normal meant, she cried, “You know, not queer!” and burst into tears.

Once the sexual orientation issue was identified, Kay was able to share
her year of what she described as “torture” while the therapist worked with
her to cure her of her sinful ways. Although she said she had tried, she was
psychologically and sexually attracted to women and because she knew she
could never change, she decided that she would be better off dead and that
her family would be better off in the long run not having a queer in the family.
She was still uncertain about how she would relate to her mother, because
she believed strongly that her mother’s inability to accept her for who she
really was had caused her to go through the horrors of reparative therapy
and forced her to her suicide attempt.

It was important to assess what goals Kay could define in relation to her
situation. She had come close to death and found life to be the better option.
She wanted to work on things that would make it possible for her to feel
okay about herself. First, the social worker explored the relationship between
Kay and her mother further and discovered a long-term bond between them
had been severed because of Kay’s sexual confusion. This deeply saddened
Kay and she wondered whether or not the bond could be re-created. She said
she would like to work on that. The social worker was acquainted with the
gay and lesbian lifestyle and community and asked Kay what she knew about
them. The answer was clouded with stereotypes and myths, and they agreed
to include this as a goal. A third goal revolved around Kay’s deep Christian
faith and its compatibility with same-sex desires. The final goal was related
to Kay’s continuation with reparative therapy. As her mother was respon-
sible for the therapy, a goal to work with Dana to cease this intervention
was agreed to.

These goals will require the social worker to be an enabler, a teacher, a
mediator, an advocate, and a social broker. As an enabler the social worker
will support Kay’s strengths, desire to live, and encourage her to achieve her
goals. As a teacher the social worker can teach Kay and her mother about the
realities of the gay and lesbian lifestyle, and as a social broker, the social
worker can link Kay with such resources as the Metropolitan Community
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Church or other Christian churches that welcome lesbians and gays. As a
mediator, the social worker can help resolve differences between Kay and
her mother around the issue of sexual orientation, and as an advocate, the
social worker can speak to Dana on behalf of Kay in relation to the cessation
of reparative therapy with the knowledge that the NASW condemns such
therapies.

Rolf is a 38-year-old lawyer who has lived with his partner Eric for six
months. Eric is a 30-year-old member of the police force. Eric was hired as
part of a diversity initiative and was recruited, in part, because he was openly
gay. Rolf is terrified that his wealthy clients will discover his sexual orien-
tation, so he hides his gay identity except on those few occasions when he
and Eric participate in discrete gay gatherings. This difference in sexual
openness has been the source of frustration and anger between the two, but
recently the quarrels have escalated. Eric assaulted Rolf and threatened him
with his semiautomatic; Rolf threw a baseball bat at Eric and threatened him
with a kitchen knife. This fight was followed by the couple renewing their
love for one another and promising such behavior would never reoccur.
Sadly, when, Eric wanted to take Rolf to the exclusively gay Mardi Gras ball
and Rolf balked at the idea, the battle began again. After the last fight, when
Eric severely beat Rolf, Rolf shot Eric, using Eric’s weapon. The police ar-
rived, Eric was transported to the emergency room in critical condition and
subsequently died. Rolf went to city lockup, where he was booked for first-
degree murder. As part of the jail’s intake process, Rolf was required to be
interviewed by a social worker.

When interviewed, Rolf was almost unable to understand what had hap-
pened. He was upset, outraged at his own behavior, shocked at the death of
his “friend” and “roommate,” and horrified at the idea of being in jail (what
would his clients think?). He was aware of his legal rights and requested
ongoing social services from the social worker as long as he was in jail. The
first meeting went badly. Rolf denied wrongdoing, stating it was self-defense,
that he, not Eric, had been the victim, that Eric had gotten what he deserved.
His hostility evident, Rolf paced and smoked during the entire session. While
he said he wanted someone to talk to, Rolf was not forthcoming. The meeting
ended with an agreement to meet again.

The second session was more productive as Rolf had been incarcerated
for more than a week and had no prospect of being released on bail. He
presented himself as poised, reserved, and introspective. He was calm and
apologized for his previous temper tantrum with the social worker. When
asked about the nature of his relationship with Eric, his temper flared mo-
mentarily, then he simply stated the two were friends and shared an apart-
ment to save money. When asked about his momentary defensiveness, Rolf
said that some people thought he and Eric were gay and that “really pissed
him off.” When asked why he had such a visceral reaction to being thought
of as gay he stated that “being a faggot and a lawyer in the south are not
compatible.”

When asked what precipitated the shooting and caused his obvious cuts
and bruises, Rolf was quiet. When asked about his general relationship with
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Eric, he was quiet for a time and then related how the two had met at a
seminar on linkages between the legal and police communities where they
had been randomly assigned as buddies. The relationship grew from that
point and the two had drinks, ate quiet dinners alone, went to the theatre,
and eventually decided to move in together. They had lived in what was
widely known as a “gay ghetto,” although Rolf described it as a “reclaimed
and developing section of the city.” He made no mention of his sexual ori-
entation.

When asked again what had caused the relationship to crumble, Rolf
began to share that on occasion the two would argue over “stupid little
things, like where to go to dinner.” He said the frequency and the intensity
of the fights increased over a four-month period. He stated he had become
progressively more and more afraid of Eric and his temper, but he had failed
to contact the police because Eric was on the force and “it would just look
like these two queer types were having a fit.” On more than one occasion
Eric had battered Rolf to the point where Rolf needed medical attention.

Rolf’s continuing references to “queers” and his description of his rela-
tionship with Eric provided the first clues to his actual sexual orientation.
The social worker, while fairly certain that Rolf was gay, provided a safe,
nonhomophobic space where Rolf could tell his own story, in his own way.
But Rolf’s continuing denial of his lifestyle and internal homophobia was a
concern that needed attention.

At a subsequent session the worker brought in a copy of one of the local
gay newspapers and laid it on the table. A large picture of Eric was the cover
photo and the headline read “Gay Cop Murdered by Lover.” Rolf’s immediate
reaction was to turn bright red and stammer something that sounded like
“Oh shit.” He then sat down, lighted a cigarette, and told the social worker
exactly what had happened during the last fight.

His story was classical in its theme of domestic abuse and the spiral of
violence. As he had noted in previous sessions, the first couple of months
with Eric had been paradise, but then Eric wanted to be more out than Rolf
felt he could be, which led to increasingly frequent and volatile disagree-
ments between the two. Always initiated by Eric, the fights became so brutal
that on two occasions Eric had to take Rolf to the emergency room for
stitches. Both always covered up how the wounds had been inflicted and
following the fights the two entered into the usual honeymoon phase com-
mon to such situations. The night of the shooting the theme of the argument
had been the same, but the intensity of the fight was more vicious. Eric threat-
ened to kill Rolf and pistol-whipped him with his service weapon. Rolf man-
aged to wrestle the gun away from Eric and shot at him once. The bullet hit
Eric in the chest. This story told, the only thing Rolf wanted was to be re-
leased from jail.

Domestic violence and abuse in the gay and lesbian community is often
not acknowledged, and few resources exist to deal with this reality. For Rolf,
as a male gay victim of domestic violence, no programs exist to help him.
The social worker in this case was confronted with Rolf’s internal homopho-
bia and willingness to deny who he was as well as with institutional ho-
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mophobia. Often hate crimes and domestic violence goes unreported to the
police because of the fear that reporting it to homophobic officers may be
worse than the event. Rolf’s narrative unfolds over a period of time, and the
social worker allows this to happen by enabling the dialogue and moving it
closer and closer to the truth. Confronting Rolf with the newspaper occurred
only after a relationship between the client and worker had been established,
which allowed for a more honest dialogue between the two. In this case the
assessment phase took several sessions and the goal established at the end
was simple—to get Rolf out of jail. The goal can be realized by the social
worker continuing to enable Rolf to share the truth that supports his claim
of self-defense.

Juanita is an 85-year-old terminally ill hospice patient who has been
living beside Rose in a double house for thirty-seven years. Privately they
acknowledge their great love for one another; publicly their “forbidden love”
is no one’s business but their own. They have separate addresses and enter
their home through separate front doors. They each have their own telephone
numbers, separate bank accounts, and two cars. At first glance it would seem
these two were merely good friends. But once inside the house it is obvious
that the double house has been converted into a single-family dwelling.

Juanita was diagnosed with inoperable colon cancer a year ago and was
placed in a hospice five months ago. It is thought she has less than a month
to live. She is mentally alert and is deeply concerned over how Rose will
manage after her death. She is terrified that members of her estranged family
will contest the terms of her will in which she has left everything to Rose.
Juanita and the hospice social worker have established an excellent relation-
ship. The social worker had to visit Juanita in her home prior to the place-
ment and was taken into the couple’s confidence about the true nature of
their relationship. The worker was asked to keep this information confiden-
tial even following Juanita’s death but could share the knowledge when both
were dead.

Rose visited daily and no barriers prevented her from continuing her
relationship with her friend. In fact, those at the hospice, both patients and
professionals, enjoyed the caring relationship evident between the two old
ladies. When Juanita died, all the careful planning the two had done seemed
to come unglued. A brother of Juanita’s who had not been seen in decades
arrived to claim the body, stating he was going to take Juanita home to rural
Kentucky for burial. Juanita had stated she “would rather die than spend
eternity in the ground” and wanted to be cremated. Fortunately, the couple
had prepaid their cremations, and the funeral home, with the help of the
social worker, intervened. Juanita was cremated, but, as feared, the family
contested the will. Family members were certain they were due her share of
the house and its belongings, her finances, and her personal effects.

During this time Rose was in a grief support group at the hospice and
had not severed her ties with the hospice social worker. Rose sought help
from the social worker. The immediate goal was simply to ensure that Juan-
ita’s original will be honored.

The most effective way to ensure that outcome is for the social worker
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to act as a social broker and connect Rose with a lawyer who has detailed
knowledge about lesbian and gay legal affairs. But making the linkage is only
one part. The social worker can also act as an enabler so that Rose is sup-
ported in her decision to pursue legal intervention and to encourage her to
be honest with the lawyer.

These three cases, while not coming close to the variety of case situations
social work practitioners will encounter in their work, do illustrate some of
the complexities that exist when working with this population. Assessment
is seen as key, but arriving at an honest and feasible assessment may be
complicated by sexual identity and homophobia. Interventive roles are seen
as the means by which goals are attained. These do not vary because of sexual
orientation, but for effective implementation, they require significant knowl-
edge of gays, lesbians, and their communities.

Relationships between clients and social workers need to be built on
trust, mutuality, and honesty. Actions toward individuals should promote
self-esteem, teach coping skills, reduce psychic discomfort, provide infor-
mation, and strengthen adaptive capacities (Germain 1979). Social workers
who are ignorant about gay and lesbian realities have little hope of creating
this kind of dynamic interrelationship with lesbian or gay persons. Figure
21.4 presents information relative to working with gay and lesbian clients at
the micro-, mezzo-, and macrolevels of social work. And while the focus of
the case studies has been at the microlevel, social workers must not overlook
the need for intervention at the community and organizational levels as well.

In sum, as these cases illustrate, social workers have an opportunity for
creative problem-solving and interventive strategies when working with cli-
ents, communities, or organizations that are involved with gays and lesbians.

CONCLUSION

The values and ethics of professional social work are well articulated in the NASW’s
Code of Ethics. The Code defines six core values that are central to the profession—
service, social justice, dignity and worth of the person, importance of human rela-
tionships, integrity, and competence (National Association of Social Workers 1996).
Embedded in these are the central roots of the profession that historically defined
social work: a belief in the inherent worth of the individual and an individual’s right
to self-determination (Bartlett 1970; Reynolds 1934/1982, 1935).

Pursuant to the professional value stance related to the unique nature of the in-
dividual, the Code of Ethics states that, “social workers should not practice, condone,
facilitate, or collaborate with any form of discrimination on the basis of race, ethnicity,
national origin, color, sex, sexual orientation, age, marital status, political belief, re-
ligion, or mental or physical disability (National Association of Social Workers
1996:4.02). This emphasis on nondiscrimination can also be seen in the following
NASW policy statement related to homosexuality and written in 1977:

The National Association of Social Workers realizes that homosexuality has
existed under varying circumstances throughout recorded history and in
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FIGURE 21.4. Intervention with Gay Men and Lesbians: Micro-, Mezzo-, and
Macro-levels

To provide effective social work services to gay men and lesbian women, the social
worker must consider the following.

At the Microlevel

Avoid the heterosexual assumption.
Accept that sexual orientation is determined by many factors including
genetics and environments.
Understand the coming-out process and its effect on the individual and
their social environments.
Become familiar with issues related to families of origin and families of
choice.
Be aware of the heterogeneity of lesbians, gay men, and their communities.
Understand the differences between gay men and lesbians (e.g. relation-
ships, sexual activities, at-risk behaviors, etc.).
Develop a willingness to talk honestly about matters of sexual activity and
sexual orientation.
Avoid gay and lesbian stereotyping.
Be comfortable with your own sexual orientation.
Discover the reasons individuals are seeking intervention—sexual orien-
tation may not play a role in the presenting problem.
Allow individuals to dialogue at their own pace and with support.
Understand homophobia (insitutional, individual, and internal) and its
impact.
Never engage in any form of homophobia.
Respect client confidentiality.
Understand the ramifications of reparative therapy and spiritual interven-
tions designed to “cure” homosexuality.
Have a knowledge base and know how to access information and resources
related to those groups that are culturally different from your own (e.g.,
racial and ethnic minorities, hearing impaired, blind, etc.).

At the Mezzolevel

Be able to distinguish between the nongay and gay/lesbian communities.
Identify formal and informal structures in the gay/lesbian community.
Understand legal dilemmas facing lesbian and gay persons.
Recognize institutional homophobia and oppression.
Get to know the resources within the gay/lesbian community.
Utilize the resources of the gay/lesbian community.
Encourage dialogue between the gay/lesbian community and the social
service sector.
Evaluate action plans in light of resources in the gay/lesbian community.
Support the gay/lesbian community.
Become a resource person for the gay/lesbian community.

Continued on next page
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FIGURE 21.4. (continued)

At the Macrolevel

Understand the societal proscriptions associated with being lesbian/gay.
Confront institutional homophobia.
Lobby congressional appointees.
Prepare lesbian/gay friendly testimony for policy hearings.
Build constituency networks and coalitions that promote the lesbian/gay
agenda.
Learn to negotiate for an agreeable outcome.
Be gracious, even in the face of homophobia and defeat.

most cultures. A substantial number of women and men in American society
are identified with a lifestyle that includes homosexual behavior. Homosex-
uality may properly be considered a preference, orientation, or propensity
for certain kinds of lifestyles. Millions of women and men whose sexual
orientation includes homosexuality are subject to severe social, psycholog-
ical, economic, and legal discrimination because of their sexual orientation.

NASW views discrimination and prejudice directed at any minority as
inimical to the mental health not only of the affected minority, but of the
society as a whole. The Association deplores and will work to combat archaic
laws, discriminatory employment practices, and other forms of discrimina-
tion which serve to impose something less than equal status upon homosex-
ually oriented members of the human family. It is the objective of the social
work profession not only to bring health and welfare services closer to peo-
ple, but also help alter the unequal policies and practices if health and wel-
fare institutions.

NASW affirms the right of all persons to define and express their own
sexuality. In choosing their own lifestyle, all persons are to be encouraged to
develop their potential to the fullest extent possible as long as they do not
infringe upon the rights of others (National Association of Social Workers
1981:1).

Because social workers have a mandate to work with vulnerable and at-risk pop-
ulations, it is imperative that they work with gay men and lesbians with the knowl-
edge necessary to be effective. Social workers have always worked with members of
this minority, but without recognizing it. It is past time for this to continue.
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22
Homeless People
Marcia B. Cohen

Widespread homelessness exploded on the American landscape in the late
1970s and 1980s. It was a social dislocation to an extreme that the country had not
witnessed since the Great Depression. While initially choosing to deny the existence
of homelessness, the press and the public eventually responded to this phenomenon
with outrage and shock. Advocates and elected officials bitterly debated the extent
and causes of homelessness. As the conservative eighties faded into the moderate
nineties, homelessness became a fixed feature in our environment. We are still dis-
turbed by the sight of homeless people who force us to confront the visible manifes-
tation of poverty. But we are no longer shocked. Homelessness has become one in a
long list of social problems to be researched, studied, and chronicled. As Holloway
(1991) predicted, homelessness has indeed become a field of practice in social work.
The emergence of the homelessness field suggests social work’s continued interest in
addressing problems of severe poverty. But it also reveals the extent to which home-
lessness has become an established social fact, a topic for professional conferences,
doctoral dissertations, and research funding.

Homelessness is not a new phenomenon; it existed long before the 1980s. There
is documented evidence of homelessness in this country going back to the seventeenth
century when transients were “warned out” out of New England towns (Miller 1991).
The “wandering poor” of the nineteenth century included single men and women,
families, and unattached youths. In the late nineteenth and early twentieth centuries,
homelessness became increasingly associated with industrialization and immigration
(Blau 1992). Homelessness grew to unprecedented proportions during the economic
upheavals of the 1930s, when millions of homeless families and “hobos” camped out
and rode the rails, searching for work (Holloway 1991). Blau (1992) describes the
wave of homelessness associated with mature American industrialization as begin-
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ning “with the first major upsurge of tramping in the 1870s and end(ing) 100 years
later with the alcoholics of skid row” (9).

Homeless people have frequently been characterized as isolated, disaffiliated,
unfit, and vulnerable (Arce et al. 1983; Bahr 1973; Blau 1992; Grigsby et al. 1990;
Holloway 1991; Lipton, Sabattini, and Katz 1983). There is, however, a small body of
literature that has documented the adaptive capacities and survival skills of homeless
people who overcome powerful and life-threatening circumstances on a daily basis
(Cohen 1994; Dordick 1997; Golden 1992; Martin 1982; Snow and Anderson 1993;
Wagner 1993, 1994; Wright 1997). Homeless people are indeed vulnerable. They are
vulnerable to the whims of elected officials and policymakers, the reduced accessi-
bility of affordable housing, the vagaries of the job market, and the uncertain avail-
ability of other economic resources. Homeless people are also vulnerable to the rules
and requirements of social agencies and to the social workers who serve them. But
the continued survival of homeless people despite the many risks they confront
speaks to their considerable resiliency.

DEFINING AND EXPLAINING HOMELESS PEOPLE

Establishing an agreed upon definition of homelessness has proven to be a challenge
for governmental agencies, advocacy groups, and social scientists. During most of the
1980s, the lack of a consistent definition reflected and fed political disputes about the
size of the population. The now widely accepted official governmental definition of
a homeless person is “one who lacks a fixed permanent nighttime residence, or whose
nighttime residence is a temporary shelter, welfare hotel, or any other public or pri-
vate place not designed as sleeping accommodations for human beings” (Institute of
Medicine 1988:137). This definition, while broader than its predecessors, fails to in-
clude institutionalized or incarcerated individuals who, if released, would have no
place to return to. It also excludes people who have inadequate shelter or are precar-
iously housed, many of whom have been homeless in the past and are likely to become
so in the future.

Differences in political ideology and their attendant debates abound in the home-
less literature. As indicated, even the size of the homeless population has been widely
contested. During the early years of the Reagan administration, the very existence of
widespread, involuntary homelessness was disputed by elected officials. In 1982, a
homeless advocacy group in Washington, D.C., released data that suggested as many
as three million people were homeless in the United States (Hombs and Snyder 1982).
In response, the Department of Housing and Urban Development (HUD) released their
estimate of the numbers of homeless people nationally as being between 250,000 and
350,000 (U.S. Department of Housing and Urban Development 1984).

In addition to the differing political agendas that are reflected in this tenfold
disparity, significant methodological problems thwart all efforts to measure the extent
of homelessness in the United States (Holloway 1991). Although fairly reliable “bed
counts” generally exist for most homeless shelters, homeless people sleeping on the
street, living out of cars, squatting in abandoned buildings, and doubled and tripled
up with friends defy the attempts of the most persistent social scientists to count them.
Homeless people are often not readily identifiable. Many are intentionally inconspic-
uous, “passing” as domiciled in order to survive in dangerous urban environments.
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Outside of the cities, the homeless population is even less visible; hence, the extent
of rural homelessness is particularly hard to gauge (Nord and Luloff 1995). The most
current available estimate of the number of people homeless in the United States is
more than 700,000 on any given night and up to two million during the course of one
year (National Law Center on Homelessness and Poverty 1999a).

The causes of homelessness were bitterly debated during the 1980s. More re-
cently, all but the most conservative social scientists have agreed on at least three
interrelated causes: eroding work opportunities, cuts in public benefit programs, and
the shortage of affordable housing (National Coalition for the Homeless 1999). Broad
economic forces associated with deindustrialization have generated unemployment
and underemployment for many Americans (Mishel, Bernstein, and Schmitt 1999).
Severe cuts in public benefits during the 1980s and 1990s have made the circum-
stances of poor Americans even more precarious. During the same time period, gen-
trification and cuts in public housing expenditures greatly reduced the availability of
low-income housing nationwide (Hopper and Hamburg 1984).

Other factors, most notably the lack of affordable health care, domestic violence,
mental illness, and substance abuse, are also associated with homelessness. These
factors are not considered primary causes of widespread homelessness, however, be-
cause absent unemployment, inadequate public benefits, and the lack of affordable
housing, it seems unlikely that they would lead to homelessness (National Coalition
for the Homeless 1999). For example, when large numbers of psychiatric patients were
deinstitutionalized in the 1960s and early 1970s, widespread homelessness did not
result. It was only when psychiatric disability interacted with the low-incomehousing
shortage and sharp cuts in Supplementary Security Income (SSI) that homelessness
and mental illness became associated (Blau 1992).

Although it can be important to count and demarcate homeless people, home-
lessness must be understood as a particular manifestation of poverty, rather than as a
distinctly separate entity. Marcuse (1988) has pointed to the dangers of conceptually
dividing the homeless from the larger poor population, which serves to minimize and
marginalize homelessness, implying that it is unrelated to economic recession, hous-
ing shortages, racism, or domestic violence. Marcuse warns against “specialism,” the
tendency of social scientists to slice and dice the homeless population into a series
of subcategories, with labels such as “mentally ill homeless,” and “substance abusing
homeless,” which shifts the discourse “to ascertaining the precise characterizations
of the victims rather than the causes of their victimization” (88).

Conservative scholars and public officials have been particularly quick to mar-
ginalize and stigmatize homeless people, characterizing them as disabled, substance
abusing, mentally ill, incompetent, and socially deviant (Main 1986). There are clear
political benefits to characterizing homelessness as reflective of individual rather than
structural and societal inadequacies. This view shifts the responsibility for addressing
the problem of homelessness from the government and places it squarely on the shoul-
ders of homeless people. Proponents of this perspective recommend that public policy
responses to homelessness, if they should exist at all, be in the form of “separate
policies for separate sub-populations” (Main 1986:31), rather than constituting a com-
prehensive attack on problems of housing, unemployment, or the dearth of social
services (Marcuse 1988). Indeed, some conservative scholars have been quick to
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blame the liberal social policies of the 1960s for the phenomenon of widespread
homelessness in the 1980s (Baum and Burnes 1993).

The liberal response to homelessness has been under attack from the left as well
as the right. While conservatives denounce liberal advocates and policymakers for
wastefully spending public dollars on private problems, radical scholars criticize the
liberal “politics of compassion,” which portray homeless people as helpless, vulner-
able victims (Hoch and Slayton 1989). Wagner (1993) contrasts the compassionate
politics of the liberal homeless advocates with the more militant and confrontational
politics of earlier social movements. He points out that, unlike the poor people’s
movements of earlier eras, the homeless social movement of the 1980s was led by
advocates in behalf of homeless people, rather than involving the homeless them-
selves. The advocates were successful in the courts, winning dramatic increases in
shelter beds, soup kitchens, voting rights, and eligibility for social benefits (Blau
1992). But homeless people have paid a price for the politics of compassion. While
liberal advocates, social scientists, and policymakers eschewed the more conservative
moralizing and victim-blaming stance of conservatives, they did so “at the cost of
portraying the homeless as dependent, isolated, and different from the rest of the
population” (Hoch and Slayton 1989:208). According to these authors, the politics of
compassion led to a policy of “shelterization,” framing homelessness as an issue of
containment and treatment.

Cohen and Wagner (1992) suggest that the liberal emphasis on the pathos and
pathology of the homeless has served to obscure their strengths, implying that they
are lacking in political awareness or the skills to advocate on their own behalf. Liberal
advocates have been accused of minimizing the historical consistency in the treatment
of the poor and the radical changes necessary for eliminating poverty, in order to
maximize political attention to the problem of homelessness (Wagner 1993). It has
been suggested that advocates, researchers, and social service providers have some
self-interest in framing the problems of homelessness in terms of pathology and dis-
affiliation. Professionals, however compassionate, tend to define social problems in
ways that imply that only they can treat and resolve them. (Hoch and Slayton 1989;
Wagner 1993). We do the homeless a disservice when we begin with the assumption
that they can only be helped through the aid and guidance of professionals.

DEMOGRAPHIC PATTERNS

Although the methodological problems described in the preceding make precise state-
ments about the demographics of homelessness difficult, some fairly consistent find-
ings have emerged. The recent survey of the U.S. Conference of Mayors (1998) found
the urban homeless population to be comprised of single men (45 percent), single
women (14 percent), families with children (38 percent), and a small but growing
percentage of homeless youth (3 percent), defined as individuals under the age of 18
who lack parental, foster, or institutional care. Research indicates that the proportion
of homeless families is particularly high in rural areas, where families, single mothers,
and youth represent the largest group of people who are homeless (Vissing 1996).

Homeless families are one of the fastest-growing segments of the homeless popu-
lation. Requests for emergency family shelter increased by an average of 15 percent
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between 1997 and 1998 (U.S. Conference of Mayors 1998). In 88 percent of the cities
surveyed, a further increase in such requests was projected for 1999. These cold sta-
tistics reflect stagnating wages, the demise of the Aid to Families with Dependent
Children (AFDC) program, and an ever-shrinking supply of affordable housing units.
Domestic violence also impacts on homelessness among families, single mothers, and
youth. In a ten-city study of 777 homeless parents (mostly mothers), close to one-
fourth had left their last residence because of domestic abuse (U.S. Conference of
Mayors 1998). Lack of affordable housing and limited residential options force many
women to choose between certain violence in the home and likely violence on the
streets. When the number of homeless mothers are added to those of homeless single
women, approximately one-fourth of adult homeless people are women (U.S. Con-
ference of Mayors 1998). The role of domestic violence and sexual assault in contrib-
uting to female homelessness has been well documented (D’Ercole and Struening
1990).

Sexual and physical abuse also are factors in homelessness among youth, many
of whom leave family homes and foster care settings to escape violence and/or neglect
(U.S. Department of Health and Human Services 1996). Others “age out” of residential
and institutional settings, often discharged without housing, income, or family sup-
port. Some youth become homeless when their families lose their homes as a result
of low wages, unemployment, and/or inadequate public assistance benefits. Many
subsequently become separated from their families due to shelter arrangements, seg-
regated transitional housing programs, and child welfare policies (Shinn and Weitz-
man 1996).

Children under the age of 18 are thought to comprise roughly 25 percent of the
homeless population (U.S. Conference of Mayors 1998). A study by the Urban Institute
found 31 percent of the homeless population to be over 45 years of age (Burt 1992)
and the age 60� population has been estimated to be as high as 19 percent (Institute
of Medicine 1988). The literature emphasizes the fact that the contemporary homeless
population is younger than its predecessors, largely due to the increase in homeless
families (Blau 1992; Holloway 1991; Hopper and Hamburg 1984; Thrasher and Mow-
bray 1995). A special 1930 study of denizens of New York’s Bowery district found 59
percent of the population to be over 40 (Bureau of the Census, Special Census of the
Bowery 1930, as cited in Blau 1992). Recent data suggest that although the proportion
of elderly individuals in the homeless population has declined considerably during
the past two decades, their absolute numbers have increased (Cohen 1996).

The U.S. Conference of Mayors (1998) survey indicates the following ethnic com-
position of the urban homeless population: 53 percent, African American; 35 percent,
Caucasian; 12 percent, Hispanic; 4 percent, Native American; and 3 percent, Asian.
The ethnic makeup of the homeless population varies considerably from one region
of the country to another. In rural areas, the population is primarily white (U.S. De-
partment of Agriculture 1996). Nationally, however, the vast overrepresentation of
people of color suggested by the research is striking, although quite consistent with
the familiar relationship between poverty and race in the United States.

Veterans are also overrepresented in the homeless population. Approximately 40
percent of homeless men have served in the armed forces as compared with 34 percent
of the general adult male population. Women make up an estimated 1.6 percent of
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the homeless veteran population. Homeless veterans are more likely to be white than
homeless nonveterans (Rosenheck 1996). Research studies indicate that among vet-
erans, the group most at risk for homelessness are those who have served during the
late Vietnam and post-Vietnam era. These veterans had limited exposure to combat
but have been found to have increased rates of mental illness and substance abuse
problems, possibly as a result of recruitment patterns (Rosenheck 1996).

The extent and implications of mental illness and addiction disorders within the
homeless population has been the subject of considerable research and debate (Koegel
1996; Marcuse 1988; National Coalition for the Homeless 1992; Oakley and Dennis
1996; Snow et al. 1986; Wagner 1993). Recent research estimates suggest that as few
as 20 percent to 25 percent of homeless people have some form of severe and persis-
tent mental illness (Koegel 1996) while approximately 33 percent suffer from a sub-
stance abuse disorder (Blau 1992; National Coalition for the Homeless 1997a). It is
important to note that these statistics represent overlapping groups; many of the same
people counted as mentally ill are also included in the numbers of substance abusers.
Advocacy groups have suggested that serious methodological errors and definitional
problems have led to exaggerated reports of the size and composition of these groups,
such as the frequently cited 65 percent figure of substance abuse in the homeless
population (National Coalition for the Homeless 1997a). Political considerations also
play a role. Mental illness and substance use have long been convenient scapegoats
for those who do not acknowledge the economic forces reflected in widespread home-
lessness. In fact, the vast majority of drug addicts, alcoholics, and psychiatrically
diagnosed people are not homeless (National Coalition for the Homeless 1997a). Nev-
ertheless, in the context of poverty, cuts in disability benefits, and shortages in low-
income housing, people with psychiatric difficulties and addiction disorders are at
an increased risk of becoming homeless.

SOCIETAL CONTEXT

As has already been suggested, the societal context of homelessness has its roots in
the conservative ideology and social policies of the 1980s. During the Reagan admin-
istration, social benefit programs were slashed as military spending soared. Means-
tested programs were reduced by almost 17 percent from 1980 to 1984 while inflation
lowered the real value of benefits by 7 percent (Hopper and Hamburg 1984). Many of
these cuts came as part of the Omnibus Budget Reconciliation Act (OBRA) of 1981.
Eligibility criteria for AFDC were made more restrictive and benefit amounts were
reduced, making unemployed and underemployed poor women and their children
particularly vulnerable to homelessness. Cuts in food stamp benefits and Medicaid
intensified the plight of people who increasingly had to choose between paying the
rent and paying for food and medical care.

Cutbacks in Old Age Survivors Insurance (OASI) eliminated minimum monthly
social security allowances for three million sporadically employed recipients, three-
quarters of whom were women (Blau 1992). Cuts in Unemployment Insurance (UI)
and the freezing of the hourly minimum wage during the 1980s served to further
increase the economic vulnerability of low-wage workers. The number of unemployed
Americans covered by unemployment insurance benefits hit a record low of 31.5
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percent in 1987. The drastic reductions in benefits for the working poor occurred in
the context of deindustrialization, which was reflected in the demise of the American
labor movement, the flight of manufacturing jobs, and declining wages (Blau 1992).

Cuts in Social Security Disability Insurance (SSDI) and SSI benefits swelled the
ranks of the homeless population as half a million people were removed from the
disability rolls. The Reagan administration projected that eliminating these recipients
would yield a five-year savings of $3.45 billion. Despite official pronouncements that
no one who was entitled to disability benefits would be terminated, a 1984 class action
suit ruling, The City of New York v. Heckler, found the federal government to have
acted in an arbitrary and capricious manner. The ruling led to the reinstatement of
disability benefits for two thousand people, approximately half the disabled people
who appealed their terminations (Blau 1992).

Policy analysts emphasize the strong causal relationship between contractions in
disability benefits in the 1980s and widespread homelessness (Blau 1992; Koegel
1996). Psychiatrically disabled people were the group most frequently targeted for
termination. Although recipients with psychiatric disabilities comprised only 11 per-
cent of all recipients of federal disability benefits, they represented a full third of the
those whose benefits were eliminated (Hopper and Hamburg 1984). Due to the nature
of their disabilities, many of these individuals lacked the internal and external sup-
ports to fight the discontinuation of their benefits. Once removed from the rolls, many
were unable to pay their rent and were quickly evicted into homelessness.

The drastic reduction in the affordable housing stock during the 1980s and since
greatly increased vulnerability to homelessness on the part of unemployed and low-
wage workers, single parents, and disabled people. Gentrification and decreased fed-
eral support for low-income housing has created a widening gap between the number
of affordable housing units and the number of people needing them. Between 1973
and 1993, 2.2 million low-rent units disappeared from the housing market, either
abandoned or converted into more expensive dwellings. By 1995, the number of low-
income renters was 4.4 million greater than the number of low-income units, a record
shortfall (Daskal 1998). The rapid decline in affordable housing began with sharp cuts
in expenditures for public housing during the Reagan and Bush administrations. Fed-
eral appropriations for housing dropped from 32.1 billion in 1978 to 9.8 billion in
1988. Measured in terms of people, the number of new households provided with
public housing assistance during this period fell sharply, from 316,000 to 82,000 (Blau
1992).

The societal context for the steep rise in homelessness in the 1980s was a con-
servative political climate characterized by victim blaming and skepticism about the
appropriateness of social programs. This ideology was operationalized at the social
policy level by sharp cutbacks in a wide range of social benefit programs, including
public housing. The growth in the numbers of homeless people in America during
this decade closely parallels these policy developments.

Although the social context of the current homeless crisis emerged in the 1980s,
the 1990s bipartisan quest to “end welfare as we know it” is already taking a further
toll. The Personal Responsibility Act of 1996 carries its intention in its name. It was
labeled so as to evoke the American glorification of individualism and underscore the
pernicious view that holds poor people, rather than society, to be responsible for their
plight (Katz 1996). Under this legislation, the forty-year-old AFDC program was abol-
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ished and replaced by Temporary Assistance to Needy Families (TANF). Under TANF
restrictions, states are encouraged to impose two-year maximum benefit periods and
mandated to restrict lifetime benefits to no more than five years.

The effects of this policy were just beginning to be felt as the century came to a
close. A strong correlation between the termination of welfare benefits under TANF
guidelines and increased numbers of homeless families has already been documented
in those states that were among the first to implement “welfare reform.” A November
1998 study conducted by the National Coalition for the Homeless found that half of
the homeless families in Atlanta had recently lost their welfare benefits. In one county
in Wisconsin, homelessness increased by 50 percent for children, while rising only 1
percent for adult men, a group largely unaffected by the TANF regulations. In Los
Angeles, 12 percent of homeless families surveyed were found to have become home-
less as a result of TANF benefit cuts (National Coalition for the Homeless 1998). In
Boston, the number of homeless families rose by 11.6 percent in 1998, according to
a count conducted twenty-four days after TANF limits cut six thousand people from
the welfare rolls (Boston Mayor’s Office 1998). Nationally, 15 percent more homeless
families requested shelter in 1998 than in the previous year. Many of the cities sur-
veyed by the U.S. Conference of Mayors (1998) reported that welfare reform had al-
ready had a negative impact on homelessness. Predictions are that this trend will
intensify as more states implement the highly restrictive TANF regulations.

VULNERABILITIES AND RISK FACTORS

Life on the streets and in the homeless shelters is highly dangerous. Street and shelter
life is highly precarious, fraught with daily uncertainties about meeting basic survival
needs. The constant threat of starvation, exposure, violence, and arrest can rob home-
less people of any sense of control over their environment (Berman-Rossi and Cohen
1988). This potentially disempowering existence is usually compounded by the ex-
perience of profound loss. Along with their housing, homeless people lose posses-
sions, neighborhood, family ties, customary roles, status, daily routine, privacy, and
the ability to maintain or secure employment. Such losses can easily trigger depres-
sion, anger, and reduced self-esteem (Holloway 1991). Homeless people frequently
encounter rejection from the dominant society. They are treated with fear, contempt,
and indifference. At least seventy-two cities have sought to criminalize activities as-
sociated with homelessness, including panhandling and sleeping in public areas. In
downtown Seattle, the police have begun vigorously enforcing laws preventing home-
less people from sitting down in public areas (National Law Center on Homelessness
and Poverty 1999b).

Criminalized, stigmatized, and routinely disempowered by societal attitudes and
institutions, homeless people are at high risk for emotional difficulties. They are also
at risk for incarceration within psychiatric facilities and the criminal justice system.
These ever-present dangers can also put homeless people at risk for increased sub-
stance use. Lack of proper nutrition, shelter from the elements, and uninterrupted
periods of sleep can lead to and exacerbate a host of physical illnesses (Bassuk et al.
1996). Frostbite, leg ulcers, and upper respiratory infections are often the direct result
of homelessness. Chronic conditions that require regular medical attention, such as
tuberculosis, hypertension, and diabetes, are extremely difficult to treat or control on
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the streets. AIDS and HIV are highly prevalent among homeless people. Homeless
people are also at greater risk of trauma from muggings, beatings, and rape (National
Coalition for the Homeless 1997b).

Homeless children are particularly vulnerable to health problems, developmental
delays, anxiety, depression, behavioral problems, and lower educational achievement
(Shinn and Weitzman 1996). As with homeless people of other ages, unaccompanied
homeless teens have been found to suffer from severe anxiety and depression, poor
health and nutrition, and low self-esteem. They face particularly severe challenges in
obtaining education and supporting themselves financially (National Coalition for the
Homeless 1998). With few legal sources of income available to them, homeless youth
often resort to exchanging sex for food, clothing, and shelter. These young people are
at very high risk for contracting AIDS, HIV, and other sexually transmitted diseases
(Athey 1991; Robertson 1996).

Homeless people clearly need the stability and sense of mastery over their en-
vironments that comes with housing and a dependable source of income. Other needs
include affordable health care, education, job training, and employment at livable
wages. Some homeless people have special needs for low-barrier mental health ser-
vices, intensive case management, transitional housing, substance abuse treatment,
crisis intervention, and advocacy. The overriding need is clear, however. Homeless
people will remain at risk for a variety of life-threatening conditions unlesspermanent
housing and income supports become and remain available to them. Moreover, with-
out affordable housing, employment, and adequate public benefits, large numbers of
poor people will remain continually at risk for becoming homeless people.

RESILIENCIES AND PROTECTIVE FACTORS

Homeless people are resilient. Their lives depend on their ability to think on their
feet, survive by sheer wit, cope, overcome substantial odds, and rebound. Their sur-
vival often hinges on the social supports that exist within the homeless community.
Recent research (Dordick 1997; Snow and Anderson 1993; Toth 1993; Wagner 1993;
Wright 1997) contradicts earlier characterizations of homeless people as socially iso-
lated and lacking in competence. These newer, ethnographic accounts emphasize the
dense social networks of street communities, the prevalence of mutual aid within the
homeless culture, and the resourcefulness that life on the streets demands. The home-
less population is an unusually resilient one; indeed, its continued survival depends
on the ability of homeless people to master the environment in the face of enormous
obstacles.

Wagner (1993) studied a community of homeless people who lived in and around
Checkerboard Square, a small plaza in a New England city. His ethnographic inves-
tigation revealed the existence of elaborate social networks, complex forms of social
organization, and strong social cohesion. Wagner identified a form of political resis-
tance in the culture of this community, one in which alternatives to the family and
work ethics of the dominant society had been developed. For example, many mem-
bers of Wagner’s community had escaped from abusive families of origin. On the
street, largely cut off from those families, they replaced these ties with friends, part-
ners, and “fictive kin,” clusters of socially constructed street families. Robbed of the
dignity of work due to eroding job opportunities and hostile treatment in the low-
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wage service sector, many of these homeless people toil long hours in income-
generating activities such as day labor, panhandling, and collecting deposit bottles,
as well as more illicit activities such as exchanging sex for money and selling drugs.
These individuals valued the autonomy of “being their own bosses” even when the
working conditions (for example, going through garbage bins in foul weather looking
for food) were worse than what they may have encountered in low-paying service
jobs. Snow and Anderson refer to this kind of labor as “shadow work,” which they
define as “compensatory non-wage labor subsistence strategies . . . (involving) . . .
recognition and exploitation of whatever resources and official markets happen to be
available whenever a few dollars are needed” (1993:46).

The presence of mutual aid within the street community was particularly notable
in Wagner’s study. Resilience took the form of people caring for each other, watching
each other’s back, sharing food, shelter, and other resources. These homeless people
had also made some connections to the more middle-class community, through
linkages with several churches and social agencies. The staff of two grass-roots,
community-based, “consumer-centered” agencies had gained the trust of many home-
less people in this city. A consumer-run mental health social club and a low-barrier
(no eligibility requirements) homeless day shelter offered a variety of tangible re-
sources and social services, but they were mostly seen as places to hang out, see
friends, chat with staff, and be treated with respect. The homeless people in Wagner’s
study drew a sharp distinction between these two settings and more social control–
oriented institutions, such as the welfare and mental health systems, which they
worked hard to avoid.

Dordick (1997) studied four homeless communities in New York City, located in
a bus terminal, a large municipal men’s shelter, a small church-run shelter, and a
shanty town. Like Wagner, she found strong bonds of friendship and numerous ex-
amples of mutual aid among homeless people. Material resources were shared or
bartered. As one middle-aged man in the shanty town put it, “We work together and
have our ups and downs. Living up on this hill, it’s like a great big family” (Dordick
1997:73). Some of the women of the shanty town remarked on the safety they expe-
rienced in that community, where they could count on others to watch out for them.
At the bus terminal, Dordick spent time with homeless people as they gossiped,
shared meals, and even sang together.

Fifteen years prior to Dordick’s research, Martin (1982) found similar relational
behavior among women at the same bus terminal. Toth (1993), another investigator
into homeless life in New York City, discovered hundreds of homeless communities
in tunnels, deep beneath the city streets. Each community had different norms. For
example, some served as crash pads for addicts, while others were designated as “dry
tunnels,” where taboos against substance use were strictly enforced. Most emphasized
mutual aid and protection from the world above and outside.

Street people often need more than mutual aid to ensure their safety. Homeless
people at the bus terminal community (Dordick 1997) were frequently harassed and
sometimes brutally beaten by police. A number of these resourceful individuals ne-
gotiated “deals” with individual police officers, making themselves scarce during rush
hour in exchange for protection at other times of the day. Many of the women at the
bus terminal interviewed by Martin (1982) intentionally allowed their appearance to
deteriorate and become malodorous to protect themselves from rape and assault.
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Homeless people at municipal shelters, such as those studied by Dordick (1997), live
in constant danger of violence from other homeless individuals and from shelter
guards. Dordick found that shelter residents had developed distinctly separate cliques
but engaged in protective relationships across these subgroups. The “crew,” a ruling
elite of approximately fifteen African American men, provided protection and assis-
tance to other shelter residents. The crew engaged in complex trade-offs with the
shelter staff, the source of much of their power. As a result of the crew’s internal
government, the shelter was made a safer and more predictable environment for its
residents (Dordick 1997). As several murders had been committed at this shelter, at
least one by a shelter guard, the importance of such protection cannot be minimized.

Dordick contrasts this overcrowded and institutional environment, with its in-
ternal cohesion and norms of reciprocity, with the private, church-run shelter. Ironi-
cally, it was in this setting, the most professionalized and physically attractive of the
four that Dordick studied, that she found relatively less mutuality, cohesion, and
bonding among homeless people. In this setting, identification was with the staff and
their disdain for the homeless. This internalized oppression appears to have worked
against the formation of a strong social network among the residents whose lives were
strictly controlled by a daily regimen of rules and routine. The autonomy of the streets,
the terminal, the shanty town, and even the municipal shelter had been exchanged
for the physical comforts of the private shelter. Compliance with the “administered
social world” (Dordick 1997:166) of shelter life, where residents were constantly scru-
tinized and written up in a daily “log,” took the form of deferring to the authority of
volunteers and staff, who wielded the constant threat of eviction. In the municipal
shelter, alliance with “the crew” yielded prestige and self-respect. In the private shel-
ter, alliance with the staff was an acknowledgment of a power structure in which
homeless people were on the bottom and an acceptance of a value system character-
ized by what Dordick terms an “ideology of moral betterment” (162). This self-
negating atmosphere kept residents dependent on staff and separate from each other,
hence the relative absence of mutual aid norms. A similar dynamic was identified by
Cohen (1998) in a study of homeless residents in a not-for-profit transitional residence
in New England.

Like the denizens of the Wagner and Snow and Anderson’s studies, most mem-
bers of the communities investigated by Dordick engaged in shadow work. Many
consciously choose this alternative rather than applying for the welfare benefits they
were eligible for, because of the degradation involved in negotiating the labyrinthine
welfare system. Rather, they hustled, performed casual labor, sold items found in the
trash, redeemed deposit bottles, engaged in sex work, washed car windows, and/or
panhandled (Dordick 1997). Although some of these activities may not conjure up
images of resiliency, they provided subsistence living and were viewed by the home-
less people who engaged in them as considerably more dignified than the available
alternatives.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

The first programmatic response to widespread homelessness, from both the public
and private sectors, was provision of emergency shelter at the local level. By the late
1980s, it had become clear that widespread homelessness had outlived its designation
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as a temporary phenomena and that locally and privately funded shelters were in-
sufficient to meet the needs of homeless people. The landmark McKinney Act of 1988
provided federal monies for emergency shelter, food, transitional housing, rehabili-
tation of low-income housing units, health care, mental health services, substance
abuse services, and vocational services. The McKinney Act has been amended several
times since its passage, expanding its funding in the areas of mental health, substance
abuse, AIDS, disabilities, education for preschoolers, rural housing assistance, and
health-oriented outreach to homeless children.

McKinney grants have been used by localities across the country to fund a host
of service programs for homeless people. These have ranged from temporary housing
assistance, emergency food stamps, outreach services, and day care programs for pre-
schoolers, to intensive case management programs and supported transitional hous-
ing services for homeless mentally ill and substance-abusing people. A 1995 evalua-
tion of the McKinney programs administered through HUD concluded that they had
“assisted significant numbers of homeless persons to regain independence and per-
manent housing . . . at reasonable costs.” Critics, however, have noted that while pas-
sage of the McKinney Act represented significant legislation, its programs have been
consistently underfunded (National Coalition of the Homeless 1997c). Moreover, Mc-
Kinney grants are focused on emergency measures aimed at the outward symptoms
of homelessness, rather than addressing its causes, specifically through employment,
public benefits, and affordable permanent housing.

McKinney funding, like state-level funding for homeless services, has targeted
specific “subgroups” of the homeless population, most notably people who are men-
tally ill, substance abusing, or dually diagnosed with both afflictions. As Hoch and
Slayton (1989) predicted, this has been advantageous for the helping professions.
Thousands of jobs have been created for mental health case managers, substance
abuse counselors, transitional residence staff, outreach workers, community psychi-
atrists, social workers, and clinical supervisors. Despite the proliferation of programs,
however, homelessness has shown no sign of abating. As noted by Marcuse (1988),
the careful classification of homeless subgroups and the provision of services accord-
ingly can create an illusion that we are actually doing something about the causes of
homelessness rather than just addressing the symptoms.

The ethnographic literature provides some insight into what kinds of social work
programs and services homeless people find helpful. Research suggests that they are
most likely to accept and benefit from services such as linkage and advocacy, which
are user friendly. Homeless people generally avoid services settings that require com-
pliance to rigid rules and eligibility standards, such as the mandate that service re-
cipients be diagnosed and receive psychiatric treatment in order to receive assistance
in obtaining housing and public entitlements. Settings that have been experienced as
effective tend to be geared toward the provision of outreach services and tangible
resources. They are community based and readily accessible to homeless people.
These agencies are most often characterized by a conscious commitment to client-
centered practice and a strengths-oriented focus (Cohen 1998; Saleebey 1997). Home-
less people have experienced many programs as carrying with them the price of hu-
miliation, subordination, and social control (Wagner 1993; Wright 1997).

Research indicates that homeless people are most likely to accept services that
respond to self-identified needs, rather than needs that professionals attribute to
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them. In a study of five programs for homeless mentally ill people, Plapinger (1988)
found the degree of agreement between client and social worker regarding service
needs to have a major impact on the effectiveness of service linkage. Lack of fit be-
tween client and worker expectations, for example, accounted for 88 percent of the
obstacles to engaging clients in substance abuse services. Homeless people feel stig-
matized and oppressed by societal neglect and abuse. It is a mark of resilience that
many are able to respond to this rejection with resistance rather than compliance.
Approaches to service delivery that emphasize client strengths and promote client
dignity are likely to be most effective in engaging homeless people in social work
services (Cohen 1989).

Wagner (1993) suggests that housing and other service programs for homeless
people be designed to build on existing social ties within street communities. He asks:
“What if homeless people were offered the opportunity of collective mobility and
collective resources rather than individual scrutiny, surveillance, and treatment?
What if the dense social networks and cohesive subcultures that constitute the home-
less community were utilized by advocates and social workers?” (180). Wagner also
suggests that housing programs for the homeless be located near the geographic areas
where street people congregate, so they are not forced to leave their community in
order to be housed. Apartment buildings could be renovated (through government
programs, using and paying for homeless people’s labor) that would provide adequate
space to house entire small communities. Such programs could enable homeless peo-
ple to obtain much needed shelter and privacy without sacrificing social connection.
Recognition of homeless people as comprising viable communities also has program-
matic implications for collective work projects, collective distribution of social bene-
fits (as was done during the early 1930s), and for community organizing strategies
that promote collective empowerment (Wagner 1993).

While creative, collectively oriented approaches are very important, simple ac-
cess to existing services such as health and mental health care, advocacy and case
management, housing, and other entitlements continue to be sorely needed. To be
effective, these resources need to be provided in or near the locus of the homeless
community and reflect a recognition of homeless people’s need for autonomy, respect,
and control over their environment.

ASSESSMENT AND INTERVENTIONS

Assessment of homeless people, as with other service recipients, is most effective
when it focuses on strengths, resilience, and protective factors (Cowger 1994; Salee-
bey 1997; Smith and Carlson 1997) as well as on vulnerabilities. While assessment
of homeless people takes into account a complex interplay of a wide array of bio-
logical, psychological, social, cultural, and environmental factors, particular attention
should be paid to the histories of homeless people, including prior successful living
situations and methods used for coping and survival on the streets. An assessment
process that involves the service recipient in a mutual identification of coping abili-
ties, survival skills, and external resources can facilitate the mobilization of these
strengths. Since social work with homeless people frequently focuses on assistance
in securing transitional or permanent housing, it is particularly important to assess
what living situations have worked best in the past, and why (Cohen 1989). Recipi-
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ents’ prior experiences, as well as preferences, provide useful data in shaping future
housing choices, within the limits of resource scarcity.

Identification of concrete environmental supports, including food, shelter, or-
ganizational linkages, income supports, and other benefit programs, is important to a
comprehensive assessment. Information on natural support systems and social net-
works is critical; these resources can often be mobilized for support and assistance
in addressing unmet needs. Because street life carries considerable risk for a variety
of health and mental health problems, these areas are important to evaluate. Educa-
tional and vocational assessments can also be helpful with specific subpopulations
of homeless people, most obviously children and youth. In addition to assessing adap-
tive capacities for survival on the streets, daily living skills needed for independent
domiciled living should be evaluated. These include the traditional skill areas of
shopping, cooking, and budgeting (Holloway 1991) but also encompass self-advocacy
and collective advocacy in relation to landlords, social service providers, and the
wider social and political arena (Wagner and Cohen 1991).

Most homeless people have had negative, disempowering experiences with ser-
vice providers. Outreach and engagement skills are critical to establishing helping
relationships with homeless people. This process will be enhanced if the worker
displays respect for client strengths and a genuine desire for mutuality in the helping
relationship (Cohen 1989). Homeless people, in a study of client perceptions of their
relationships with social workers, indicated a marked preference for interventions
that actively included them in goal setting and decision making (Cohen 1998). A three-
year study of homeless, mentally ill service recipients in Virginia identified the fol-
lowing social work practice principles as essential to an effective model for interven-
tion with homeless people: client-centered practice; the identification of natural
support systems and social networks; client empowerment and involvement in de-
cision making; flexible, creative, and proactive service approaches; and the creation
of new services where existing ones are insufficient (Sheridan, Gowen, and Halpin
1993). The practice model articulated by these authors seeks to mobilize client resil-
iency rather than emphasizing pathology, deficit, and incompetence.

Given the documented existence of relational needs and affiliative abilities
among homeless people, group work can be a highly effective intervention strategy.
The group work literature contains many examples of the use of groups with homeless
people in drop-in centers, soup kitchens, single-room-occupancy hotels, shelters, and
transitional residences (Berman-Rossi and Cohen 1988; Brown and Ziefert 1990; Co-
hen 1994; Cohen and Johnson 1997; Cohen and Mullender 1999; Glasser and Suroviak
1988; Martin and Nayowith 1988; Pollio 1994, 1995). The focus on group work is
consistent with Wagner’s (1993) recommendation that social work practice build on
the powerful group structures in the street community. Groups have been used suc-
cessfully with homeless people to foster empowerment, promote mutual aid, stimu-
late creativity, build skills, provide community education, increase consumer input
into agency decision making, and generate social action.

The social-action-focused, self-directed group work model developed by Mullen-
der and Ward (1991) has been particularly effective in developing collective empow-
erment strategies for homeless people (Cohen 1994; Cohen and Mullender 1999). Self-
directed group work targets external goals that are identified by group members
through a process that focuses on what are the major problems in their lives, why
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these exist, and how to tackle them. This model emphasizes six practice principles:
the avoidance of labels, the rights of group members, basing intervention on a power
analysis, assisting people to attain collective power through coming together in
groups, opposing oppression through practice, and group workers facilitating rather
than leading (Mullender and Ward 1991).

ILLUSTRATION AND DISCUSSION

The Community Group, a task group of homeless men and women in an
urban day shelter, used a self-directed group approach. The organizational
context was a private, nonprofit agency serving homeless and low-income
people. The day shelter provided meals and a range of social work services
to approximately fifteen clients annually, operating with a small paid staff,
several social work student interns, and a cadre of volunteers.

The agency mission statement emphasized empowering homeless and
hungry people and advocating for solutions to social problems associated
with poverty. The day-to-day work of the agency, however, was largely geared
toward meeting the immediate needs (food, clothing, shelter, income sup-
ports) of homeless people. While the staff took great pride in its client-
centered approach to practice, the agency had historically offered few mech-
anisms through which consumers of service might participate in agency
decision making. The agency board of directors, for example, had consis-
tently voted down proposals for the inclusion of consumer representatives.

The Community Group was developed by two social workers (a board
member and a staff member, respectively), using the format of a weekly com-
munity meeting. The group purpose, from its inception, was explicitly stated
as increasing consumer involvement in agency decision making. The group
was seen, by the workers, as a vehicle for building leadership skills among
consumers that could be used to affect change within the agency and the
larger community. Homeless day shelter clients welcomed the opportunity
to have a voice in agency decision making and adopted this as an overriding
group goal. Consistent with a self-directed group work approach (Mullender
and Ward 1991), the workers helped group members to set their own direc-
tion and determine group goals and objectives.

The group was designed as open-ended and task-centered. Weekly group
meetings were structured through the mechanisms of agenda, minutes, and
chair. This format was suggested by the workers who initially took respon-
sibility for chairing meetings, taking minutes, and helping the group set the
following week’s agenda. Gradually, consumer group members began to take
over these tasks and make the group their own. As an open-ended group, the
size of community meetings varied weekly with member self-selection de-
termining group composition. Attendance ranged from three to eighteen
members, with an average size of ten. Participants generally reflected the
demographics of the agency client population with white homeless males
between the ages of 21 and 45 predominating. During the course of eighteen
months, eight individuals emerged as core group members. These core group
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members played significant roles in the group’s leadership structure. The
core group consisted of five white men, two black men, and one white
woman.

Over time, the group members became more secure in their ownership
of the group and increasingly comfortable with the workers’ nondirective,
consultative roles. Despite initial resistance from some of the staff, the group
was ultimately successful in gaining a sanctioned power base within the
agency. The Community Group achieved one of its original goals during its
second year of existence: the creation of two consumer seats on the agency’s
board of directors. Community Group members had advocated long and hard
for direct representation on the board and had begun attending and partici-
pating in open board meetings prior to the change in policy. They had also
become increasingly active in fund-raising efforts in the agency’s behalf,
which brought them into contact with board members. Board members’ per-
ceptions of recipients improved as a result of increased social contact. They
were finally swayed to include consumers as board members, although the
number of consumer representatives was limited to two, one-tenth of the
total number of board directors.

Following that victory, the group expanded its focus to broader struc-
tural concerns that went beyond the boundaries of the host agency. Group
discussion and analysis included topics such as the local shortage of afford-
able housing, the stigmatizing and discriminating tendencies of the social
service system, and the punitive nature of the city’s workfare program. The
group developed a strategy to tackle this latter issue but quickly discovered
that the public officials who administered the system were immune to their
arguments. Having already been successful in attaining a collective voice
within the agency, group members did not blame themselves for their lack
of success in pursuing wider goals. This would have required a far longer
time frame, alliances extending well beyond the group itself, and strategies
that went beyond negotiation with local public officials. Instead, the group
shifted its focus to fund-raising and program planning activities in conjunc-
tion with the agency’s planned purchase of a building, as the organization
had outgrown the space they had rented for many years.

Consumer input into plans for the new building was accomplished
through several mechanisms. Staff and consumers polled clients who did not
regularly attend community meetings regarding their ideas about the new
building. Staff were invited to community meetings, and consumers to staff
meetings, to discuss specific programmatic issues. Consumer representatives
on the board of directors participated in overseeing the purchase and design
of the building. As renovations were completed and moving day drew near,
the consumer group expressed a sense of ownership, not only over their
group but over the agency as a whole.

The group had matured over time. These resourceful consumers, with
their considerable survival skills, managed of necessity to develop a lead-
ership structure that enabled the group to persist, despite the considerable
fluctuations in group participation that were inevitable given the unpredict-
able and precarious nature of members’ day-to-day existence. Participation
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levels among core group members tended to vary over time, with periods of
intense involvement interrupted by personal crises, hospitalizations, de-
mands of city workfare, and other exigencies of street life. As the group de-
veloped, a top-down indigenous leadership structure within the core group
gave way to a more flexible, participatory arrangement in which different
members filled a variety of group leadership and maintenance roles, encom-
passing both task and socioemotional functions. The scope of group activities
broadened, permitting members to pursue diverse interests and meet a range
of needs. Instrumental and affective foci increasingly complemented each
other, propelling group development (Berman-Rossi 1993). The tasks in-
volved in organizing a sale of artwork of homeless people had an explicitly
instrumental purpose, that of raising funds for the new building. The success
of the art sale led to the formation of an art group, which designed and exe-
cuted a highly visible, outdoor wall mural, celebrating the building and
themselves. These activities combined a task focus with community building
and mutual aid.

The Community Group was designed as a social action group, drawing
on the vast potential for collective mobilization that exists within the home-
less community. In the process of implementing collective action and orga-
nizational change, a strong mutual aid system emerged among group mem-
bers. This mutuality was actively fostered by the two group workers. The
internal support mechanism established within the group enhanced mem-
bers’ abilities to sustain their more activist pursuits. Mutual aid functioned
in the service of social change goals; in times of frustration and discourage-
ment it was the glue that held the group together. Similarly, the group’s at-
tention to its own affective process was critical to the group’s survival. For
example, when Gabby, one of the group’s original members announced that
he would be leaving town, the group initially was devastated. Gabby was a
warm and charismatic man who had played a crucial leadership role in the
group. Group members, with the support of the facilitators, were able to
communicate their feelings of anger and love toward Gabby, openly express-
ing emotions of pain and abandonment. This uncensored process helped the
group members to renew their commitment to one another and to their
shared goals, allowing them to move forward after Gabby’s departure.

The role of the workers in this self-directed group was an active but
largely nondirective one. They were facilitators, consultants, and resource
people, helping the group identify and periodically reexamine its goals, en-
couraging the group to discover the means to achieve its ends. The workers
struggled with the sometimes fine distinction between intervention and di-
rection as they learned to highlight group process without trying to manage
it. They sought to create an empowering environment in which group mem-
bers could “set their own goals, and take collective action, . . . drawing out
the best from group members and helping them determine where they want
the group to go” (Mullender and Ward 1991:129). This was a politicized
group, characterized by and proud of its collective awareness and activism.

Groups such as the Community Group have the power to transform the
client role from that of passive, stigmatized, recipient of services to one of
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active participant in the environment. The rich potential for social cohesion
and social action within communities of homeless people can be tapped,
fostered, and strengthened through empowerment-oriented group work.
Such groups can have an impact within immediate organizational contexts,
the agency setting, and, possibly, the local political level. It will be necessary,
however, to mobilize much larger collectivities, through community orga-
nizing strategies, to bring about the broader social changes desperately
needed by homeless and other poor people in this society.

CONCLUSION

Social work’s simultaneous focus on change at the individual, family, group, and
community levels makes it an effective vehicle for addressing the immediate and long-
range needs of homeless people. As has been discussed in the preceding, there con-
tinues to be a desperate need for housing resources and income supports. It is also
necessary to meet the health and nutritional needs of homeless people, particularly
the oldest and youngest members of this population. Mental health and substance
abuse services can be extremely helpful for some homeless people, and support and
advocacy services are needed by many. But social work services for homeless and
other poor people will not be effective if they rest on assumptions of individual pa-
thology and deficit.

Studies such as those conducted by Plapinger (1988), Wagner (1993), and Cohen
(1998) point to the importance of a partnership role between consumers and providers
of services. Homeless people, like all people, do not respond well to professionals
who claim to know what is best for them, disregarding their preferences. Whether in
the mental health system, the criminal justice system, or the growing homeless service
system, many homeless people have had a history of pathology-oriented treatment,
often from well-meaning professionals. Few service recipients experience this ap-
proach as helpful (Cohen 1998). In contrast, service provision that starts where the
client is (Goldstein 1983) and actively involves homeless people in decisions about
service goals and objectives has been found to be effective in meeting the immediate
needs of homeless people. Increased emphasis on resiliency and empowerment-based
practice in social work education and practice bodes well for the provision of services
that build on the considerable strengths of homeless people and harnesses these ca-
pacities in the service of client-driven goals and service plans (Cowger 1994; Saleebey
1997; Smith and Carlson 1997).

Client-centered case management programs that improve people’s access to re-
sources on a one-by-one basis, however, can only begin to scratch the surface of what
is required to tackle the problems of homelessness and poverty. Social action group
work, as demonstrated in the Community Group example, represents a potentially
powerful approach to helping homeless people generate collective responses to social
problems. Social action groups can affect organizational change, provide community
education, raise public awareness, mobilize potential allies, join with other constit-
uencies, and bring about meaningful changes in the environment. Social workers are
often well positioned to develop and promote such groups. As a profession, we have
the theoretical knowledge and practice wisdom necessary to do so.

The problems of homelessness stem directly from poverty and the unequal dis-
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tribution of resources in our society. More fundamental changes will be necessary to
rectify these deeply embedded imbalances than can be brought about through indi-
vidual and group interventions by social workers. Wagner (1993) suggests that, his-
torically, “only indigenous social movements among groups of poor people have sub-
stantially altered the social welfare system, the national political balance of power,
and government policy generally” (184). He points to the broad exclusion of poor
people, as historical actors in their own right, from much of the current strategy of
professional homeless advocates.

The welfare rights movement of the 1990s demonstrates the ability of homeless
and other poor people to organize collectively and use social action tactics to combat
poverty and homelessness (Baptist, Bricker-Jenkins, and Dillon 1999; Dujon and Wit-
horn 1996). Social workers have at times played an important role in the welfare rights
movement, but it has explicitly been a movement of and by poor people. That is,
social workers have acted as resources, consultants, and participants in many move-
ment events, but leadership has come from the ranks of the poor. This indigenous
poor people’s movement is exemplified by the Kensington Welfare Rights Union
(KWRU), a unit of the National Welfare Rights Union. KWRU was organized in the
early 1990s by a group of women on welfare. Their mission was to organize a mass
movement, led by poor people, that would end poverty (Baptist et al. 1999). One of
the activities of KWRU was the 1998 New Freedom Bus event, a nationwide bus tour
in which more than fifty people, including poor and homeless adults, children, un-
employed workers, students, social workers, and others, traveled around the country,
participating in local demonstrations against the implementation of Clinton’s“welfare
reform.” Social workers were active participants in the New Freedom Bus tour, but
they did not lead it. Members of the Bertha Capen Reynolds Society, a national or-
ganization of radical social workers, were particularly involved in organizing local
educational and protest events in conjunction with the bus tour. Social workers con-
tinue to be important allies in the welfare rights movement. In the words of several
Freedom Bus activists:

The emphasis on individual and collective leadership by the poor
should not obscure the role of allies in the struggle. Indeed, it is
central to KWRU’s analysis that the mission of ending poverty is
inherently, and must become explicitly, the business of the majority
of Americans. Most especially, social workers have a material and
moral stake in the struggle—not as “supporters,” but as “partners in
crime.” Increasingly, social workers are asked not only to implement
the programs that criminalize poverty, but themselves are victim-
ized by layoffs, downsizing, privatization, and declassification.This
is not a transient circumstance affecting ever greater numbers of
individual social workers, but an inevitable consequence of current
economic forces with an inexorable collective impact. Professional
ideology notwithstanding, the class interests of social workers lie
with the bottom fifth of the population, not with the top fifth. (Bap-
tist et al. 1999:25)

Although the ideology and activism of KWRU and other groups in the
National Welfare Rights Union is encouraging, the larger political environ-
ment continues to be very conservative. The late twentieth century was char-
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acterized by an absence of political unrest and mass pressures for economic
and social change. Even the most militant poor people’s organizations, such
as KWRU, have been forced to fight a rearguard action, protesting against
welfare cuts rather than fighting for a more equal distribution of material
resources within our society.

The conditions necessary for ending poverty and homelessness in the
United States seem elusive at the present time. But the needs of homeless
people persist. Social work can make important contributions at the individ-
ual, group, family, community, and social policy levels—as consultants, sup-
porters, allies, and partners—in minimizing the vulnerabilities and maxi-
mizing the resiliencies and resources of homeless people.
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23
Immigrants and Refugees
Diane Drachman
Angela Shen Ryan

Immigrants comprise a sizable segment of the U.S. population. They are seen
in service settings, such as health and mental health organizations, schools, com-
munity agencies, and in the workplace. Although the social work literature pays con-
siderable attention to the ethnic diversity of immigrants, there is limited discussion
of their experiences of migration. These include the cumulative stresses of leaving
family, friends, community, and homeland and arriving in a new country, where im-
migrants need to find housing, learn a new language, secure education for their chil-
dren, and find employment. Discussions of the policies that affect immigrants and the
services available to them are limited. Since the literature is dispersed along specific
immigrant and refugee groups, uniquenesses and differences among the groups are
highlighted. Thus, common phenomena associated with immigration are not synthe-
sized. This chapter examines some of the common experiences immigrants and ref-
ugees encounter in the process of migration and adaptation to their new country. It
also delineates issues that social workers need to address in order to effectively pro-
vide assistance.

DEFINING AND EXPLAINING IMMIGRANTS AND REFUGEES

To understand the experiences of immigrants and refugees and explain the phenom-
enon of migration, consideration of both emigration and immigration is necessary.
The classical paradigm of population movements explains them by the push and pull
forces of sending and receiving countries and assumes that emigration and immigra-
tion are parts of a unitary process. Push forces from the country of origin commonly
include political upheavals, severe economic circumstances, and social problems,
such as persecution or discriminatory practices against an individual or group and
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limited educational opportunity. Pull forces in the receiving country are generally
economic, social, or educational as immigrants anticipate better opportunities in
these areas in their new country.

Recent historical and sociological analyses have widened and modified our un-
derstanding of the influences on migration beyond the macro push-pull of the classical
explanation (Morawska 1990; Tilly 1990; Yans-McLaughlin 1990). These explanations
of emigration and immigration incorporate support networks, communities, and fam-
ilies in both sending and receiving countries and discuss their influence on decisions
to migrate, the point of destination, and the degree of adaptation to the new country.
They also emphasize linkages between support networks in both sending and receiv-
ing countries (Morawska 1990; Tilly 1990). For example, support networks in the old
country that are connected to networks in the new country may enable recent im-
migrants to secure housing, employment, or other needed services.

Network structures also facilitate an understanding of a recent phenomenon in
migration: transnationalism. Transnationalism refers to migrating populations whose
networks, activities, and patterns of life encompass both home and host countries
(Charles 1992; Glick-Schiller, Basch, and Blanc-Szanton 1992; Wiltshire 1992). Trans-
national immigrants are therefore individuals whose lives and networks cut across
national boundaries and whose social fields exist in two countries.

Many recent arrivals from Mexico, Guatemala, India, Pakistan, Africa, and the
Caribbean are transnational immigrants. They return often to their home country for
visits, some for long periods, and many send back remittances to family members.
Their contacts with families in the home country may involve them in decision mak-
ing on health care or the education of children. While visiting, they may take part in
political, social, or religious activities. Some return to the home country permanently.
Concurrently, these immigrants are involved with their U.S. families: in the U.S.
schools their children attend and in their places of employment, religious organiza-
tions, and ethnic communities in the United States.

Networks of transnational immigrants benefit individuals and families in both
sending and receiving countries. For example, family members in the home country
often provide care for those children who did not migrate with their parent(s). Re-
mittances from immigrants supplement the incomes of those who remain behind,
while networks in the new land commonly provide concrete help and social support
for recent arrivals.

Although migration studies emphasize linkages between support networks in
home and host countries, the strength of those linkages may vary. In circumstances
of forced and unplanned migration, for example, linkages may be weak or nonexistent
(Tilly 1990). Hmong refugees who fled Laos during the war in Southeast Asia arrived
in the United States when there were no preexisting Hmong communities in this
country. Consequently, the Hmong not only experienced the trauma of violence and
flight, having abruptly left homeland, family, and friends, but also arrived in a country
where they had no natural supports. The absence of linkages between support net-
works in the home and the new country can add to immigrants’ stress and impede
their adaptation during resettlement.

The life event of immigration to the United States is also defined by the immi-
gration status assigned to the newcomer by the Immigration and Naturalization Ser-
vice (INS). Numerous legal immigrant classifications fall within the broad categories
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of lawful permanent residents, people fleeing persecution, individuals with work au-
thorization, and people allowed to enter the United States with special-purpose visas
(Padilla 1997). In addition, some immigrants do not have legal authorization to either
enter or remain in the country. Most important, each of the statuses carries different
entitlement to services, reflecting different policies for different classes of immigrants
(Drachman 1995).

The statuses of refugee, lawful permanent resident, and undocumented person
are discussed in the following as they illustrate the differences in service entitlement
ascribed to each and the different ideological views underlying each. The erosion of
entitlement to benefits and services that derive from recent legislation is also dis-
cussed.

According to the Refugee Act of 1980, a refugee is a person who is outside his or
her country and unable to avail him- or herself of the protection of the home country
because of fear of persecution on account of race, religion, nationality, membership
in a particular social group, or political opinion. Humanitarianism underlies the ad-
mission of refugees, who are generally forced to leave their home countries, often
suddenly, with few or no possessions. In recognition of these circumstances, the Ref-
ugee Act of 1980 created the Refugee Resettlement Program, which provides reloca-
tion allowances, job-training services, and access to federal benefits, such as Tem-
porary Assistance to Needy Families (TANF), Supplemental Security Income (SSI),
and Medicaid (Drachman 1995; Padilla 1997). Despite a significant reduction in
spending for this program (Fix and Zimmerman 1995:10), refugees remain exempt
from the harsh rulings established in the 1996 Personal Responsibility and Work Op-
portunity Reconciliation Act, which renders other classes of immigrants either inel-
igible for important federal benefits or significantly curtails their access.

Beyond humanitarian considerations for refugee admissions, other interests, in-
cluding foreign policy and ideological preconceptions, influence the assignment or
denial of refugee status. When these forces come into play, some groups are welcomed
and others barred. An examination of those accepted and rejected as refugees illus-
trates the controversy surrounding refugee status (Drachman 1995).

Following World War II and during the cold war, large groups of people from
communist countries were admitted into the United States. The United States re-
sponded to uprisings in communist Hungary and Cuba by admitting thousands of
people from these countries. Later, involvement in the Vietnam War gave the United
States a special obligation to countries in Indochina, although anticommunism was
also an underlying reason for the admission of refugees from Southeast Asia. In 1989,
94 percent of refugees approved for admission came from communist countries (Howe
1990). In addition, INS procedures were operationalized differently for individuals
from communist countries. In accordance with the 1980 Refugee Act, all individuals
seeking asylum were required to demonstrate a well-founded fear of persecution
should they return to their native country. However, approval for refugee applications
from Soviet Armenians who arrived in the late 1980s was “virtually automatic even
though they did not claim persecution when interviewed by the I.N.S.” (Taubman
1988:A1). This group was, therefore, permitted to bypass the eligibility requirement
for refugee status established by law.

In sharp contrast to the humanitarian response the INS accorded people fleeing
communist countries was the policy applied to Haitians of detention, deportation,
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and interdiction at sea. Although their oppression and persecution under the Duvalier
regime were amply documented, the United States persistently defined Haitians seek-
ing entry as “economic migrant.” From 1981 to 1989, only 6 of the 21,369 Haitians
interdicted at sea were permitted entry (U.S. Committee for Refugees 1989:11). Many
Haitians on U.S. territory were apprehended and placed in detention centers to await
a decision on deportation or entry. Stays in detention centers ranged from months to
years. The INS assertion that Haitians were economic migrants rather than refugees
was viewed by many as motivated by either a political interest in maintaining Haiti
as an ally in its anticommunist foreign policy or by racism (DeWind 1990).

Thus, two populations who viewed themselves as refugees were differently de-
fined in the United States. These different definitions resulted in different receptions
and different access to services. Members of one group were legally admitted into the
country, where they received resettlement services and the same entitlements as U.S.
citizens. Members of the other group were detained, deported, or slipped into the
undocumented population, with limited access to services (Drachman 1995).

A lawful permanent resident is granted permission to reside permanently in the
United States. In response to laws designed to prevent immigrants from becoming
dependent on welfare (Hutchinson 1981:390–92, 410–14, 449–50), many newcomers
seeking permanent resident status are required to have sponsors. A sponsor is a person
or organization that guarantees economic support for the immigrant for a set period
of time.

Two laws enacted in 1996, the Personal Responsibility and Work Opportunity
Reconciliation Act (the welfare law), and the Illegal Immigration Reform and Immi-
grant Responsibility Act (IIRIRA), enact sweeping changes that either curtailed im-
migrants’ access to benefits and services or set up obstacles to family reunification
(Newman 1997; Scaperlanda 1997; Stickney 1997). In contrast to prior law, the 1996
welfare law renders immigrants who arrived after 1996 ineligible for SSI or food
stamps. They are also ineligible for federally funded means-tested benefits for five
years following arrival. After that, their eligibility is based on their own income plus
the income and resources of their sponsor. The eligibility requirement that regards a
sponsor’s income as a resource available to an immigrant is lifted once the immigrant
completes ten years of work or becomes a citizen. At that time, eligibility for federal
means-tested benefits is based on the same criteria for immigrants as it is for citizens.
These provisions dismantle the safety net for future legal immigrants, making them
ineligible for federal assistance should they become disabled, aged, and/or poor. The
new law also makes immigrants ineligible for important federal benefits, shifts im-
migrant policy in the United States toward exclusion, even though immigrants pay
taxes, may serve in the military, and contribute to their communities.

New enforcement provisions in the IIRIRA also threaten those who sponsor im-
migrants. These provisions empower federal or state agencies that provide means-
tested benefits to sue sponsors for failure to provide the promised support and to
recover monies spent on an immigrant in the event that the individual received public
assistance (Stickney 1997). The immigrant may also sue the sponsor in order to en-
force the affidavit of support. Therefore, the law sets the stage for family disruption.
For example, some families who intend to economically assist a newly arrived mem-
ber may be incapable of providing the support because of unexpected economic dif-
ficulties. Since these families will either be sued or threatened by a suit from the
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government, they are likely to blame the immigrant for the suit. An immigrant who
is upset by the responsibility placed on him or her for the lawsuit may also use the
government-supported option to sue the family.

The IIRIRA also requires the INS to provide the names of all sponsors to benefit-
providing agencies, enabling these agencies to track down sponsors of immigrants
who request benefits. Also new is a requirement that individuals who sponsor the
immigration of a family member have an income that is at least 125 percent above
the federal poverty line, a figure calculated on the number of individuals to be sup-
ported, including spouses, children, other family members, and the sponsored im-
migrant (Stickney 1997). Since there is evidence that many families have insufficient
income to sponsor the immigration of a relative at the newly required standard (Dug-
ger 1997; Fix and Zimmerman 1995:25; Pendleton 1997:64; Scaperlanda 1997:1589;
Stickney 1997), family reunification is likely to become more difficult. Thus, spouses
will remain divided, children will remain separated from parents, and siblings will
continue to live apart.

In contrast to prior law, the 1996 welfare law gives states the option to determine
the following for current and future legal immigrants: to bar, to limit, or to provide
full access to three federal programs: TANF, Medicaid, and Title XX Social Services;
to deny, limit, or provide full access to state cash assistance; and to include sponsors’
incomes in determining immigrants’ eligibility for state public benefit programs. The
option for states to deny, to limit, or to provide immigrants with full access to the
above federally funded programs implies that national benefits and services for a class
of individuals will vary from state to state. Thus the right to equal protection under
the law is compromised, and legal challenges are likely to follow (Fix and Zimmerman
1995:27–28; Spiro 1997).

Undocumented people are individuals who have no current authorization to be
in the United States. Some enter the country illegally. Others, who enter legally under
a nonimmigrant status for a period of time (e.g., tourists or students) and who remain
in the United States after their visas expire also fall into this category. All undocu-
mented people are subject to deportation.

As its title indicates, the 1996 IIRIRA targets undocumented persons. In addition
to previous legislation that rendered undocumented persons ineligible for most fed-
eral benefit programs, the IIRIRA now also renders them ineligible for state or locally
funded programs, unless a state should pass a law affirming their eligibility. Confi-
dentiality regarding an undocumented person’s immigration status also has eroded.
Currently federal, state, and local government personnel cannot be prevented from
providing information on an individual’s immigration status to the INS or to any other
government agency. Thus, state and locally funded organizations that desire to protect
the confidentiality of an undocumented person’s status can no longer do so. These
regulations are likely to generate many ethical dilemmas for service personnel em-
ployed in government agencies.

The expedited removal section of IIRIRA also authorizes the immediate expulsion
of persons who arrive without valid travel documents. Although this section of the
law is aimed at undocumented persons (and terrorists), it has consequences for per-
sons legitimately seeking asylum in the United States. For example, persons fleeing
persecution are often unable to provide valid travel documents. They commonly have
trouble telling their story in a persuasive way, either because of difficulties with spo-
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ken English or mistrust of INS officers. As a result, INS inspectors may misunderstand
their circumstances and make errors in deportation decisions—errors that could result
in the return of persons legitimately seeking asylum to a country that will persecute,
torture, or kill them. A law primarily aimed at illegal immigration, therefore, may
have deadly consequences for legitimate asylum seekers.

The undocumented population is obviously a marginalized group. Not surpris-
ingly, a common fear of deportation leads them to avoid public institutions. Some
will not report assaults to the police (Gonzalez 1989). Some refuse to report landlords
for housing violations. Some keep their children out of school and health care centers
(Gelfand and Bialik-Gilad 1989). Beyond their limited work opportunities, many re-
ceive wages so low that their subsistence is jeopardized. Because of their limited rights
and their vulnerability to deportation, they are easily exploited by employers who
offer wages below minimum standards (Drachman 1995).

The life event of immigration in the United States is therefore defined by diverse
phenomena—push forces propelling people to leave their home country, pull forces
of a new country, the nature and strength of the support structures in the home and
receiving countries, and the policies of the receiving country that establish parameters
for inclusion or exclusion in the new land.

DEMOGRAPHIC PATTERNS

The United States is in its third decade of a major wave of immigration. In 1970,
9,619,302 foreign-born individuals were living in the United States (U.S. Bureau of
the Census 1970). By 1980, that number had grown to 14,079,906 (U.S. Bureau of
Census 1980), and, by 1990, it had reached 19,767,036 (U.S. Bureau of the Census
1990). Thus, between 1970 and 1980 the population of newcomers increased 46 per-
cent, and between 1980 and 1990 it grew an additional 40.4 percent.

Since 1990 the number of immigrants entering the United States is approximately
one million persons per year (Fix and Passel 1994:22; Suro 1996:17). Most new arri-
vals enter legally through family or employment-sponsored immigration. A second
legal immigrant population is composed of refugees and asylees whose yearly num-
bers range from 100,000 to 150,000 (Fix and Passel 1994:22). Although the size of the
undocumented population is often exaggerated, estimates derived from comprehen-
sive studies indicate that four million undocumented persons were living in the
United States in 1994 (Passel 1995:3).

In contrast to the last immigration wave at the end of the nineteenth and the early
part of the twentieth centuries, when most people came from Europe, the new im-
migrants are coming from Asia, Central America, Eastern Europe, Africa, North Amer-
ica, and the Middle East. Asian and Latino immigrants arriving after 1965, when the
current wave began, account for more than 80 percent of the immigration to the United
States (Ong Hing 1996:2; Passel and Edmonston 1994:32). The diverse Asian popu-
lation comes from China, the Philippines, India, Pakistan, Bangladesh, Sri Lanka,
Korea, Vietnam, Cambodia, Laos, and Thailand. The Latino population, which is also
diverse, includes immigrants from Mexico, Guatemala, El Salvador, Nicaragua, Co-
lumbia, Ecuador, Chile, Cuba, and the Dominican Republic. Eastern Europeans, par-
ticularly persons from the republics of the former Soviet Union, account for the largest
number of immigrants from Europe. Although relatively small in number, African
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migration to the United States is also increasing, accounting for 3 percent of the legal
immigration flow (Passel and Edmonston 1994).

Over 75 percent of the foreign-born population live in six states: California, New
York, Texas, Florida, New Jersey, and Illinois (Rohter 1993). However, immigrant pop-
ulations have increased in other states, as well. Massachusetts now has more than
500,000 foreign-born residents, and Minnesota, North Carolina, and Georgia’s immi-
grant populations have each passed 100,000 (Fix and Passel 1994:29). Within states,
most of the increases in the Asian population are attributable to immigration. During
the 1980s, Rhode Island’s Asian population increased 245 percent to 18,325; Ala-
bama’s, 124 percent to 22,000; Mississippi’s, 76 percent to 13,000; and Louisiana’s,
73 percent to 41,000 (Butterfield 1991:A22).

The educational level of immigrants, compared with U.S.-born persons, falls at
the extremes of the educational spectrum (Fix and Passel 1994:32). Immigrants are
more likely than natives to have low educational attainment (less than high school
education) and more likely to have advanced degrees (college or beyond). Among the
factors associated with the hourglass distribution is immigration status. Many at the
low end have arrived as undocumented persons. Another group at the low end arrived
in the 1980s as refugees (Fix and Passel 1994). At the high end of the educational
scale are legal immigrants who either exceed or fall slightly below the educational
level of U.S.-born persons. Therefore, the way people arrive in the United States—as
undocumented persons, refugees, or legal immigrants—appears to be associated with
the extremes in the distribution.

Although the rate of poverty during the 1980–1990 decade increased both for
immigrant and U.S.-born households, the increase is significantly higher for immi-
grant households: 42 percent, compared with 11 percent for native households (Fix
and Passel 1994:37–38). A larger share of immigrant households (12.3 percent) also
lives in poverty (Fix and Passel 1994). The recent arrival of immigrants within the
past ten years explains, in part, the income disparity, since long-term immigrants’
incomes match or exceed those of U.S.-born persons (Lee and Edmonston 1994:129).
The large population of refugee and undocumented immigrants may also explain the
income disparity, for these populations tend to fare less well than other immigrant
groups and persons born in the United States (Fix and Passel 1994:31). Moreover, lack
of proficiency in English exacts a price on one’s earnings. Since language proficiency
develops over time, the recency of arrival may in part account for their low incomes.
Yet despite the factors that contribute to immigrant poverty, a sizable segment of the
immigrant population lives at a low level of subsistence. Although their incomes tend
to increase with longer residence in the United States, their poverty nonetheless ren-
ders them vulnerable.

The growth and composition of the immigrant population have implications for
U.S. society in the educational, labor force, and political arenas. It is estimated that
33 to 40 percent of the nation’s population growth is attributable to immigration (Suro
1991). By the year 2010, children of immigrants will account for half the growth in
the school-age population (Fix and Passel 1994:43). The political constituencies of
the ethnically and racially diverse immigrant populations will influence future elec-
tions and, ultimately, the policies of the nation. These data suggest that the well-being
of the immigrant population is critical to the well-being of the nation.
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SOCIETAL CONTEXT

The ambivalent welcome experienced by immigrants in the United States is reflected
in the public debate on immigration. Underlying the debate are economic, humani-
tarian, racial, and ethnic issues and xenophobia. These forces are analyzed in this
section as they provide a picture of the societal context for immigrants.

Economic arguments in the current debate revolve around different views: the
fiscal drain on communities created by immigrants’ use of public services; contribu-
tions to the economy through revenues received from immigrants; and reduced job
opportunities and wage depression of U.S. workers generated by immigrant labor.

The view that immigrants are an economic burden to communities focuses on
both legal immigrants and undocumented persons. Many California residents and the
state’s former governor hold the undocumented population in California responsible
for absorbing a disproportionate share of the resources of public schools, public hos-
pitals, and prisons—institutions that are supported primarily through the taxes of
U.S.-born persons and legal immigrants. Thus, the ex-governor of California claimed
that two-thirds of all infants born in Los Angeles’s public hospitals were children of
undocumented parents; a disproportionate share of the state’s prison population was
made up of undocumented individuals; the state paid $1.7 billion per year to educate
students, many of whom were undocumented children; and the cost to taxpayers from
1988 to 1994 for the use of health services, prisons, and schools by undocumented
persons was $10 billion (Wilson 1996).

The cost to taxpayers of services utilized by the undocumented population was
the overt reason for the passage, in 1994, of California’s Proposition 187, the state
initiative that denied most social services—including basic health care and schooling
for children—to undocumented immigrants (Ayres 1994; Rayner 1996; Suro 1996). In
1997, Proposition 187 was held to be unconstitutional.

During the 1996 presidential election, an advertisement by the Republican Party
brought this issue before a national audience by asking two questions: “Do you know
there are 5 million illegal immigrants in the United States?” and, “Do you know that
you spend $5.5 billion a year to support them with welfare, food stamps and other
services?” (Schmitt 1996). Inasmuch as undocumented persons have been ineligible
for benefits from major federal welfare programs for the past seventeen years, the fiscal
picture of their public service utilization is misrepresented.

In a small midwestern city, Wausau, Wisconsin, a similar view was presented
regarding the increased costs to taxpayers for the use of public services by Southeast
Asian refugees—a legal immigrant group (Beck 1994). The issues raised in Wausau
included the overcrowding of schools due to the large Southeast Asian student popu-
lation; the costs to U.S.-born residents for the construction of additional schools to
accommodate the larger student population; the limited job opportunities that led to
a 70 percent use of public assistance by refugees; and a rise in property taxes by over
10 percent—three times that of an adjoining community with few immigrants (Beck
1994). Based on the preceding views, a moratorium on immigration has been sup-
ported by some congressional leaders, states, groups, and individuals (Brimelow
1995; Clad 1996; Lamm and Inhoff 1985).

Countering the previous argument is evidence that immigrants contribute more
to the economy than they use in services. Their contributions include the taxes paid
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by immigrant workers; the taxes paid and jobs created by immigrant businesses; the
goods and services purchased by immigrants; and the rebuilding by immigrants of
neighborhoods that were previously in disrepair (Gosh 1996; Park 1996; Fix and Pas-
sel 1996; Pear 1997; Rayner 1996; Rohter 1993). These phenomena create a ripple
effect in the economy that is not always captured in the analysis of costs and benefits.

A report highlighting companies founded by Asian Pacific immigrants empha-
sizes the economic benefits to the community derived from their job creation and the
size of their combined revenues. The report calculates that monies spent on the edu-
cation for Asian Pacific immigrant children are offset years later when the children
become adults and pay taxes (Ong Hing 1996). This conclusion is supported by a
national study on the fiscal impact of immigration that indicates that, despite initial
high costs, immigrant households produce fiscal gains once schooling is finished and
working adult children begin to pay income and payroll taxes (Pear 1997; Smith and
Edmonston 1997). The report also estimates that immigration adds $10 billion to the
nation’s annual economic output (Smith and Edmonston 1997).

Although immigration may result in a fiscal gain for the nation, questions arise
regarding the distribution of the gain. Businesses profit from the lower wages of work-
ers, and consumers from the lower prices for goods and services. However, some
studies indicate that U.S.-born workers at the low end of the wage scale, where they
compete for jobs with low-wage unskilled immigrants, may find both their wages and
employment opportunities reduced (Altonji and Card 1991; Borjas 1996).

A significant humanitarian force embedded in immigration law is the preference
given to family reunification. Through a hierarchical system of categories established
by the Immigration and Naturalization Act Amendments of 1965, family members of
immigrants are given preference for admission. The family-based preference accounts
for the largest number of new arrivals (Borjas 1996:74; Fix and Passel 1994:22). (Re-
cent rulings that require sponsors of immigrants to have incomes of 125 percent of
the poverty level are likely to result in a decline in the number of families reuniting.)

Other humanitarian forces include legislation and policies supporting the ad-
mission of refugees, such as the Refugee Act of 1980. In addition, human rights, re-
ligious and service organizations, and community groups also advocate on behalf of
immigrants. A recent example of community advocacy involves the Golden Venture,
a ship from China that ran aground in New York in 1993. Since the ship’s passengers
were undocumented, they were placed in detention centers around the country. In a
Pennsylvania detention center, community advocacy led to the following actions:
local newspapers sued to open the asylum hearings to the public; volunteers held
weekly vigils on behalf of the immigrants, visited the immigrants in the detention
center, provided housing and employment assistance for the few that were released,
and raised a sizable amount of money for their assistance (Fisher 1997).

Humanitarianism is also expressed in the popular image of the United States as
a refuge for oppressed peoples from other lands. The words of Emma Lazarus wel-
coming the tired masses yearning to be free summarizes the historic connection be-
tween humanitarianism and immigration—a view that is embedded in the nation’s
self-concept.

Coexisting with humanitarianism are racist, antiethnic forces, and xenophobia.
Recent widely discussed literature favoring restrictions on new immigration on the
basis of color and ethnicity reflects these forces. Examples include the suggested re-
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turn of the nation to its white origin (Brimelow 1995:264); the comparison of the INS
waiting room to a New York City subway, “where you find yourself in an underworld
that is not just teeming but is almost entirely colored” (Brimelow 1995:28); and the
prediction that the changes in the ethnic character of the United States will result in
“American patriots fighting to salvage as much as possible from the shipwreck of their
great republic” (Brimelow 1995:265).

Others describe new immigrants as unassimilable because they can’t leave their
cultures behind. They are described as stressing group identity and separatism, as
opposed to American individualism, and their difficulties with English are attributed
to their “nationalistic ghettos” (Zuckerman 1996:109–11).

Xenophobia finds expression in vigilante groups patrolling airport terminals to
deter undocumented persons from traveling around the country (Schmitt 1996). It is
illustrated by the violence erupting at the border between the United States and Mex-
ico (Kadetsky 1996:103). It is reflected in the Mexican government’s protest against
the violence perpetrated by California police against Mexican nationals, presumed to
be undocumented individuals, who were beaten after a car chase. It is articulated in
a statement by Mexico’s long-ruling Institutional Revolutionary Party that the vio-
lence by California police illustrates “how far racist and xenophobic attitudes have
reached in the U.S.” (Preston 1996:A10).

Attitudes toward immigration and immigrants have had historic swings between
inclusion and exclusion. Inclusion is based on a “communitarian” model that em-
phasizes immigrants’ contributions to the nation’s general welfare through their pro-
ductivity and diversity (Schuck 1984). Exclusion is based on the view that community
resources need to be protected, and the restrictions on immigrants’ entry or, if ad-
mitted, on their entitlements are necessary to achieve community goals. The erosion
of immigrants’ entitlement to benefits, the family reunification regulations that dis-
criminate against low-income families, the immediate return without judicial review
of persons who arrive with improper documents, the rulings that personnel in gov-
ernment agencies cannot be restricted from reporting an individual’s immigration
status to the INS or other government agencies—all lead to the conclusion that the
pendulum has swung toward exclusion.

However, support and inclusion are provided by the immigrant communities.
These communities, which consist of previous arrivals and family and friends, pro-
vide concrete help and social support. The immigrant businesses in the communities
provide employment for both new arrivals and previous immigrants. Their news pub-
lications, which are printed in immigrants’ native languages, provide local, national,
international, and home country news. Stores stocked with indigenous foods and
restaurants that prepare home country meals are part of the immigrant community.
Community life is enriched by immigrants’ religious organizations and their political
constituencies. In essence, the immigrant communities assist individuals in adapting
to the United States while concurrently preserving their cultures.

VULNERABILITIES AND RISK FACTORS

The word stress refers to the psychosocial discomfort or distress people frequently
experience in daily life, especially while adjusting to new environments. The litera-
ture on immigration suggests that the process of adaptation to the host culture can be
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stressful enough to threaten the psychosocial well-being of many immigrants (Hull
1979; Tran and Ferullo 1997), whether admitted to the United States for economic
advancement, reunification with their families, or humanitarian reasons. Studies re-
veal that the newcomers’ stressful life experiences seem to have contributed to their
psychosocial problems. The most prevalent problems include domestic violence, al-
coholism, juvenile delinquency, alienation of the elderly, marital and intergenera-
tional conflicts, and mental disorders (Hulewat 1996; Padilla et al. 1988). A list of
stressors experienced by immigrants includes the following.

The term culture shock was coined to characterize severe anxiety-provoking sit-
uations experienced by those who must act under unfamiliar social norms and be-
havior cues (Oberg 1960). It implies that the experience of a new culture is an un-
pleasant surprise—a shock—partly because it is unexpected and partly because it may
lead to a negative evaluation of one’s own culture. Researchers have seen culture
shock as a normal reaction, part of the routine process of adaptation to culture stress,
and the manifestation of a longing for a more predictable, stable, and comprehensible
environment (Furnham and Bochner 1986). Some have also suggested that the greater
the difference between the culture of origin and the host culture, the higher the rate
of psychosocial dysfunction (Berry et al. 1987).

Since members of any cultural group are not all alike, the differences within a
cultural group may be greater than the differences between the dominant culture and
a minority culture. One major difference among members of various ethnic and cul-
tural groups is the degree to which they have immersed themselves in the culture of
the United States. Acculturation can be defined as a process that begins when indi-
viduals from different cultures come into continuous firsthand contact and that leads
to changes in the original cultural patterns of either or both groups. The task faced by
new immigrants is to adapt to the host society. Not surprisingly, the stress of adapt-
ing—i.e., acculturation—may result in anxiety, depression, psychosomaticsymptoms,
and identity confusion (Williams and Berry 1991). For some immigrants, cultural
conflicts continue to cause inner confusion and stresses even after many years of
settled lives in their new environment (Derbyshire 1969).

The processes of adaptation and acculturation involve dynamic and synergistic
changes in the immigrants’ intrapsychic characters, interpersonal relationships, and
social roles and status. The challenges they face are enormous: They include shifting
ideas and realities of space and time, roles and relationships, cultural identities, social
networks, employment, and, of course, language.

Our conduct is dictated by the predictions that we make about our physical and
social environments. Consider an immigrant family that leaves its village or town in
an underdeveloped country one day and finds itself the next day in one of the most
advanced industrial countries in the world. The members of the family are instantly
plunged into an unpredictable new environment that, given their ignorance of the
social structure, the norms of behavior, and the timetable of natural events (Mirdal
1984), they are unprepared to survive, let alone thrive in. Most of us deal with our
environment automatically, recognizing cues and responding automatically, without
daily reflection upon social expectations and regulations. Immigrants, however, can-
not take this nonverbal language for granted. They need to consider each situation
individually and reflect quickly on their own role in it. For immigrants whose contacts
with others were once limited to their own family and extended family, to live in a
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new land means to reorganize, structure, and predict their lives on a daily basis. This
is stressful.

Immigrants often sustain multiple losses. The loss of social status and social roles
may create a sense of deprivation and insecurity. Among immigrants, the discrepancy
between anticipated and actual social status, namely, goal-striving stress, seems to
exert substantial negative effects on their mental health (Kuo 1976; Parker and Kleiner
1966). Some immigrants continue to experience lower social status throughout their
lives.

Female immigrants generally suffer more dramatic changes in role status than do
their male counterparts (Freidenberg, Implivale, and Skovron 1988), and role reversal
is a major stress in the families of several immigrant groups (Brown 1982) in which
the wife can find employment more easily than the husband. When she becomes the
breadwinner while the husband stays home and does the housework, many immi-
grants—particularly men who come from countries where traditional families are the
rule—find the reversal of roles intolerable.

Migration, however, may also result in a deterioration of women’s positions for
those who do not work outside the home. The roles that they have been socialized to
fulfill are no longer viable in their new land. Wives and mothers who do not speak
the language may be more dependent on their husbands and children, as well as either
more overworked or more isolated than they were in their home country (Rhee 1996).
As mothers, they are confronted with primary responsibility for their children’s
schooling. Yet they are unprepared to understand and cope with an institution such
as the school. Thus, children and husbands, experienced in schools and in work-
places, become the interpreters of this new culture and its institutions for the home-
bound mothers and wives, causing further role strain.

As primary providers for the families’ immediate needs, women worry a great
deal about the parent-child conflict accompanying a migration experience (Rhee
1996). Extreme differences between Western, Asian, African, and Latin cultures with
regard to family values, authority patterns, and degree of individualism sharpen this
conflict.

The search for identity and/or the re-creation of identity are complicated pro-
cesses for immigrants. They must reexamine and change their attitudes toward them-
selves, toward other ethnic groups, and toward the dominant culture—an experience
stressful enough to create repeated crises of identity. Most immigrants, particularly
children and adolescents, must sort out and decide which parts of their cultural heri-
tage to retain and which aspects to modify or replace in order to function effectively
in their new country (Le 1983).

Immigrants, particularly refugees, often have experienced profound loss, not just
in terms of status and material goods but also in seeing their native land transformed
politically and culturally. Losses also are associated with separation from members
of their families and other social support networks. These multiple losses add up to
a stressful, if not traumatic, experience.

Persons living below the poverty level in the United States include an inordinate
number of ethnic/racial/cultural group members, many of whom are immigrants. Fac-
tors such as housing, employment, educational opportunities, and life expectancies
are often associated with poverty among members of culturally diverse immigrant
populations.
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For those immigrants who are vulnerable to social distress because of genetic or
psychological factors, the added stress of poverty can lead to symptom manifestations
and mental health problems. A cursory review of the literature identifies social class
and environmental risk factors as having negative effects on the immigrant’s adjust-
ment. Some studies show that the negative effect may largely derive from the con-
gested, low-income, and depressed neighborhoods where immigrants reside (LaVietes
1979; Ponizovsky and Perl 1997). A study examining the effects of a child’s immediate
environment on his or her mental health (Homel and Burns 1989) concluded that
children who reside in commercial and industrial areas of inner cities “stood out from
all others in their feelings of loneliness, dislike of other children, feelings of rejection,
worry, fear, anger, and unhappiness and dissatisfaction with their lives and with their
families in particular” (152–53). Residence in inner cities exposes the immigrant to
overcrowded and unsafe buildings, as well as to too-frequent environmental changes
that require quick adaptation. Inner-city living may present immigrants and their
children with multiple stresses that, cumulatively, may be more damaging to healthy
functioning than a single acute stress would be.

Migration may not be a labor migration, but if immigrants want to survive, to
attain an independent income, and to regain or achieve a desirable socioeconomic
status, they have to rely on employment. In this country, foreign-born and native-born
workers generally do not share the same economic locations or labor-market rewards
(North 1974). Gender adds another dimension to the stratification of immigrants
within both the workplace and the larger society. Immigrant women experience the
restrictions of a sex-segregated occupational structure, in which women’s jobs are
characterized by lower wages, fewer opportunities for advancement, and less job se-
curity (Philzacklea 1983). Immigrant women’s jobs are located disproportionately in
the poorly paid labor-market sectors where they work as domestics, sewing machine
operators, waitresses, and so on.

Immigrants often suffer the frustration of being unemployed and regarded as
fringe wage earners. Many immigrants willingly accept menial or semiskilled jobs in
order to survive. They share the problems of unskilled workers throughout this coun-
try: double workloads, repetitive and fatiguing jobs, unhealthy working conditions,
an absence of benefits, and the like. Many immigrants held professional or white-
collar jobs in their countries of origin. Some are able to maintain their former occu-
pational and social status, but many cannot find similar or comparable occupations
in the United States. In spite of their economic mobility, they have not resolved the
problem of status inconsistency.

How generous should this country be to those who do not speak standard English?
This question has been asked with increasing urgency within the dominant culture.
Some writers have suggested that language is perceived by certain white Americans
as the one mutable feature of culturally diverse groups; therefore, it is the place to
take a stand and demand assimilation (Hurtado and Rodriguez 1989). To them, the
ability to speak English serves as a symbolic measure of assimilation. As a corollary,
many of these same Americans hold in contempt individuals whose spoken language
is noticeably different from what they perceive as standard English.

Far from serving as a simple vehicle for describing an objective world, language
is the key facet of a person’s self-concept and active shaper of the way people think
and act (Rubin 1981). Learning a new language is a gradual process, for a shift from
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one language to another requires a change of thought processes, cultural attitudes,
and self-concepts. Immigrants to the United States often feel lost and disoriented
when they cannot achieve a level of proficiency in English that makes them comfort-
able in their new environment. Among immigrant children, for instance, behavior
directly or indirectly related to the lack of linguistic proficiency is the most frequent
reason for psychiatric referral of students whose primary language is not English (Can-
ino and Spurlock 1994). Many of the behaviors considered problematic by teachers
are, in reality, characteristics of students who are in the process of second-language
acquisition. Often, a child undergoing acquisition of a second language is diagnosed
incorrectly as learning disabled.

Evidence has shown that much of the history of culturally diverse groups in the
United States has often been unpleasant, with racism and prejudice fueling the op-
pression of minorities. Certainly, many immigrants have experienced racism and neg-
ative stereotyping. Not surprisingly, these have in some instance led to emotional
strain and social dysfunction. The current political environment is characterized by
strong anti-immigrant feelings (Keigher 1997). There is a growing concern among the
indigenous population that newly arrived immigrants are taking away jobs from the
native-born lowest paid workers. Huddle (1993) found that for every one hundred
unskilled immigrants who were working, twenty-five or more unskilled American
workers were displaced from jobs. The cost of public assistance for these 2.1 million
displaced American workers was $11.9 billion. Some people feel that too many im-
migrants come to this country to take advantage of taxpayer-funded education, health
care, and other social services without ever contributing to the systems. In fact, as
mentioned earlier, the costs of immigration are justified by the revenue that immi-
grants help produce for U.S. employers (Fix and Passel 1994; Padilla 1997).

Many immigrants come from homogeneous nations, where they were not accus-
tomed to racial and ethnic diversity, and are unfamiliar with the kind of racism, both
overt and covert, so often experienced in this country. The existence of so many
unfamiliar cultural and ethnic groups, particularly in cities, where they live in close
proximity to one another, often leads to stress that is exacerbated by crisis situations,
such as social violence, racial profiling, and police brutality. Obviously, these expe-
riences and the fears they generate lead to stress.

RESILIENCIES AND PROTECTIVE FACTORS

Coping has been distinguished as a mediator of social stress (Pearlin et al. 1981).
Individuals may differ in their stress-reducing coping patterns, despite having similar
external and internal mediating variables. Some immigrants withdraw from stress,
whereas others try to diminish it by finding creative and useful solutions. Some im-
migrants approach stressful situations with optimism and confidence; others look to
surrogates to resolve them.

At the core of immigration lies issues of cultural identity. These usually involve
unstable and stormy transactions, with multiple losses and intensive external and
internal changes (Grinberg and Grinberg 1989; Lin 1986). If it is thought of as the
intersection of the individual and society, then its formation involves finding a place
within that larger social world. For immigrants and refugees, this means giving up
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some components of their previous identity and establishing a new self in a social
world whose dimensions may be vague or unknown.

In the process of changing behavior, values, attitudes, and identity, immigrants
face two general issues: whether to retain the cultural identity and characteristics of
the country of origin and/or whether to participate in the larger society (Berry et al.
1987). Four types of acculturation have been proposed: (1) assimilation, when the
original cultural identity is rejected and only participation in the larger society is
accepted; (2) integration, when the original cultural identity is retained and partici-
pation in the larger society is accepted; (3) separation, when original cultural identity
is maintained and participation in the larger society is rejected; and (4) marginaliza-
tion, resulting from the rejection of both original cultural identity and participation
in the larger society (Pawliuk et al. 1996).

Researchers investigating the process of acculturation have suggested that an in-
tegrated, or bicultural, style is associated with better psychological functioning in
adults (Berry et al. 1987; Fabrega 1969). People who can maintain a balance between
two cultures have fewer psychological disorders than the groups at the extremes—
the least or the most acculturated (Ramirez 1984). Studies have shown that more
acculturated individuals who have become alienated from their own ethnic support
systems are more likely than less acculturated individuals to suffer psychological
disorders (Graves 1967).

Immigrants have both positive and negative perceptions of the United States.
Though they may see it as a land of opportunity, particularly for their children, many
feel lost without a sense of community and fear losing themselves (Adams 1989).
Some who feel marginalized develop strategies for personal development. Quoting
Marlin (1993), Mathews (1994) wrote that immigrants tend to cope with this situation
by one or more of the following strategies: (a) nostalgic re-creation of past association;
(b) being critical of the new culture; (c) idealizing the home country; and (d) super-
ficial adjustment to the new reality. Since not all members of any given cultural group
are alike, the acculturation pattern or style will differ from person to person. Age,
gender, and social class are among the variables to be considered in relation to vul-
nerability, as well as adaptive behavior, in coping with cultural conflicts.

Studies have shown that the psychological functioning of children of immigrants
is related to parental adaptation to the host society. Some suggest that children of
immigrant parents who adopt an integrational mode of acculturation function better
than those of separated or marginal parents (Berry et al. 1987). Other researchers have
noted that parental social variables, such as language ability, socioeconomic status,
and social support, are correlated with the psychological functioning of their children.
Not surprisingly, the better-functioning children have parents who speak the language
of the host culture well, enjoy professional social status, and have supportive friends
(Lipson 1992; Sluzki 1979). Conversely, difficulties have been found in children
whose parents do not speak the host language well and lack the supports of social
status and social networks. Children in the process of learning coping skills and seek-
ing role models will develop similar strategies in order to survive (Pawliuk et al.
1996).

A Southeast Asian young woman wrote about her coping experience while grow-
ing up in the United States:
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Starting out as a six-grader, I was placed in an unfamiliar environment with-
out any knowledge of English. I had never believed in education before. From
my personal experience over a million Cambodians were executed during
the Khmer Rouge Regime, between 1975 and 1979. I had never wanted to go
to school but now it was something that I had to do. So I went because I had
no other choice. Everyone just had to go to school here, plus I did not know
where to go or what else to do if I did not go to school. At first, I hated school
because I did not understand the lessons or what the teachers were saying. I
remember that I would fall asleep in class almost every day. I did not learn
much in Junior High School and even in High School, because I did not really
want to learn. I kept telling myself that this country is not a place for me and
that some day in the near future I would be going back to Cambodia. While
in school I had very few friends. I did not speak English well, plus I was shy
and quiet. In my old country I had been an outgoing person and was always
surrounded with many friends. Now, as a shy and quiet person, I hardly
spoke to anyone. My daily routine was going to school and completing my
homework. With time and effort, I managed to graduate from High School.

But when I entered College, I began to see things differently. In College,
I enjoyed attending classes every day. Education gave me a clearer view in
understanding what is offered in the real world. I was inspired by the pro-
fessors idealism, a feeling that was shared by many students. This new ide-
ology and philosophy allowed me to observe and to learn more about every
day life. I started to ask questions when I did not understand and I made a
lot of new friends.

Now I believe that I am back to my own self again. Only now I consider
myself a bi-cultural, bilingual professional with a strong sense of identity.

(Refugee Women’s Council, 1998)

Immigrants can show resilience, as well as vulnerability, and not all immigrants
will be traumatized by their experiences. Garmezy (1983), discussing stress-resistant
children, identified a triad of protective factors: (1) a positive personality disposition;
(2) a supportive family; and (3) an external societal agency that functions as a supply
system to reinforce a child’s coping efforts.

Individual Factors. Researchers have identified various personality traits that act as
internal mediators of stress. These include locus of control, self-esteem, social ori-
entation, achievement motivation, and cognitive style (Canino and Spurlock 1994).
Rutter (1987) identified four specific coping mechanisms in children that protect
them against stress: (1) reduce the impact of stress; (2) avoid negative chain reactions;
(3) establish self-efficacy and self-esteem; and (4) seek new opportunities. These
mechanisms are also applicable to adults. Those who cope effectively are likely to
come away with enhanced coping abilities; those who deal ineffectively are likely
to experience poor outcomes.

One internal mediator seems to be the perception of the place of one’s culture
within the dominant culture. This perception often affects a person’s attitude toward
his or her ethnicity and the intensity of ethnic identification. Immigrants whoperceive
the place of their ethnic culture positively tend to preserve it in their identity, either
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fully or partially, whereas those who perceive it as inferior tend not to identify with
it (Berger 1997).

The employment status of immigrants and refugees in the host society is probably
an indicator of their integration of adjustment (Tran 1991). The 1988 national survey
of current employment status of Indochinese refugees, conducted by the Office of
Refugee Resettlement, found that factors influencing the refugees’ employment-
seeking behavior included English language proficiency, pursuit of education, family
needs, and health status (U.S. Department of Health and Human Services 1989). It is
safe to say that immigrants and refugees who arrive in the United States with a knowl-
edge of English, good educational background, social skills, manageable family obli-
gations, and good health status will achieve a higher rate of employment than those
who lack these characteristics.

Other studies suggest that age, gender, number of years in this country, socio-
economic background in their original countries, and number of children are crucial
for their labor-force participation in the host country (Caplan, Whitmore, and Buie
1984; Tran 1991). Other protective factors may include the individual’s level of anxi-
ety and risk taking, ways of handling loss and mourning, and the family’s tolerance
of differences.

Social Support. Social supports—resources made available through interrelation-
ships with significant others—provide both emotional and tangible benefits to indi-
viduals. These include a sense of meaning, belonging, and acceptance; affection and
nurturing; and information, transportation, and help with daily living (Choi 1997;
Hill and Christensen 1989). Research has found that social supports directly affect
immigrants’ adaptation with respect to job satisfaction, depression, health outcomes,
and life satisfaction (Payne and Jones 1987; Turner 1981).

The literature has indicated that social support has positive effects on individuals
who are exposed to demands or are experiencing stress. Some writers have begun to
focus on the relationship between life events, such as migration, and social support;
they suggest that the latter buffers the former (Monroe 1983; Williams, Ware, and
Donald 1981). Vulnerability to depression among members of immigrant groups has
been attributed to a decreased social support. Conversely, those receiving adequate
social support are less impaired when confronted with stress (Lin 1986).

Family Support. Immediate family members, as well as extended family, play key
roles in many immigrant families. Clinical studies have documented the importance
of family support, a widely appreciated aspect of many cultures. In general, more
disturbed clinical cases tend to rely on formal institutions, while less severe cases
find social support among family members. Family support moderates stress, and the
mobility of family support systems is likely to act as a preventative measure, allevi-
ating stress.

Implicit within all cultures are norms that enhance growth and development in
their children and that serve as additional sources of support and strength when
families are exposed to adversity. The literature indicates that resilient children come
from homes in which rules are consistently enforced; a good relationship with and
between the parents exists; and where an adequate identification figure is present in
the household (Rutter 1987).
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In immigrant families, differences in acculturation style of parents and children
may create family conflict. Such conflicts may also arise when some members rep-
resent the values of the country of origin and others represent the values of the new
society. A family’s ability to adapt to life in the new country—such as maintaining
contact with formal or informal institutions and peers without giving up ethnic iden-
tity—serves as a strong protective factor. Parents who speak the language of the host
culture or who have friends in the host culture may be more likely to enroll their
children in team activities and organizations, activities that will result in higher levels
of social competence.

Researchers have shown that the poor utilize informal social networks to alleviate
poverty (Martin and Martin 1985). Social networks, especially the extended family,
may point the way to housing and jobs, incorporating several income earners, relo-
cating work responsibility, and lowering household expenses. If it does nothing more,
the presence of family and extended family members helps to reduce loneliness and
stress throughout the process of resettlement (Allodi and Rojas 1983).

Community Support. Newly arrived immigrants depend on their own ethnic com-
munities for a social support system to reduce the stress of immigration and integra-
tion. Immigrants express their culture through their own social and institutional com-
munity networks, and it is the community as a whole that integrates them with the
larger society. By setting up, in the host country, social networks based on both kin-
ship and friendship, and by establishing ethnic associations and religious institutions,
immigrants are able to respond adequately to their most important socioculturalneeds
within a community that mediates between them and the larger society. These orga-
nizations provide a place for social relationships to develop that satisfy the immi-
grants’ need for communication and enable them to avoid isolation (Jacob 1994).

For such networks and organizations to provide social support, the immigrant
community must have within it a relatively large proportion of well-integrated and
educated individuals able to serve as mediators. These men and women usually share
deeply ingrained core cultural values and/or support from the host society. Immigrant
groups with support and funding from federal and state governments are able to ex-
press their culture and identity through their own social networks and community
organizations.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Voluntary agencies have taken a major role in the resettlement process of refugees in
this country as well as other Western countries (Tran 1991; Wright 1981). In the be-
ginning of the arrival of refugees from Southeast Asia, the government established
several refugee camps in this country to receive, process, and resettle refugees in
American communities. The second-wave refugees from Southeast Asia and refugees
from Latin American countries, the Soviet Union, and other Western countries came
to the United States either directly or would spend a period of time in their first
asylum country. Once refugees received a visa for entry to the United States, they
were assigned to one of the voluntary agencies, known as VOLAGs. The VOLAG
agencies included the United States Catholic Conference, the Lutheran Immigration
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and Refugee Service, the International Rescue Committee, Church World Services,
Hebrew Immigrant Aid Society, and others. The VOLAGs were responsible for finding
sponsors for refugees who were allowed to leave camps only when sponsorship in
the communities was obtained (Tran 1991).

The VOLAG agencies, which continue to provide services to refugees throughout
the world, have had cooperative agreements with the Bureau of Refugees Programs
of the Department of State to resettle the new refugees. When no sponsors are found
by the VOLAGs, local voluntary agencies, such as the New York Association for New
Americans (NYANA), directly take responsibility to settle refugees. The goal of spon-
sorship is to assist the refugees to become integrated in the host country and to become
economically self-sufficient. These international and local agencies are responsible
for initial food, shelter and clothing needs and for counseling the refugees and im-
migrants about health, employment, and social services.

Each state has a federally funded program for assisting newly arrived refugees
and immigrants. These programs, through contracts with voluntary agencies, provide
services such as English as a second language training, job development, employment
placement, information and referral, interpreters, and social adjustment programs.

With the establishment of settlement houses in the late 1800s, educated middle-
class individuals moved into poor neighborhoods to work directly with immigrants
and other poor populations to bring about community and social changes (Iglehart
and Becerra 1996). The settlement house workers saw a part of their goal as assisting
immigrants in adapting to American life. At present, many settlement houses continue
to provide immigrants with social services, educational, and vocational programs.

During the early 1900s, the mutual aid and self-help activities of ethnic com-
munities began to flourish. This practice was much influenced by African Americans’
belief that their survival was strongly linked to self-reliance in the face of exclusionary
and separatist practices (Martin and Martin 1985). Black communities began to take
on the task of addressing their own community needs. Other ethnic communities
organized their own self-help programs. For example, early Chinese immigrants de-
veloped benevolent associations for their communities, and Mexican American or-
ganizations emerged to address their community needs. The goal of the early ethnic
community organizations was to address problems identified by the community and
provide services that were endorsed by the community. Today, ethnically run services
for ethnic communities continue to grow and flourish.

As the complexion and culture of the population becomes more diverse, more
attention is directed toward the need for social service agencies to provide culturally
sensitive services. The ethnic agencies became a model for the provision of such
services (Iglehart and Becerra 1996). Some of these ethnic agencies, with the help of
governmental funding, became multiservice centers. These centers usually are capa-
ble of providing culturally and linguistically appropriate services to the community.
In a study of three multiservice centers in Chinese American immigrant communities,
Chow (1999) found that these centers, in recognizing the multiple problems immi-
grants can face, provide a wide array of services, making the idea of one-stop service
shopping possible. Services provided by these multiservice centers often include in-
formation and referral, case management, efficacy and networking services, as well
as counseling, youth, health, mental health, protective, and vocational services. Some
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also provide housing, employment services, and services for families and children.
These agencies and those in other ethnic communities are active in developing pro-
grams for the empowerment of the communities and the new immigrants.

ASSESSMENT AND INTERVENTIONS

A stage of migration framework provides a context for understanding and helping
immigrants and refugees by linking the migration experiences in the country of origin
with experiences in the country of destination (Drachman and Ryan 1991). Since
service personnel are not in contact with “newcomers” until they arrive in the final
destination country, the framework offers a way for workers to consider the intermin-
gling between migration experiences that occur in the original country with resettle-
ment experiences in the United States.

The framework has generic and specific utility as it can be applied to all immi-
grant groups and specific groups (Drachman and Halberstadt 1992). It can also be
applied to the individual immigrant as it offers a lens for assessment of the individual
in the particular circumstance of migration. It is based on concepts drawn from mi-
gration studies, particularly ideas revolving around migration as occurring in stages
(Cox 1985; Keller 1975; Kunz 1981). It includes a three-stage process: premigration
or departure, transit or intermediate country, and resettlement. Variables of age, family
composition, socioeconomic and educational level, occupation, culture, rural or ur-
ban background, belief system, and social support are assumed to influence the in-
dividual or family in each of the stages. In the following discussion of the framework,
the experiences of immigrants from Korea and the Dominican Republic are presented
to illustrate its ability to secure salient information for assessment of different groups.
Table 23.1 illustrates the factors associated with each of the stages.

1. Premigration/Departure Stage. Social, political, economic, and educational fac-
tors surrounding the premigration and departure stage are significant. This phase may
involve abrupt flight, exile, or a situation in which individuals choose to depart.
Expectation for a better future, separation from family and friends, leaving a familiar
environment, decisions regarding who leaves and who is left behind, experiences of
persecution, violence, loss of significant others, or a long wait and living in limbo
prior to departure are some of the issues individuals face in this stage. Among the
issues in resettlement that emerge from this phase are concern for those left behind,
depression associated with the multiple losses, incongruity between expectations and
the reality of life in the new land, and survivor guilt and posttraumatic stress for
persons who witnessed and/or experienced violence and the loss of others.

The desire for greater economic and social opportunities underlies the migration
of many individuals and families from the Dominican Republic. Dominican migration
usually involves the departure of an individual family member versus the total family.
Therefore, children, spouses/companions, parents, and so on are left behind. For a
departing mother, caretaking arrangements for a child(ren) who remains in the home
country is a central issue. The strong commitment in Dominican families to assist its
members as well as the Dominican family structure, which includes immediate and
generations of extended family as well as nonblood kin, facilitates the departing par-
ent’s ability to secure child care. The caretaking arrangements, however, could range
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TABLE 23.1. Stages of Migration Framework

Stage of Migration Critical Variables
Factors that Influence
Each Migration Stage

Pre-migration Social, political, economic and
educational factors

Separation from family and
friends

Decisions regarding who leaves
and who is left behind

Long wait and living in limbo
prior to departure

Leaving a familiar environment
Life-threatening circumstances
Experiences of violence and/or

persecution
Loss of significant others

Age
Family composition
Urban/rural background

Transit/
Intermediate

Perilous or safe journey of
short or long duration

Refugee camp or detention
center stay of short or long
duration

Awaiting a foreign country’s
decision regarding final
relocation

Loss of significant others

Education
Culture
Socioeconomic background
Occupation
Belief system

Resettlement Cultural issues
Reception from host country
Opportunity structure of host

country
Discrepancy between

expectations and reality
Degree of cumulative stress

throughout migration
process

Different levels of
acculturation among family
members

Social support

Drachman and Halberstadt, 1992

from consistent and nurturing to disruptive and problematic. For example, a relative
(often a grandmother) could assume caretaking responsibilities for the emigrant’s
child(ren). Health-related problems of the individual, however, could disrupt child
care, necessitating different caretaking arrangements and creating another adjustment
for the child. Thus the nature of child care at the point of parental departure and
during parental absence requires consideration by service personnel in contact with
Dominican families if family reunification occurs during the later stage of resettle-
ment. Similarly, the child’s age at the point of parental departure may also influence
resettlement if family reunification occurs. Specifically, the experiences of a child are
likely to be different if separation occurs when a child is an infant versus a child who
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is 10, and when reunification occurs when a child is 7 versus a child who is 14
(Drachman, Kwon-Ahn, and Paulino 1996).

Competition and limited opportunities for higher education in Korea and oppor-
tunities for higher education in the United States have been significant push and pull
factors in the migration of Koreans (Kim 1978:188–89; Kwon-Ahn 1987:101–2). Un-
derlying the educational force propelling the migration are Korean tradition and cul-
ture, which emphasize education as a means to success, power, and status. Korean
families, therefore, place high value on university education for their children. How-
ever, competition for university admission in Korea is intense. The competition cou-
pled with the high value placed on education have led many families to prepare their
children for college when they are very young, and for parents and teachers to exert
considerable pressure on children aimed at school success. The U.S. educational sys-
tem, which is viewed as less intense and less difficult than the Korean educational
system, is therefore appealing; and migration is viewed by parents and children as a
way to overcome one of the most difficult challenges they experience in Korea (Drach-
man et al. 1996).

Korean migration usually involves the departure of a family unit versus an in-
dividual member. The long wait for U.S. admission often fosters a state of family
confusion, uncertainty and ambivalence regarding migration as members prepare to
leave but don’t know when departure will occur. Although children continue in
school, they begin to lose motivation and interest in maintaining their studies while
mothers become increasingly anxious throughout the waiting period. Meanwhile fam-
ily members hold unrealistic expectations toward their prospective lives in the United
States. Children who attend school six days a week with homework as the primary
weekend activity look forward to weekends in the United States free from classes and
homework. Thus, they expect their U.S. school life will be easier than their Korean
school life. Parents anticipate they will be able to start a small business with the
money saved in Korea for the United States and eventually achieve wealth in the new
land (Drachman et al. 1996).

2. Transit/Intermediate Stage. In the transit phase, experiences may range from a
perilous sea journey on a fragile boat (e.g., Haitians and Cubans) to an uncomplicated
arrangement for travel on a commercial flight (many Asians, Caribbean Islanders, and
Europeans). The duration of the transit phase may vary from hours to years. For ex-
ample, an individual might live in limbo in a refugee camp for years while awaiting
a final destination (Southeast Asians). The transit phase could also involve a long stay
in a detention center while awaiting the decision of a receiving country regarding
entry or deportation (Haitians). On the other hand, an individual may leave the coun-
try of origin and within hours connect with family or friends in the new country (many
Asians, Caribbean Islanders, and Europeans).

For Dominicans and Koreans, the experiences in the transit/intermediate phase
are generally uneventful. Most families and individuals apply for a U.S. visa in their
home country and wait and prepare for eventual departure. After U.S. approval for
entry, they arrive directly in the United States.

3. Resettlement Stage. Common issues in resettlement include the degree of cumu-
lative stress experienced by the family, the discrepancy between expectations and
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actual quality of life in the United States, the reception and the opportunity structure
of the receiving country, and the extent of services available to the family. Cultural
issues assume prominence and include different views between the home and “host”
country on health, mental health, help-seeking behavior, education, child-rearing
practices, gender role behavior, and different levels of acculturation among family
members. Cultural issues also surface in the interactions between service personnel
and immigrant families. Depression, suicide ideation and suicide attempts, substance
and chemical abuse, parent/child conflict, and wife and child abuse are among the
commonly reported problems. As men and women shift in their traditional marital
roles (particularly when wives are employed and husbands are unemployed or earn
less than the wives), marital conflict or dissolution surface even among cultures where
divorce is rare.

Family reunification issues commonly occur during the resettlement of Domin-
icans. Among these are different views between parent and child regarding migration.
The parent often believes the migration will provide a better life for the child. Migra-
tion for the child, however, may be accompanied by a sense of lack of choice, and
feelings of rejection by the immigrant parent who initially left the child for the new
country and who is now considered responsible by the child for his/her leaving “loved
ones” and the familiar environment of the home country. Complexity is added when
parent/child separation is of long duration and the caretaker in the home country is
viewed by the child as the “real” parent (Drachman et al. 1996).

If the caretaking arrangements formed in the premigration stage and during pa-
rental absence are unsatisfactory, the child may be resentful for the initial separation
from the parent, the problematic caretaking arrangements, and finally the upheaval
of his/her recent migration. The parent, on the other hand, may feel guilty about the
difficulties created for the child by the migration or view the child as ungrateful for
the sacrifices made on the child’s behalf. These issues may be expressed in family
conflict such as a child’s or adolescent’s oppositional behavior at home and/or in
school, acting out in the community, substance abuse, a parental response of increased
discipline resulting in little situational change or conflict escalation and finally pa-
rental sense of loss of control over the child (Drachman et al. 1996).

A child may reunify with his/her family that has a different structure—stepfather/
mother or step- or new biological siblings. Thus the child and family members may
experience each other as strangers. The “family/stranger” quality may be com-
pounded if the step- or biological children have grown up or have acculturated to the
United States, while the behavior of the reunified child is culturally different and
perceived by the siblings as “strange.” Moreover, the reunified child may be viewed
as the intruder. In some families, these issues are expressed in scapegoating the re-
unified child, divided loyalties between parents regarding their children, marital con-
flict, and depressed or defiant behavior of the reunified child, often reflected in with-
drawal or acting out in home, school, or community (Drachman et al. 1996).

Parental authority and strong discipline of children are highly valued parental
responsibilities in the Dominican Republic. When Dominican children assume ways
of thinking and behaving similar to their U.S. peers by asserting levels of indepen-
dence deemed inappropriate by their parents, and when they question and challenge
parental discipline and authority, parent/child friction often surfaces. Anger and dis-
appointment in a child who is perceived by the parents as rebellious and defiant and
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for whom the parent has sacrificed are common parental reactions. Children, on the
other hand, view their parents as inflexible, overly strict, and “out of step” with the
“ways of Americans.”

Resettlement may be experienced as inordinately stressful when several of the
preceding family reunification and cultural adjustment issues are present or occur
concurrently. In desperation, some parents respond by returning a child to relatives
in the Dominican Republic. Thus, parent/child separation reoccurs and the child’s
experiences of loss, separation, and a sense of rejection multiply (Drachman et al.
1996).

Although Dominicans are Catholic, their cultural belief in spiritism is practiced
throughout the migration process and during stressful periods in resettlement. Spir-
itism is a belief system that assumes the visible world is surrounded by an invisible
world of good and evil spirits that influence life events and behavior (Delgado
1988:36). It is both a worldview and a healing tradition. As a worldview, spiritism
assumes outside forces have significant control over one’s life. Thus, a practice ap-
proach with a Dominican client that emphasizes control over one’s destiny may be
discordant with the client’s worldview.

Dominicans may seek the assistance of a folk healer for help with an illness or a
social, interpersonal, or mental problem as it is assumed these problems may be
caused by forces in the invisible world. Service personnel, therefore, require famil-
iarity with the cultural help-seeking behavior of Dominicans and their healing tra-
ditions.

U.S. race relations heavily influence Dominican resettlement. Dominicans whose
ancestry is a blend of African, American Indian, and Spanish peoples range in color
from dark, medium, or light brown to white. Although race is a factor in Dominican
society, it is intertwined and confounded by social class (Charles 1992; Wiltshire
1992). Specifically, money, power, education, and social class mediate and qualify a
societal preference for European physical traits over African physical traits. In con-
trast to the United States, race alone in the Dominican Republic does not translate
into a social structure of hierarchy and exclusion. Moreover, race does not assume an
important role in ascribing a subordinate position for individuals with “African fea-
tures” and color (Charles 1992:107). Thus, in the Dominican Republic an individual
with “African features” and color is not defined primarily by physical traits or race.
The experiences of Dominicans with African features and color living in the United
States, however, are different, as they tend to be viewed as black. Therefore, these
individuals encounter racist experiences similar to those of African Americans (Wilt-
shire 1992:184). Although they migrated for a better life, they are placed in a minority
status in the United States. To protect themselves from identification with a minority
status and racist society, some immigrants “cocoon themselves in their national iden-
tity” (Wiltshire 1992:184).

Many Dominican families live in poverty and “doubled up” in housing with other
families during resettlement. Thus, the motive for the migration—better economic
opportunity—may be unrealized; and the common stresses associated with migration
cited earlier add complexity to the unrealized expectations.

Dominicans maintain strong ties to family members on the island. In addition to
sending remittances to families, they are active in decision making regarding their
children and other family members living in the Dominican Republic. On their return
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visits to the island, they participate in family, community, and other institutional
activities. Since they are transnational immigrants, service personnel require an un-
derstanding of their two-country social field and the linkages between social networks
in both countries (Drachman et al. 1996).

The arrival of the family as a group facilitates resettlement for Koreans as the
family remains as a unit and the labor of individual members assists the family eco-
nomically. However, the presence of the whole family also contributes to difficulties,
because all members simultaneously face adjustment in a country that is vastly dif-
ferent in culture and language from Korea; and each member experiences unique
stress (Drachman et al. 1996).

Language presents significant barriers. Although most newly arrived children
unfamiliar with the language of their new land experience discomfort, Korean chil-
dren may have added difficulties due to limited opportunity for bilingual education.
There are also unrealistic expectations held by school and parents that the children
will easily “catch up.” These issues are compounded by the Korean value for edu-
cation as a means to success, which fosters parental expectations of children’s high-
level school performance despite language difficulties. Thus, the newly arrived child
who is expected to “catch up” while receiving little language assistance and whose
parents expect high-level school performance may become anxious (Drachman et al.
1996).

Language difficulties for adults (which may persist) limit opportunities to move
beyond low-paying labor-intensive jobs or employment outside the ethnic community
(Hurh and Kim 1984:101–7; Nah 1993). Language problems limit understanding of
the U.S. system of business and its regulations, creating confusion in initiating and
maintaining a business. Well-educated Koreans who have not acquired sufficient En-
glish often experience shame and guilt that results in a sense of responsibility for
problems in the family’s existence. Also, parents whose acquisition of English re-
mains limited often experience a sense of inadequacy as they are unable to help
children with their studies or school-related issues.

Employment issues exert a significant influence on the family. Many Koreans who
start a small business a few years after their arrival work long hours on weekdays and
weekends (7:00 a.m.–10:00 p.m.) with most family members working in the business
(husbands, wives, older children, grandparents). The multiple roles for wives may be
overwhelming as they begin work early in the morning; some return home at 4:00
p.m. to cook and care for children; return to work by 6:30 p.m.; and finally assist in
closing the business at 10:00 p.m. (Yu 1982:53). Children who are expected to com-
plete their studies and perform well in school may also work in the business. Physi-
cally and mentally exhausted at the end of the day, parents have limited energy or
time to interact or confer with their children on their interests or needs; and couples
who are together twenty-four hours a day tend to neglect their marital relationship
(Drachman et al. 1996).

The economic needs of the family that require wives to work often create a shift
in the traditional Korean family structure, which ascribes the role of husband as bread-
winner and absolute authority and wife as homemaker and subordinate to the hus-
band. Since wives contribute to the economic support of the family and as they
achieve greater economic independence, some become more assertive and demand
more equality in their marital relationship. Husbands, however, remain strongly
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attached to the patriarchal tradition. Thus, marital conflict may surface, culminating
in separation or divorce for some families (Nah 1993).

Intergenerational conflicts between parents and children as well as grandparents,
their adult children, and grandchildren assume prominence during resettlement. For
example, conflicts between parents and children often occur when children develop
ways of thinking and behaving comparable to their U.S. peers by communicating
independence; expressing individual desires, choices, and thoughts; and conveying
parity in their relations between generations. Parents commonly experience this “in-
dividualistic way of thinking” as a loss of the Korean heritage and tradition that values
mutuality, interdependence, and filial piety—values that constitute for parents family
unity and integrity. Moreover, some parents are fearful that the children’s way of
thinking will create selfishness and indifference to parents. Children, on the other
hand, are often frustrated, angry, or contemptuous toward parents’ inability or un-
willingness to learn the “U.S. life style and ways of behaving,” Thus, separate social
worlds between parents and children emerge; and some parents who are concerned
about the loss of control over their children exercise greater authority over children,
which results in continued or escalated conflict (Drachman et al. 1996).

Conflicts between the aged, their adult children, and grandchildren may occur
as a result of a shift in status for the aged. In Korea, older persons are revered; they
are assigned high status in all social settings; and their views are important in family
decisions. In the United States some experience a sense of devaluation. For example,
many older persons care for grandchildren whose behavior and communication with
grandparents may be experienced by the elders as disrespectful.

The vast differences in culture between Korea and the United States add com-
plexity to resettlement. Beliefs in harmony, patience, contentment, and simplicity
derived from Taoism are central to Korean culture. Through Buddhism, Koreans stress
the importance of strength to overcome difficulties, endurance of pain, and calmness
while facing difficult circumstances. Filial piety derived from Confucianism is ex-
pressed in families as children defer to parents who are revered. It is expressed in
school as teachers are treated with great respect by students. In turn, teachers are
expected to demonstrate a level of dedication to students comparable to that of par-
ents. It is expressed in the workplace as employers are entitled to respect and love
from employees while employers are responsible for the welfare of employees in
important aspects of their lives—economic, psychological, physical. These beliefs
foster a cultural emphasis on interdependence, interrelatedness, and high value for
the collective unit such as the family, the community, and the society.

The significant cultural differences between Koreans and Americans, with the
former group emphasizing the primacy of the collective and the latter emphasizing
the primacy of the individual, not only influence resettlement in realms of family,
work, social, and educational life but also have implications for practice. Specifically,
helping approaches that are undergirded by notions of self-determination, individual
choice, and control over one’s life are likely to be discordant with the belief systems
and social functioning of Korean clients (Ewalt and Mokuau 1995).

As illustrated in the preceding discussion the premigration experiences of Do-
minicans and Koreans influence the nature of their resettlement. For Dominicans,who
generally leave their country as single individuals, family reunification becomes a
central issue in resettlement. Since Koreans commonly depart as a family unit, all
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members simultaneously experience the stresses of migration. The social, economic,
or educational reasons for each group’s migration are different. The different belief
systems and value orientations held by each group color their experiences in each
phase. In resettlement, both groups experience different levels of acculturation among
family members, intergenerational conflict, and discrepancy between expectations
and actual quality of life in the United States and cumulative stress associated with
the migration.

ILLUSTRATION AND DISCUSSION

The couple described in the following example emigrated from Russia and
arrived in the United States in 1988. The case illustrates the intermingling
of experiences in the different migration stages and their cumulative effect.
The role age plays in the migration process, the client’s vulnerability and
resilience, and the supports provided by a service organization and the cou-
ple’s family are also portrayed.

Anna (63) and Yacov (74) were well educated. Anna had been employed
as an engineer in Russia; Yacov was a mathematician. In addition to Russian,
their native language, both were fluent in German. Upon arrival, they could
not speak English. Although both were Jewish, they were not religious. Re-
settlement and counseling services were provided by a Jewish Family Service
agency. Their worker was a Russian émigré who had recently completed
graduate social work training in the United States.

Many crises occurred shortly after the couple arrived. Anna, who be-
came ill, was hospitalized and diagnosed as having heart and liver disease
and gastrointestinal problems. Following hospital discharge, her psycholog-
ical functioning declined. She cried often, and she couldn’t sleep or eat. She
stared out the window most of the day. Yacov told the worker he had never
seen her behave this way. He also said she threatened to kill herself.

When questioned about a history of depression, the couple indicated
there was none. Shortly thereafter, Anna was rehospitalized for depression.
While in the hospital, she wouldn’t talk to the psychiatrist. It was discovered
later that she feigned taking the antidepressant medications prescribed by
the psychiatrist because she was suspicious of them.

In the first few months Anna’s moods alternated between depression and
anger. The mood shifts were associated with the following issues, whichwere
prominent in the client/worker discussions.

Anna was angry at Yacov for pressuring her to leave Russia. She had
worked her adult life and was a highly respected professional in her native
country. She was active in her community. Her family was together, and she
had friends. Here she had no one. She couldn’t work. She couldn’t speak
English. She believed there was no time in her life to rebuild what was lost.
Her son Alexei, and granddaughter, Natasha, with whom she was close and
who had lived with Anna and Yacov for years, were still living in Russia.
Her son Ivan, his wife, Katya, and their two sons, who also had emigrated,
were detained in Rome. No one knew if they would be allowed to come to
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the United States. Although Anna was concerned about them, she also
blamed Katya for their problems, as Katya initiated the decision to leave.

Katya’s desire to emigrate grew out of a rise in anti-Semitism. Although
the Soviet government at the time supported more openness, the openness
also permitted overt anti-Semitic expression. Thus, virulent attacks against
Jews by grassroots organizations increased. Concerned about the future for
her sons, Katya therefore wanted to leave the country. Since Yacov was close
to Ivan and his grandsons, he supported their decision to emigrate. He also
wanted to accompany them and pressured Anna into agreeing that they, too,
should leave.

Anna discussed her disappointment in U.S. life. She criticized the U.S.
hospitals and doctors. In Russia, she said one has time to recuperate in a
hospital or recuperate in a dacha (country home). Doctors in Russia made
housecalls. Medicines there were paid for. Their streets were clean and safe.
She ruminated over the past—the losses of her parents and brother during
World War II, and the years of starvation at that time.

Yacov, however, was overwhelmed by concern that Ivan and his family
would not be able to come to the United States. He insisted the worker pres-
sure the “bureaucrats” to admit them. Although the worker explained she
had no power over immigration matters, Yacov persisted in his request. The
worker agreed she would explore the issue. The following outlines the results
of the worker’s exploration and the issues discussed with Yacov regarding
the detention of Ivan’s family.

Yacov knew that prior to the late 1980s, few people were permitted to
leave the Soviet Union. He was also aware that emigration regulations in the
Soviet Union were relaxed as a result of the new policies of openness (glas-
nost) and restructuring (perestroika). Thus many people were permitted to
emigrate and many arrived in the United States. The reasons for the detention
of many, the worker explained, was due to U.S. law, which involved a per
country limit for the number of persons permitted to enter the United States.
Since so many émigrés from the Soviet Union arrived in the United States,
the Soviet Union country quota was exhausted. Also, the United States no
longer considered the émigrés as refugees because of their newly acquired
freedoms in the Soviet Union. Thus, they could not enter the United States
as refugees. The exhausted country quota and the denial of refugee status
therefore left many individuals from the Soviet Union stranded and living
in limbo in Rome.

The worker’s explanation of the detention, however, was met with dis-
trust and skepticism as Yacov said, “she sounded like a Russian bureaucrat.”
Since the worker was bicultural and bilingual, she sensed Yacov’s response
was rooted in the different views held by Russians and “Americans” on in-
stitutions and their employees. Specifically she knew it was common in Rus-
sia to view institutional personnel as “bureaucrats” who followed govern-
ment rules and procedures and who ultimately blocked the requests of
people. She also knew Russians commonly manipulated “bureaucrats” or
persisted in their request in order to receive what was needed. Although she
explained that many organizations in the United States were not government
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controlled, Yacov’s distrust persisted as he pressured her to “pull strings” so
that Ivan’s family could come to the United States. Yacov’s lack of informa-
tion regarding Ivan’s situation, which made him anxious, and his lingering
skepticism of the worker’s reason for the detention led the worker to pursue
other avenues to help. Ultimately she found a group of émigrés in a neigh-
boring state who were participants in a Jewish organization that was pursuing
the situation of Russian detainees. The worker connected Yacov to this group.
She also connected him to an émigré family in the community whose family
members were also detained. The agency provided transportation for Yacov,
Anna, and the other family to attend the group meetings. Yacov welcomed
the connection to the group and was actively involved in it. The advocacy
efforts of this group (and others) led to the eventual release of many detain-
ees. Ivan’s family was among them.

Upon arrival, the agency assisted Ivan’s family in locating housing close
to Anna and Yacov’s apartment. Anna assumed the caretaking of her grand-
sons, which enabled her son and daughter-in-law to attend English language
classes and pursue employment. Anna also began to learn English and her
depression began to subside.

Eight months after Ivan’s family arrived, Yacov experienced severe head-
aches, which were the precursor to a stroke. He died from the stroke two and
a half years after arrival in the United States.

Anna relapsed into another depression. She accepted the worker’s re-
ferral to a psychiatrist. She was able to discuss her concerns with him and
took the antidepressant medications he prescribed.

Anna’s grief from the loss of Yacov was intense as it was intertwined
with the other recent losses. Nonetheless, she was able to regain functioning
in a few months. She continued to learn English. She took care of her grand-
children, and she became active in a Russian émigré community.

Although immigrants commonly experience losses of family, friends,
community, work, and natural support systems, these losses often have a
different meaning for the aged. As Anna indicated, “there was no time to
rebuild what was lost.” Thus, the sense of time and hope to build a new and
better future—a view commonly held by younger immigrants is muted for
Anna as well as for other older newly arrived individuals.

Health and mental health issues affect all immigrants. Older immigrants,
however, are particularly vulnerable. Anna experienced both health and
mental health problems that occurred shortly after her arrival. She was hos-
pitalized for physical ailments of heart and liver diseases and she suffered
from depression. Yacov, who arrived in the United States at age 74, died of
a stroke at age 76. Anna, who arrived at 63, was a widow living in a new
land at 65. Thus it is reasonable to assume the interaction between the age
of the couple and the losses and stresses associated with their migration
placed them at further risk.

The cumulative effect of experiences in the different migration stages
are apparent in the case. In the premigration phase, the couple struggled with
numerous issues that revolved around the “pros and cons” of emigration.
Based on a desire to be with their son’s family, the couple decided to leave
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their country. However, in the transit phase, one family was detained in Italy
and the other arrived in the United States. Thus, a desire to be with one’s
family led to family separation. In resettlement, the separation of the two
families was a major problem.

The case also illustrates how immigrants’ lives may be caught between
the governments of different countries. When this occurs, it is necessary for
workers to explore and understand the complex immigration issues that cre-
ate clients’ personal problems. The understanding leads to different types of
interventions, such as helping a client obtain legal assistance or connecting
a client to another system that addresses the immigration issue relevant to
the client’s situation. The latter was the intervention used by the worker as
she connected Yacov to an organization that was advocating on behalf of
Russian detainees.

Cultural issues surfaced in several areas of the work. Anna’s refusal to
talk to a psychiatrist during her hospitalization was in part due to her life in
Russia where psychiatrists were often used as a form of social control. Also
in Russia talking therapy as a helping approach was not used. These factors,
combined with a United States helping approach that involved an open dis-
cussion with a psychiatrist who was a stranger, led Anna to be suspicious.
Thus, she feigned taking the antidepressant medications prescribed.

Yacov’s expectation of the worker’s power with regard to the release of
Ivan’s family was culturally based. His skepticism and distrust of the
worker’s rationale for the Russian detainees was also culturally based. Since
the worker was bicultural she was able to recognize the roots of the cultural
misunderstanding and intervene in accordance with this understanding.

The mediators of stress included the couple’s strengths, the support of
the family, and the provision of services by the agency and the Russian émi-
gré community. The couple’s high level of education was helpful background
for adjusting to the complexities of U.S. life. Anna’s fluency in two languages
facilitated the learning of English. The caretaking of grandchildren that Anna
assumed provided her with a sense of contribution to the family and in-
creased her social interaction. Yacov’s persistence enabled him to become
active in pursuing the reunification of the families and increased his social
interaction as well. Needless to say, Ivan’s family was a support for Anna
and Yacov, and Anna and Yacov were supports for Ivan’s family.

The agency acted as a buffer of stress by connecting the family to medical
facilities and medical personnel, assisting in family reunification, locating
housing, and providing counseling. The strong Russian émigré community
where the families resettled enabled Anna to pursue her future life without
Yacov.

CONCLUSION

Many immigrants in the United States have adapted well. However, the difficulties
associated with the migration process have rendered others vulnerable and in need
of services. The unique stresses that accompany migration, the supports that buffer
the stress, and the migration framework presented in the discussion provide back-
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ground knowledge to understand and assist immigrants in need. Although the back-
ground is important for serving individuals, families, and groups, social workers also
need to address the recent policies that disqualify immigrants from benefits and ser-
vices and curtail the number of families able to reunify. These policies are likely to
limit immigrants’ social and economic integration in U.S. society. Documentation of
the problems for individuals and families that derive from the new policies is nec-
essary to adequately advocate on behalf of this group. Social workers will also need
to join with other groups working on behalf of immigrants to strengthen the existing
humanitarian force—a force that has had an historic influence on the nation’s policies
toward newcomers. Since immigrants and their children will account for 27 percent
of the U.S. population by 2040 (Fix and Passel 1994:40), their well-being is critical to
the nation.
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Although violence toward intimates has undoubtedly existed for centuries,
it was not until recently that violence and abuse in the context of adult intimate
relationships was considered a social problem. Since being placed on the social prob-
lem agenda in the 1970s much has been learned about the nature of violence and
abuse directed toward intimates as well as associated risk factors and consequences
of such abuse. Although the etiology and risk factors for domestic violence have been
a concern from the beginning, discussions of intimate partner abuse have rarely in-
cluded a consideration of protective factors that may buffer those at risk from becom-
ing violent or from becoming symptomatic as a result of victimization. This is a sig-
nificant oversight insofar as a more complete understanding of protective factors as
well as risk factors have implications for social policy, prevention, and treatment of
partner abuse. This chapter examines partner violence in intimate relationships, spe-
cifically how it is defined, its prevalence, associated and contributing factors, risk and
protective factors, consequences, and services and interventions to ameliorate it.

DEFINING AND EXPLAINING INTIMATE PARTNER ABUSE

From the time that it first emerged as a social problem, defining and explaining vio-
lence against women has been surrounded by controversy. Although most commonly
called domestic violence, violence toward female intimate partners has acquired a
wide variety of other labels, including woman abuse, woman battering, wife battering
or abuse, marital violence, and most recently intimate partner violence or abuse. Ex-
amination of these different terms reveals several sources of variation: whether it is
called violence or abuse, whether it is seen exclusively as a woman’s problem, and
whether it affects only married or heterosexual people.
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As research has emerged identifying violence and abuse in the relationships of
cohabiting and dating couples as early as junior high school (Burcky, Reuterman, and
Kopsky 1988), scholars have been less inclined to label violence against women as
marital violence or wife abuse unless they are referring to abuse in the context of
marriage. Feminists tend to believe strongly that intimate partner violence should be
framed as a gender-related problem of women. Others prefer to frame it in more
gender-neutral terms, noting that women not only are victims of violence and abuse
but also can be its perpetrators. The argument that men can be victims and women
can be perpetrators has been made perhaps most persuasively by gay men and lesbians
committed to ameliorating violence and abuse in same-sex partnerships (e.g., Carlson
and Maciol 1997). The term “intimate partner violence” is increasingly preferred by
federal agencies addressing this problem, such as the Centers for Disease Control and
Prevention. Taking into account all of these concerns, the term “intimate partner
abuse” will be used here in that “violence” connotes a narrower range of behavior,
i.e., physical aggression, than the term “abuse,” as elaborated below. At the same time,
we acknowledge that although we are using a more gender-neutral term, it is the case
that women are more likely to be victims of intimate violence than men, as will be
discussed.

Intimate partner abuse can be defined as a pattern of behavior involving the threat
or use of physical or sexual violence or emotional or psychological abuse perpetrated
by an intimate partner with the potential to cause injury, harm, or death. Physical
violence consists of pushing, shoving or slapping, punching, choking, beating up,
cutting someone with a knife, and other acts of physical aggression. Examples of
sexual violence include forcing someone to have sex against their will or to have sex
with another person while the perpetrator watched. A wide range of potential behav-
iors have been classified as emotional or psychological abuse, such as ridicule; threats
of violence; harming someone’s children, pets, or property; isolating an individual
from loved ones; and so forth.

A long-standing controversy has existed between advocates for abused women
and scholars and researchers regarding the nature of intimate partner abuse, resulting
in two different perspectives. The feminist perspective sees partner violence as a
problem in which men victimize women in a pattern of escalating violence and abuse
that will not stop on its own, having its origins in men’s need or desire to control
their female partners. In contrast, the family violence perspective has described in-
timate violence as a behavior that can be initiated by either men or women, not nec-
essarily frequent or escalating in severity, and not always motivated by the desire to
control. Johnson (1995) has attempted to resolve this debate by asserting that these
two different points of view are informed by two different bodies of literature and
arrive at two different conclusions regarding the nature of intimate partner violence,
largely because they are studying essentially different phenomena. He labels these
two phenomena as patriarchal terrorism and common couple violence.

Patriarchal terrorism, a product of patriarchal traditions of men’s right to
control “their” women, is a form of terroristic control of wives by their hus-
bands that involves the systematic use of not only violence, but economic
subordination, threats, isolation, and other control tactics. . . .

The common couple violence that is assessed by the large-scale random
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survey methodology is in fact gender balanced, and is a product of a violence-
prone culture and the privatized setting of most U.S. households. The patri-
archal terrorism that is tapped in research with the families encountered by
public agencies is a pattern perpetrated almost exclusively by men, and is
rooted deeply in the patriarchal traditions of the Western family. (Johnson
1995:284, 286)

For the most part, in this chapter we consider what Johnson calls patriarchal ter-
rorism.

How we define and conceptualize intimate partner abuse is important because
these definitions will communicate what we see as the nature of the problem, who is
affected by it, and what we should do about it. To the extent that intimate partner
abuse is framed as a problem of women, male victims cannot exist. Thus gay men (or
heterosexual men) who are victimized by their partners are rendered invisible. Sim-
ilarly, lesbians who are victims of abuse will have difficulty being heard, and lesbians
who inflict violence on their partners will find it difficult to get help to stop abusive
behavior if our conception of an abuser is male. Similarly, if our definition of abuse
is narrow, for example, consisting only of physical aggression, we will not be alert for
indications of emotional or sexual abuse in the context of an intimate relationship.

Two recent sources of data are available on physical and sexual violence in the
context of adult intimate relationships. The first is the National Violence Against
Women (NVAW) telephone survey conducted jointly by the National Institute of
Justice and the Centers for Disease Control and Prevention. A representative national
sample of eight thousand women and eight thousand men was interviewed between
November 1995 and May 1996 (Tjaden and Thoennes 1998). This study found that
25 percent of women and 8 percent of men reported physical or sexual assault by an
intimate partner over the course of their lifetimes; 7.7 percent of women reported
rape, whereas 22 percent of women reported being physically assaulted (Tjaden and
Thoennes 1998).

The National Crime Victimization Survey (NCVS) collected information on crime
from U.S. residents age 12 and older (Greenfeld et al. 1998). This study found women’s
one-year prevalence of violent victimization by a male partner to be 8 in 1,000 during
the years 1992 to 1996. During that same period the authors estimated that there were
nearly one million violent victimizations of women by intimate partners each year.
Like other studies, the authors concluded that women are far more likely to be vic-
timized by a loved one or acquaintance than by a stranger (Greenfeld et al. 1998).
Rape and sexual assault data from 1992–1993 from the same survey indicate that as
many as a half million rapes and sexual assaults occur yearly in females over age 12,
a quarter of which are committed by intimates (Bachman and Saltzman 1995).

However, the NVAW and NCVS studies found substantially lower one-year
incidence rates than previous studies such as the 1985 Second National Family Vio-
lence Survey conducted by Straus, Gelles, and colleagues on a national probability
sample of individuals. These researchers found that acts of physical violence such as
slapping, punching, and beating up were reported by about 11 percent of women
during the previous year and by about 10 percent of men (Straus and Gelles 1986).
Numerous other studies of adult domestic violence have found comparable rates for
men and women. Other, more recent, smaller-scale studies generally concur with
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these findings. Using data from couples, some researchers have concluded that both
genders tend to underreport their own violence when rates reported by their partners
are used for comparison. It appears that men are especially likely to underreport their
own severe violence (Fagan and Browne 1994). Overall, these studies suggest that at
least 1.3 million women over age 18 experience physical violence at the hands of an
intimate partner (Tjaden and Thoennes 1998).

In terms of the nature of intimate violence, minor acts of violence are more prev-
alent than severe acts (e.g., more pushing and slapping than beating up or kicking)
across most studies (Aldarondo 1996; Pan, Neidig, and O’Leary 1994). To a large
extent, it appears that physical violence is accompanied or preceded by verbal ag-
gression or psychological/emotional abuse (O’Leary, Malone, and Tyree 1994). Stud-
ies that have considered both physical and emotional abuse have found them to be
highly correlated for both males and females (e.g., .63 for women and .74 for men in
Magdol, Moffitt, and Silva [1999] and .55 for women and .60 for men in Capaldi and
Crosby [1997]). Furthermore, partner violence has been found to be a bidirectional
experience. That is, in couples where there is violence, more than likely both partners
have used violence toward one another (e.g., Magdol et al. 1997). Finally, to a con-
siderable extent, when violence occurs in an intimate relationship it tends not to be
a onetime occurrence. A growing literature has examined intimate partner violence
over time. For example, Aldarondo’s (1996) longitudinal analysis following violent
men from the 1985 National Family Violence Survey found that almost half of the
men violent in one year (18 percent of the sample) were also violent for two years (8
percent), and half of those were violent for all three years.

Some have speculated that rape of wives by their husbands may be the most
common type of sexual assault (Russell 1990). Marital rape is said to occur in ap-
proximately one-third to one-half of all violent marriages, most commonly in severely
violent relationships (Campbell 1989a). Men rape their wives for a variety of reasons
such as the need to assert their power and feel a sense of ownership over their wives,
a sense of entitlement to sex, or due to sexual jealousy (Bergen 1998). Survivors of
marital rape have been described as using a variety of strategies to manage or cope
with sexual assault by their husbands. Initially, some women fail to label their ex-
periences as rape or tell themselves that what has occurred will never happen again.
As time goes on, if the rapes continue, victims develop strategies to minimize their
risk of sexual assault or injury through active resistance, by giving in to avoid injury,
by avoiding their husbands altogether, or by placating their husbands. Emotional sur-
vival strategies included dissociating themselves from the experience or using cog-
nitive distortions that help them minimize the severity of the experience or focus on
better times (Bergen 1998). Studies suggest that marital rape is not less harmful to
women than rape by a stranger (Koss et al. 1994).

In summary, interpersonal violence in the context of intimate relationships has
been defined in various ways, with the preferred current terminology being intimate
partner abuse. This terminology encompasses violence against men as well as women
in the context of a couple relationship, and abuse in dating and cohabiting as well as
marital relationships. One-year prevalence of violence against women has varied
across different studies from a low of less than 1 percent (Greenfeld et al. 1998) to
more than 10 percent of adult women (Straus and Gelles 1986). Violence rates in
dating and cohabiting relationships are significantly higher. Most violence consists of
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minor rather than serious acts of physical aggression, and intimate partner violence
is often bidirectional. Emotional and sexual abuse often co-occur with physical vio-
lence in intimate relationships, with marital rape occurring most often in the context
of severe physical abuse.

DEMOGRAPHIC PATTERNS

A number of demographic variations in incidence of intimate partner violence have
been found. First, studies have consistently found that low-income and poorly edu-
cated women are more likely to experience violent victimization by an intimate part-
ner than women from higher socioeconomic classes. For example, Greenfeld et al.
(1998) report that women with incomes under $7,500 had a violence rate of 21 per-
cent, whereas women with incomes over $75,000 had a violence rate of only 3 percent.

Research has consistently found that younger women are more likely to be vio-
lently victimized by an intimate partner. For example, 20 percent of 16- to 19-year-
olds and 21 percent of 20- to 24-year-olds have reported nonlethal violence in contrast
to 7 percent for 35- to 49-year-old women and 1 percent for 50- to 64-year-old women
(Greenfeld et al. 1998).

Based on a recent review of the literature, it appears that lesbians are about as
likely to be assaulted by an intimate partner as heterosexual women, although there
are no methodologically sound studies of domestic violence in the lesbian community
due to the difficulty of obtaining a representative sample (Carlson and Maciol 1997).
There is more research on the prevalence of lesbian abuse than abuse of gay men by
their partners. Depending on the definition of abuse used, and in particular whether
it includes sexual and/or emotional abuse in addition to physical violence, studies
have reported abuse in one-third to two-thirds of previous lesbian relationships (Lie
and Gentlewarrier 1991; Lockhart et al. 1994; Renzetti 1992; Schilit et al. 1991). The
growing literature on lesbian violence suggests that contributing factors and dynamics
are also similar, although there are some unique risk factors that affect lesbians.

Research indicates that it is not only married women who are subject to victim-
ization by their partners. Research on individuals who cohabit suggest that rates of
physical violence are significantly higher than rates for married couples or those in
dating relationships (Lane and Gwartney-Gibbs 1985; Magdol et al. 1998; Stets and
Straus 1990). Furthermore, a growing body of research on violence in dating relation-
ships has found even higher rates, with one study concluding that prevalence rates
for dating violence range from 22 percent to 56 percent (Magdol et al. 1997). Women
who are separated and divorced from their intimate partners also experience violence
and abuse, especially divorced women who were twenty-five times as likely to ex-
perience violence as married women in the NCVS (Bachman and Saltzman 1995;
Fagan and Browne 1994).

Substantial controversy has surrounded the issue of gender differences in rates
of intimate partner violence. On the one hand are the recent government surveys,
already discussed, that conclude unambiguously that women are far more likely than
men to be violently victimized by an intimate. For example, the 1992–1993 rate of
women’s violent victimization by an intimate is 9.3 percent compared with a rate of
1.4 percent for men (Bachman and Saltzman 1995). Similarly, Tjaden and Thoennes
(1998) report lifetime rates of physical or sexual assault by an intimate partner to be
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25 percent for women compared with 8 percent for men. But other large-scale surveys
such as the 1985 National Family Violence Survey reported comparable annual par-
ticipation rates for men and women, 10 percent to 11 percent (Straus and Gelles 1986).
In addition, a wide range of surveys of smaller, nonrepresentative samples of college
and high school students report rates that are comparable for males and females (e.g.,
Burke, Stets, and Pirog-Good 1988). Some of these studies have concluded that
women are as violent as men. However, these studies have been criticized for looking
only at participation rates without taking into account frequency and severity of vi-
olence, which are often higher for males, as well as injury, which is far more likely
to occur among women as a consequence of violence (Koss and Heslet 1992; Stets
and Straus 1990).

Numerous studies have compared rates of intimate partner violence across ethnic
groups, but there are no consistent conclusions regarding whether rates are higher,
lower, or the same among people of color as compared with whites. For example, the
recent NCVS survey found rates of nonlethal violence against white women to be
somewhat lower (8.2 percent) than for African American women (11.7 percent),
whereas rates for non-Hispanic women were 8.7 percent and Hispanic women 7.2
percent. Bachman and Saltzman (1995) concluded that there were no statistical dif-
ferences in the 1992–1993 rates of intimate violence across ethnic/racial groups. How-
ever, other studies have found higher rates for Hispanic women. Using the 1985
NFVR, Straus and Smith (1990) reported substantially higher rates of marital violence,
especially severe husband-to-wife violence in Hispanic as compared with white, non-
Hispanic respondents, to some extent reflecting the younger age distribution of His-
panic Americans. Another difficulty with comparing across ethnic groups is the
higher average socioeconomic status of whites compared with some nonwhite ethnic
groups. This means that studies finding higher prevalence of partner violence in sam-
ples of ethnic minorities might be detecting the effects of poverty or lower educational
attainment rather than ethnicity. Thus, racial and ethnic comparisons should control
for such social class differences. However, aside from whether there are differences
of prevalence across different ethnic groups, there may be other effects of ethnicity
and culture. For example, definitions of violence or abuse may vary in different ethnic
groups, risk factors may differ, the consequences of abuse may differ, and perceived
options for addressing violence and abuse may differ.

SOCIETAL CONTEXT

Violence against women in the context of intimate relationships has existed for cen-
turies. In fact, the right of married men to chastise their wives physically is said to
have been granted when the Romans passed the first laws governing marriage in 753
B.C. (Dobash and Dobash 1977–78). English common law, too, on which American
legal traditions are based, gave men the right to beat their wives, although this right
was regulated. It has only been about 120 years since the legal prohibition against
men beating their wives was established in the United States (Dobash and Dobash
1977–78). Thus, from a historical perspective, violence against women in the family
has been tolerated by our legal system for centuries and had strong social support. It
is against this backdrop of patriarchy that feminists first began to bring the issue of
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wife abuse to public attention in the 1970s. Given husbands’ long-standing legal right
to use violence against their wives, it is not surprising that our criminal justice system,
largely administered by men, has been reluctant to end the right of men to use violence
to control women and hold men accountable for their abuse. Nor is it surprising that
women who have sought protection and assistance to leave abusive relationshipshave
found it difficult to access the resources and services that would enable them to ter-
minate such relationships. Thus women encountered at every turn a hostile environ-
ment that communicated that they should accept their plight. These contextual factors
have been considered to contribute to partner abuse.

However, since the 1970s there have been extensive changes in our laws and in
the criminal justice system, as well as in the social services and mental health systems
designed to help ameliorate violence against women in the context of intimate rela-
tionships. For example, abusive men are more likely to be arrested than ever before,
as well as convicted. Shelters are available to battered women in every state in our
country, supported in most cases by the local departments of social services. Increas-
ing numbers of health and mental health professionals are recognizing the impact of
victimization on women’s well-being. Although progress has been made, many issues
remain to be addressed.

Societal factors have long been considered by feminists and others to be the pri-
mary explanations for intimate partner abuse. However, there is evidence that other
kinds of factors can also play a contributing role or increase risk for becoming an
abuser or victim. Although men as a group in our society are exposed to patriarchal
values and traditional gender roles that dictate that men should be dominant and
women should be passive, most men do not become physically and sexually abusive
to their partners. And although studies find that abuse festers in a climate of poverty
and deprivation, most poor women are not victims, nor are most of their partners
abusive toward them. Researchers have found prediction of intimate partner abuse to
be very complex, influenced by a multitude of factors beyond macro factors. For ex-
ample, much research has shown that growing up in a violent home increases risk of
becoming both abuser and victim (Magdol et al., 1999), although most who are ex-
posed to such violence do not become abusers or victims.

VULNERABILITIES AND RISK FACTORS

A substantial literature has developed on the extent to which intimate violence creates
risk and vulnerability in those who have been victimized. In general, three kinds of
outcomes are of concern: homicide; injuries and other physical health sequelae; and
psychological or mental health consequences or aftereffects.

Since the middle 1970s, of all female murder victims, about 30 percent were
killed by intimates. Of the almost two thousand homicides committed by intimates
in 1996, almost three-quarters of the victims were female (Greenfeld et al. 1998).
National surveys have shown that female victims of homicide are substantially more
likely to be killed by intimate partners such as a husband, ex-husband, or boyfriend
than are male victims (Bachman and Saltzman 1995; Greenfeld et al. 1998).

Two recent national surveys, the NCVS and the NVAW, queried respondents
about violence-related injuries. The NCVS reported that about half of all victims of



694 Life Circumstances and Events

violence from 1992 to 1996 said they were injured and of those, only one in five sought
treatment, most often in emergency rooms (Greenfeld et al. 1998). The NVAW found
that 31.5 percent of female rape victims and 39 percent of female physical assault
victims were injured, only about one-third of whom received medical care. As with
the NCVS, most of those who received care did so in an emergency setting (Tjaden
and Thoennes 1998). The authors concluded that

According to estimates generated by the NVAW survey, hospital emergency
department personnel treated approximately 1.3 million adults for injuries
related to rapes and physical assaults in the 12 months preceding the sur-
vey (128,700 female rape victims and 546,900 female physical assault vic-
tims). (10)

In addition, the Survey of Victims of Violence reported on 243,000 victims of intimate
violence treated in hospital emergency departments. The most common injuries were
bruises (48.6 percent) and cuts/stab wounds/internal injuries (24.1 percent) (Green-
feld et al. 1998). Thus, we can conclude that although injuries are common in the
aftermath of partner abuse, most injured victims fail to receive treatment. This has
contributed to the conclusion that there is a significantly higher need for medical
services among abused as compared with nonabused women (Plicta 1996).

However, injuries are not the most common sequelae of intimate violence. Health
sequelae of intimate partner violence have been extensively studied in recent years.
The emerging consensus from this research is that abused women are very likely to
experience compromised health related to their victimization. The more severe the
emotional, physical, or sexual abuse, the greater the number of symptoms that are
likely to be experienced (Follingstad et al. 1991), suggesting a “dose-response” effect.
These findings are not surprising in light of what we know about the correlation
between stress and physical health (Leserman et al. 1998). A variety of nonspecific
symptoms are associated with partner abuse: poor appetite and other eating problems;
dizziness; low energy, chronic fatigue and feeling weak; heart racing; headaches; dif-
ficulty sleeping; breathing problems; gastrointestinal problems (nausea, vomiting, di-
arrhea, constipation); back pain; muscle tension or soreness; and gynecological prob-
lems (Drossman et al. 1990; McCauley et al. 1995; Sutherland, Bybee, and Sullivan
1998). Thus, it is clear that abused women as a group tend to have poorer health than
nonabused women. The implications of these abuse-related health problems are sub-
stantial for society, because abused women tend to have significantly higher health
care utilization rates than nonabused women (Leserman et al. 1998).

With regard to mental health or psychological vulnerabilities resulting from part-
ner abuse, a wide range of outcomes has been observed. Some women appear to
function quite well despite being abused, whereas others function very poorly. A
recent study of New Zealand 21-year-olds used the Diagnostic Interview Schedule to
obtain psychiatric diagnoses on victims of intimate partner violence and nonvictims.
Over half of victimized women met diagnostic criteria for one or more of fifteen
diagnoses (six anxiety disorders, three mood disorders, two eating disorders, two
substance use disorders, antisocial personality disorder and nonaffective psychosis),
compared with 38.4 percent of nonvictimized women. Over one-third of the victims
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had a mood disorder and one-third had an anxiety disorder, significantly higher rates
than nonvictimized women (Danielson et al. 1998).

In some cases victims who exhibit serious problems while being abused improve
dramatically shortly after abuse ceases (Koss et al. 1994). However, in other cases
women continue to exhibit mental health problems after abuse ends and require much
support and professional assistance. For example, Goodman, Koss, and Russo (1993a)
reported that postrape symptoms subside for most victims after about three months,
but about one in four continue to experience severe symptoms long term. The most
common psychological aftereffects for both rape and physical violence include
shame, guilt, self-blame, and humiliation; depression and suicidal behavior; fear and
anxiety; substance abuse; and in particular posttraumatic stress disorder (PTSD). In
addition to the preceding, sexual assault survivors also commonly experience sexual
dysfunction (Goodman et al. 1993a).

Depression is considered by some to be the most common response to battering
(Campbell et al. 1997). Symptoms of depression have been reported by 38 percent
(Cascardi and O’Leary 1992) to 78 percent of abused women (Follingstad et al. 1991).
Depression was experienced by 41.6 percent of severely abused women in one study
based on a nationally representative sample (Gelles and Straus 1988). Depressive
symptoms as well as low self-esteem have been found to be significantly associated
with the severity and frequency of abuse (Campbell et al. 1997; Cascardi and O’Leary
1992). Risk of suicide is elevated for women victimized by partner violence, especially
African American women (Heron et al. 1997).

There is a growing consensus that PTSD may be the best diagnosis for many
violence victims. Among the advantages of this diagnosis is that it conceptualizes the
symptoms as a normal response to abnormal circumstances, thereby depathologizing
characteristic victim response patterns (Goodman, Koss, and Russo 1993b). In addi-
tion to the intrusion and avoidance symptoms that are central to the PTSD diagnosis,

other responses suggested as indicative of PTSD include dissociation, in-
creased arousal, irritability, angry outbursts, hypervigilance, and sleep dis-
turbances. Symptoms of depression and anxiety, although not included
among symptom criteria for a diagnosis of PTSD, are nevertheless commonly
found among trauma victims. (Goodman et al. 1993b:124)

However, there have been widely varying estimates of the extent of PTSD in
samples of abused women. For example, PTSD has been found in 25 percent (Weaver
et al. 1997), 33 percent (Cascardi et al. 1995), and 84 percent of physically abused
women (Kemp, Rawlings, and Green 1991). Several reasons may account for these
differences, including different samples (e.g., sheltered battered women versus those
seeking help from counseling agencies) and different instruments used to measure
PTSD. Part of the difference may also be due to differential exposure to trauma and
to variations in vulnerability and coping as discussed later. It is not surprising that
women who feel helpless in response to life-threatening violence would develop
symptoms of PTSD such as nightmares, intrusive memories of the abuse, attempts to
avoid situations that are reminiscent of the abuse, and difficulty sleeping and con-
centrating (Saunders 1994).

Substance abuse has also been found to be a problem in some battered women
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(Gondolf 1998). For example, Plicta (1996) found that abused women were signifi-
cantly more likely to have used illegal drugs in the past month (7 percent versus 1
percent of nonabused women) and in their lifetimes (40 percent versus 24 percent).
In addition, abused women were significantly more likely to have received treatment
for a substance abuse problem (23 percent versus 12 percent of nonabused women).
Unfortunately, because most studies have cross-sectional designs they do not allow
us to determine with certainty that partner abuse leads to substance abuse.

The literature on psychological aftereffects associated with abuse indicates wide
variation in outcomes. One explanation for this variation pertains to the abuse itself.
Victims experience differences in the types of abuse to which they are exposed (physi-
cal, emotional, and/or sexual), as well as variation in the frequency, severity, and
duration of each type. It appears that there is increased risk for more adverse outcomes
with exposure to more frequent, severe, and long-lasting abuse, as well as when a
broader range of different types of abuse is experienced (Cascardi and O’Leary 1992;
Koss et al. 1994). Abuse involving injury or life threats is likely to be more traumatic
(Weaver and Clum 1996).

But variation in the extent of abuse to which one is exposed does not explain all
the variation in mental health vulnerability, suggesting that there are mediating or
moderating factors beyond those associated with the abuse itself that might account
for the diversity of outcomes observed. Two kinds of mediating factors might help
explain this variation: the presence of other risk factors as well as the presence of
protective factors, discussed in the next section.

One factor associated with increased risk for poor mental health outcomes is a
history of childhood sexual or physical victimization (Leserman et al. 1998; Weaver
and Clum 1996). Such a history can make women more vulnerable to revictimization
as an adult (Plicta 1996), as well as make it more difficult for victims to extricate
themselves from abusive relationships due to abuse-related sequelae such as poor
health, substance abuse, distress, and self-injurious behaviors (Weaver et al. 1997).
This added risk factor is important for social workers to be aware of because substan-
tial numbers of abused women have such histories, approximately one-third to one-
half (Astin et al. 1995). Other risk factors that can exacerbate harm include existence
of prior trauma (Goodman et al. 1993b), lack of social support, and presence of other
stressors (Leserman et al. 1998), all common in the lives of abused women.

In summary, the vulnerabilities and risk factors resulting from intimate partner
abuse are numerous. The most serious risks are homicide and suicide. A substantial
subgroup of women who are victimized by intimate partners experience physical
injury, some of them requiring medical care, most often received in emergency set-
tings. Other health problems are even more common sequelae of abuse, such as gas-
trointestinal problems, chronic fatigue, difficulties breathing and sleeping, and other
stress-related somatic complaints. As a result, abused women tend to experience
poorer health than their nonabused counterparts. Mental health consequences in-
clude depression, PTSD, and substance abuse. Although some of these problems remit
when abuse ceases, in other cases abuse-related problems continue long term. Sub-
stantial variability exists in abuse-related physical and mental health problems, in
part related to the range of types of abuse experienced as well as their severity, fre-
quency, and duration. But the seriousness of abuse cannot account for all the vari-
ability seen among abuse victims.
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RESILIENCIES AND PROTECTIVE FACTORS

Another set of factors that may help to explain the diverse mental health outcomes
in the aftermath of partner abuse are protective factors that buffer individuals from
the harm normally associated with stressful or traumatic experiences. Some individ-
uals, despite exposure to multiple risk factors, fail to succumb to the expected harmful
effects; that is, they are resilient and well functioning. Many abused women, despite
experiencing serious, traumatic violence and other forms of abuse, function remark-
ably well.

Little research exists regarding specific factors known to buffer victims from the
harmful effects of intimate abuse. However, there is a growing literature on factors
that buffer adults from the harmful effects of stress in general. This literature indicates
that numerous factors are associated with resilience in the face of exposure to high
levels of stress: social support, positive self-regard, cognitive appraisal strategies, the
perception of control, maintaining a positive outlook, self-efficacy, spirituality, good
health, and type of coping strategies used (Benishek and Lopez 1997; Valentine and
Feinauer 1993; Wheeler and Frank 1988). Although some of these factors may be
aspects of personality or temperament and thus relatively fixed, others are quite mal-
leable and have implications for intervention.

Cognitive appraisal refers to the process by which responses to stress are medi-
ated by our subjective perceptions of potentially challenging or traumatic events; that
is, the meaning we attach to them (Lazarus 1991). People can attach quite different
meanings to even overwhelmingly stressful or traumatic events such as rape or as-
sault, of which the individuals themselves may or may not be aware. Bringing such
meanings to awareness allows for the possibility of altering them. Stressors that are
perceived to be outside of one’s control can lead to feelings of helplessness or hope-
lessness, which are commonly experienced by some abuse victims (Campbell 1989b;
Goodman et al. 1993b).

Social support has been extensively studied as a stress buffer and has been noted
to be deficient in abused women (Mitchell and Hodson 1983). Support is thought to
buffer stress in several ways, such as enhancing self-esteem, affecting perceptions of
stressful events, and increasing knowledge of coping strategies. In addition, merely
having a confidante available to talk to about one’s problems has been shown to be
beneficial (Cohen and Hoberman 1983).

As a group, abused women tend not to have a generous supply of protective
factors. For example, abused women have been found to have little social support
(Mitchell and Hodson 1983). They also tend to have insufficient material resources
insofar as intimate partner violence is often correlated with poverty, especially for
women of color (Heron et al. 1997; Sullivan et al. 1994). In addition, abused women
often have physical and mental health problems resulting from the abuse, in particular
depression, which can interfere with coping (Mitchell and Hodson 1983). They have
little control over the abuse itself and are likely to use more emotion-focused than
problem-focused coping strategies (Finn 1985), which are generally regarded as less
effective in reducing stress. They have also been found to have problem-solving def-
icits (Arias, Lyons, and Street 1997; Benishek and Lopez 1997; Campbell 1989a). Con-
ceptualized from a stress and coping perspective, battered women are deficient in
coping resources, such things as good health, positive beliefs, problem-solving skills,
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social skills, material resources, and social support that can assist in mobilizing cop-
ing strategies (Heron et al. 1997; Lazarus and Folkman 1984).

Finn (1985) found that compared with people in general, his sample of help-
seeking abused women used more passive coping strategies (such as trying to ignore
the problem) and used fewer active, problem-solving behaviors such as reframing and
seeking social support and spiritual support to cope with a variety of stressors. The
higher the stress is, the more likely abused women are to use passive strategies, sug-
gesting that overwhelming stress may interfere with effective problem solving (Finn
1985; Mitchell and Hodson 1983).

Others have suggested that the coping strategies used by abused women change
over time as abuse escalates, particularly in regard to the attributions for why abuse
occurs and what can be done about it. When violence occurs once or twice, it tends
to be viewed as an aberration on the part of the abuser that will not occur again
(Carlson 1997; Mills 1985). But when violence occurs repeatedly, women must man-
age it in some way, that is, attach some meaning to it and cope with its occurrence
and aftermath. Most women work actively at denying that violence will reoccur as
well as trying to prevent its reoccurrence. This may involve trying to change aspects
of themselves to placate the abuser in the attempt to avoid his anger and dissatisfac-
tion. These can be considered active coping strategies that are designed to modify the
source of the stress, which they initially perceive to be themselves. During this time
many women are quite active and creative in their attempts to protect themselves and
their children from harm.

But because these kinds of strategies usually are not effective in stopping the
abuse, women may begin to change their attributions about the source of the problem
and come to see their partner as the cause of the abuse. At this point they may shift
their coping and problem-solving efforts to their partner’s behavior, his drinking, for
example, or the way he deals with his anger. It appears that victims at these stages
may not seek social support, and in fact may be attempting to hide the abuse from
people they are close to, withdrawing from potentially supportive relationships. The
abuser may also be trying to isolate the woman from sources of social support at this
time. Most abuse victims are not seeking professional help for abuse at this time,
although they may seek help for the effects of abuse, such as depression (Mitchell and
Hodson 1983). At a later point in time, women may begin to accept that their abusive
partners are not likely to change, despite their efforts, and may succumb to a sense
of despair, using passive or avoidant coping, in a state that some have called learned
helplessness (Walker 1977–78).

However, despite the lack of protective factors that have been found by research-
ers to buffer stress, many abused women are very active in their coping and have
substantial strengths that they bring to bear upon their situations. It is important to
remember that abused women are typically coping not only with the abuse itself and
its effects on their own and their children’s well-being, but also with many other
stressors such as financial problems, their partner’s extreme jealousy and possessive-
ness, substance abuse, and chronic conflict and tension (Finn 1985).

Through all of this, many strengths are evident in women victimized by intimate
partners. Some of the characteristics of abused women that are viewed as liabilities
can be reframed as strengths, such as loyalty to their partners, persistent attempts to
improve the relationship based on the belief that children need a father in the home,
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and being sensitive to the needs and desires of other family members. Although all
of these behaviors have been viewed as barriers to women’s terminating abusive re-
lationships, they can also be seen as indicators of their strengths. Perseverance, hu-
mor, and spirituality have also been identified as strengths (Gondolf 1998).

Despite the statistics provided earlier on the mental health sequelae of partner
abuse, the majority of abused women continue to function as wives, mothers, em-
ployees, sisters, and friends. They are resilient in every sense of the word. It is im-
portant to remember that many of the samples studied in research on mental health
problems were clinical samples of sheltered or help-seeking abused women who al-
most by definition were having difficulty coping. The majority of abused women, who
experience “minor” acts of violence, do not seek help from professional providers.
Although some abused women are socially isolated, others do receive social support,
validation, and practical assistance from friends and family members (Davis and
Srinivasan 1995; Sullivan et al. 1994). Although some may lack effective problem-
solving and coping skills, others are extremely resourceful and creative about main-
taining their own and their children’s safety and well-being.

To some extent the needs of women victimized by partner violence will vary
depending on their stage in relation to the change process (Prochaska, DiClemente,
and Norcross 1992). That is, a woman who is in a violent relationship but not thinking
about taking any action is likely to have different needs from a woman exiting a
domestic violence shelter and contemplating a divorce. Whereas women who are in
the precontemplation stage may need information about what constitutes abuse,
women at the point of contemplating doing something about the abuse may need
information about legal options and financial resources.

However, several critical psychosocial needs transcend the stage of readiness for
change: support, validation, respect for decision making (i.e., self-determination), in-
formation about abuse, and concrete services. In addition, women in a chronically
abusive relationship at any stage—even if they are no longer living with the abuser—
need the protection afforded by law enforcement.

For example, three-quarters of the women in one shelter study had contacted the
police in the previous six months an average of 3.43 times (Sullivan et al. 1992a). At
the point of leaving the shelter, the most commonly needed resources of the women
in this sample were material goods and services (84 percent), social support (79 per-
cent), education (71 percent), financial aid (64 percent), legal help (62 percent), em-
ployment services (62 percent), transportation (58 percent), and child care (58 per-
cent) (Sullivan et al. 1992a). Almost half the women exiting a domestic violence
shelter in another study also needed housing (Sullivan 1991). Sullivan et al.
(1992a:273) note that

If a woman chose to end her relationship with her assailant, she was more
likely to indicate the need to work on obtaining transportation, legal assis-
tance, financial assistance, social support, and to further her education.
Women of color were more likely than white women to mention needing
health care, material goods, and resources for their children.

Research “suggests that alleviation of physical health symptoms, anxiety, and
depression following cessation of abuse could be expected to be slow and gradual
rather than immediate” (Sutherland et al. 1998:63). Thus, professional counseling or
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therapy, while not needed by all abused women, is needed by a subgroup of victims
who do not improve after the violence stops, even following a supportive shelter stay.
This is especially true for women with symptoms of PTSD, depression, or substance
abuse.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Over the past three decades, awareness of domestic violence and the needs of abused
women have grown dramatically in the mental health, criminal justice, health, and
social service sectors. For the most part, social workers have not been in the forefront
of service delivery for victims of intimate partner violence, although they have played
a prominent role in delivering services to batterers, as described in the following.
Programs and services for abused women, their abusive partners, and their children
have also expanded.

Services for Abused Women. From the beginning, battered women’s shelters, which
first opened in the middle 1970s, have been in the forefront of programs designed to
serve victims of intimate partner violence. Shelters have been especially important
because of the role they have played in pressing for social change on behalf of victims
of partner violence in addition to providing services to abused women and their chil-
dren (Koss et al. 1994). By the mid-1990s, millions of dollars were being allocated to
fund the more than 1,250 shelters across the country (Roberts 1998). States have
played a key role in the development and support of services for victims of partner
violence and are often the conduit for federally supported domestic violence services.
Most shelters rely heavily on state and/or county funds for survival (Roberts 1998).
A 1989 survey of statewide coalitions and state agencies dedicated to services for
abused women found that the most widely available services were supportive coun-
seling, support groups, specialized domestic violence shelters, and hotlines. The most
significant deficiencies in services identified at that time were insufficient shelter
services, especially for rural women, services for nonsheltered women, and lack of
transitional housing (Davis, Hagen, and Early 1994; Koss et al. 1994).

Many battered women’s advocates believe that many—perhaps most—abused
women will eventually leave the relationship. However, most who eventually leave
need and receive help to end the abusive relationship, and research documents that
battered women are active in their help-seeking efforts (Sullivan et al. 1994). They
receive such assistance from a combination of informal and formal sources. A qual-
itative study of fifty-five formerly abused women across seven cities identified two
major sources of assistance: shelters and other professional help sources such as law-
yers, counselors, and clergy; and informal sources, in particular parents, siblings,
and friends. The kinds of assistance offered from both types of sources included val-
idation, information about resources and alternatives, emotional support, and prac-
tical help (Davis and Srinivasan 1995; Horton and Johnson 1993). Survivors in some
studies have indicated mixed feelings about the help offered by professionals and
even shelters (Bowker and Maurer 1986; Davis and Srinivasan 1995). Clergy in par-
ticular were identified in one large study as more harmful than helpful (Bowker and
Maurer 1986). In contrast, three studies have indicated that abused women rate
agency-based services and shelters as somewhat to extremely helpful (Bowker and
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Maurer 1986; Horton and Johnson 1993; McNamara et al. 1997). The women studied
by Horton and Johnson (1993) rated shelters, physicians and hospitals, and profes-
sional counselors as the most helpful resources. The most helpful kinds of profes-
sionals were those who had been trained to understand the plight and constraints of
victims.

Few controlled evaluations exist regarding the effectiveness of services for abused
women. One exception is the advocacy intervention program of Sullivan and Camp-
bell and their colleagues in Michigan. These researchers demonstrated the effective-
ness of providing highly trained (but nonprofessional) advocates who assisted women
who were leaving domestic violence shelters for ten weeks in identifying, accessing,
and mobilizing needed resources (Sullivan et al. 1992b). Compared with women in
the control group, women who received advocacy services were significantly more
successful in obtaining resources such as material goods and services, emotional sup-
port, and education. Both groups reported lower levels of physical and psychological
abuse, depression, anxiety, and emotional attachment to their assailant compared
with where they were at the point of shelter entrance (Sullivan et al. 1992b). However,
six months after the intervention ended, those who received advocacy services were
no less likely to be abused (43 percent were still being abused across both groups)
than those who did not receive advocacy. The authors concluded that “although pro-
viding advocacy services to women upon their shelter exit resulted in short-term
positive results, this intervention by itself was insufficient to create long-term change
in the lives of women with abusive partners” (Sullivan et al. 1994:118). These findings
suggest that at least some women abused severely enough to require shelter services
also need more than advocacy to extricate themselves from abusive relationships and
ameliorate the effects of abuse on their mental health.

Services for Abusive Partners. Treatment of abusive partners has been controversial
for a host of reasons, not the least of which is its effectiveness. Since the middle 1970s
batterer intervention programs (BIPs) have proliferated, and since many states passed
proarrest policies in the late 1980s, court-mandated programs have increased (Gon-
dolf 1997). Several social workers have played a prominent role in the development
of programs and policies to address the needs of abusive partners, most notably Jeffrey
Edleson, Daniel Saunders, and Richard Tolman. There is a strong consensus in the
field that group interventions are most effective, with variation in format, length of
treatment, content of treatment (e.g., education versus therapy, cognitive behavioral
versus psychodynamic), and extent to which concomitant mental health and sub-
stance abuse concerns are addressed (Gondolf 1997). Gondolf (1997) has noted that
there is agreement on a “gender-based, cognitive behavioral modality: Men are con-
fronted with the consequences of their behavior, held responsible for their abuse, have
their rationalizations and excuses confronted, and are taught alternative behaviors
and reactions” (85). Regarding BIP effectiveness, program evaluations indicate that
fewer than half up to 80 percent or 90 percent of men who complete programs refrain
from physical violence after program completion. The percentage of men who are
violence-free decreases with the length of the follow-up. Cessation rates for verbal
and emotional abuse are lower (Gondolf 1997).

Numerous issues exist regarding effectiveness of BIPs. For example, dropout rates
tend to be very high (40 percent to 60 percent), with as few as half of those referred
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for treatment even showing up for the first session. Concerns also exist regarding the
extent to which victims may have a false sense of safety when their abuser participates
in a BIP. Few programs exist specifically for abusive men from ethnic minority groups
despite the fact that “minority participants often perceive, interpret, and justify their
abuse differently, and their experiences with the criminal justice system and social
services in general are often different than those of other men in batterer groups”
(Gondolf 1997:92). Nonetheless, there is the need for intervention programs designed
to assist men in changing their abusive behaviors, and there is some evidence that
programs can be successful in helping certain types of men desist from violence.

Services for Child Witnesses. A large body of literature now documents the delete-
rious effects on children of witnessing partner abuse between their parents (see Carl-
son 1996). To summarize briefly, problems linked to witnessing violence can be iden-
tified in virtually all areas of development: cognitive, behavioral, and socioemotional.
Both internalizing (e.g., depression, withdrawal) and externalizing (e.g., aggression
toward peers or family members, noncompliant behavior) problems have been doc-
umented. In extreme cases children can be traumatized by observing adult partner
abuse, manifesting symptoms of PTSD (see Lehmann and Carlson 1998 for a discus-
sion of the trauma perspective as applied to child witnesses to partner violence).
These problem behaviors can be the result of witnessing abuse where aggression is
modeled by powerful figures but may also be caused by other difficulties associated
with chronic abuse, such as material deprivation, stress, observation of ongoing con-
flict between parents, and threats to end the relationship.

Several well-documented group intervention models have been described in the
literature to address the problems of such children (e.g., Wilson et al. 1989). These
groups have been offered under a variety of auspices beyond shelter settings such as
social agencies that see abused women as clients. Structured group interventions last
six to ten weeks, with sixty- to ninety-minute sessions involving three to six children
of approximately the same age. Topics covered include what violence is, who is re-
sponsible for it, emotions, communication and problem solving, self-esteem, secrets,
self-protection skills, and how to obtain social support. Because participation in such
a group often reverberates throughout the family, parent involvement is strongly rec-
ommended (Peled and Edleson 1995).

Where group interventions are not available, practitioners may wish to see chil-
dren who witnessed partner violence on an individual basis. Assessment should in-
clude an evaluation of the extent of violence and abuse to which children have been
exposed, whether they have been physically or sexually abused or neglected them-
selves, their behavioral adjustment, posttraumatic symptoms, coping mechanisms,
perceptions of the abuse and whether they feel responsible for it, and access to social
support beyond the immediate family. Interventions should be geared to the kinds of
problems the child is presenting as well as safety skills and understanding who is
responsible for the abuse (Jaffe, Suderman, and Reitzel 1992).

ASSESSMENT AND INTERVENTIONS

In this section, we discuss assessment and intervention with women abused by their
intimate male partners. As mentioned earlier, intimate partner abuse intervention
encompasses other groups as well, in particular abusers and children exposed to vi-
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olence between their parents. We have chosen to focus on female victims of male
violence because they are probably the group most frequently seen by social workers.
In our patriarchal society, abused women are one of the most vulnerable populations
that social workers encounter. However, we believe that many of the interventions
proposed in this section can be applied to other groups as well, such as abused les-
bians, if sensitivity to each group’s unique needs and concerns is maintained.

This section is based on a feminist perspective of intimate violence etiology. It is
based on the belief that the violence inflicted by a man against his female partner is
a problem in itself, not “just a symptom” of relationship problems or substance abuse
problems of the abuser (Petretic-Jackson and Jackson 1996:189). For obvious reasons,
the theoretical framework adopted will determine the direction of assessment and
intervention.

We assume the context of intervention to be an outpatient mental health clinic
or counseling setting such as a family service agency. There are several reasons for
this assumption. First, the majority of battered women tend to encounter their first
helping situation not with a specific domestic violence program, but through more
generic therapeutic/counseling services. They may first seek help for their own or
their children’s mental health issues. Through the assessment and intervention pro-
cess, either the social worker or the battered woman herself might realize that violence
by the intimate partner is the problem that needs attention. Second, because many
battered women seek help at mental health centers for their psychological problems
resulting from the abuse (Gondolf 1998), there is a danger of pathologizing the battered
woman when intimate partner violence is a social problem (Gondolf and Fisher 1988).
For this reason, some of the assessment and intervention tools frequently used by
domestic violence advocates should be integrated into social work practice in mental
health settings (Gondolf 1998). For instance, safety planning is discussed in this sec-
tion. In settings that are funded largely through third-party payments, the social
worker may need to give a formal diagnosis for battered women. Thus, issues per-
taining to psychiatric diagnosis also are discussed in this section.

In working with victims of partner violence, assessment and intervention often
occur simultaneously. In fact, the assessment process itself may be a powerful inter-
vention for battered women. For many of these women, it may be the first time that
anyone has asked about whether they have been physically and/or emotionally
abused by an intimate partner. Acknowledging that domestic violence is a serious
problem and validating their experience can be a source of support for battered
women. They also learn that they are not alone in the struggle and that help is avail-
able. This allows them to feel less shame, guilt, and self-blame about the abuse.

Because intervention and assessment are so frequently intertwined, they are not
discussed separately. Instead, the discussion of assessment and intervention is orga-
nized topically in terms of safety planning, recognizing strengths and survivor ther-
apy, posttraumatic stress reactions and posttraumatic therapy, alcohol and other sub-
stance abuse, and other diagnostic issues. Both assessment and intervention are
discussed under each topic, reflecting the reality of social work in agency settings
with battered women.

Safety Planning. The first and most important area of assessment must address the
safety of the client and her children. If they are in immediate danger, establishing
their safety should take precedence over other interventions. Each woman defines
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violence and safety differently (Hanks 1992). It is important to remember that the
client is the expert regarding her own situation. Client-centered intervention is es-
pecially important for battered woman because it can impart a sense of power (Gon-
dolf 1998).

The need for social support can first be discussed in the context of finding a safe
place to stay in the event that violence appears imminent. Abused clients may not
have support readily available or may not want to jeopardize the safety of supporters.
In that case, the social worker needs to introduce the domestic violence shelters as a
safety option. The social worker can explain the array of services that a battered
women’s shelter can provide. The reality of positive (safety, support, information)
and negative (less privacy due to sharing space with other women and children, dis-
ruption in children’s lives, needing to follow rules such as responsibilities for chores)
aspects of going to a shelter should be discussed, but with strong emphasis on the
importance of safety for the client and her children.

Regarding the safety plan,

The content of the plan should be specific to the needs and situation of the
individual woman. Minimally, it should include attention to a means of es-
cape if escape is necessary, and other resources necessary to put the plan
into effect. The plan may involve others, such as children trained to run to
a neighbor’s home during an argument or trusted friends or family members
who agree to provide a place to stay in an emergency or call the police when
signaled. It might entail hiding a set of car keys or cab fare in a secret place
or keeping a hidden suitcase packed with necessities. If the plan includes a
possible shelter stay, information necessary to be admitted to the shelter
should be acquired ahead of time, such as the phone number and location,
eligibility requirements, and so forth. (Carlson 1997:296)

An example of a generic safety plan can be found in Substance Abuse Treatment
and Domestic Violence (Fazzone, Holton, and Reed 1997). Making referrals to other
social service agencies to ensure that basic needs are met (food, clothing, and shelter)
is another aspect of addressing the immediate crisis.

Safety planning is equally important for women who are not ready to leave, do
not see the reason to leave at the present time, or have already left. Most battered
women fall into these categories. Putting a safety plan into effect can serve a preven-
tive function by helping a woman to avoid violence. By the end of the first session,
it is crucial to assess all aspects of safety and to create an initial safety plan. This
safety plan should be reviewed at every point of contact during the duration of the
intervention. In addressing safety, it is important to respect clients’ rights to self-
determination (Dutton 1992). Except in cases of child abuse or threats to self or others,
the social worker needs to respect the woman’s decision irrespective of the worker’s
opinion concerning the decision.

Another area needing assessment and intervention pertains to legal issues. These
include marital status, immigration status, and custody status. For an immigrant
woman, finding out her residency status is important. In some cases the abusive hus-
band might use his wife’s illegal status to exert control over her. Furthermore, due to
unfamiliarity with her legal rights and protective laws, she may fear deportation and
feel forced to stay with her abusive husband. In this case, the worker needs to educate
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the woman about the provisions of the Violence Against Women Act of 1994, which
allows abused women and children to petition for permanent residency without the
abusive husband sponsoring them (Victims Services 1999). A plan to obtain necessary
documentation of the abuse must be developed in these cases.

Recognizing Strengths and Survivor Therapy. As a result of abuse, many battered
women may not be aware of their own strengths. Gondolf defines strengths as “the
qualities that resist attack and defeat and maintain survival and personal growth”
(Gondolf 1998:95). Some psychological symptoms of battered women may in fact be
coping strategies or normal responses to abuse. Treatment based on a medical model
treatment may focus exclusively on the client’s deficits without identifying their
strengths (Gondolf 1998). What is unique about the strengths approach is the as-
sumption that even the most troubled victims have strengths. It is crucial for the social
worker to assess strengths that abused women have developed in order to survive the
trauma of battering and abuse and be willing to see psychological symptoms as at-
tempts at coping (Dutton 1992). For instance, staying in an abusive relationship may
appear to be masochistic, but it can also be seen as persistence. In conducting a
strengths inventory the client is assumed to be an expert on her own strengths and
must be actively involved in their identification. Only after the client has had the
opportunity to share her strengths does the worker offer her perceptions of client
strengths (Gondolf 1998).

One of the most important goals in survivor therapy is to empower a battered
woman so that she will be able to gain control over her life, which Walker (1991,
1994) calls “reempowerment.” Many battered women feel powerless to protect them-
selves against abuse; no matter what they do, the beatings seem to happen without
any clues or warning. Learned helplessness, which can develop when women have
made many unsuccessful attempts to stop the violence, is an area that also needs to
be assessed (Carlson 1991). Campbell, Sullivan, and Davidson (1995) recommend that
“reestablishing feelings of control should be a primary focus of therapeutic interven-
tions” (252). Social workers can help clients understand that they can still control
some aspects of their lives even though they are not able to stop the violence (Walker
1994). Providing education about the abuse and violence is also an empowering in-
tervention (Dutton 1992).

Cognitive-behavioral techniques are useful to help women develop positive cop-
ing strategies and reduce cognitive distortions. Four steps are used in a cognitive-
behavioral intervention: giving an overview and rationale for the intervention, show-
ing the desired behavior through modeling and role play, having the client practice
and rehearse new behaviors, and evaluating and making necessary modifications
(Webb 1992). Some specific techniques are stress reduction, relaxation, cognitive re-
structuring, role playing, skills development, problem solving, and use of imagery
(Carlson 1997; Dutton 1992; Webb 1992).

Posttraumatic Stress Reactions and Posttraumatic Therapy. Posttraumatic stress
reaction (PTSR) is defined as, “set of conscious and unconscious behaviors and emo-
tions associated with dealing with the memories of the stressors of the catastrophe
and the period immediately afterwards” (Dutton 1992:129). It is important to create
a safe environment for clients before encouraging them to remember the past or
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discuss continuing trauma related to violence and to avoid revictimizing clients (Dut-
ton 1992).

The social worker needs to assess and recognize posttraumatic reactions resulting
from battering and follow up with appropriate interventions. Failure to identify post-
traumatic stress effects can have dire effects because there is evidence that merely
providing support and focusing on problem solving without also specifically address-
ing the trauma is less effective in alleviating trauma symptoms (Koss et al. 1994). In
using standardized testing or questionnaires (e.g., the Trauma Symptom Checklist
authored by Briere and Runtz 1989), the client’s PTSR might be mistaken for other
psychiatric disorders such as personality disorders (Walker 1991). Educating the
woman about the reasons behind her reactions is important in helping her understand
how her symptoms are “normal” in the context of the “abnormal” situation of the
man-made trauma. This can help her feel less fearful about her being “crazy” and
allow her to have an increased sense of control over her reactions. Walker (1991) states
that the primary goal of intervention for PTSR is to reempower the battered woman.
Explaining to the client the course of the treatment, including possible difficulties
during the process, is empowering. The client can control the pace of treatment, re-
ducing her anxiety and also providing her with a feeling of control. The therapeutic
process should consist of helping the client to gradually reexperience the trauma in
a safe environment, manage stress, reduce shame and rage, facilitate expression of
grief, find meaning in the victimization, and rebuild a new life (Dutton 1992; Saunders
1994).

Alcohol and Other Substance Abuse. For many battered women, substance use is a
way of self-medicating (Dutton 1992). Some battered women’s use of alcohol and/or
other substances is due to the abuser’s influence (Fazzone et al. 1997). Even for women
who had a substance abuse history prior to the onset of abuse, it is important to
recognize the role of substance use in “numbing the pain associated with the trauma”
(Dutton 1992:91). When substance abuse is determined as a result of assessment, the
worker needs to discuss the client’s use of the substance in relation to the abuse and
point out the importance of substance abuse treatment. For example, because most
shelters have rules requiring residents to be sober during their stay, intoxication might
create problems in getting admitted to a battered women’s shelter or being allowed
to stay once admitted. If treatment priorities of the counseling agency and the sub-
stance abuse treatment program are different (safety versus abstaining from alcohol
or drugs), it will be important to work with a substance counselor who is familiar
with domestic violence survivors and understands the importance of safety. Because
many battered women use alcohol and other substances as a way to cope with distress
and pain, it may be necessary for the client to find alternative coping strategies when
trying to achieve abstinence (Fazzone et al. 1997). Safety should continue to be a
focus during the substance abuse treatment. Safety-related issues, such as not involv-
ing the abusive partner in the treatment process, should be discussed with the sub-
stance abuse treatment counselor.

When abused women are using substances to self-medicate for depression, anxi-
ety, and other emotional problems, as discussed in the following (Dutton 1992), it is
important to consider a referral for medication. A thorough medical and psychiatric
checkup is necessary before providing appropriate psychotropic medication. Close
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monitoring of the woman’s use of prescribed medication is necessary to prevent pos-
sible relapse involving misuse of the medication (Fazzone et al. 1997). The social
worker should function as a case manager to integrate all different treatments and
services the woman is receiving.

Other Diagnostic Issues. Some battered women have psychiatric disorders that need
appropriate attention, including medication, treatment, and even hospitalization. It
is important for the social worker to document symptoms in the context of the vio-
lence. For example, depression is a common diagnosis with battered women (Gondolf
1998). Using a tool such as the Beck Depression Inventory (Beck et al. 1979) can be
beneficial to assess and monitor depression in battered women (Petretic-Jackson and
Jackson 1996). Techniques such as cognitive restructuring can be useful to help the
depressed woman to change her distorted beliefs (Webb 1992). Referral to a psychi-
atrist might be needed to provide medication therapy. In case of suicidal ideation,
lethality needs to be assessed, and hospitalization might be necessary to ensure the
safety of the woman.

ILLUSTRATION AND DISCUSSION

Helen is a 35-year-old Korean American woman. She walked into an out-
patient mental health clinic without an appointment to discuss her son’s
behavioral problems. She explained that her 5-year-old son just started kin-
dergarten two months ago. He has been getting into fights with other children,
throwing things in the classroom, and swearing at other children and his
teacher. She told the social worker that his teacher recommended that she
get counseling for him.

To get a better understanding of the factors that might be affecting the
son’s behavior and to observe interaction among family members, the worker
asked Helen to bring the whole family in for the next session. With hesitation,
Helen reported that her husband, who is also Korean, does not know about
her seeking help and that it would be difficult to get him to come to coun-
seling. Using the “funneling” technique (Brekke 1987), the worker was able
to gather more information about family dynamics and conflict resolution
and found out that Helen’s husband beats her frequently.

Helen reported that she didn’t realize how violent her husband was be-
fore she got married. She said she got married within two months of meeting
her husband and soon after moved to the United States where her husband
was living. None of her family and friends lived in the United States, and
she felt very isolated. Although she had several years of work experience in
Korea, she felt inadequate about working outside of home in the United
States, plus her husband did not want her to have a job.

Her husband first beat her when he saw Helen with a male classmate in
the front of the adult school where Helen was learning English and subse-
quently forbid her to attend school anymore. Her husband appeared to be
very controlling, often following her even when she was just going to the
market. But despite her husband’s beating and jealousy, she did not want to
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leave him, in part because she was afraid of not getting her green card.
Due to her limited English skills, not having legal status, and not having
any social network in the United States, she was very dependent on her
husband in all aspects of her life. Her husband’s beating continued during
her two pregnancies, often because she was “paying too much attention to
the fetus,” rather than her husband. She was also beaten by her husband for
reasons such as food being too salty, dust on the TV stand, or children not
being finished with their homework. Oftentimes, he beat her in front of her
children.

Helen reported that she felt depressed most of the time and sometimes
even thought about killing herself. She said she usually changed her mind
when she thought about her children and how they needed her. She reported
starting to feel nervous each day around the time her husband came home
from work, because she did not know what kind of mood he would be in.
She often had headaches that she had to take medications for.

Assessment and intervention themes include the need for validation and
support, the family’s immigrant status, safety concerns, the need for infor-
mation, and mental health concerns. In the first session the worker acknowl-
edged the seriousness of the situation, validating Helen’s experience, com-
plimenting her on the courage she showed in admitting the abuse, and noting
other strengths, such as concern for her children.

The fact that Helen and her family are Korean immigrants means that
the worker needed to be both sensitive to and knowledgeable about Korean
culture. Lack of such awareness might mean not understanding the cultural
norms against married Korean women becoming employed, especially if they
are mothers, for example. Getting a divorce—bringing shame upon the fam-
ily—is also not normative for Koreans. The worker also needed to become
knowledgeable about immigration law and be prepared to advocate for this
client with the Immigration and Naturalization Service. Recent regulations
mean that Helen may be successful in seeking legal status on her own, even
if she is divorced from her husband, assuming that she can document her
abuse. This may mean contacting the police the next time she is beaten so
there is a record of her abuse. Obtaining an order of protection (called a
restraining order in some states) would be another way of documenting her
husband’s violent behavior.

Another theme pertains to safety. It was important for the worker to
conduct a safety assessment for Helen and her children to determine if they
were in immediate danger. Because Helen has mentioned thoughts of suicide,
this should be addressed specifically. The worker questioned Helen in detail
regarding the children’s well-being to determine if they have been neglected
or physically or sexually abused by either parent and the extent of their
exposure to the violence between their parents. The worker also developed
a safety plan with Helen regarding what she could do the next time violence
occurred and informed her about the local domestic violence shelter. It
would be ideal if there was a shelter with cultural sensitivity to the needs of
immigrant women, although this may not be an option in many locations.

The worker also used psychoeducational interventions to assist Helen
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in understanding the nature and dynamics of partner violence, its effects on
victims, and its effects on children who witness such abuse. The worker
linked the presenting problem of Helen’s son’s problematic behavior at
school to her knowledge of the effects of abuse on child witnesses. Often-
times, explicit awareness that exposure to chronic conflict and abuse can be
harmful to children helps to increase women’s readiness to take positive
steps toward ending abuse. The worker noted several strengths, including
Helen’s obvious concern about her children, her willingness to follow up on
the school’s referral for her son, and not following through on her thoughts
of suicide due to her concern for her children.

The worker addressed Helen’s mental health concerns by administering
a depression inventory and an evaluation of possible PTSD symptoms, con-
cluding that Helen was in the moderate range for depression but was not
exhibiting many PTSD symptoms. Because of her depression score, the
worker chose to use cognitive-behavioral techniques such as cognitive re-
structuring and reframing to address her depression and cognitive distor-
tions, which should eventually improve her self-esteem. In addition, teach-
ing her relaxation techniques should help Helen to control her anxiety. Other
interventions included helping Helen to see that the abuse was not her fault
and that she did not deserve to be treated this way. The worker was careful
not to pressure Helen to leave her husband to avoid alienating her and mak-
ing her reluctant to return for fear of disappointing the worker if she chose
not to leave.

CONCLUSION

Intimate partner abuse is increasingly recognized as a common problem seen by social
workers and other mental health professionals. The demographics of this problem
indicate that it is disturbingly frequent among the clients social workers commonly
see: the poor and vulnerable. Because many, perhaps most, abused women do not
seek help from formal domestic violence programs, it is important for social workers
employed in a wide variety of settings to be knowledgeable about partner violence—
its manifestations, risk factors, dynamics, and consequences. Among helping profes-
sionals, social workers are uniquely well qualified to be of assistance to abused
women because of our person-in-environment perspective and basic social work val-
ues such as self-determination and the strengths perspective that are essential to work-
ing effectively with this group.
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25
Older Persons in Need
of Long-Term Care
Toby Berman-Rossi

Writing this chapter at the turn of the twenty-first century is both an extraor-
dinary and disturbing experience. Without question, the lives of older persons reveal
significant gains and accomplishments, and this pattern is expected to continue. Over-
all, longevity is increasing, physical health is improving, chronic illness is declining,
and for many, financial status is improving. Healthier and longer lives provide addi-
tional opportunities for the creation of life’s pleasure. At the same time, a large portion
of our older population, particularly women, ethnic minorities, and the oldest-old,
live lives of unnecessary hardship, hardship created and secured by our capitalist
economy. Without structural rearrangements and a more equitable distribution of so-
ciety’s economic and social resources there is little hope that such deprivation will
decline.

Newer theories and burgeoning ideas provide invigorating opportunities to re-
examine valued beliefs and to develop new ways of thinking about older persons and
the society in which they live. Cultural, humanist, and critical gerontology bring wel-
come relief from the dominant medical paradigm that for so long has constructed our
vision of the aging experience. An emphasis on the meaning of aging and on creating
and sustaining meaning in life draw us away from our fixed view of older persons as
a medical problem to be solved. Resiliency theories point to the myriad ways older
persons successfully cope with a variety of stressors in their lives. The offering of
alternate ways of thinking about aging creates new pathways for working with older
persons in need of long-term care.

As exciting as the last decade of intellectual thought has been, there remains
cause for concern. At the heart of the controversies are profound differences concern-
ing how a responsive society should provide for older persons. Intellectual support
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for cuts in Medicare through our “balanced budget” process, for rationing health care
for older persons, for establishing a means-test for Medicare, and for free market
managed-care control of health care for older persons are but a few of the popular
ideas that reflect a growing conservatism and a rising negativity toward older persons.
Having recently celebrated the one hundredth birthday of the profession of social
work, we recognize that our profession has a long history of standing with clients and
working toward a more just society. An examination of the issues facing older persons
in need of long-term care reaffirms that history and reasserts the intrinsic value of our
professional function between client and community.

DEFINING AND EXPLAINING OLDER PERSONS IN NEED
OF LONG-TERM CARE

The population of older persons in this chapter is often called the frail elderly. In the
literature and in our mind’s eye, frail conjures up a stereotypic image—an elusive,
vaguely generalized image, characteristic of the concept itself. At first glance, the most
striking characteristic of the term is that it derives its meaning from the union of two
concepts: frail and elderly. The term frail is used to suggest fragility, weakness, fee-
bleness, infirmity, decrepitness, brittleness, perishableness, things easily broken, and
a quality of being easily crushed, destroyed, or wanting in power (Funk and Wagnall’s
1968; Longman Synonym Dictionary 1986; Simpson and Weiner 1989; Webster’s New
Dictionary of Synonyms 1968).

Even when gerontologists define the concept operationally, the concept frail el-
derly contains a strong deficit orientation centering on incapacity, that is, what the
older person is unable to do. Thus, older persons are often viewed not in their whole-
ness as individuals, but in their limitations and dependence on others. Consider, for
example, the following definitions: “Older persons with mental, physical, and/or
emotional disabilities that limit their independence and necessitate continuing assis-
tance; persons 75 years or older” (Harris 1988:75), or “By frailty is meant reduction
of physical and emotional capacities and loss of social-support systems to the extent
that the elderly individual becomes unable to maintain a household or social contacts
without continuing assistance from others” (Federal Council on the Aging 1978:15).

These definitions of frail elderly suggest an individualistic, medical orientation
as well as a linearity of approach. “Personal attributes” are viewed as primary factors
in the older person’s situation. The environment serves principally as backdrop,
rather than as principal player in the creation of the “condition.” “Disabilities” be-
come intrinsic to the individual and not a function of social creation and an inade-
quate person:environment fit. Thus, the individual, not the environment, becomes the
target for change. The logical outcome of a deficit medical model, focused on indi-
vidual pathology, is a linear orientation to causality. As we shall see later, the medi-
calizing of aging underlies and dominates long-term-care services. This is epitomized
by the fact that the Health Care Financial Administration funds and administers most
federal long-term-care programs (Kane 1987). Medicaid and Medicare are the primary
sources of funding for long-term health care (Garner 1995; Meiners 1996). “Although
nursing homes serve less than a fifth of the disabled elderly they dominate long-term
care financing. Fully 82 percent of the total expenditures for long-term care was al-
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located to nursing homes in 1988. Of the total cost ($43.1 billion), nearly 47 percent
was paid by the public sector, primarily through the poverty Medicaid program”
(Lamphere-Thorpe and Blendon 1993:80). Such views are also consistent with a his-
torical trend in which older persons gradually became viewed as a class—a class in
need, a class embodying social problems. Eventually, older persons came to be
equated with the social problems themselves (Dunkle 1984; Hazan 1998).

Characterizing older persons in terms of their limitations conflicts with our de-
veloping understanding of the ways in which a stable sense of self and a positive self-
identification enable older persons, especially the very old, to age well (Bergeman
and Wallace 1999; Gadow 1983; Kaufman 1986; Tobin 1988). In fact, describing one-
self as aged and frail is associated with poorer mental health, a perceived loss of
control of one’s life, and lowered physical and psychological health (Burnette and
Mui 1994; Furstenberg 1989; Neeman 1995). A sense of control in one’s life directly
connects to psychological well-being (Bergeman and Wallace 1999; Lieberman and
Tobin 1983; Perlmutter and Eads 1998). Negative self-definitions also conflict with
our growing understanding of resilience in old age and the knowledge that the ca-
pacity to maintain oneself in the face of considerable challenge is an accomplishment
worthy of positive notation (Ryff et al. 1998).

Our discussion of “frail older persons” contrasts with current discussion of the
needs of an entirely different population: busy business and professional persons
(Bader 1999). These persons, many of whom use assistance to manage their house-
holds and personal lives, accrue status by virtue of their ability to purchase assistance.
Need under these circumstances is quite acceptable. A comparison of these two
groups suggests that it is neither need nor dependence that distinguishes them, but
power. In this instance, power takes three forms: first, the power to define the situation
in the manner most advantageous to the definer; second, the power to command the
necessary resources directly or through others; and third, the power of a strong voice,
strong enough to resist forces tending to destroy. In short, deficit is a matter of defi-
nition and the power of the definer to enforce that definition is required. Thus, frailty
has to do with “liability to failure or destruction, . . . an incapacity for dealing with
forces or powers opposed to it, or tending to destroy it . . . lack of power to resist,”
(Webster’s 1968:882) rather than any physical or mental impairment unto itself. Log-
ically then, when resources are available and coping capacities are strengthened,
“frailty” declines. Under such circumstances resiliency is most likely to be evident
and the power to resist is more evident.

Taken together, these attributes of the frail elderly suggest a complex interaction
between older persons and their environment. Frailty is best understood by under-
standing the context with which the older person must contend. The strength of the
“forces tending to destroy” must be included in the discussion. When these elements
in the environment are responsive to long-term need, the older person’s strength will
be more likely to meet its environmental demands. An unresponsive or menacing
environment is one in which even greater strength is required to maintain the status
quo, much less improve it. In such a situation, the capacity of the older person may
not be equal to the tasks at hand. In such circumstances, needs increase and greater
personal resources are required to maintain one. Thus, the balance in the transactions
between the older persons and their environment is reflected in the character of their
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life experience. The need for long-term care or what others call frailty results not from
attributes of older persons alone, but from a lack of congruence between their needs
and capacities and the environment’s demands and resources. What is defined as
belonging to the individual more accurately belongs to the relation between the in-
dividual and his or her environment. As Kane (1987) notes, institutionalization in a
long-term-care facility is brought about by the interaction between social circum-
stances and the characteristics of the individual, not solely the individual. Medical
problems and the need for services are not significant predictors of institutionalization
(Sommers et al. 1988).

Being dependent on others in coping with chronic illness, chronic pain, and
physical, emotional, and cognitive change, as well as economic and social losses, is
at best very trying even when the relevant resources are available. Under the best of
circumstances, this adaptive challenge requires and consumes extraordinary personal
capacities, capacities that are inevitably more and more difficult to replenish. Under
the worst of circumstances, where capacities and resources are modest and limited,
extreme stress is inevitable. The societally induced diminishing of mental, physical,
and social health creates the very condition that long-term care is designed to mitigate
(Harel 1988). Within the general population of older persons in need of long-term care
there are populations with special needs (Mellor 1996). As is true of older persons in
general, this segment of the older population is also heterogeneous. It includes those
older persons who have experienced significant disadvantaging economic, physical,
mental, and emotional conditions and circumstances throughout their lives. These
stressors and their consequences, when carried into advanced age, further stress cop-
ing capacity. For example, the coping abilities of older persons who are blind (Weber
1991), developmentally disadvantaged (O’Malley 1996; Parkinson and Howard 1996),
formerly hospitalized in psychiatric facilities (Feldstein 1985), homeless (Tully and
Jacobson 1994), experiencing long-term disabling physical and mental conditions
(Gilson and Netting 1997; Kelly 1993), Holocaust survivors (Safford 1995), and per-
sons living with AIDS (Crisologo, Campbell, and Forte 1996) are further taxed by the
stressors of aging. Special populations also include those persons stressed by life
events and life circumstances especially associated with aging, for example, illness,
loss of a life partner, institutionalization, decreased income, and, increasingly, grand-
mothers raising grandchildren.

These older persons who are dependent on others (i.e., those designated as
“frail”) are the fastest-growing group in the older population (Dunkle and Norgard
1995; U.S. Bureau of the Census 1996). For them, the system has not worked nearly
as well. The focus of this essay is on this poor, lower- and middle-class group of older
persons who need long-term care. By long-term care we mean care in home, institu-
tional, and noninstitutional settings. The numbers of older persons needing long-term
care is expected to double between 1990 and 2030, while those needing nursing home
care is expected to triple (Hooyman and Kiyak 1996). These persons do not receive
an adequate share of America’s bounty. For them, relief from public policy that pro-
vides insufficient income and inadequate services is difficult to achieve. A grudging
societal response becomes a powerful factor influencing the quality and nature of their
lives.

Though the need for long-term care defies age, sex, culture, and economic class,
older women and ethnic minorities are particularly disadvantaged in coping with the
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challenges before them and in living the last part of their lives. A sexist, racist, classist,
and homophobic society, exacerbated by ageism, imposes on the older person a daunt-
ing and powerful combination of obstacles and challenges, especially on those older
persons who depend on formal and informal supports to maintain their lives either
in the community or in long-term care institutions.

The need to serve this group is compelling because this population is most at risk
for increased morbidity, abuse, neglect, institutionalization, and death. These vul-
nerable older persons, especially older women and ethnic minorities, are the specific
populations to which social workers must attend. There is a pressing and clear need
for leadership in social policy, in planning and the organization of services, and in
direct practice with this large and growing group of vulnerable persons. While agree-
ing with Atchley and Lawton (1997) that gerontology has paid greater attention to the
problems of aging rather than the resiliency of aging, thereby distorting our portrait
of older persons, and while we certainly are obligated to present a more accurate
view, nevertheless, those in need are the appropriate purview of the social work pro-
fession. A balance between the needs and capacities of the older person and the de-
mands and resources of the environment is an outcome “devotedly to be wished” and
striven for by social workers. Ryff et al. (1998) point out that their objective in studying
resilience in adulthood and later life was to “look carefully at those who, as they age,
experience notable quality of life vis-à-vis the problems that come their way” (91).
Moving away from the concept of frailty and toward the concept of resilience will
help us achieve this objective.

DEMOGRAPHIC PATTERNS

On the whole, the nation’s older persons are overall enjoying the highest standard of
living and the most satisfying lifestyle they have ever known. They are living longer,
are more financially secure, better educated, more content with their lives, and more
politically active than ever (U.S. Bureau of the Census 1996). Less worried about
financial matters, they are more likely to look forward to retirement, and those with
the best retirement incomes often elect to retire earlier. This new status makes possible
the development of new interests and a return to neglected pleasures. Retirement is
now presented not as an age but rather as “an expanding state of mind” (Stock 1999:1).
Options for older persons have vastly increased, and the concepts of work and retire-
ment have blurred. Many persons work longer, others work less, and still others com-
bine work and retirement (Quadagno and Hardy 1996). While this life circumstance
is true for the majority of older persons, the demographics of aging also reveal another
story. The story of older persons who, for a variety of reasons, have become increas-
ingly dependent on others for assistance in managing their lives and often for sus-
taining a view that it is possible to successfully cope with significant life stressors. It
is this tale that falls within the purview of social work. It is this tale that demands
our attention. It is these older persons whose resiliency is strained by the weight of
significant personal, interpersonal, and environmental stressors in the face of insuf-
ficient protective forces.

To understand the risks and vulnerabilities of those requiring long-term care,
sociodemographic, economic, health, physical, and mental health characteristics
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must be examined. Perhaps more than for any other age group, these elements are
closely interdependent, and their combined effects constitute critical elements of the
aging experience. Coping with change in these areas becomes a dominant feature of
growing old in America. The awareness that aging is affected not only by what occurs
to those 65 and older, but also by experiences of a lifetime, makes knowledge of the
ongoing effects of sex, race, and class upon older persons central to our understand-
ing. Sex, race, and class determine the quantity and quality of economic and service
resources available to older persons and inform our understanding of which older
persons are most at risk. The scarcity of essential environmental resources necessarily
requires us to focus on those in greatest need.

The United States is currently experiencing a dramatic increase in the number
and proportion of very old persons within the general population and within the
population of older persons in general. The numbers of persons over 65, particularly
those over 85, are growing more rapidly than those younger. Only 4 percent of the
total population at the beginning of this century, by 2030 the percentage of those over
65 will be 22 percent (National Institute on Aging 1987; Torres-Gil and Puccinelli
1995). In 1994, those aged 65 and over constituted 12.5 percent of the total population
(U.S. Bureau of the Census 1996). The projected increase of older persons between
1989 and 2050 will represent an increase from 1 percent to 5 percent of the total
population (Dunkle and Norgard 1995). By 2050, those 85 and over will represent 22
percent of those 65 and over (Dunkle and Norgard 1995). Fertility rates, decreased
mortality, and immigration patterns have all contributed to the growth of older per-
sons at a rate faster than that of any other population group (Olson 1994b). Concom-
itantly, there has been a striking increase in those over age 75, and those above 85
have doubled each decade since 1940.

In 2000, the projected proportion of the over 85 group will be 14.1 percent (Ro-
senwaike and Dolinsky 1987). From 1960 to 1994 persons 85 and over increased by
274 percent (U.S. Bureau of the Census 1996). By all standards, the proportion of
older persons in the general population will continue to rise dramatically, well into
the twenty-first century (Easterlin 1996).

Of those older, the segment growing most rapidly is those over 75, particularly
women and ethnic minorities (Dunkle and Norgard 1995). By 2050, the proportion of
white, non-Hispanic older persons is expected to decrease to 67 percent, down from
87 percent in 1990 (U.S. Bureau of the Census 1996). Nationally, between 1990 and
2030 older Hispanic Americans are expected to increase by 395 percent, older African
Americans by 247 percent and white, non-Hispanics by 92 percent (Dunkle and Nor-
gard 1995). From 1990 to 2050 the black population of older persons will increase
from 8 to 14 percent of the total population. Hispanic older persons will double from
1990 to 2010 and by 2050 will increase tenfold (Tauber and Allen 1993). Without
question, Latinos are the fastest-growing minority group in the United States (Apple-
white 1998). During the same period, “Asians, Pacific Islanders, American Indians,
Eskimos and Aleuts combined would increase from less than 2 percent of the total
elderly population to 7 percent from 1990 to 2050” (Tauber and Allen:17–18). Sex
and minority statuses have remained critical variables in life expectancy. For white
males and females born in 1990, there is an almost seven-year life expectancy advan-
tage for women and for African Americans an eight-and-a-half-year advantage for
women. While the life expectancy for African American women is greater than for



Berman-Rossi 721

white men, racial comparisons between white and African American males still favor
white men by 6.6 years. White women have an advantage of 4.8 years in comparison
with African American women (Gottlieb 1995). A disadvantaged status in health care,
social and economic conditions, preventive and health education services, and in-
come significantly contribute to the shortened life expectancy of minority older per-
sons (New York State Office for the Aging 1989:25). Gender continues to be a salient
dimension of the aging experience. Women continue to live longer than men and
disparities between men and women increase with age. In 1989, for example, among
those over 85, there were 39 men to 100 women (Dunkle and Norgard 1995). This
male:female ratio indicates that the aging of women will continue to predominate in
comparison to the aging of men.

The living arrangements of older persons are directly affected by life expectancy
and marital and childbearing practices. Within this realm, significant differences exist
between men and women (U.S. Bureau of the Census 1996). The 1996 U.S. Census
report notes that 80 percent of older persons living alone were women. Though rep-
resenting only 52 percent of the older population, white women represented 71 per-
cent of those living alone. The greatest increase in those living alone was for persons
85 and over. This figure rose from 39 percent in 1980 to 48 percent in 1993. In 1993,
75 percent of older men were married and living with their partner in comparison
with 41 percent of women (U.S. Bureau of the Census 1996). The percentage of women
living alone increases with age. In 1993, 51 percent of women aged 75 to 84 lived
alone. For the same year 57 percent of women 85 and over lived alone (U.S. Bureau
of the Census 1996). The portrait of older persons living alone varies by ethnicity.
African Americans, in comparison with other ethnic minorities, were more likely to
be living alone. When older blacks and Hispanics live alone, they are also likely to
be living in poverty (Choi 1996). African American females with 37 percent repre-
sented the ethnic group with the highest percentage of persons living alone. The U.S.
Bureau of the Census (1996) reports that there was a 29 percent increase in the per-
centage of older persons institutionalized between 1980 and 1990 and that the ma-
jority of older persons living within nursing homes are widowed, older women, with
a high percentage of inhabitants childless or never married. In 1990, 70 percent of
older persons living in nursing homes were women and one-third of this female popu-
lation was 85 years and older (U.S. Bureau of the Census 1996). By 2018, 13.3 million
older persons are expected to be living alone, 85 percent of whom will be female
(Kasper 1988). Social isolation is positively correlated with increased age, a single or
widowed status, few nearby informal supports, retirement, and decreased physical
capacity (Shanas et al. 1968). Social isolation can lead to serious emotional, cognitive,
and social difficulties (George 1996). Mui and Burnette (1994) report that while physi-
cal health is greater for those living alone, this population reports greater loneliness,
social isolation, and depression. Associated poverty and decreased social supports
clearly place this population of single women living alone most at risk of increased
morbidity, neglect and abuse, institutionalization, and death. The much smaller per-
centage of older men living alone with few social supports are also at risk. For those
older persons living with families, a different set of needs is generated.

To truly understand the economic characteristics of older persons, the formula
by which poverty is calculated must be understood. The poverty index, as developed
in 1964 by the Social Security Administration, established that older healthy persons
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. . . have lower nutritional requirements than younger people and therefore
the poverty threshold is higher for persons under age 65. . . . The poverty
threshold in 1992 was $6,729 compared to the $7,299 used for single house-
holders aged 15 to 64. For a two-person elderly household with no related
children, it was $8,487 compared with $9,443 for younger households. (U.S.
Bureau of the Census 1996:4–16)

This means that the poverty threshold for older individuals is only 92 percent of that
for those younger than 65, and for older couples it is only 89.8 percent of the rate for
those under 65 years. Rogers, Brown, and Cook (1994) found absolutely no justifica-
tion for establishing this lower standard and recommended its elimination. If we took
their advice, and if we recognized (as does the U.S. Bureau of the Census [1996]) that
if a single poverty threshold were established for all persons, the poverty rates for
older persons would increase, we would then have a more realistic portrayal of the
poverty of older persons. Even using the current formula, Moon and Mulvey (1995)
indicate that “[i]f poverty thresholds were increased for persons of all ages, the share
of the elderly in poverty would thus rise faster than for other groups. At 150% of
poverty 23.6% of the under-age-65 population would be poor, compared to 27.6% of
those over 65” (18). In addition, reported poverty comparisons between older persons
and children fail to acknowledge the 6 percent of older persons who are institution-
alized, most of whom are poor (Schutz 1994). Thus, all poverty statistics and all
economic indicators for older persons must be read with this reality in mind.

Over the last fifty years, there have been major gains in the economic status of
older persons. A poverty rate for older persons of 75 percent in 1936 had been reduced
to 18.6 percent by 1972 and to 12.4 percent by 1984 (U.S. Department of Health and
Human Services 1985–86). The U.S. Bureau of the Census (1996) notes that the current
percentage of those 65 years and older below the poverty threshold is 12.9 in com-
parison with 14.7 for those under 65 and 21.9 percent for those under 18 years. Such
figures must be viewed with the cautions identified earlier. Social Security, the major
governmental program for decreasing poverty in older persons, has a greater impact
on this reduction than all other governmental benefit programs combined (Porter,
Larin, and Primus 1999; Tracy and Ozawa 1995). Without social security, 47.6 percent
of those 65 and older would have been poor in 1997. In a high percentage of states
75 percent of all older persons would be poor were it not for social security (Porter
et al. 1999).

While the overall reduction in the poverty rate for older persons is certainly
encouraging, a more detailed analysis reveals considerable cause for concern, par-
ticularly for women, ethnic minorities, and those oldest. First, older persons are
poorer than are other adults. Data from the 1990 census (U.S. Bureau of the Census
1996) indicate that the percentage of older persons living below 150 percent of the
poverty rate was 27.6 percent in comparison to 23.6 percent for all other adults. Sec-
ond, the poverty rate increases as one ages (Porter et al. 1999). Those over 75 are
significantly poorer than those 65 to 74. The poverty rate of 19.8 percent for those
over 85 years is “not statistically different from that of children” (U.S. Bureau of the
Census 1996:4–17). Third, poverty for females at all ages is greater than poverty for
males. Women 75 years and over experience almost twice as much poverty as men
that age, and 41.7 percent of women 75 years and over in comparison with 24.3
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percent of same-aged men live below 150 percent of the poverty threshold. Poverty
of a lifetime, minimum social security benefits as a result of a high degree of economic
dependence on men, lessened employment opportunities, a widowed status, and few
other sources of income lock women into economic positions they are unable to alter
(Jones 1987). Gender biases in the social security system further disadvantage older
women (Gottlieb 1995; Tracy and Ozawa 1995). And finally, older minority persons
experience poverty at a rate disproportionate to their percentage in the total popula-
tion. While 10.9 percent of older whites lived below the poverty level, that figure was
33.3 percent for blacks and 22 percent for those of Hispanic origin. Black women over
75 years had a poverty rate of 42.8 percent higher than that of all other older persons
(U.S. Bureau of the Census 1996). The lower lifetime earnings of blacks and other
minorities ultimately form the basis for their social security retirement income. In
this regard, recent immigrants who have not amassed significant social security bene-
fits are particularly disadvantaged (Porter et al. 1999). Poverty rates make clear that
minority older persons are the poorest of all populations irrespective of age and that
economic differences between majority and minority older persons continued to in-
crease from 1970 to 1990 (Choi 1997).

Clearly, economic status controls the options available to older persons in need
of long-term care and influences the degree of independence and hardship older per-
sons have in managing their lives. An analysis of sources of income for older persons
indicates that poor older persons are highly dependent on federal, state, and local
programs for their minimum standard of living and have little opportunity to move
beyond a poverty level through their own efforts. Social security continues to be the
single most important income program for older persons, particularly minority older
persons (Choi 1997). The inability to purchase services also increases the poor older
person’s dependence on family, public, and not-for-profit sources of support for the
provision of long-term care. As deterioration in the financial status of older persons
occurs, the pattern of reciprocity between them and their informal support network
also declines (Stone, Cafferata, and Sangle 1987). As options for ameliorating poverty
decrease with age, particularly for minority older persons, the current increase in
poverty for children and families bodes poorly for decreasing poverty for older per-
sons in the future.

While poor older persons are the most disadvantaged, lower- and middle-income
persons in need of long-term care also experience disadvantaging economic condi-
tions. The costs of long-term care that is provided by both the private and not-for-
profit sectors are so prohibitive that all lower- and middle-income older persons are
at risk of impoverishment (Freeman 1997). In only one year, 90 percent of those need-
ing daily home care would be impoverished under our present system, where all are
required to “spend down” to a Medicaid level. Seventy percent of those needing
nursing home care would be impoverished in only thirteen weeks (Select Committee
on Aging 1987). Maldonado (1987) points out that the increasing pattern of spending
limited dollars on fuel, rather than food, further compromises many older persons
already at risk because of their dependence on others to plan meals, shop, and cook.
Hospitalization and institutionalization are too frequently an outcome (Ludman and
Newman 1986). As a result, most older persons will eventually have decreased pos-
sibilities of purchasing long-term care and will become more dependent on programs
for which they qualify as a result of financial eligibility. Fewer supportive and pre-
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ventive programs will be used, as well, if older persons must choose between fuel
and “luxuries,” such as attendance at a senior service center. The growing control of
long-term care facilities by the for-profit market increases the likelihood that poorer
older persons will have decreased access to necessary services (Olson 1994b).

For obvious reasons, the health and physical status of older persons are of pri-
mary concern to them. Quality of life is intimately associated with health and physical
ability (George 1996). Along with economic status, more than any other variable, poor
health and disability can significantly decrease the older person’s capacity for self-
care and for a satisfying life. The resulting dependence on informal and formal sup-
ports brings with it psychological and social consequences. To need others for one’s
very survival generates profound feelings that are always present.

From the vantage point of health and physical characteristics, older persons, as
a group, are highly diverse. While disease and disability increase with age, they are
not necessary accompaniments of aging. Most older persons enjoy good health and
have no serious physical disabilities that significantly limit their ability to live in the
community (Bould, Smith, and Longino 1997; Jette 1996; U.S. Bureau of the Census
1996). Overall, chronic illness and disability have declined among older persons.
Nonetheless, advanced age brings with it an increased probability of a greater number
of chronic illnesses and a greater need for assistance with activities of daily living
(George 1996; U.S. Bureau of the Census 1996). Chronic conditions, including arthri-
tis, hypertension, hearing loss, heart conditions, visual and orthopedic impairments,
and arteriosclerosis, rather than acute disease, tend to generate the limitations in self-
care of greatest concern (Maldonado 1987; U.S. Bureau of the Census 1996). Disability
associated with chronic health conditions is frequently increased for low-income per-
sons owing to poorer housing, health care, and nutrition (Eustis, Greenberg, and Pat-
ten 1984; U.S. Bureau of the Census 1996). Therefore, not surprisingly, minority older
persons and women are reported to have a higher prevalence of chronic illnesses and
are reported to need greater assistance with daily activities (George 1996; U.S. Bureau
of the Census 1996). Blacks 65 and over have a significantly higher rate of functional
limitations (59 percent) than whites (49 percent) (U.S. Bureau of the Census 1996).
Though Markedis and Black (1996) put forth that the “double-jeopardy” theory of
disadvantage based on socioeconomic status applies most for the “young-old” and
levels out for the oldest-old, minority older persons overall are reported to need
greater assistance with daily activities (George 1996; U.S. Bureau of the Census 1996).
Older persons with AIDS are a particularly vulnerable population, and from 1987 to
1992 the numbers of older persons dying from AIDS nearly doubled (U.S. Bureau of
the Census 1996). As longevity for persons living with AIDS increases overall, we can
expect the numbers of older persons living with AIDS to also increase. As with
younger persons living with AIDS, older persons living with AIDS are a stigmatized,
neglected population (Crisologo et al. 1996).

Reduced capacity for self-care becomes associated with chronic disease and is
first in importance to older persons and their informal and formal caregivers. A sig-
nificant decrease in the capacity for self-care in the following areas increases the need
for long-term-care services: (1) home management activities, including preparing
meals, shopping for personal items, managing money, using the telephone, doing light
housework, and doing heavy housework; (2) personal care activities, including bath-
ing, dressing, using the toilet, getting in and out of bed or a chair, and eating;
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(3) mobility status; and (4) continence status (National Center for Health Statistics
[NCHS] 1989). Consistent with data on the double jeopardy of ethnicity and income,
poor minority older persons also experience more difficulty in these respects than
majority older persons do (NCHS 1989). Further, chronic ailments have a demonstra-
ble negative effect on social functioning particularly when long-term care services are
insufficient. This is shown by a positive correlation between health and morale, social
behavior, and leisure activity (Brody and Brody 1987). Living alone has been linked
to social isolation and depression. Depression has been linked to lessened self-care
and poorer health (Mui and Burnette 1994).

The distinction between personal care tasks and household management tasks is
important. Evidence suggests that the likelihood of institutionalization increases in
accordance with increases in the degree of personal care tasks required (Gonyea 1987).
At the same time, twice as many older persons with similar health and functioning
live in the community than in the institution (Olson 1994b). This observationconfirms
the need to understand well why some older persons remain in the community while
others are institutionalized. The literature suggests that the critical variable increasing
the likelihood of institutionalization is not physical need but whether family and
community care supports are available and sufficient (Garner 1995). An increase in
neglect and abuse associated with overburdened caregiving can also increase insti-
tutionalization (Tatara 1995).

Female sex, minority ethnicity, lower educational level, and lower socioeco-
nomic status join increased age as significant factors negatively affecting health and
physical status particularly for the young-old. Health differences between African
Americans and whites remain greatest throughout the life span (Markedis and Black
1996). Additionally, social factors play a critical role in physical health and well being
and “have been convincingly demonstrated to be strong predictors of health and mor-
tality” (George 1996:248). The health effects of double jeopardy (race and ethnicity)
are found most strongly for the young-old and diminish for the old-old when a “black-
white crossover” occurs around 75 to 85 years and health risks for minority older
persons decline (George 1996).

The medically oriented biological model of aging has increased negative stereo-
types toward older persons in general and older women in particular. The reality is
that most older persons do quite well in meeting the life tasks before them (Feldman
and Netz 1997). Prior reports of the mental health of older persons distort the picture
by dwelling on psychopathology and not stressing the resiliency of older persons
(Bergeman and Wallace 1999; Feldman and Netz 1997; Padgett, Burns, and Grau
1998). Commonly characterized as the absence of mental illness, the concept of men-
tal health “fails to address individuals’ capacities to thrive and flourish, that is, go
beyond the absence of illness, or neutrality, into the presence of wellness” (Ryff et al.
1998:69).

Without question, as a group older persons are quite resilient and there is signifi-
cant “evidence that older persons manifest a lower prevalence of mental disorders
compared with those under 65” (Padgett et al. 1998:393). Psychopathology is not a
necessary accompaniment of aging and of all the psychiatric disorders noted in the
Diagnostic and Statistical Manual (American Psychiatric Association 1994), only late
life dementias are associated with aging. Many more disorders are associated with
childhood and adolescence. Of the dementias associated with aging, the Alzheimer’s
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type is most common (Hooyman and Kiyak 1996). Hooyman and Kiyak’s review of
the literature suggests that while estimates of prevalence are difficult to establish,
there is some agreement that the incidence of Alzheimer’s increases with age. Ap-
proximations of 5 to 15 percent for those 65 and over have been noted with the highest
percentage occurring in those 85 and over. The most common mental disorders noted
for older persons are depression, dementia, and paranoia, with depression the most
commonly diagnosed of these three (Hooyman and Kiyak 1996). Despite its rank
among these disorders, depression in not considered an expected part of the aging
process (Salzman 1997).

Padgett et al. (1998) observe that although the proportion of those 65 and over
needing mental health services is small, there is a high level of need not met by
existing services. The level of unmet need is especially true for minority older persons
(Allen 1983). The White House Conference on Aging listed mental health needs as
the third highest priority for older persons (Rosen and Persky 1994). In an analysis of
recent suicide data from the United States, Baker (1996) found that though older
persons constituted only 13 percent of the population, they completed 39 percent of
the suicides. For the 1980 to 1990 period, the U.S. National Center for Health Statistics
(cited in Ivanoff and Riedel 1995) records an increase in suicide rates from 52.8 to
70.3 suicides per 100,000 for white males 85 and over. Of this group, older white
males living alone have the highest suicide rate of all (Kalish 1985). Comparatively,
the highest rates for white males under 65 is 27.5, for those 55 to 64. The rate for
white females 85 and over is 5.4 per 100,000. This latter female rate is lower than all
other age groups excepting those 5 to 24 years. While older women attempt suicide
three times more often than their male counterparts, older men are three times more
successful (Reker and Wong 1985).

For these older persons and those who attempt suicide but are unsuccessful, life
no longer contains enough elements to justify existence. Whether one believes that
suicide is generated by rational decision making or by feelings of hopelessness and
helplessness fueled by depression, there is no question that overpowering life con-
ditions, circumstances, and events provide the energy for such a decision. Loss of
satisfying roles and relationships, lack of meaningful activity, conflicts around need-
ing others and the resultant feelings of lessened self-esteem, depression, loneliness,
and hopelessness may provide explanations for suicides among older persons (Reker
and Wong 1985). The loss of personal resources increases the older person’s sense of
being at the mercy of the environment. Financial limitations, a major loss of inde-
pendence, a sudden decision to give away important possessions, and a general lack
of interest in the physical and social environment should be listened to carefully
(Hooyman and Kiyak 1996). For older men living alone, despair prompted by insur-
mountable losses may be a salient explanation. Another explanation posits that a state
of psychological impotence is believed to develop when psychological or social cop-
ing devices used in the past are insufficient to cope with present adaptive changes
(Engel 1968). Hopelessness can induce morbidity as well as death (Lieberman and
Tobin 1983). The more hopeful the individual and the greater the perceived control
over a stressor (Neeman 1995), the greater is the likelihood that perceived negative
events will not have aversive and harmful effects. The greater the buffering forces,
the less the risk and the greater the resilience of the individual.

Hopefulness and perceived control over a stressor are especially difficult to
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achieve when far-reaching events occur and conditions arise over which little control
can be exercised. Depression associated with the stress of loss (Rzetelny 1985), de-
mentia, and paranoia, the three most prevalent later-life mental health conditions of
concern, make hopefulness and a feeling of control difficult to sustain. Alzheimer’s
disease makes independent living an improbability. Decreases in attention span,
learning, memory, language, judgment, and relational skills, coupled with a depres-
sive reaction to the disease itself, can increase the risk of institutionalization.

Hope, associated with predictability and a perception of being able to master life’s
events, is not easily achieved at a time in the life course characterized by enormous
uncertainty. While functional limitations can be measured and quantified once they
occur, they often cannot be foreseen. A calm of today can unpredictably explode
under the power of tomorrow’s life events. A broken hip, the death of a spouse, the
loss of sight, the loss of an apartment, or the closing of a neighborhood store, for
example, can dramatically change the lives of older persons who had once managed
quite independently. Those who felt they had escaped the experience of needing
others for instrumental assistance and expressive support discover the contrary. In-
tellectual acknowledgment of the possibility does not prepare one for the actuality.
The need for informal and formal supports can arise instantaneously, propelling the
individual into previously not experienced role relationships with families, friends,
neighbors, and formal service organizations. Under such circumstances mental health
needs increase dramatically.

While suicide statistics are clearly more dire for males, Padgett et al. (1998) be-
lieve that ageism and sexism are factors raising the risk for women of “mental dis-
orders and inadequate or inappropriate treatment” (391). They believe that of the
population of older persons, women 75 and older have the greatest mental health
needs and lowest rates of service use. Distress tends to be underreported in women,
and therefore older women may experience states for which mental health services
would be helpful. They also believe that because most older persons, and in particular
women, are treated in the general medical sector and because most mental health
concerns are largely undetected in that arena, most mental health needs go undetected
and untreated. Unmet mental health needs of persons in nursing homes are much
higher than those of the aged living in the community. Given that those institution-
alized are primarily women, there are significant numbers of older women who could
use mental health services if available, accessible, and offered. This is particularly
true for those 75 and older (Padgett et al. 1998).

Though Padgett et al. (1998) discuss barriers to service utilization on the part of
women, clearly, these barriers are applicable to men as well. They specify three cate-
gories of service barriers: system, cost, and ageism. System barriers include the lack
of mental health services and fragmentation of existing service, low levels of reim-
bursement that decrease the provision and development of services, and an insuffi-
cient number of qualified service providers. Cost barriers include low reimbursement
for high out-of-pocket care costs and high copayments for medication management.
Mental health coverage under Medicare is limited by: a ceiling on lifetime benefits,
restrictions on the numbers of days in specialty hospitals, the requirement of a 50
percent copay for mental health care, and a 20 percent copayment for management
of prescription drugs. Strikingly, “. . . mental health costs comprise only 2 percent of
the total Medicare budget, amounting to only $71 per annum per enrollee for all
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mental health and substance abuse services in 1990” (Padgett et al. 1998:408). While
Medicaid does cover mental health services, the low rate of reimbursement discour-
ages professionals from accepting clients with Medicaid insurance.

Ageism on the part of service providers includes biases toward older persons in
the form of negative views of the capacities of older persons to change and use mental
health services. While these conditions apply across all populations, Biegel, Farkas,
and Song (1997) suggest that staff/agency and individual/family barriers represent
two additional barriers with particular significance to African American and Hispanic
older persons. Lack of culturally sensitive practice only serves to exacerbate individ-
ual/family hesitancy to utilize mental health services. A sense of stigma, negative
prior experience, and an emphasis on self-reliance become three elements that must
be transcended if engagement is to occur. Limitations of professional interest and
vision, and limited services readily result from such ageist views. For all these reasons
the mental health needs of older persons, especially those with limited economic
means, go largely unmet.

SOCIETAL CONTEXT

An association between being over 65 and being frail is commonly assumed. In fact,
this perspective is socially constructed. Sixty-five years, though still an arbitrary
benchmark, should no longer bespeak the image of old age. It should no longer evoke
a homogeneous picture. As Germain (1987) discusses, human development and hu-
man accomplishment increasingly defy established stage-related designations. While
there remains, for some, a homogeneous portrait with frailty as its premise, for others
there is a more vigorous and diversified representation. It is now commonplace to
speak of the “young-old” and the “old-old” (Neugarten 1982), the “healthy-aged” and
the “frail-aged” (Mayer 1983). Some suggest that an age entitlement marker of 75 be
substituted as the age at which specialized services should be offered (Federal Council
on the Aging 1978). The very nature and meaning of old have been redefined. It is
generally accepted that diversity increases with age and that older persons are the
most diversified segment of our population (Feldman and Netz 1997). This is not to
suggest that hardship is not experienced by many with increased age, particularly
those in need of long-term care. Rather, I suggest that the characterizing of an entire
group in deficit terms derives from the complex interaction of social, economic, and
political forces. Even gerontologists are thought to be guilty of ageism, owing to their
emphasis on the problems of aging without sufficient emphasis on the myriad ways
older persons cope well and live productively and meaningfully (Atchley and Lawton
1997). Diverting attention from the societal context of the aging experience perpetu-
ates two powerful, but mistaken, beliefs: (1) older persons are responsible for their
own difficulties, and (2) frailty is an inevitable outgrowth of the aging process.

No issue is more imposing on the lives of those needing long-term care than the
public policy that specifies need, creates the conditions under which need comes
about, and sets up the service systems to meet the very need it has helped create. As
an embodiment of values and philosophy, public policy expresses a point of view
about the proper role of government in the lives of its citizens, about the varied beliefs
and interests of those governed, and about the powerful groups that govern and create
social services. Thus, public policy is both proactive in creating the social context of
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older persons and reactive to the social context in which it finds itself. Holstein (1998)
is poignantly eloquent in describing how public policy emerges from a socially con-
structed definition of need. Under such conditions, definitions of need are almost
always established by those in power and rarely include the view of the recipients of
such decisions.

The demographics presented earlier emerge from these “dominant power rela-
tions” and reflect an ageist society. The term ageism was coined by Butler (1969) to
convey a prejudicial societal context that results in stereotyping and bias toward older
persons. These biases have profound effects on how society behaves and are espe-
cially oppressive when internalized. Ageism is an insidious process that creeps into
every aspect of private and public life. Within public life the most devastating and
far-reaching effect of ageism is social policy that enacts the view that older persons
constitute a class apart from the mainstream of society, where they are less worthy of
social investment and less capable of acting in their own behalf. The needs of older
persons, especially the vulnerable aged, are increasingly counterposed to those of
other groups, particularly children, who are viewed as a “better investment” (Callahan
1987). The belief that older persons are well off and profiting at the expense of chil-
dren is at the center of debates concerning how society should distribute its resources
(Hewitt and Quadagno 1997). The view that health care should be rationed and the
length of life should be limited is an increasingly troublesome voice (Binstock 1994;
Rakowski and Post 1997; Schneewind 1994). This latter view assumes a utilitarian
approach to the ethical question of the disposition of scarce resources. Services that
are thought to achieve a “lesser return” for the investment are valued less highly than
services thought to offer a “higher return” (Monk and Abramson 1982; Rohan et al.
1994). Negative views of the capacities of older persons support policies that diminish
opportunities for the older persons to make even the most ordinary choices about
their own lives. Forced retirement was a prime example of such a policy (Hooyman
and Kiyak 1996). Devaluation and marginalization of older persons are exacerbated
by such views, and the creation of responsive social policy is thus constrained.

When ageism is internalized by older persons, as it inevitably is, the price paid
is lowered self-esteem and a self-concept that often mirrors the definitions of others.
Such negative self-perceptions insult one’s sense of self. When not countered by pro-
tective forces, an emotional state of helplessness and hopelessness can induce and
maintain disease itself (Engel 1968; Mercer and Kane 1979). These feelings profoundly
affect a person’s level of assertiveness, a high level of which is believed to be necessary
to survival (Berman-Rossi 1994; Tobin and Lieberman 1976). The sense of oneself as
potent has direct bearing on the ability to cope successfully with life events over
which older persons have diminished control as they age (Seligman and Elder 1986;
Neeman 1995).

These effects of ageism are felt even more strongly by the vulnerable aged who
are struggling with the impact of chronic illness, lessened physical vigor, and an
uncertain future. While ageist policies and practices disadvantage all older persons,
those who need a high degree of instrumental and expressive support to survive are
further disadvantaged. Handicapping conditions are always most disadvantaging for
those with the fewest personal and environmental resources. Risk always remains
risk, but when protective processes exist, risks can be nullified or their impact less-
ened (Cowan, Cowan, and Schulz 1996). Those least powerful to resist are always
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most negatively affected by “forces tending to destroy.” In these circumstances, mor-
bidity, abuse and neglect, institutionalization, and death are more likely to increase.

One policy debate of central importance is the question of whether old age, sex,
and ethnicity as such are associated with the need for long-term care, or whether such
an outcome is a consequence of social, political, and economic policies. Those on
either side of this policy dispute have very different recommendations to offer older
persons and society. Needs versus age entitlement, as well as separatist versus inte-
grated orientations, frame the bases for these differing recommendations.

Estes (1977), Estes, Linkins, and Binney (1995), Neugarten (1982), and Olson
(1982, 1994a, 1994b) are unequivocal in advocating the view that old age itself does
not create the disadvantage. They share the view that “aging and old age are directly
related to the nature of the society in which they occur and, therefore, cannot be
considered or analyzed in isolation from other societal forces and characteristics”
(Estes et al. 1995:346). These policy theorists believe that the major problems older
persons face are the ones we create for them. Lifetime disadvantages in the distribu-
tion of income, education, occupational skills, pension, and health care benefits, more
than anything else, produce the nature and quality of the troubles experienced by
older persons. Ageist social and economic policies, which perpetuate and institution-
alize negative definitions of older persons, combine to produce the powerful dialectic
with which older persons must contend. Incrementalist and individualistic public
policy do little to mitigate inequities. The failure to correct past abuses limits the lives
of older persons and frames the central challenge of social policy and planning for
older persons (Estes, Swan, and Gerard 1982).

The distribution of income overshadows all other policy decisions in the potency
of its effects on the lives of older persons. Income defines the degree of freedom
available for problem solving and determines the degree to which individuals can
partake of the country’s growing standard of living. As income becomes restricted,
and for some severely restricted with retirement, and as the poverty of a lifetime
is brought to advanced age, particularly for women and ethnic minorities, the ability
to command the long-term care resources necessary for a satisfying life is further
diminished.

The older person’s dependence on the “aging enterprise” and the dependence of
the “aging enterprise” on the older person for their own existence generate a potent
dialectic (Estes 1977). This dialectic structures the meeting ground and influences the
terms of engagement between older persons and the aging service system. While this
symbiosis should theoretically contain the elements necessary for a satisfying balance
between older persons and their social institutions, social, political, and economic
forces and inherent inequities in power act to distort this balance. The central effect
of the creation of a separate, “nonproductive,” and therefore dependent class is the
devaluation of an entire segment of society. Age-segregated policies stigmatize the
aged. As the needs generated for some normative aspects of aging are converted into
social problems, older persons are moved further from the center of society. As we
move toward structurally segregated, piecemeal policies, the aged are blamed for their
needs and are viewed as a drain on society, especially by the young. Antagonistic
perceptions of the aged support restrictive services. Recent discussion of the adequacy
of the social security fund and rising health care costs are evident in current debates
on social security (Niskanen and Moon 1997; Phillips and Ghilarducci 1997). Pitting
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the needs of one group against those of another, according to need entitlement pro-
ponents, becomes easier when an age entitlement orientation frames the formulation
of social and economic policy. Age-based programs are also believed to increase the
relative disadvantage of minority older persons. The higher mortality rates for mi-
norities ensures that advanced age as a basis for entitlement will also ensure inequal-
ity of opportunity because the minority aged do not have an equal chance to reach
advanced aged (Jacobson 1982). In addition, because the aged are a heterogeneous
group, age is increasingly a poor predictor of lifestyle or need. Thus, age provides a
limited basis for formulating policies and programs. Chronological markers only serve
to isolate the older persons and separate their needs from those of society (Neugarten
1982).

The Federal Council on the Aging (1978) took an opposing stance in a position
paper on public policy and the frail elderly. The Council was not prepared to abandon
the present age-based social welfare structure and believed that, if older persons are
to receive more of their fair share of scarce resources, their needs must be singled out
for attention. The Council recommended continuing age as a determinant of benefits
and suggested a second stratum of age entitlement upon attainment of 75 years. The
belief that advanced age correlates directly with increased functional impairment
prompted this group to advance 75 and over as the necessary age entitlement for
increased benefits. They offered the view that the inadequacies and uneven avail-
ability of services that normatively occur within the organization of social welfare
become experienced more harshly by those who, because of increasing frailty, cannot
adequately negotiate the important service systems in their lives. Receiving limited
services for both their normative and extraordinary needs thus further restricts the
lives of these older persons. The use of an age designation, the Council argued, would
more widely ensure access to vital services. Mandated additional income for the nor-
mative increase in need and ensuring a significant person to assist the older person
in managing his or her life would significantly increase the service base for those in
need of long-term care who do not have access to service themselves and/or who do
not have a significant other who can assist with such tasks. It is the Council’s belief
that the separation of social services from income maintenance has been a failure for
those older persons with “a weakened voice” who have difficulty negotiating their
service environment.

The views of the Federal Council on the Aging are readily understandable to
social workers who work daily with older persons. When needs are ignored in more
broadly organized services, establishing specialized services at least ensures the de-
livery of services to older persons (Russell 1997). Every advantage and benefit we can
secure for our clients should be secured. Nonetheless, we must understand that the
private troubles of our clients reflect public issues in society and that all public issues
are lived in private lives (Mills 1959; Schwartz 1969). Attending to the connection
between the pain of the individual and the tribulations of the many is the pathway
to relieving both.

VULNERABILITIES AND RISK FACTORS

Originating in the fields of commerce and insurance centuries ago, the concept of risk
has evolved from its earliest definition concerning the categorical probability of a
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negative outcome occurring in a particular population (Cowan et al. 1996). This origi-
nal idea shifted as researchers tried to make sense of the reality that similar outcomes
did not necessarily occur even when persons were similarly situated in the same risk
category. Rutter (1987) proposed that it was not the risk and vulnerability factors
themselves, nor the protective factors alone, but rather the vulnerability and protec-
tive processes and mechanisms that connect risk and adverse outcome that critically
influence whether risk results in negative outcomes. Risk then is what predisposes
“individuals and populations (identifiably groups of people) to specific negative or
undesirable outcomes” (Cowan et al. 1996:9). What is important is that a predisposing
risk is not a guarantee of an adverse result. The questions to be asked are at risk for
what and what links risk and outcome?

Cowan et al. (1996) offer that “[v]ulnerability increases the probability of a spe-
cific negative or undesirable outcome in the presence of a risk” (10). What is most
important here is that vulnerability only has viability and potency when risk is pres-
ent. Vulnerability can be located in individual persons, in the external environment,
or in the relation between the two. The relevant question is always: to what risk is
the vulnerability linked and what are the vulnerability processes and mechanisms
that increase the probability of negative outcomes in the face of risk?

Ryff et al. (1998) add two additional concepts that are especially useful to our
understanding of vulnerability and resilience in later life: cumulation of adversity
and cumulation of advantage. Both concepts apply to all the domains of a person’s
life demonstrating the robustness of the concepts. Cumulation of adversity has two
distinguishing features: (1) the notion of “pileup” of hardship, and (2) the enduring
or chronic nature of problems. Cumulation of advantage speaks to the pileup of ad-
vantage, which has protective benefits and may be central to an understanding of
resilience. Later life is a time when individuals bring with them a lifetime’s cumu-
lation of adversity and advantage, as well as being a period in which there is a natural
accretion of life challenges.

The following presentation of the risks and vulnerabilities for older persons is
organized around the material previously presented in the categories of demographics
and social context.

Age. The oldest-old are at greatest risk for the following: a negative view of their
capacities, living alone, increased poverty, social isolation, chronic illnesses, the few-
est social supports, needing assistance with activities of daily living, decreased physi-
cal and mental capacity, loneliness, depression, late life dementia, neglect and abuse,
morbidity, mortality, and institutionalization.

Sex. Males are at risk for the following: shortened longevity, acute illnesses, com-
pleting suicide (particularly white males 85 and over), and poverty (especially older
minority males).

Females are at risk for living alone, fewer income sources, lifetime poverty that
increases poverty with aging, widowhood, chronic illnesses, social isolation, attempt-
ing suicide, inadequate or inappropriate mental health treatment, and institutionali-
zation.

Minority Status. Minority older persons are at risk for the following: shortened lon-
gevity; living alone (notably if an African American woman); extreme impoverish-
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ment (particularly African American and Native American women and recent im-
migrants); inadequate housing and environmental resources; fewer long-term care
services; increased chronic illnesses; higher functional limitations; and racism in the
provision, availability, and adequacy of necessary services.

Class. Poorer persons are at risk for shortened longevity, poorer health, poor nutri-
tion, increased disability and the need for assistance with activities of daily living,
chronic stress, fewer available physical and mental health services, more limited ac-
cess to all services, and poorer quality of all services and benefits. Lower- and middle-
class older persons are at risk for impoverishment with institutionalization. Cutting
across all populations irrespective of age, class, sex, and minority status is that in-
sufficient and inadequate social supports place all older persons at risk for increased
morbidity, abuse and neglect, institutionalization, and death.

Occupying status in more than one of the preceding categories increases overall
risk and illustrates the concept of cumulation of adversity. The greater the cumulation
of disadvantage, the greater the need for protective factors and processes/mechanisms
to mitigate or nullify the negative outcomes associated with risk. The more negative
outcomes are decreased or eliminated, the greater is the likelihood that older persons
will be able to maintain, recover, or improve in mental or physical health following
challenge, thus both demonstrating and experiencing resilience.

The risks identified in the preceding are those that are primarily person based,
though some system-based risks are included. The risks are all associated with being
situated in a particular demographic category. The case is made, once again, that
these categories of age, sex, minority status, and class become risk categories because
the larger societal context creates them as such, and therefore the environmental
context itself operates as a constellation of risk factors. In this instance, the whole
of society is greater than the sum of its parts. On a societal level, ageism, sexism,
classism, racism, and homophobia act to predispose older persons to negative out-
comes. Public policy, which emerges from these conditions, institutionalizes dis-
advantages for older persons and increases their vulnerability. Public policy that gen-
erates these conditions also increases vulnerability The case has been made that
personal risks and societal risks are intertwined and both must be addressed if the
lives of older persons are to significantly improve. Once again, poverty and low in-
come are the most powerful risk factors for older persons, substantially predisposing
them to notable disadvantages, the effects of which are increasingly more difficult
to nullify or lessen as one ages. These disadvantages remain most potent for women
and ethnic minorities.

In identifying and separating risks and vulnerabilities, it is apparent that the
distinction between the two is sometimes difficult to establish. In addition, that which
operates as a risk in one instance (e.g., poverty) can operate as vulnerability in another
instance (e.g., poverty increases the risk of poorer health outcomes). In addition, the
same factor can sometimes function as a risk factor and at other times as protection
from risk, for example, being a grandparent can protect against isolation and depres-
sion but can be a risk factor for health and depression for grandmothers raising grand-
children. Much more can be specified concerning the risks associated with old age,
and many more levels of refinement can be established; for example, advanced Alz-
heimer’s increases the risk of institutionalization, poverty of a lifetime increases the
risk of poverty of old age, severe and persisting mental illness increases the risk of
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poverty, poor health increases the risk of depression, and depression increases the
risk of poor health.

RESILIENCIES AND PROTECTIVE FACTORS

The demographics and societal context of aging combine to present a bleak picture
for a large portion of older persons. How is it then that most older persons manage
well, are able to sustain meaningful lives, and, in the main, believe that life is worth
living? On the positive end of the continuum are protective factors, processes, and
mechanisms and resilience.

Protective factors, processes, and mechanisms are those that serve to “decrease
the probability of a negative or undesirable outcome in the presence of a risk” (Cowan
et al. 1996:12). Rutter (1987) cautions that to describe a situation as high in protective
mechanisms is not to describe a situation of low risk; rather, it describes the processes
by which risk does not result in the probable negative outcome. Such a caveat is
important because it points to the necessary separation of risk and protective factors
and protective processes and mechanisms and, as such, opens up multiple routes to
lessening the impact of risk, for example, reducing risk, and/or strengthening protec-
tive factors, processes, or mechanisms. A second caveat is that protective factors only
exist in the face of risk. There is no function to protective factors if risk does not exist.
Three categories of protective factors include: (1) sociological/social, (2) psychologi-
cal, and (3) social/relational (Ryff et al. 1998). Sociological/social buffers include so-
ciodemographic resources; psychological protections point to how individuals
cope with and react to the events and challenges before them, and social/relational
includes the arena of social supports.

Resilience operates as a process and represents the outcome of a process. The
concept includes the notion of resources that can be called upon in periods of need
and that operate to facilitate, at minimum, the return to the stability of the prestress
state (Bergeman and Wallace 1999). At times, the prestress state can be surpassed, as
when individuals, families, or groups achieve even more positive outcomes. In such
instances, crises have been turned into opportunities for growth (Cowan et al. 1996).
These gains can occur in the areas of mental and physical health (Ryff et al. 1998).
Thus, how can we particularize these ideas for older persons in need of long-term
care? What can counter the deleterious effects of the risks and vulnerabilities previ-
ously identified? Which protective factors, processes, and mechanisms operate dif-
ferentially for older persons? On a certain level there are obvious answers to the task
of defining protective factors. For example, economic resources protect against pov-
erty, psychological well-being protects against depression, health protects against ill-
ness and depression, social supports protect against isolation and depression and thus
increase physical well-being, and so on. These examples demonstrate the systemic,
interacting nature of protective factors and the concept of cumulation of advantage.
The greater the number of protective factors, the more likely it is that protective pro-
cesses will be fortified. Income and resources dramatically increase options and free-
dom in life. By aiding in survival, stress is decreased and physical and psychological
well-being is increased. Hobfoll and Wells (1998) also believe that more heavily re-
sourced persons can invest more meaningfully in life. By having “reserves” one can
risk and engage more. Having little prompts conservation and decreases opportunities
for participation in life’s pleasures and challenges.
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Social supports promote resilience by linking personal resources and resources
of the larger environment (Hobfoll and Wells 1998). In this sense, these supports
function as “conduits” fostering connections between individuals and social systems
of importance to them. A sense of group membership, whether familial or peer, is
particularly sustaining. Membership in a meaningful peer group can especially buffer
the pain of loss of family (Safford 1995). A sense of ongoing participation in life
through reciprocal relationships, for example, volunteering, promotes a positive sense
of oneself (Paulino 1998).

Self-concept also has a profound effect on how older persons cope with, and
adapt to, life challenges. A strong, continuous self-concept operates as a resilience
mechanism by organizing life experience and by preserving a sense of coherence over
the life span (Bergeman and Wallace 1999; Staudinger et al. 1999). Moreover, a sense
of coherence is based in one’s sense that life is comprehensible, manageable, and
meaningful (Korotkov 1998). Comprehensibility fosters resilience by increasing the
older person’s sense of an ordered world in which experiences can be anticipated. If
events can be envisioned they can be planned for. Planning fosters mastery and de-
creases stress. Manageability promotes resilience by increasing the older person’s
view that he or she has sufficient resources to cope with life’s challenges. By antici-
pating and thinking through how one might manage, persons feel strengthened. A
sense of meaningfulness is most central to resilience and the perpetuation of a sense
of self. In addition, “. . . if individuals’ experiences are characterized by participatory
decision making in which they are free to select their own outcomes, a strong sense
of meaningfulness develops. However, when individuals have no say in any matter,
they tend to see life as devoid of meaning” (Korotkov 1998:55). For older persons in
need of long-term care, where so much is beyond their control, the ultimate right to
participate in their own life and to express their selves is directly linked to the pres-
ervation of the self. Exercising one’s voice reaffirms a strong sense of self (Meador and
Blazer 1998).

The literature on resiliency in later life is just developing. Ideas concerning the
preservation of a sense of self and a sense of coherence, that is, a self that finds ex-
pression with others and maintains meaning and a sense of purpose, appear particu-
larly compelling. Adding the power of resourceful environments links older persons
to their community and to the society at large. These ideas are at the heart of resilience
and provide a persuasive conception of successful aging, a conception that far tran-
scends the medicalized definition of “. . . low risk of disease and disease-related dis-
ability; high mental and physical function; and active engagement with life” (Rowe
and Kahn 1998:38). Taken together, these ideas about resilience provide a direction
for policy, planning, and practice.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Historically, some older persons, with no other recourse, turned to “strangers” when
family systems failed. Designed as deterrents to poverty, almshouses (the precursor
to long-term care facilities) became the choices of last resort (Holstein and Cole 1996).
Others, for example, African Americans, learned early that public support was closed
to them and that their survival was dependent on kith and kin and the formation of
mutual-aid societies (Berman-Rossi and Miller 1994; Walker 1985; Williams 1905).
This long-standing pattern of depending on one’s own in the face of hostility from
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the external environment is part of a proud self-help tradition and bears significant
benefits for older African Americans (Martin and Martin 1985; Milligan 1990). For
many African Americans, the church remains an influential force in the development
and sustaining of informal social supports and offers a salutary, buffering hub of social
connections (Chatters and Taylor 1990; Martin and Martin 1995; Solomon 1976; Tay-
lor and Chatters 1986). Whether by choice, or by default, other older persons in need
of long-term care also cope with the challenges before them through the use of a
mixture of formal and informal supports. Understanding this pattern of use and fac-
toring out the elements that influence the utilization of each system are exceedingly
challenging. The requirement to do so is especially pressing if we are to develop
culturally competent and relevant long-term care services for diverse populations
(Purdy and Arguello 1992; Wallace et al. 1997).

Natural helping networks are important to all older persons, especially minority
older persons to whom formal social supports are less universally available (Cantor,
Brennan, and Sainz 1994; Delgado 1995; Roy, Dietz, and John 1996; Tsai and Lopez
1997). Estimates are that 80 to 90 percent of care for an older person is informal and
consists of family and relative-based care (Foster and Brizus 1993). Nonetheless, we
must be cautious in the inferences we draw regarding patterns of use and preferences.
The desire to care and the ability to care do not always coincide, particularly when
the instrumental needs of older persons increase and demands on the family unit also
increase (John, Roy, and Dietz 1997; Tran and Phooper 1996). In some instances,
minority and majority older persons appear to receive similar amounts of informal
and formal care, particularly when attributes of the caregiving situation and attributes
of the older person are controlled (Tennstedt, Chang, and Delgado 1998). Ethnicity is
less important than functional ability and economic resources in establishing a use
pattern of informal and formal support services (Cantor et al. 1994). This is especially
true in institutional placement where racism in admission practices, rather than eth-
nic preferences, is a greater predictor of institutionalization (Morrison 1995). A double
standard for placement should not be confused with a preference for caring for mi-
nority older persons at home (Morrison 1995).

Older persons learn quickly that formal supports are biased toward institutional
care and that an adequate continuum of care is not available. To whom would older
persons turn, and for what, if the formal service system were accessible and their own
financial and personal resources were adequate for securing, coordinating, and moni-
toring long-term care? What would the older person’s preferred balance be between
familial and organizational assistance? How do ethnicity, class, and sex influence the
answers to these questions? The inadequacy of the formal service system and class
inequities compromise our ability to develop “pure” answers. We do know that be-
cause health care policy favors payment for institutionalization over noninstitutional
care that whites are advantaged in receipt of health care dollars. Blacks have more
functional limitations than whites, use nursing homes less (by choice or default), and
therefore are the recipients of fewer health care dollars (Wallace et al. 1997).

Though formal long-term-care services are commonly thought of as institution-
ally based, actually they are one among three categories of services provided: non-
institutional and nonhome community-based; home-based; and congregate, residen-
tial- and institutional-based. Using an “impairment continuum” Tobin and Toseland
(1985) highlighted thirty-seven different types of services and showed how services
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typically become segregated according to professional definitions of clients’ capabil-
ities. They noted that where clients are served has more to do with a patchwork
response to older persons than an overall plan about how needs can best be met. For
example, there is no reason that mental health services for those with the greatest
cognitive needs could not be integrated within community mental health centers,
rather than segregated into medical and psychiatric day care programs (Federal Coun-
cil on the Aging 1979). In contrast to an “impairment model,” Hooyman (1983) de-
veloped a model around clients’ problems in living and how community resources,
both informal and formal, can be used to respond to these problems. For example, for
persons needing assistance with personal care, she suggested a variety of formal or-
ganizations providing such assistance, the possibility of student help where such help
can be secured, and home sharing involving an exchange of assistance for room and
board.

While many different types of programs exist, the services and the service system
itself are woefully inadequate. Ten major problems with long-term care programs are
repeatedly discussed in the literature: (1) persistence of unmet needs in the popula-
tion, (2) bias toward institutionalization, (3) racism and the explicit disadvantaging
of minority older persons, (4) low levels of quality care, (5) geographical inequity and
maldistribution of benefits, (6) excessive burdens placed on families, (7) rapidly rising
public and private expenditures, (8) fragmentation among services and financing,
(9) lack of case management function, and (10) barriers to use (Brody and Brody 1987;
Harel, McKinney, and Williams 1990; Holstein and Cole 1996; Kane 1987; Minear and
Crose 1996; Morrison 1995; Olson 1994a, 1994b; Tobin and Toseland 1985; Toseland
and Smith 1991; Tran and Phooper 1996). The great physical, psychological, and
emotional energy and resolve required to transcend these deterrents to service use
strain already strained personal resources. The failure of our society to develop a
coherent and caring long-term care policy exerts major hardship on those in need
(Harrington et al. 1994). Society’s failure is also reflected in the fact that the Older
Americans Act does not promote the redistribution of income as one of its primary
objectives (Olson 1982). The tragedy of growing old in America is deeply intertwined
with our failure to adopt humane economic policies (Butler 1990).

Though all problems negatively influence the lives of vulnerable older persons,
the bias toward institutional care has a direct influence on the creation of significant
problems. The medicalizing of aging can be seen in the fact that as of 1993, institu-
tional care consumed about 83 percent of Medicaid’s payment for long-term care
(Meiners 1996). Furthermore, estimates are that 80 percent of these facilities and 75
percent of nursing home beds are operated by profit-making enterprises (Kane 1987).
Thus, enormous sums of public money, made possible through Medicare and Med-
icaid, are funneled directly into private hands that operate facilities according to
minimum federal standards, at best. Professional social workers have virtually no
contact with thousands of older persons living in for-profit nursing homes. The few
monthly hours of required “social work consultation,” if they are provided, offer a
negligible amount to the institution and nothing directly to its inhabitants. In many
instances the “social work designee” has no social work training whatsoever (Garner
1995). A social work presence is more likely to be felt in not-for-profit facilities, where
concern for human need, rather than profit, is the guiding organizational principle.
Paradoxically, if all facilities became not-for-profit, the social work profession would
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not have the personnel to staff the programs, not even at the rate of one social worker
per facility. The privatization of services with limited public accountability is a major
problem for older persons. It also poses a particular dilemma for social workers who
are concerned about the quality of care for the aged in for-profit facilities yet may not
wish to work in for-profit facilities.

The needs of the vulnerable aged do not support such a proliferation of institu-
tional facilities, nor do they support the majority of available long-term-care funds
being channeled to institutional settings. Admissions to long-term-care facilities have
more to do with socially constructed definitions of need, social policy decisions, and
economic incentives than with qualities intrinsic to those in need of long-term care
(Knight and Loiver Walker 1985). Estimates are that for each person institutionalized,
there are two to three individuals with similar problems in living within the com-
munity (Kane 1987; Olson 1994b). Many who have been institutionalized could be
better served in their homes or in other less restrictive environments (Kaye 1985). In
truth, there are no long-term personal conditions that necessitate caring for older
persons behind large institutional walls, if formal and informal supports are sufficient.
While the professional community may believe that many older persons live fuller,
better-cared-for, less isolated lives in nursing homes, the choice is always the older
person’s to make.

Paralleling the bias toward institutional care have been simultaneous efforts to
increase noninstitutionally based alternatives to care. Social workers and older
persons and their families have long advocated for a better continuum of long-term-
care services. The quadrupling of skilled-nursing-facility costs from 1965 to 1985
prompted policymakers to join in a search for alternatives (Brody and Brody 1987).
Although some progress has been made and the development of long-term care insti-
tutions has slowed, noninstitutional, community-based long-term-care services re-
main woefully inadequate (Callahan 1996). The bias toward institutional care has
taken its toll on the quantity and the quality of in-home and community-based care.
For example, Kaye (1985), Lowy (1985), and Rathbone-McCuan and Coward (1985)—
in discussions of home care, multipurpose service centers and respite, and adult day
care, respectively—have amply demonstrated how these services beneficially address
the needs of at-risk older persons at a lower level of cost yet receive low priority
in the continuum of provided services. Nonmedical long-term-care services constitute
the bulk of need for these at-risk older persons (Brody and Brody 1987). Medical
prescription as the primary basis for most long-term-care services has conditioned
the nature of the care provided, has limited access to services, and has made qualified
social workers dependent on physicians to prescribe nonmedical care. The options
remain greater for those not dependent on Medicaid, who can gain access to non-
medically based programs. The emphasis on impairment and limitation, once the
condition has occurred, means that the older person must fail before the service sys-
tem is triggered. Supportive and preventive services, if available, are provided after
the “functional impairment.” The degree of freedom available to the older person,
their families, and the social work profession are directly related to the funding, or-
ganization, and structure of long-term-care programs.

Social work services for older persons in need of long-term care have developed
sketchily. The aging field of practice has had to contend with external public policy,
a funding environment with a “Band-Aid approach” to service development (Estes
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and Lee 1985), and the profession’s own ageism and preference for other fields of
practice. The reluctance of large numbers of social workers to work with older persons
is particularly sad in light of the growing numbers of older persons within society.
The development of a national movement toward private, for-profit “geriatric care
managers” and “fee-for-service” programs reflects the further movement of social
workers away from the public and voluntary sectors and away from poor and low-
income older persons.

Despite a seemingly baleful picture, some bright spots are created by those social
workers who labor long and hard with, and in behalf of, the older persons in need of
long-term care. These efforts take place through age-segregated programs for older
persons (e.g., nursing homes, multipurpose senior settings, Meals on Wheels, and
sheltered residential facilities), as well as through age-integrated programs (e.g., acute
hospitals, community mental health centers, and outpatient health services). Both
demonstrate the flexibility and resourcefulness of social workers as they respond to
the needs of older persons. The following areas of service delivery are illustrative.

Long-Term-Care Facilities. Social work’s role in not-for-profit long-term-care facili-
ties predates the consciousness of need and opportunities created through Medicare’s
financing of nursing homes in the 1960s. This role flows out of our long-standing
interest in the relationship between persons and their environment (Getzel and Mellor
1982) and directs itself toward older persons, their families and friends, the interdis-
ciplinary team, and the nursing-home milieu. In this setting, social workers provide
a wide range of services aimed at helping residents with their life transitional con-
cerns, with the interpersonal tensions that normatively arise within a congregate set-
ting, and with environmental obstacles to a more satisfying life. Life stressors can be
addressed through individual, family, and group services (Brody 1974; Germain and
Gitterman 1996). Group services decrease isolation, foster a sense of belonging and
well-being, and mitigate feelings of loneliness and helplessness by increasing expe-
riences in which control over the environment can be exercised (Berman-Rossi 1990,
1994; Kelly and Berman-Rossi, in press; Miller and Solomon 1979). Families also do
well in groups, where the pain brought on by the crisis of institutionalizing a loved
one can be shared with others experiencing similar feelings, and families can use each
other’s strengths to assist in negotiating the nursing home environment (Berman-Rossi
and Gitterman 1999; Brubaker and Ward Schiefer 1987; Cox and Ephross 1989; Sol-
omon 1982).

Hospitals. Though commonly not thought of as a primary service setting for older
persons in need of long-term care, the acute care hospital, in actuality, is inextricably
linked to the future lives of older persons. Diagnostic related group (DRG) treatment
and managed-care discharge policies frame the organizational context in which social
workers practice. Poised at this critical decision-making juncture, social workers pro-
vide a major contribution to the lives of older persons by (1) helping patients and
families cope with illness and hospitalization, (2) thinking through discharge options
and arranging community supports, (3) educating the staff to the needs of older pa-
tients, and (4) providing support for others who work with these “low-status” clients
(Blumenfield 1982). In addition to their direct practice role, social workers sometimes
assume a leadership role in assisting medical centers to expand the definition of their
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domain to include a preventive and community medical orientation. Such a definition
allows the institution to create services lacking in the community and to assist older
persons in securing services to which they are entitled (Lurie and Rich 1984). This
same preventive role is actualized in hospital emergency rooms, where family mem-
bers bring their relatives as a first step toward nursing home placement (Shepard,
Mayer, and Ryback 1987). Because many poor and underserved older persons use
emergency room services, social workers are afforded a distinctive opportunity to
assess and provide for critical and ongoing needs (Barnett, Harnett, and Bond 1992).
These collective efforts decrease fragmentation of services and allow the older person
and the social worker a wider range of options from which to choose. Without the
buffering efforts of hospital social workers, it is likely that an even greater number of
older persons would fail or would require institutionalization. The services of social
workers are also imperative for older persons experiencing long stays in acute care
hospital as they wait for long-term-care community facilities. These patients and their
families are often neglected when the need for acute medical services decreases (Sul-
man et al. 1996).

Rehabilitation Programs. Rehabilitation programs, whether attached to nursing
homes or acute care hospitals, provide short-term rehabilitation care (Adelman et al.
1987; Seltzer and Charpentier 1982). These programs are designed to enable older
persons to cope with specific medical traumas so that they have the option of return-
ing to the community. The social worker provides service links during hospitalization
and upon release and helps the older person and his or her family cope with the
current medical trauma. Most important, the social worker holds, for all to see, a
vision of the possibility of the older person’s returning to the community.

Sheltered Residential Facilities. For example, in New York State, enriched housing
is a program regulated by the State Department of Social Services, with a fee-for-
service monthly charge (Baker 1985). On a small scale, it is intended to offer housing
plus coordinated homemaker and housekeeper services. The social worker, who often
administers the program, provides help with all problems experienced by the partic-
ipants: familial and interpersonal concerns, financial matters, health worries, nego-
tiation of the service environment, loss, and change. Group meetings for members
provide a supportive medium in which members help one another with similar trou-
bles. The strength of the program lies in the provision of a responsive physical en-
vironment, personal and household management care, and a social worker who pro-
vides an integrating force in residents’ lives through the provision of all instrumental
and expressive assistance.

Adult Day Care. A more recent service option, adult day care, has been developed
for two purposes: to benefit older persons through an alternative to institutionaliza-
tion and to control the costs of nursing-home care (Goldstein 1982; Rathbone-MaCuan
and Coward 1985). Designed to serve those who wish to remain independent, adult
day care tends to serve those older persons who often fall outside the “safety net” of
other programs, that is, those who are isolated and do not reach out to others and
those with lessened mental and physical vigor. The social work, rehabilitation, rec-
reational, transportation, nursing, and medical services combine to provide a com-
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prehensive program that eliminates the splintering of services found elsewhere. As
the older person improves and is meaningfully engaged during the day, families often
feel less need of institutionalization. Toward that end, group services provide a means
for preserving human connection and increasing a sense of well-being (Kelly 1999).
Such programs can be effective in supporting the independence of older persons (Sak-
adakis and MacLean 1993).

Home Care Services. Were it not for home care services, life in the community would
not be possible for thousands of older persons who remain at home, are unable
to manage on their own and without family, or whose needs for long-term care ex-
ceed the family and support system’s resources. Home care services can include
“. . . technology-enhanced, medically intensive services, hospice care, social support,
long-term maintenance and custodial care, or periodic friendly visiting and reassur-
ance” (Kaye 1995:1–2). As the tide of managed care has more quickly discharged
patients from hospitals, skilled nursing and high technology services have been in-
creased (Kaye and Davitt 1995). Administered by the for-profit, not-for-profit, and
public sector, these services are provided through home care agencies, community
agencies serving the aged, or institutions with community-based home care services.
In 1994, 15,027 home care agencies were identified in the United States, with a growth
rate of 15 percent to 20 percent per year. For-profit chains are rapidly increasing their
holdings (Kaye 1995). In 1993 alone, $33 billion was spent on home and nonnursing
home, community-based long-term care. Of this amount Medicare supplied 32 per-
cent of the cost; Medicaid, 22 percent; and private sources, 46 percent (Rosenzweig
1995). Rosenzweig notes that a lack of uniform funding will continue to necessitate
private payment and those without sufficient financial resources will continue to do
without necessary services. Once again, class is a critical factor in the receipt of ser-
vices. The lack of a well-integrated system for the provision of home health care
services creates significant problems for providers and significant hardship for re-
ceivers of service. A medical, crisis-oriented, “cure-oriented approach” predominates
in the payment and provision of services (Handy 1995). Social work’s role in assisting
clients with home care needs is of long standing and dates back to the 1920s (Kaye
1985). Social work’s counseling role in home care services is well established and
well documented (Kerson and Michelsen 1995). In executing this role, we are guided
by our person-in-situation view. This vision enables us to understand the ways in
which the need for home care services may be part of a total need for service. In this
manner, a more holistic approach to service is developed.

If these services are not reflective of the dominant service delivery pattern for the
older persons in need of long-term-care services, what enables the vulnerable aged to
survive as well as they do? Extensive evidence indicates that, like persons of all ages,
older persons turn first to family, friends, and neighbors and, as noted earlier, 80 to
90 percent of all home care is provided by kith and kin (Coward 1987; Foster and
Brizus 1993; Hooyman and Lustbader 1986). While some are pleased with this phe-
nomenon from a financial standpoint, and others have visions of close ties between
older persons and their families, a cautionary note is in order for social workers. Social
workers must take care not to overtax already burdened families (Gratton and Wilson
1988) or to neglect demands on policymakers and formal service organizations
(Moody 1985). The notion that long-term care services should be organized “without
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eroding family care and the private purchase of help” (Kane 1987:61) is curious, as
there is little to suggest that increasing formal social supports decreases family care-
giving and merits suspicion. Women are expected caregivers, often taken for granted
as they bear responsibility for the majority of family caregiving (Sánchez-Ayéndez
1998). They and their families deserve more responsive and more readily available
home care services. Charting the proper role for the formal sector in supporting, while
not abusing, efforts of informal caregivers is a major challenge for policymakers (Stone
et al. 1987) and practitioners alike. Given the rapid increase in older persons this
challenge takes on an imperative.

ASSESSMENT AND INTERVENTIONS

Hundreds of instruments have been developed for “assessing the older persons” in
need of long-term-care services (Kane 1985; Kane and Kane 1981). These instruments
include single-dimensional tools measuring physical, mental, and social functioning,
as well as multidimensional measures inquiring into more than one performance area.
Assessment of need centers on the functional limitations of the older persons and
their resulting dependence. These instruments quantify attributes located within the
individual and believed stable enough to measure. In the main, they represent a snap-
shot of the older persons—a moment frozen in time, extracted from a field of inter-
acting forces.

It is not surprising that few of these instruments assess the environment or the
congruity between client need and environmental resources. Geared toward geriat-
rics, and emerging from a medical model, they logically incorporate a view of aging
as a medical experience. Such linear approaches use a medical model of study, di-
agnosis, and treatment. A strong separation between assessor and assessed is estab-
lished. The “greater knowledge” (and power) of the assessor, or diagnostician, is pre-
sumed. As in the case of medicine, “fixing” the older person is at the heart of the
venture.

The point of these measurement instruments is to assist service providers in de-
ciding what type and amount of service to provide individual clients (Kane 1985).
Kane believes that such tools have the potential to produce a functional computation
that can serve as a reliable indicator for a service plan. Of course, how the tools are
actually used in practice with older persons is the critical question for practitioners.
This is where the payoff lies. Without discussion of what the practitioner does once
armed with such “indicators,” it is as if the measurements themselves are the ends of
their own utilization. In social work, assessment and practice with older persons are
better served by another tradition, a tradition in which the process of “knowing” and
moving from “knowing to doing” is a complex, sometimes puzzling, often difficult,
nonlinear enterprise. Knowledge does not carry its own prescriptions for action (Mil-
likan 1959; Schwartz 1962). The properties of individuals, families, groups, and com-
munities are not rigid and fixed but adapt and vary in interaction with the environ-
ment through a process of reciprocal adaptation (Germain and Gitterman 1996). Better
suited to our work are the Interactionist Model (Schwartz 1977, 1994) and Life Model
(Germain and Gitterman 1996). These models suggest that the character of an entity
is created by the interaction of its parts. To understand individuals, families, groups,
and communities, we must understand them in interaction with their environment.
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The tie between them is symbiotic (Schwartz 1961). The older person’s story is never
finally written until death. Who older persons are includes who they can still become.
Each instance presents life anew, affording older persons the opportunity to create
their lives again and again. While certain functional measures can be achieved, the
totality of an older person’s life and its potentiality in a responsive environment do
not hold still for easy measurement. It is this potentiality that social workers must
understand as they work with older persons.

Because risk and vulnerability predispose and increase the likelihood of negative
outcomes without causing them and because protective factors and processes and
resilience increase the likelihood of nullifying and lessening the negative outcomes
associated with risk and vulnerability, without causing them, assessment must be a
dynamic and not a linear process. Only when all factors and intervening processes
are considered in relation to each other, and to the client(s)’ focus of concern, can we
comprehend the relative influence of each. Only under these conditions will helping
strategies and the helping process itself be most directly related to what is real and
meaningful in clients’ lives. After all, unless we understand how clients cope with
and adapt to the life conditions, life events, and life circumstances of their lives, what
will we have gained? These ideas are at the heart of the dynamic process of assessment
by which workers and clients come to understand how these factors, processes, and
mechanisms, in combination, affect and are affected by an individual, family, group,
or community.

To be authentic, an accurate appraisal of older persons must include both con-
cepts of wellness and illness, for both are true. Given the sociodemographics identi-
fied earlier, it should be obvious that if older persons are living longer and healthier,
they are quite able to cope with and adapt to the changes in their personal, interper-
sonal, and environmental lives. The ability to cope does not mean that significant
stress is not experienced; it does mean the ability to cope in the face of challenges,
not in the absence of challenge. In fact, “. . . resilient individuals are those who do
not simply avoid the most negative outcomes associated with risk, but demonstrate
adequate or more than adequate adaptation in the face of adversity” (Cowan et al.
1996:14).

The ecological concept of person:environment fit is at the heart of the ideas ex-
pressed in the preceding (Germain and Gitterman 1996) and Gitterman (1996). This
person:environment emphasis is particularly useful in understanding older persons
and their ever-changing needs (Buffum 1987–88; Coulton 1979; French, Rodgers, and
Cobb 1974; Germain 1979; Kahana 1974, 1982). Perhaps more than any other, this
group is subject to experience a state of disequilibrium in which balance is thrown
askew by three possible sources: the person, the environment, or the person:en-
vironment. Gitterman’s (1991) distinction between life conditions, life events, and
life circumstances fosters clarity in assessment. Each of these, whether a condition,
event, or circumstance, can represent risk and vulnerability factors. Identifying these
stressors provides a possible entry point for beginning work with clients (Gitterman
1996). The first, life conditions, includes those conditions commonly attributed to
the person, for example, aphasia as a result of a stroke, a disease such as Alzheimer’s,
or loss of mobility because of arthritis. In these instances, individual attributes are
relatively fixed and “knowable” and are viewed as independent of the external en-
vironment. The second, life events, can include events occurring to an individual,
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for example, a stroke, a broken hip, or loss of a spouse or partner, and can also in-
clude situations commonly defined as originating in the larger environment, for ex-
ample, poverty, the loss of an apartment with gentrification, or the discontinuation
of income benefits as a result of changed eligibility requirements. In these instances,
environmental factors are viewed as measurable and independent of the individual.
Understanding the third source of disequilibrium, life circumstances, poses the
greatest challenge to the social worker. This source includes those events, situations,
or circumstances where a clear separation between person and environment is dif-
ficult to establish. An example would be a decline in cognitive functioning precip-
itated by depression associated with social isolation and fewer orientation cues, or
a weight loss instigated by ill-fitting dentures associated with poor health care bene-
fits, or low-benefit utilization associated with cognitive and physical loss. What is
distinctive about this third arena is that clients’ situations and their experiences with
them are not “knowable” by measuring the person and the environment separately.
Rather, they can only be understood through comprehension of the reciprocal inter-
action between the person and the environment. The flow of energy and experience
between the older person and his or her environment, actually creates the phenom-
enon itself. While the person, the environment, and the person-in-environment can
each act as a primary trigger of a state of disequilibrium, it is the degree of congruity
between the needs and capacities of the individual and the demands and resources
of the environment that ultimately determines the nature of the consequences for the
individual. To be of help, we must understand both the degree of congruity and the
person:environment reciprocal transactions so that this understanding informs our
helping strategies and professional practice. Achieving such an understanding is dif-
ficult and challenging for social workers practicing with the older persons in long-
term care. Complexity is a distinguishing feature of such an effort. The effects of
quickly changing physical, social, economic, psychological, cognitive, and organi-
zational forces make achieving an assessment of any particular phenomenon, no less
an entire situation imbedded in a life, difficult and subject to change. Adopting the
view that assessment is an ongoing, continuous process will strengthen practice with
older persons.

Assessment in work with older persons does not stand apart from practice with
older persons; that is, the what of assessment and the how of practice are intimately
intertwined (Schwartz 1994). From the initial moment of contact between worker and
client, the helping process itself is invoked. How one begins, what one says, the skills
one uses are as vital a part of beginnings with clients as they are with middles and
endings. Practice with older persons begins with worker and client(s) searching for a
shared definition of need. The concept of a shared definition immediately sets in place
the idea that the worker-client relationship is one of a joint venture. Within this ar-
rangement, the client becomes “coassessor” and, in whatever manner possible, direc-
tor of his or her own life. Whether the “units of direction” are large or small, whether
they entail where to live, what to wear, or what to eat, the older person must be placed,
once again, in the director’s chair. Ownership of the problem generates and releases
energy for the tasks at hand. Agreement on what the problem is also provides the
driving force and guiding spirit in determining what data must be collected. The
fullness of older persons’ lives does not permit the gathering of a lifetime of infor-
mation, yet the complexity of defining problems requires a breadth of knowledge. The
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press of current concerns militates against a leisurely, open-ended exploration of a
life. Purposefulness strengthens physical and psychological energy, particularly when
that energy is limited. Finally, it is more possible to live in the here and now when
the present, at least some of the time, is subject to one’s own influence. Choice remains
essential to maintaining or reestablishing a sense of oneself as competent (Lee 1983,
1994).

From the beginning of the working relationship, the worker fosters autonomy by
providing information and helping clients arrive at their own direction, without co-
ercion, even when other views are preferred by the worker (Monk and Abramson
1982). For the older person highly dependent on others, the belief that one can influ-
ence one’s environment encourages hope. These ideas about the relation between
assessment and practice are particularly fitting for older persons in need of long-term
care. Severely disenfranchised by our political, economic, and social system; severely
discriminated against as a result of ageism, racism, classism, and homophobia; and
coping with a wide range of disheartening life conditions and circumstances, these
older persons do not enter helping relationships imbued with their own power. This
is particularly true for older minority clients. Fear of domination by professional
helpers is very real, rightly so (Gitterman and Schaeffer 1972; Lee 1994; Lum 1996;
Pinderhughes 1989). A practice strategy that maximizes strengths, provides for
choice, and encourages self-direction is the preferred strategy. This strategy applies
even when the client, on the face of it, seems to have “accepted” a high degree of
dependence on others. Not to encourage self-direction is to deny the older person the
right and opportunity to exert influence.

The following older person:environment fit assessment tool is proposed to prac-
titioners. It allows salient data to be organized in keeping with the concepts of balance
between older persons and their environment and incorporates the distinction be-
tween informal and formal social supports. It incorporates recent ideas on risk, vul-
nerability, protective factors and processes, and resiliency. Such a tool can be used
by workers alone, or with clients. When the guide is used with clients, clients can
add their ideas about personal, interpersonal, and environmental stressors; resources;
and protective processes. Most important, clients provide the clues that reveal pro-
tective processes that diminish the probability of negative outcomes associated with
risk. Clients are invariably strengthened when they are an integral part of a search to
understand the problem at hand and the resources that may diminish its potency. It
is they who can find the pathway to their own resiliency. Using these concepts is
challenging, much more challenging than thinking linearly and categorically, for ex-
ample, directly linking risk and outcome. But the knowledge that few risk outcomes
are preordained should be encouraging to social workers. Resiliency theory’s hope-
fulness emerges, not from a denial of risk or vulnerability, but from a recognition that
protective factors and processes can protect against risks inherent in the aging expe-
rience, particularly for women and minority older persons. Something, no matter how
small, can always be done to contribute to the lives of our clients. Often it is the
“small things” that can yield powerful outcomes, for example, setting up a system by
which medicine can be delivered.

Centered in the client’s initial concerns, this tool helps the worker to generate
salient background information and information on significant life conditions, life
circumstances, and life events. The initial formulation of need provides the beginning
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impetus and direction for the assessment and for determining salience. As the prob-
lem shifts, changes, or is expanded upon, and other facets of the work become re-
vealed, worker and client can then search for other relevant information and protec-
tive processes. Germain and Gitterman’s (1996) Life Model informs the formation of
this assessment tool.

1. Definition of the problem. What is it? When and under what circumstances did
it develop? How has the client dealt with the problem? What are her or his strengths
and struggles in dealing with the problem? How much stress has been generated by
it? What inferences can be made about the problem and the client’s way of coping
with it?

2. Client’s expectations of agency and worker. Under what circumstances did the
client’s need come to the attention of the agency? What is the client’s degree of choice?
Is the service sought, offered, or mandated? What are the client’s expectations of the
agency and the worker? What kinds of experiences has the client previously had with
social workers or organizational helpers? What inferences can be made about the
client’s expectations of the agency, the worker, and the helping situation? How might
past experiences with helpers influence the present?

3. Knowledge about the client’s life condition, life event, or life circumstance.
What is generally known about the condition, event, or circumstance with which the
client is struggling? What are the predominant associated risks and vulnerabilities,
which predispose and increase the probability of the problem’s perpetuation? What
are the predominant associated protective factors, forces, and mechanisms that nullify
or lessen probable negative outcomes and increase resilience on the part of persons
experiencing this life condition, life event, or life circumstance?

4. Client’s strengths and limitations. What are the client’s strengths and limita-
tions in dealing with the problem (consider physical, economic, social, psychological,
cognitive, religious, and class dimensions)? How able is the client to negotiate orga-
nizational systems? What inferences can be made about the client’s strengths and
limitations in dealing with her or his problem(s) in the past and currently?

5. Environmental supports and obstacles. What is the client’s physical environ-
ment, including the home, neighborhood, and organizational environment? What so-
cial supports are available, including informal supports (family, extended kin, friends,
neighbors, and community associations) and formal supports (health and social wel-
fare)? What inferences can be made about the client’s environmental supports and
obstacles and their relevance to problem resolution or problem persistence?

6. Degree of congruity between personal and environmental resources. What per-
sonal and environmental risks and vulnerabilities promote perpetuation of the prob-
lem? What personal and environmental protective factors, forces, and mechanisms
promote problem resolution? What inferences can be made about the degree of con-
gruity between personal and environmental resources? What is needed to establish a
better person:environment fit?

7. Practice direction. Based on your assessment, what additional data would be
helpful? What will be your approach to the problem? What will you do to help? How
will you and the client work together?

Using this tool, at least three points in time capture change and strengthen eval-
uation and planning. Time 1 records the state of the older-person-environment fit, in
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relation to the problem, at the beginning of contact between worker and client. Time
2 records the state of the older-person-environment fit, with planned personal and
environmental changes designed to respond to the older person’s unmet needs. Time
3 records the state of the older-person-environment fit after a reasonable period of
time has elapsed. The entire process would be reinitiated with a new event, condition,
or circumstance. Social workers and clients are encouraged to think together about
the ways in which changes in any one part of the older person’s life can affect changes
elsewhere.

Even when there is a high degree of congruence between older persons and their
environment, an element of caution and a need for professional judgment obtain.
Though positive value is commonly associated with a high degree of congruence,
balance or homeostasis does not define the desirability of the state, or that all is well.
Rather, it represents a statement that balance exists. The social worker must under-
stand, and understand well, the basis of that state of congruence. For example, Kahana
(1982) suggested that congruence models of person-environment interaction could be
used to place older persons in particular environments. But what happens when this
congruence is based on a high degree of institutional authoritarianism and a lifetime
of oppression, resulting in a low desire for assertion on the part of the older person?
Should the client be placed in such an environment?

Helping strategies of partnership, mutuality, and encouraging a strong voice on
the client’s part, coupled with an understanding of older persons in interaction with
their environment, are all equally important during the ongoing phase of work. It is
during this phase that the worker becomes most tempted to “do for” clients, rather
than painstakingly involving clients in their own lives. While the temptation to short-
cut the process is understandable, doing so can only undermine clients’ growing sense
of confidence in their ability to influence those around them. When they are encour-
aged to make their own choices and are “lent a vision” of their own possibilities, then
the potential of the helping relationship is being fulfilled. In a sense, it portends
clients’ potential in other relationships as well.

Of course, at times social workers must assume a protective role in work with
older persons: situations where older persons are unable to manage money, are unable
to protect themselves against abuse and neglect, are unable to make decisions, and
are without reliable personal relationships (Tatara 1995). These times require the
highest level of skill, lest our protective role inadvertently violate clients’ rights and
weaken their voices. The decision to act paternalistically must be carefully thought
through (Kelly 1994). Schwartz (1994) and Shulman’s (1999) discussions of skills are
helpful in highlighting how social workers strengthen clients’ voices. Workers prepare
to receive client communication by “tuning in” to the meaning of clients’ struggles
and their ambivalence about expressing strong sentiment, especially toward those on
whom they are dependent. Elaborating skills help older persons tell their story, mov-
ing from the general to the specific, containing the worker’s instinct to solve every-
thing; reaching inside of silences; and asking questions to learn more. Only when the
practice is specifically tailored to clients can their energy come to the fore to direct
the helping relationship. Empathic skills encourage clients to attach affect to the work
at hand by reaching for feelings, displaying understanding of clients’ feelings, and
putting clients’ feelings into words. The same set of values and principles that guide
our “doing with” clients should guide our “doing for.” These include the principle of
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the least restriction, a strategy of “partnership,” and honoring the client’s wishes, to
the extent possible without endangering their well-being. Even persons with Alzhei-
mer’s disease can communicate preferences. It is we who must learn to listen well
enough to hear and respond to such communications.

Ensuring the place of all older persons in the helping process demands a great
deal of the social worker. The press of myriad demands pushes us quickly on and
urges us to avoid attention to detail, to process, to feeling, to the complexity of the
person-in-environment, to the worker-client relationship, and to the strength of the
relationship that can develop when we and older persons work closely together. How-
ever, such avoidance fosters unnecessary dependency, stifles autonomy, perpetuates
the passivity associated with withdrawal and a failure to thrive, and ultimately be-
comes oppressive.

ILLUSTRATION AND DISCUSSION

The following practice example illustrates service to a group of older persons
living within Metro Home and Hospital for Aged (MHHA), a not-for-profit,
long-term-care facility that has a 140-year history of serving older persons
within the institution and within their homes. As funding priorities changed,
and as ideas shifted toward serving older persons in less restrictive environ-
ments, MHHA developed an even wider range of noninstitutional home-
based services. A broad range of programs and services, allowing older per-
sons and their families a range of options, is one of MHHA’s distinguishing
features.

The Floor Group was designed to provide an ongoing opportunity for
residents who lived on the same floor of MHHA to work together on shared
matters of importance concerning the broad arena of their lives as older per-
sons and the more specific domain of their lives as older persons within an
institutional setting. All personal, interpersonal, and environmental issues
were deemed to be important to the members. The group was conceived as
a system of mutual aid wherein the worker’s attention was directed toward
individual participants, toward strengthening the group as a whole, and to-
ward developing a network of helping relationships (Schwartz 1961).

As an open-ended group that met weekly, the members, the worker, and
the Floor Group as a whole would face certain challenges. These develop-
mental challenges are normative for open-ended groups (Galinsky and Scho-
pler 1985; Schopler and Galinsky 1984). The amount and frequency of mem-
ber turnover are key elements affecting group development. Open-ended,
institutionally based groups for older persons are especially challenging
(Kelly and Berman-Rossi, in press). In this Floor Group a central core of four
residents consistently attended. It was they who carried forth the developing
culture and work of the group. As time passed they assumed greater lead-
ership and brought new members on board.

Members who attended came from a pool of thirty-one residents living
together on the same floor. Consistent with national demographics for nurs-
ing home residents, the average age of residents was 86 years and 90 percent
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(n � 28) were female. Ninety percent were majority and 10 percent were
minority.

The worker was a 27-year-old, white, Jewish female who was new to
MHHA. At the time of this group practice example she had been at MHHA
for about two months. The following practice example is fleshed out from
the worker’s practice log. She kept this journal so that she could study her
practice with her supervisor and colleagues at MHHA. The worker writes:

The following illustration of organizational influence and change oc-
curred within my first few months as a floor social worker at MHHA. It has
remained with me since. It constituted a very powerful example of how a
group service strengthens individual and collective resiliency, thereby
prompting and achieving organizational change. The story begins.

Defining the Problem. As a social worker for three floors, it was natural
for me to compare my floors. As I thought about the residents, I was struck
by the fact that the appearance of residents on one of my floors looked sig-
nificantly more unkempt than the appearance of residents on my other floors.
I noticed messy hair, lipstick applied in a crooked manner, ties on crooked,
and a general lack of attention to physical appearance. As a new worker I
thought the differences might be associated with the fact that these residents,
who were sicker, might be less inclined and less able to “fix” themselves up.
When I realized that healthier residents, who used wheelchairs for transpor-
tation, also had an unkempt appearance, I felt confused and was unsure of
what to do with my impressions.

Our first two floor group meetings had been spent in getting acquainted.
Though group members lived together, they felt they knew little about each
other personally. Not only did they need to get to know me, they needed to
learn more about each other as well.

At our third group meeting eight residents were present. After greetings
and the sharing of refreshments I asked group members how their week had
been. Four residents spoke. The sentiment was the same: nothing special had
occurred. They said life was pretty much the same; nothing changed. I said
I had the sense that they felt pretty resigned in their lives at MHHA. My
remarks were greeted with silence. I waited a bit and when no one responded,
I said I noticed how quiet they were and wondered if they could share a little
of what they were thinking. No one responded. I waited. Mrs. Bauer was the
first to speak. Slowly, very slowly, she said that her life was over and little
mattered to her. Needless to say, I was surprised by Mrs. Bauer’s remarks. It
was only our third meeting and we hardly knew each other. I had not ex-
pected such strong feelings to be expressed so early in the life of the group.
I waited, to give others a chance. No one said anything. The silence was
heavy again. Looking at Mrs. Bauer I said I thought she had shared some
pretty strong feelings and I wondered if anyone else felt so resigned, as if
their lives were over too and that little mattered to them. Hesitatingly, Mrs.
Domingo said she felt the same way. Ever since her husband died and she
had to come to MHHA, she didn’t care about much. She said she used to
enjoy dressing up each day, but now there was no one to appreciate how she
looked. Her children were far away, and people in her family were all old,
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too. Mrs. Schwartz said she felt the same way. Her appearance didn’t matter
to anyone else and certainly didn’t matter to her. Mr. Smith, who had never
spoken before, said that, anyway, even the Home didn’t care about them and
didn’t think of them as people. Hearing his words, I felt very startled and
disturbed. I felt so optimistic about my work and suddenly saw myself so
out of tune with the residents. I couldn’t imagine that this was really how
the Home felt. Mrs. Bauer said she thought they had done enough talking
about depressing things and wanted to know what else I wanted to talk about
today. I said I hoped maybe we could spend a few more minutes talking about
what they had raised. Mrs. Bauer said if we did, she would leave. She didn’t
want a group just to talk about upsetting things that would never change.
The others who had spoken shook their heads in agreement. I said I was
sorry. I didn’t mean to push them to talk if they didn’t want to, but I hoped
the group could be a place where we could discuss important things to them.
Mrs. Bauer said this wasn’t important. It was just how things were. She again
asked what else I wanted to discuss with them. There was an air of expec-
tancy. I said I thought we were just getting to know each other and I hoped
we could continue that process and that we could think about what they
might like to discuss in the group . . . any issues, topics, or matter of interest
to them. Mrs. Bauer was called for a bath and suggested we discuss this next
week. Others said they had enough as well and began to leave. I asked if they
wouldn’t be willing to talk for just a few more minutes since I sensed that
some of them were disturbed by our discussion. They said no and left. Only
Mrs. Archer, who had slept through the meeting, was left. As I left the room
I saw that residents were getting ready for lunch even though lunch was an
hour away. I wanted to approach group members but didn’t know what to
say. I left the floor feeling very badly, as if I had encouraged too much self-
revelation too quickly in the life of the group. I feared that residents would
not return and that they had been hurt by the experience. Having previously
worked with very expressive adolescents, I was unaccustomed to such an
abrupt ending to such important content.

During the ensuing week I resolved to try and get a better feel for what
the residents were saying by observing life on the floor. In addition, I decided
to reach out to group members who had expressed such disturbing senti-
ments. I came on the floor very early the following morning to better under-
stand how residents were assisted in getting ready for breakfast. As I came
on the floor I noticed Mr. Smith sitting in his wheelchair, looking straight
ahead into the hall, and putting on his tie. I was struck by how he did this
without ever looking in a mirror. The result was a disheveled appearance.
Next I came upon Mrs. Bauer who, also sitting in her doorway, was combing
her hair. As I approached her, I instinctively took a mirror out of my purse
and offered it to her. She looked up and said, “I used to be able to use one
of those.” Naively I asked what she meant. Lifting her hands she said her
arthritis was so bad she could no longer hold a mirror. I said I was sorry, I
didn’t realize. A nursing assistant came and wheeled Mrs. Bauer to breakfast.
My confidence as the floor social worker was plummeting quickly.

It was then that I realized what should have been perfectly obvious from
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the start. What I had originally attributed to depression was really related to
the fact that all residents could not negotiate small, handheld mirrors, and
other residents who used wheelchairs could not see the mirror over the sink
in the bathroom. A walk through the Home’s three buildings confirmed my
hunch. There were no floor-length mirrors in the hallways of two of my three
floors. Residents in the two other buildings had hall mirrors, and residents
in this building did not. I felt embarrassed by my psychologizing of the issue.
Though the problem clearly had a depressing effect on residents, the matter
before us was undoubtedly environmental in origin. A nursing assistant
helped me understand that the Tower Pavilion was the oldest of the three
building. When renovations were conducted on the other two buildings, hall
mirrors were hung. Though I wasn’t sure that residents would even want hall
mirrors, I reasoned they might. There was no compelling reason to believe
they would not.

Understanding the Problem. Certainly I couldn’t be the only one to
think that full-length mirrors were in order. I spoke with a floor head nurse
and a floor nursing assistant with whom I had a good working relationship.
The nursing assistant immediately agreed that residents’ appearances left
something to be desired. She said she had difficulty encouraging residents
to take an interest in how they looked. She thought anything that helped
with that would be great. In contrast, while the head nurse agreed that resi-
dents didn’t always look as well groomed as they might, she feared that they
would be upset with what they saw and therefore it would be better to be
without mirrors. Besides, the residents weren’t really pushing for this addi-
tion. Sensing a veiled criticism I said, “Are you thinking that this is really
‘my thing’?” She said, “I know you mean well but you are new here and
young. Maybe you don’t quite understand what it is like to be old.” I said
perhaps she was right. I knew I had a lot of learning to do and I hoped she
could help me learn. Working with older persons was new to me. As she left
to care for a resident she said, “Besides, the residents had their ‘time of
attractiveness.’ ” She also said, “I’m sure you will figure this all out.” I must
admit to being quite surprised. It never occurred to me that a staff profes-
sional would want to “protect” older persons from dealing with the visual
impact of their physical changes by denying them access to mirrors. I had
no doubt that my colleague had not “caused” the problem, but rather, she
had a rationale as to why it would be better not to work for change. Once
again, I felt at a loss about what to do.

I thought it prudent to better understand the problem. The organization’s
view was as yet unknown to me. What I perceived as a problem had gone on
for a long while. I would have to learn why. I assumed that understanding
the organization’s stake in the status quo would help me develop a strategy
for change. I was strengthened by my belief that hallway mirrors would not
be a startling addition and surely seemed to be in the residents’ self-interest.

It was shortly after a team meeting that I learned what was probably the
reason mirrors were not installed. The head nurse and nursing assistants
were speaking about their frustration with not having bathrooms in each of
the resident’s rooms. They said they knew the Home was applying to conduct
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a major renovation of the Tower Pavilion and that the construction would
probably be completed within two years. At that time many of their problems
would be solved but it sure felt like a long time to wait, particularly for the
residents who wouldn’t live to see the day. They added that they knew
the Home didn’t want to make any changes now that might be undone by
the new construction. I thought that adding mirrors might fall into that cate-
gory. While I was tempted to comment about the mirrors, I realized that
raising the issue prematurely might risk a negative response. Such a response
would be harder to undo than raising the issue when the team, hopefully,
felt positive.

Developing a Strategy. Determining how to proceed in the development
of my strategy was not clear. Brager and Holloway (1978) recommend a “force
field analysis,” which, like all assessments, considers the forces for and
against change. Patti (1980) supports such an analysis, stressing that the de-
velopment of a strategy for change is integral to and required for organiza-
tional change. Analyzing the strengths and limitations of the organizational
environment would be an integral component of this organizational assess-
ment. As a new staff member, there were few people in the larger organiza-
tion whom I knew well and with whom I had a close working relationship.
I was unknown to most and my efforts alone would not bring about change.
Even if they could have, I wasn’t sure that my timing was correct. I reasoned
I had more to lose through my “rightness” if my team did not support the
change than if the problem persisted for a while longer. It was more important
to move with the team in relation to residents’ needs than to press for change
only I valued. Importantly as well, I didn’t know how the group members
felt about hall mirrors. While the Home did not need the residents’ permis-
sion to add mirrors, it seemed important to tap the members’ thinking. In-
cluding group members in the process could only serve to strengthen resi-
dents’ sense of their own potency. In addition, doing so would strengthen
the group as a whole, thereby strengthening connections among members
and between residents and the team. The floor community as a whole could
only gain from the process.

As I thought about my working relationships in the facility, I realized
that my strongest relationships were with the nursing staff on my floors, the
other team members, and my social work colleagues. If there were to be any
change I would need to think in terms of an alliance of interests. And cer-
tainly, the head nurse and I were not necessarily on opposite sides. The head
nurse was worried that residents would be too upset—too upset for their own
good. While I did not have that concern, I could appreciate that she did.
Several others thought it might be better to leave well enough alone. I knew
if I were to engage the nurse, I would need to find ways to align with her
caring and her interest in the residents as well as attend to her fear that the
residents might become too upset.

Engaging other team members seemed easier. I knew the head nurse
might feel that it was easier for others to advocate for change, as they would
not be the ones to soothe the hurts, should that actually occur. I thought
locating each discipline’s stake in the change would increase their support
for the change. I knew the nursing assistants were supportive of the change.
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Involvement with grooming and appearance fell directly to them. Gaining
support from physical and occupational therapy seemed possible, too. I
could present hair brushing as an upper body range of motion exercise, in
the same way wheeling oneself to the mirror would strengthen upper ex-
tremities. The doctors certainly were interested in their patients’ general
well-being and knew there was an important connection between mind and
body. Certainly, the psychiatrist in particular would support most things that
countered alienation and depression. The recreational therapist too might be
excited by either specific programs she could provide pertaining to appear-
ance or just the additional ways in which residents might involve themselves
in activities when they looked and felt better about themselves.

I defined the steps in my strategy as follows:

1. Developing consciousness about the problem among residents
and floor staff.

2. Developing a base of support within the floor group and among
my team members.

3. Working on the change strategy with the head nurse, determining
the points of tension between us, and the specifics of what would
lessen her worries and increase her support.

4. Talking with the social workers from the two other floors in the
Tower Pavilion to determine their assessment of the problem,
their view of the possibilities of change, and whether they would
lend support to the effort toward gaining mirrors in the hallway.

5. Garnering the enthusiasm of the director of social services so that
she might support the effort with administration, with whom she
had a close working relationship.

Utilizing the Strategy. I began by testing out my ideas with the head
nurse. Our conversation meandered toward our earlier difference, and I said
I was planning to bring my observations and ideas to the floor meeting next
week and wondered what she thought about that. She said she guessed that
was okay. I said, “You don’t sound so sure.” She replied, “Well, it’s just that
because you think the mirrors are a good idea you might pressure the resi-
dents to think the same way and besides, the residents aren’t used to being
asked about what they thought about floor matters.” I said I could see she
really had a lot of questions about my group work on the floor. What would
she think of our meeting some time so that I could tell her more about the
group service and what the Social Work Department was hoping to achieve?
I said I had wanted to sit down with her but had only managed a brief con-
versation about the group because she was so busy and I was so new. She
told me not to worry. We would have a chance to talk. I said, “It just occurred
to me that perhaps you might like to join me for the portion of the group
when I raise the matter of residents’ appearances and no hall mirrors.” She
laughed and said, “Believe me, I have enough to do.” I persisted a bit saying,
that’s a real invitation. She smiled and said, no . . . it was ok, she wasn’t
opposed and didn’t feel the need to be there. I smiled and said, “Okay, thanks.
I’ll let you know how it goes.”

Sensing that mornings were very busy for residents, with their agree-
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ment, I changed our meeting to the afternoon. At the next floor meeting Mrs.
Bauer, Mrs. Domingo, Mrs. Archer, and Mr. Smith and eight additional res-
idents were present. After refreshments were served, Mrs. Bauer asked what
I wanted to discuss with them. After reaching for their agenda and finding
them fixed on my raising matters, I said that I had some observations and an
idea I wanted to share with them. I said that when I came on the floor I
frequently noticed residents trying to groom themselves in the morning with-
out having any mirrors to look in. I cited several examples and then noted
that Mrs. Bauer had taught me that many of them found it too difficult to use
a little mirror and so they did the best they could. I said I also knew many
of them could not stand long enough to use the mirror over the sink in the
hall bathroom. The room was quiet. No one said anything. Mrs. Bauer, who
in only five meetings was emerging as a floor leader, said, “So?” I smiled and
said, “Well . . . I was wondering whether you might like to have mirrors in
the hallway so that you can see yourselves when you are getting ready in the
morning.” Silence. I waited. More silence. I waited. Mrs. Domingo was the
first to speak. She said, “A mirror is not important to me. I told you already,
I don’t care about that stuff . . . there’s no one to dress up for anymore.”
Waiting 30 seconds felt like eternity. Just as I was about to speak Mrs. Carver
said, with a big smile, “You could get dressed for me! We could get dressed
for each other.” Mrs. Carver pointed out that because they were roommates
they were always helping each other. Mrs. Domingo looked at Mrs. Carver
intently but said nothing. I said, “Mrs. Carver, I have the sense that you are
saying that things are not the same as they used to be but life continues.”
She said, “Right, honey, if we have to be here and have to look at each other,
why shouldn’t we look as nice as we can.” Slowly other members began to
discuss the idea of hall mirrors. Most denied their importance for them but
were willing to support the idea if others wanted them. I shared with them
the support of nursing staff and my intention of speaking with other team
members. I also noted that I would like to bring to them, each week, how the
matter was developing. Many acknowledged that they would like to hear.
Mrs. Domingo was quiet throughout the meeting. Before summarizing the
consensus of group, I turned to Mrs. Domingo and said that I noticed how
quiet she was. I imagine many of us are interested in what you are thinking.
She was quiet and then began to cry. She said this conversation only helped
her miss her husband more. Mrs. Carver took her hand and said, “I know, I
miss my husband too and my daughter.” Others lent support. It was a tender
moment in the group. Intimacy among the members was growing. We agreed
I would bring feedback on the mirrors each week, and in response to my
invitation a few said maybe in the future they might want to talk about miss-
ing people. People lingered together after the meeting.

Once I felt secure with the support of my team, I began talking with the
social workers on the other floors in the Tower Pavilion. I was mindful of the
fact that neither of them had raised the issue for their residents, though each
had been there for several years. I wasn’t sure that moving beyond the bounds
of my floor would be a wise thing to do. Once others became involved I would
lose a measure of control. On the other hand, I knew my efforts could and
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should not be secret. Outreach to my co-workers was strengthened by my
belief that a broader base of support might be useful, and I was self-conscious
about raising an issue for change for only the residents on my floor. All res-
idents were entitled to mirrors. Attending to one’s appearance was a common
human need. From a pragmatic position I assumed that administration or the
director of social service would eventually ask the other social workers what
they thought of the idea, and I wanted to be there first.

The social workers were enthusiastic. In the hustle and bustle of all their
work, hallway mirrors felt like a low priority. They suggested that because I
was new and not yet involved with all the problems they were charged to
address, I still had time to devote to “extras.” We agreed that I would carry
the major responsibility for engaging the change and theirs would be a sup-
portive role.

When I had spoken with enough people individually, and had a sense
that most supported the change, I decided to bring the matter up in team.
The head nurse seemed willing to go along since everyone else seemed to
want them. I thought there was enough positive sentiment to counter any
remaining negatives. The team, as a whole, seemed to enjoy the idea of work-
ing together on this project. Once raised, there was consensus that mirrors
were important. Team members felt especially strongly that since there were
mirrors in the newly remodeled buildings, their patients should not be dis-
criminated against.

We problem-solved about how to proceed. We needed to know one im-
portant piece before we could move on: were there mirrors lying around or
did the Home have to buy them? The head nurse was friends with the head
of the Engineering Department and found out that there were no extra mir-
rors. New mirrors would have to be bought.

All along I had been using a parallel strategy with staff and residents.
As the issues were discussed in team, they were discussed in weekly floor
group meetings. These meetings were new to residents and having “an issue”
provided a kind of galvanizing force. Residents were becoming connected to
each other through their collective interest in getting mirrors on the floor.
Even the more hesitant residents seem to be captured by the energy on the
floor.

Eventually the team and residents decided to invite Administration to a
team meeting and to a resident floor group meeting to discuss the problem
and to present the request for mirrors in the hall. By this time, the heads of
social work, nursing, physical therapy, occupational therapy, and recrea-
tional therapy all supported the change. The director of social work infor-
mally cued in the Home’s administrator, so she was prepared.

As we planned, both meetings occurred in the same week for maximum
effect and support to residents. The residents were eloquent in their presen-
tation. In team, the head nurse took the lead. She began her presentation by
appealing to the administrator’s sense of furthering the goals of the institu-
tion and her sense of fair play as other floors had mirrors. A few days after
these meetings, the other floors made the same request. Shortly after, the
mirrors were purchased and installed.
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There was a great deal of excitement on the floors the day the mirrors
were installed. The team and residents shared a sense of pride in having
been effective. Residents peeked out of their rooms as the workers hung the
mirrors. When all was cleaned up there was a quiet on the unit. It was as if
residents were privately deciding who would go first. Ms. James, the head
nurse, was watching, too. Mrs. Bauer, who had emerged as a leader in the
floor group, slowly wheeled herself to the mirror closest to the nursing sta-
tion. Staff members “hung” in the background, knowing that residents
should be allowed sufficient space to decide when, how, and if they ap-
proached the mirror. Mrs. Bauer finally arrived and sat in front of the mirror.
She turned to staff and just looked at us without words. I quietly smiled in
return. She continued to view herself, not moving at all. I had no idea of how
long it had been since she had really seen herself. This was her moment.
Residents and staff seemed to sense that and didn’t intrude. After a few more
minutes Mrs. Bauer began to sob quietly. Ms. James immediately moved to-
ward her. I suggested she wait a moment. Mrs. Bauer and the staff were only
a few feet away from each other. She began to cry a little more. Ms. James
and I walked over to her. Ms. James looked at me. I put my hand on Mrs.
Bauer’s shoulder and smiled gently at her. She smiled and said, “It’s o.k. I’m
all right. It’s been a while since I’ve taken a good hard look at myself and I
suppose I wasn’t prepared.” Ms. James held her hand. I said it seemed that
she was a little upset and I wondered what she was feeling as she looked at
herself. She smiled again and said, “Well, I certainly have wrinkles, and I
certainly am not a ‘young chippy,’ ” but laughing she added, “I’m o. k. This
is who I am and it is nice to know.” I smiled and said, “Yes, I can imagine.”
I moved away a little and by this time Ms. James and Mrs. Bauer were hugging
each other. Many of us had watery eyes. As I looked up I noticed that resi-
dents had quietly wheeled themselves to where we were.

Mrs. Bauer invited others to come up to the mirror. Residents and staff
shared the experience. It was a moving time. The floor was never the same.

The preceding example demonstrates many themes. These themes are
about the salutary value of groups, the importance of professional skill, the
symbiosis between private troubles and public issues, the power of the group
to strengthen individual and collective resilience, the professional’s obliga-
tion for social change, and the possibility and process of social change. We
see a social worker encouraging group members to engage with life, to risk
the possibility of disappointment, and to risk expressing their voice after
being quiet for so long. We hear a social worker fostering connections among
members, asking them to taste remembered pleasures when they had friends
and were part of a hub of activity. We watch a social worker encouraging
caring about each other and about themselves. The social worker has devel-
oped a slow, nurturing, partnership style with the group members. She un-
derstands well that loneliness and alienation prompt caution and uncer-
tainty. More important than the mirrors was the worker’s relationship with
the members and their relationships with each other. After all, they were
now family and community to each other with the potential for affectional
ties. Receiving the mirrors would be meaningless, if in the process the mem-
bers felt violated and oppressed. While the mirrors had intrinsic value, the
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risk of oppressing the residents far outweighed any good that might have
come from adding an environmental resource. The worker also understood
the group members’ underlying fear that their assertion would cause insti-
tutional retaliation. Her careful attention to the process and the pains she
took to attend to the dialogues between the residents and all facets of the
institution, for example, nursing staff, administration, served as a protective
factor diminishing the risk. With the staff and institution, too, the worker
was guided by the desire to establish a close working partnership centered
on the Home’s relationship with the group members. Moving too quickly and
risking alienating the team and administration would ultimately be a disser-
vice to the floor residents. Jeopardizing her position within MHHA would
not have served the residents well. Here too, the residents had more to gain
from enhancing the tie between them and the institution. Securing the
mirrors paled in comparison with diminishing this connection. The social
worker’s belief in the possibility of change emerged from her belief in the
symbiotic connection between the residents and the institution. She held to
the idea that greater than the objective of the mirrors was strengthening
the dialogue between the residents and their floor and institutional com-
munity. Her emphasis on the connection between clients and their environ-
ment reflected her definition of professional function between client and
community.

CONCLUSION

The subject of this chapter has been serving older persons in need of long-term care.
The demographics of aging provide a dramatic picture of the social, economic, and
political context in which such older persons live. Social workers must heed this
picture as they plan, organize, and deliver social services to a population made vul-
nerable by public policy insufficiently responsive to its needs. Of the older persons
in need of long-term care, older women, particularly older minority women living
alone, are especially disadvantaged by poverty. These older persons are most at risk
of abuse and neglect, morbidity, institutionalization, and death. Older white men
living alone are at risk for suicide. The notion that these persons are at risk because
of personal attributes rather than society’s failure is an example of societal ageism, in
which older persons are blamed for their problems in living. Viewing the individual
as independent of the environment is consistent with the medicalizing of aging. The
transformation of older persons’ needs into social problems pushes older persons
further to the margins of society and pits their interests against the interests of others.
Frailty, as in the “frail elderly,” is socially defined and socially created. It comes about
when we separate older persons from the environment and fail to provide the re-
sources necessary for a satisfying life. The incongruity between older persons’ needs
and capacities, on one hand, and society’s demands and resources, on the other, taxes
diminishing and difficult-to-renew personal and environmental resources. Under
such conditions, weakened voices are created. An unresponsive social context
produces inadequate resources and fragmented services. It also produces isolating,
age-segregated policies, the very situation long-term-care services are designed to
mitigate.

The task for social workers is a difficult one. Though it is beyond our profession’s
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capacity to bring about the redistribution of economic resources, it is not beyond our
ability to advocate for responsive public policy centered on an adequate economic
standard. Similarly, though it may be beyond our capacity to integrate fragmented
long-term-care services, it is not unrealistic to undertake to plan integrative programs
to serve the whole of our clients’ lives by connecting them to services that our own
agencies cannot provide. Moreover, though we cannot ensure the responsiveness of
others, we can bring the plight of the most vulnerable older persons to center stage
in our own work and professional activities.

Practice with the older persons in need of long-term care requires a helping strat-
egy directed toward assisting older persons in making the strongest claim possible on
society, through the strengthening of their voices. Placing older persons at the head
of this effort, to whatever extent possible, maximizes their strengths. At least within
our relationships, self-determination and a better balance of power should prevail.
Under these conditions of partnership, the resiliency of older persons is most likely
to be realized.

This helping strategy is consistent with Holstein’s (1998) and Shklar’s (1990)
view that for meaningful justice to prevail, service providers and policymakers must
move from the “demands of justice to the experience of injustice” (Holstein 1998:7).
In writing about the power of truly understanding the experience of those who suffer
from injustice, Holstein writes:

Once we can imagine what it feels like to be an older woman, especially an
older women of color, we can recognize why we must think about injustice.
Logical criteria of fairness might tell us how we ought to structure society to
achieve greater justice, but until we hear the voices of those who have been
treated unjustly or know the unfairness ourselves, it is unlikely that we will
be moved to act. What would it mean for aging policy if we documented the
injustices that raise our ire, that anger us, that make us cry out that something
is “ ‘wrong’ ”? . . . Inaction makes us complicit in the humiliation of others.
The view from injustice in contrast to the view from justice forces us to attend
to real practices, to real people, and to real groups; this vision is the source
of social action. (7)

It is from this view of injustice that the best social work practice with older
persons in need of long-term care emerges. Under these conditions the link between
private troubles and public issues is palpable. Under these conditions both clients
and social workers are most empowered. Under these conditions coalitions among
older persons, service providers, community organizers, and policymakers can best
join together on behalf of older persons in need of long-term care.

However sanguine we may feel about the overall picture, the efforts of social
workers who work with the most vulnerable older persons are often brave and crea-
tive. Their unflagging spirit, energy, and skill reflect the best in the social work pro-
fession.

Note
I am appreciative of discussion with Dr. Irving Miller on the concept of frailty and its
relation to the aging field of practice and for his editorial suggestions on the first edition
of this essay. My ideas about the profession of social work and the function of the social
worker within society have been profoundly influenced by the work of Dr. William
Schwartz, to whom I shall remain ever grateful.
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26
Single Parenthood
Aurora P. Jackson

Substantial increases in the rates of divorce and nonmarital births have led
to fewer children living with two parents. Some estimate that nearly one-half of all
children will live in a one-parent family before reaching age 18 (Castro and Bumpass
1989). These changes in family structure have focused attention on the role of single
parenthood in the well-being of children.

DEFINING AND EXPLAINING SINGLE PARENTHOOD

My classification scheme is based on two criteria: (1) whether a child is living with
two parents (either biological parents or a biological parent and a stepparent) and
(2) whether a child is living with only one biological parent without a coresiding
stepparent. Not all scholars classify stepfamilies as two-parent families. Indeed, some
believe that the latter is a serious distortion of the families’ experiences because nearly
all children in stepfamilies have lived in a single-parent family at one time and often
have more than two parents now (McLanahan and Sandefur 1994). Single parents
may be divorced, separated, never married, or widowed.

I do not attempt to distinguish between children born outside of marriage and
those born within marriage in the paragraphs that follow. This distinction has become
increasingly blurred over time, as divorce and cohabitation have become more com-
mon. While single parents can be fathers or mothers, most of these families are headed
by women and most nonresident fathers have little contact with their children (Crock-
ett, Eggebeen, and Hawkins 1993). I focus primarily on mother-only families and the
consequences of this arrangement for young children. The terms “single parent” and
“single mother” are used interchangeably to refer to families headed by single women;
the term “nonresident father” refers to absent fathers.
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DEMOGRAPHIC PATTERNS

According to the Federal Interagency Forum on Child and Family Statistics (1998),
only 68 percent of American children lived with two parents in 1997, down from 77
percent in 1980. White children are much more likely than black children and some-
what more likely than Hispanic children to live with two parents. Among children
living with one parent, most live with a single mother (National Center for Health
Statistics 1995). Such children are more likely to live in poverty than children of
married parents (McLanahan 1995; Ventura et al. 1997). This is important because
nearly a third of all children born in the United States today are born to unmarried
parents. The proportion is even higher among poor and minority populations; 40
percent among Hispanics and 70 percent among blacks (Ventura et al. 1995).

In 1996, 10 percent of children in two-parent families were living in poverty,
compared with 49 percent in female-headed families. As already indicated, this con-
trast by family structure is especially pronounced among certain racial and ethnic
minorities. For example, 14 percent of black children in married-couple families
lived in poverty, compared with 58 percent of black children in female-headed fam-
ilies. Twenty-nine percent of Hispanic children in married-couple families lived in
poverty, compared with 67 percent in female-headed families. Moreover, black and
Hispanic children are less likely than white children to have a parent working full-
time all year. Also in 1996, 56 percent of blacks and 64 percent of Hispanics had a
full-time full-year working parent, compared with 79 percent of whites (Federal In-
teragency Forum on Child and Family Statistics 1998). This is important because
children living in poverty are much less likely to have a parent working full-time all
year than children living at or above the poverty line.

SOCIETAL CONTEXT

Researchers have found that growing up in a single-parent family diminishes chil-
dren’s school achievement and family stability (McLanahan 1988). Indeed, although
early studies found only limited evidence of a negative effect of living in a single-
parent family on the cognitive and behavioral functioning of children (Heatherington,
Camara, and Featherman 1983), recent studies provide more consistent evidence of
a positive association (Crockett et al. 1993; Entwistle and Alexander 1995, 1996; Lus-
ter and McAdoo 1994; Mulkey, Crain, and Harrington 1992). Children who grow up
in single-parent families show more behavior problems and score lower on measures
of school-based competence and cognitive achievement.

Although single mothers are capable of raising well-adjusted children, especially
if economic resources are sufficient (Hawkins and Eggebeen 1991), there are three
predominant explanations of the relationship between single parenting and both be-
havioral and cognitive outcomes. First, families headed by single mothers possess
fewer financial resources than do those with two parents. Economic hardship has
been linked to material conditions (fewer books and games) and behavior (parental
conflict, inconsistent and harsh parenting practices) in the home that diminish intel-
lectual stimulation and growth (Conger et al. 1994; Duncan, Brooks-Gunn, and Kle-
banov 1994; McLoyd 1990). Second, some have found that single mothers, in com-
parison with their married counterparts, possess less human capital—especially
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education—and lower educational aspirations for themselves and their children (Gar-
finkel and McLanahan 1986; Thompson, Entwistle, and Alexander 1988; Thomson,
Hanson, and McLanahan 1994). Those for whom this is so might be less able than
others to provide an intellectually stimulating environment that develops the cogni-
tive abilities of their children (Teachman et al. 1998). Third, it is probable, and some
have found, that two parents—all else being equal—are better able than a single parent
to schedule activities such as reading to children, regulating TV viewing, supervising
homework, and monitoring activities outside the home that are related to cognitive
achievement and prosocial behavior (Astone and McLanahan 1991). Indeed, a con-
sistent theme in the literature is the extraordinary scarcity that single-parent families
experience with respect to fathers’ input of time and financial resources (Cooksey and
Fondell 1996; King 1994; Thomson et al. 1994).

The 1996 welfare reform legislation—a main component of which is TANF (Tem-
porary Assistance for Needy Families)—places time limits on welfare receipt and
requires most recipients to enter the paid labor force. This law aims to force poor,
mostly single, mothers into the labor force and fathers to assume financial responsi-
bility for their children. In this chapter, I focus on single black mothers because they
are disproportionately represented among the very poor and the welfare dependent,
and their employment does not forestall poverty (Duncan 1991; Wilson 1987, 1996).
As such, their children are at greatest risk for negative well-being and developmental
outcomes (see, e.g., Duncan and Brooks-Gunn 1997; Huston 1991; Huston, McLoyd,
and Garcia Coll 1994). Understanding the consequences of low-wage employment for
these mothers and their children as well as the role of nonresident fathers in their
well-being is urgent.

Indeed, the links between fathers’ absence and negative child outcomes have led
some to assume that involving fathers, including nonresident fathers, in their chil-
dren’s upbringing can moderate the likely harmful effects of single parenting (Fur-
stenberg and Harris 1992; Hawkins and Eggebeen 1991). Although there is limited
evidence to support this hypothesis (King 1994), most people believe that children
would be better off if their parents lived together and their fathers were involved in
their upbringing. It is probable, nevertheless, that the quality of the relationship be-
tween nonresident fathers and their children is important, not just for the children,
but for the functioning of their mothers as well.

VULNERABILITIES AND RISK FACTORS

Risk factors are those characteristics or variables that increase the incidence or main-
tenance of a problem or condition. Risk factors, moreover, are individual predispo-
sitions that heighten vulnerability to negative outcomes; contextual properties are
environmental conditions that are contributory or conducive to risk. The latter can
be indirect (e.g., neighborhood poverty, high unemployment, or deficient opportunity
structures) or direct (e.g., inadequate parenting). Links between different risk factors
can occur, forming risk “chains” (Smokowski 1998). For example, poverty frequently
coexists with parental unemployment, single-parent status, low educational attain-
ment, and parenting stress, as well as an aggregation of other stressful events. Resil-
ience, on the other hand, implies positive adaptation despite the presence of substan-
tial risk.
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Research into risk and resilience has become quite complex. Risk factors and
protective processes are considered to interact, with manifestations on individual,
familial, and societal levels. In addition, levels of risk, resilience, and protection are
believed to fluctuate across developmental periods, to vary by gender, and to show
variations by race or ethnicity (Cohler, Stott, and Musick 1995). Commonly employed
strategies to defining risk in resilience models include life events approaches that
involve a summation of the number of negative events experienced by a child, and
the use of individual stressful experiences such as single parenthood. A third ap-
proach involves the simultaneous consideration of multiple familial and sociode-
mographic indices, such as impaired psychological functioning, low parental occu-
pation and income, absence of a parent, and minority group membership. Empirical
evidence indicates that such factors often have a synergistic effect, such that the ef-
fects of coexisting stressors far exceed the effects of any single factor considered in-
dividually (Rutter 1987; Sameroff and Seifer 1983).

In sum, the literature on single-parent families identifies a variety of risk factors
that accompany this status. These include unemployment, poverty, low maternal edu-
cation, low maternal psychological well-being, father absence, little social support,
and—when combined with the preceding—racial or ethnic minority group status. A
simple additive model is one in which poor children are assumed to do less well
because they experience more poverty risk factors than their nonpoor counterparts
(Huston 1991; Parker, Greer, and Zuckerman 1988). For example, poor children are
more likely to have a mother with low educational attainment, a mother who is single,
a mother with low social supports, and a mother with depression (Huston 1991;
McLoyd 1990). The cumulative model assumes that an accumulation of risks, rather
than individual risk factors, accounts for poorer developmental outcomes in some
children (Sameroff and Seifer 1983; Werner and Smith 1992). The assumption here
is that as risks increase, the consequences for children become more portentous. For
example, since not all poor families are exposed to multiple negative events, this
model attempts to explain why some children in poor families do well and, con-
versely, why some children in affluent families do not. The interactive model consid-
ers moderating mechanisms in the relationship between risk and resilience (Rutter
1987), asking, for instance, which processes or attributes are associated with enhanced
resilience, for which families and children, and in what specific circumstances.

RESILIENCIES AND PROTECTIVE FACTORS

Research concerning the effects of family poverty on children’s development has doc-
umented the association between economic hardship and greater parental psycholog-
ical distress (Belle 1990; Conger et al. 1992; Elder 1974; McLoyd 1990; McLoyd and
Wilson 1991). Psychological distress, in turn, may lead to inadequate or impaired
parenting and adverse child outcomes (Conger et al. 1992; McLoyd 1990; McLoyd
and Wilson 1991). For example, Conger et al. (1992) posit that objective economic
circumstances (i.e., income level, unstable work or unemployment, income loss) af-
fect parents’ psychological well-being and the quality of family relations through their
effect on parenting behavior. Parental depressed mood is postulated to provide a prin-
cipal mechanism through which economic hardship influences parenting behavior
and, thereby, child outcomes. McLoyd and her colleagues (1994; McLoyd and Wilson
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1991) posit that an accumulation of risks is associated with economic hardship (e.g.,
female headship, low social supports, constricted choices, little sense of personal
control over events). These risks may have different effects on children’s develop-
ment, depending on the presence of protective factors (principal among them, mater-
nal psychological well-being, helpful social supports) that may mediate between eco-
nomic hardship and child developmental consequences (see, also, Elder 1974;
Garmezy and Rutter 1983; Rutter 1987).

While risk and vulnerability models assert that particular children or groups of
children are at risk for decrements in well-being (Brooks-Gunn 1990; Garmezy and
Rutter 1983; Werner and Smith 1992), due to environmental conditions that include
parental characteristics, parental beliefs and attitudes, and parental resources, schol-
ars of development in poor and minority populations emphasize a risk and resilience
model (McLoyd 1990; Spencer 1990). Rather than regarding poor and minority chil-
dren in high-risk environments as uniformly at risk for negative well-being and de-
velopmental outcomes, this model takes an individual difference approach. In so
doing, it highlights the differential and interactive influences of individual, family,
and environmental variables in determining which children (and their parents) are at
risk for negative outcomes and the circumstances under which resilience is most
likely. An important issue, for example, is how and why some individuals maintain
good mental health and high self-efficacy despite facing the same hardships that
bring about distress, hopelessness, and failure in others (Rutter 1987). Indeed, a
question worth asking is how it is that some single, low-income, black mothers are
able to access resources and social supports that they can use effectively while others
are not.

Although direct tests of the latter are sparse, a few clues are available. For ex-
ample, parents’ personal skills have been found to be important mediating variables
for parent-child interaction and parents’ involvement in their children’s education
and development (Cleary 1988; McLoyd 1990; Parker, Greer, and Zuckerman 1988).
Furthermore, studies have found that maternal depression is associated with women’s
perceptions of parenting as more difficult and less satisfying (Crnic and Greenberg
1987; McLoyd and Wilson 1991), and that mothers with higher levels of depression
express more negative attitudes toward their children than those with lower levels
(Richman, Stevenson, and Graham 1982). Others have found that maternal depression
increases the risk for behavior problems in young children (Downey and Coyne 1990).
However, social supports have been found to moderate depression in single and
welfare-dependent mothers, to have a beneficial effect on parenting behavior, and to
be associated with more positive attitudes toward children (Colletta and Lee 1983;
Crnic and Greenberg 1987; Zur-Szpiro and Longfellow 1982). These studies suggest
that single mothers’ feelings about their social roles and their children, as well as their
ability to provide developmentally appropriate learning and physical conditions and
to access helpful social supports, are probable factors contributing to resiliency in
poor black children of single mothers who live in high-risk environments.

Garmezy (1985) has distinguished three categories of factors that protect against
stress: (1) dispositional attributes of the child, (2) family cohesion and warmth, and
(3) the availability and use of external support systems by parents and children. In
the context of dispositional attributes, children with adverse temperaments are more
likely than are other children to be the target of parental irritability, criticism, and
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hostility (Rutter 1987). Protective aspects of gender also have been found, indicating
that boys—in comparison to girls—are more vulnerable to out-of-home day care (Gam-
ble and Zigler 1986), and that they react to stressful family circumstances with greater
emotional and behavioral disturbances (Rutter 1987). As indicated earlier, a great deal
of evidence highlights the beneficial effects of family attachments and social support.
In addition, Caspi, Bolger, and Eckenrode (1987) found that chronic ecological con-
ditions (e.g., high-risk environments defined by mothers’ perceptions of the safety
and adequacy of their neighborhoods’ physical and social environment) potentiate
the effects of daily stressful events on maternal mood, whereas social supports (the
availability of family, friends, and neighbors) mitigate the enduring effects of such
events on mood. Furthermore, poor and single parents, compared with their affluent
counterparts, experience more chronic stresses. Because affluent parents can pur-
chase services to reduce parental strain and make their parenting roles easier to per-
form, it is probable that social support is more beneficial for the poor than the nonpoor
(Hashima and Amato 1994).

Guided by these notions, my recent work examines—both concurrently and over
time—the interplay among work, welfare, and social supports and their associations
with maternal and child outcomes in a sample of economically disadvantaged fami-
lies headed by single black mothers who were current and former welfare recipients
in New York City in the fall of 1995. Of particular interest is understanding the effects
of low-wage employment on maternal psychological functioning and parenting be-
havior, examining the effects of these on child well-being and development, and gain-
ing an understanding of the conditions under which employment is most beneficial
for poor and near-poor single black mothers and their children.

The discussion that follows briefly outlines some of the findings of this research,
along with early childhood programs and social work contributions.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Single mothers do not seek help for being single. Poverty, however, puts many at risk
for a variety of problems. The social programs that arguably will have the greatest
impact on low-income single parents are a direct result of the previously mentioned
Personal Responsibility and Work Opportunity Reconciliation Act of 1996. Its goal
and, to a lesser extent, that of previous welfare reforms is and has been to move
women—most of whom are single—and children off the welfare rolls. This law has
two prongs: (1) the TANF work requirements and (2) the stricter child support en-
forcement regulations. As indicated earlier, it aims to force mothers into the labor
force and fathers to assume financial responsibility for their children. Recent research
on low-wage employment by single black mothers is relevant to the TANF work re-
quirements and provides knowledge and insights for social work service provision
with single parents affected by this legislation.

As a result of the 1996 legislation, many more mothers in single-parent house-
holds are (or soon will be) working. What might be the effects of this change in social
conditions and family circumstances? Scholars have proposed two conflicting views
concerning the effects of maternal employment on children from low-income families.
One is that maternal employment, poverty, and single-parent status function as cu-
mulative burdens on families, thereby resulting in poorer developmental outcomes
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among low-income children of employed mothers. The other is that the financial and
psychological benefits associated with maternal employment are so considerable that
children whose mothers are employed demonstrate better social and academic out-
comes than low-income children whose mothers are not employed (Desai, Chase-
Lansdale, and Michael 1989; Vandell and Ramanan 1992). Policies mandating em-
ployment for welfare recipients with young children are based on the assumption that
maternal employment has positive effects in low-income families. Although plausi-
ble, this assumption is largely untested.

Recent research (Jackson 1998, in press-a, in press-b; Jackson and Huang 1998;
Jackson et al. 1998) assesses the roles of maternal psychological well-being and par-
enting in linking employment in the low-wage job market to developmental outcomes
for young black children. It focuses on a group of single mothers who are of special
interest for several reasons. First, few studies to date have focused specifically on
former welfare recipients now in the job market. Second, most of the maternal em-
ployment research is focused on middle-class, married, mostly white mothers. Em-
ployment may have different consequences for single black mothers and their chil-
dren than for their middle-class white counterparts, because the former are less
affluent and the earnings of black mothers make up a greater proportion of total family
income than those of white mothers. Single black mothers are more likely than others
to experience stressful events that put them at risk for psychological distress. As
indicated earlier, high levels of psychological distress may lead to inadequate or im-
paired parenting and adverse child outcomes. Third, because single employed moth-
ers represent a conjunction of work and parenting in one person, the impact of work-
related events on parenting and children’s development may be extreme. This is
important because a large number of young black children are being raised by a single
mother.

Findings from this research reveal that nonemployed mothers were significantly
higher in depressive symptoms and parenting stress and significantly lower in per-
ceived self-efficacy than their employed counterparts (Jackson 1998, in press-a, in
press-b; Jackson and Huang, in press; Jackson et al. 1998). In addition, this work
suggests that employment seems to matter for its moderating effects on the relation-
ship between the mothers’ psychological functioning and their decisions to use
harsher discipline techniques and for the mothers’ need of nonresident fathers’ sup-
port. Concerning the latter, infrequent contact between nonresident fathers and their
children had more negative psychological effects for nonemployed mothers (Jackson,
in press-b). Consistent with the findings of others—that is, that fathers’ involvement
with children can have beneficial effects (Baydar and Brooks-Gunn 1991; King
1994)—the latter findings were interpreted to mean that although young black chil-
dren seem to benefit from the presence of nonresident fathers, being employed may
be a protective factor for the mothers, particularly when social and economic support
from the fathers is uncertain.

The finding that employment in the low-wage job market seems to be associated
with better well-being outcomes than receipt of welfare—a not uncontroversial issue
(see, e.g., Edin and Lein 1997)—prompts conjecture about the differences among sin-
gle black mothers who are employed. Jackson and Huang (1998) examined the effects
of such mothers’ concerns about their child’s well-being and development on their
own psychological well-being. They found that beliefs that maternal employment can
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be detrimental to young children and lower pay contributed to enhanced maternal
psychological distress. Also, mothers were less comfortable with their main child care
arrangement when their child was a boy. Perhaps they were more concerned about
their sons because boys are more aggressive than girls and, as such, more difficult for
less capable child care providers to manage (see, also, Maccoby and Martin 1983).
Recall also that boys are more vulnerable to negative effects of out-of-home care (Gam-
ble and Zigler 1986). These findings suggest that wages that, respectively, allay moth-
ers’ concerns about their children’s employment-related care and “make work pay”
(Ellwood 1988) might improve both parental and child well-being in such families.

The response of professional social workers to the problems and predicaments
of poor single parents depends on how they define the problem for work and the
particular services specific agencies offer. Agencies have attempted to understand and
respond to the risks associated with single parenthood; indeed, fostering access to
economic and social supports that promote resiliency has been a persistent concern.
However, an overabundance of acute and chronic stressors in the lives of economi-
cally deprived minority families often makes participation in agency services par-
ticularly burdensome and of low priority (Jackson and Sedehi 1998). Nevertheless,
some structured programs have been developed to show parents how to provide
stimulation for their children and improve parent-child interactions (Smith and Carl-
son 1997). Moreover, important components of early interventions like Head Start
often include parental education and involvement, and social workers usually are
involved in these efforts.

In recent years, there has been a growing commitment to national dissemination
of early childhood programs, due to research findings that show lasting, positivegains
in behavioral and social functioning for children in high-quality programs (Smo-
kowski 1998). For example, an ongoing evaluation of the High/Scope Perry Preschool
Program—a prevention program for 3- and 4-year-old black children (and their moth-
ers) in which participants attended classes five times a week for seven months a year
for two years—revealed that by age 19, Perry participants had higher academic
achievement, better jobs, higher earnings, and less unemployment than those in a
control group. These findings have been held up as exemplary within the early inter-
vention field (Smokowski 1998). The Chicago Longitudinal Study of the Child Parent
Centers (CPC), a large early intervention program for low-income children and their
parents, has yielded similar results vis-à-vis how comprehensive services that include
parent participation and implement child-centered approaches to social and cognitive
development for children can be critical in maintaining initial intervention success
over time (Smokowski 1998). However, investigations of Head Start have yielded
mixed results. Some have found that cognitive and academic gains made by program
participants in preschool and kindergarten often decline in the elementary school
years (Zigler and Styfco 1993). Others have found that Head Start children do main-
tain substantive gains over children without preschool experience (Lee, Brooks-Gunn,
and Schnur 1990).

In summary, early childhood programs are an example of resilience-based prac-
tice. Such programs try to offset the risks associated with childhood poverty. Social
work contributions usually include interventions that enhance parent-child interac-
tion, family support, and access to needed resources. This work fosters a more positive
family environment and more family time invested in educational endeavors, protec-
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tive factors that benefit children vis-à-vis subsequent social and academic experiences
in school.

ASSESSMENT AND INTERVENTIONS

Practice scholars have argued that persuasion, credibility, giving, and motivation are
important variables in relationship formation and favorable intervention outcomes
with poor and minority populations. Beutler and Clarkin (1990) argue that persuasion
is best accomplished within the context of a collaborative, caring, and respectful re-
lationship and that such a relationship is not accidental. In their perspective, persua-
sion is a process that derives its power from feelings of respect, credibility, and em-
pathy. These feelings, in turn, emanate from specific interactions that are connotative
of what others call a “working alliance” (see, e.g., Ivanoff, Blythe, and Tripodi 1994).
Sue and Zane (1987) discuss two key processes that bring about a working alliance:
credibility and giving. In their formulation, credibility refers to the client’s perception
of the practitioner as an effective and trustworthy helper. Giving is the client’s per-
ception that something will be received from the encounter. The perception that a
“gift” of some sort has been received from the social work encounter is related to
notions of “expectancy.” Gold (1990) defines expectancy as “the probability held by
an individual that a particular reinforcement will occur as a function of a specific
behavior on his/her part in a specific situation” (51). Expectancy is further defined as
the pivotal variable that transforms a person’s motivational disposition into an action
tendency, such as participation in an agency’s services.

In their discussion of the critical role of the practitioner’s credibility in favorable
intervention outcomes, Sue and Zane (1987) emphasize the importance of two factors:
ascribed and achieved status. Ascribed status is defined as the position or role that
the practitioner is assigned by others. For example, one can be perceived as credible
based on his/her credentials, gender, age, or race. Achieved status, or credibility, refers
more directly to the practitioner’s skills. Through the social worker’s conduct and
demeanor, for instance, clients come to have faith, trust, confidence, or hope. In efforts
to engage poor, single parents these behaviors might involve explanations of the pur-
pose of the professional contact—and the probable outcomes of active participation
in the helping process—in language that conveys an understanding of the client’s
situation. In short, credibility is best established in terms of three areas: (1) concep-
tualization of the problem for work; (2) means for problem resolution; and (3) goals
(Sue and Zane 1987).

Correspondingly, Germain and Gitterman (1996) discuss the importance of un-
derstanding transactions with the environment that can create problems in living. In
their formulation, such problems occur in three interrelated areas: life transitions
(developmental changes, status and role changes, and crisis events), environmental
pressures, and maladaptive interpersonal processes. For example, the 1996 welfare
law can represent not only a life transition (e.g., changes in statuses and roles), but
also an environmental pressure (e.g., few available opportunity structures in the job
market; constriction of choices and little sense of personal control over events such
as preferring to stay home rather than to be employed; inadequate child care re-
sources; and few helpful social supports that make the transition to employment less
stressful). In addition, maladaptive interpersonal processes can come in many shapes
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and sizes, including conflicts between mothers and nonresident fathers (concerning
children’s needs, behaviors, and their respective parenting responsibilities), high lev-
els of maternal psychological distress (a risk factor for poor and single mothers), in-
ordinate parenting stress (which can lead to harsh or inadequate parenting practices),
and children with difficult temperament (which can lead to behavior problems, pa-
rental irritability, and harsh discipline techniques). Not mentioned in this array of life
conditions, circumstances, and events are crisis situations and developmental issues
that require special skills—both general (e.g., crisis intervention) and specific (de-
pending on the particular crisis or stage of development)—which are beyond the
scope of this chapter.

In sum, the earlier discussions—of risk and resilience in poor and single-parent
populations and the research literature vis-à-vis these risks and the circumstances
under which resilience is most likely—can inform assessment and intervention efforts
with clients and prospective clients of social work agencies who are at greatest risk
for problems in living and perhaps least likely to seek out professional services for
several reasons. First, a profusion of acute and chronic stresses makes participation
in agency-based services difficult (even onerous) and of low priority (McLoyd 1990).
Second, prior experiences with various mainstream professionals and the organiza-
tions they inhabit may not have been particularly pleasant (see, e.g., Jackson and
Sedehi 1998). Third, many are suspicious of the motives of social workers whose
ascribed status is derived, at least in part, from a presumed connection with public
assistance, child support, and child welfare agencies; ergo, with agents of social con-
trol who can—and often do—take something important away from those occupying
society’s least advantaged statuses and roles. Thus, practitioners must achieve cred-
ibility based on planned and disciplined behavior rooted in an understanding of how
participation in agency-based services might solve some problem that is important to
the prospective client.

Intervention plans must start with a credible assessment. Assessment involves
gathering factual data about relevant people and situations. If the client seeks the
services of a particular agency, then the social worker should begin by asking the
client why she/he has come. Usually, in these circumstances, the client is more than
happy to inform the worker of his/her problems in living. However, this is not how
most poor and minority single parents begin their contacts with social workers. More
likely than not, for these individuals and families, services either are proffered or
imposed. Such clients, or prospective clients, must be actively engaged. As indicated
earlier, they must be persuaded to participate in the proposed (more accurately, the
prospective) intervention through highly focused explanations of the purposes of the
agency encounter that do not violate their dignity.

Still and all, regardless of how the client and agency come together, facts must
be assembled in an effort to understand what the problem is (i.e., problem concep-
tualization), what the person would like to do about it (the client’s perception of what
needs to be done), how the worker and client will proceed (means for problem reso-
lution), and what the expected outcomes will be (goals). Taken together, these data
constitute an assessment. Guidelines vis-à-vis a credible person:environment assess-
ment with respect to poor and near-poor single-parent families begin with knowledge
of the likely risks attending this status together with some understanding of what the
research evidence shows about factors associated with resilience; that is, a re-
search:practice nexus.
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Thus, data gathering from single parents for assessment purposes should be
guided by the links explicated previously. For example, being a single parent is as-
sociated with financial strain, less optimal parenting, and a considerable risk for de-
pressive symptoms. Recall that psychological well-being is presumed to be a protec-
tive factor, as are a network of helpful social supports. Depressive symptoms, in turn,
are associated with being nonemployed, having few social supports, having children
with increased behavior problems, and having increased parenting stress. The quality
of parenting is associated with children’s development. (Recall that more money—
which seems to be associated with better parenting—is associated with more stimu-
lating toys, games, and books, and more time to use them with children.) Information
regarding these links needs to be systematically explored as part of the assessment
process.

Plausible and competent interventions are guided by the data (assessment), the
clients’ preferences vis-à-vis problem resolution and goals, and the worker’s skill and
creativity. Much is variable in the foregoing statement. However, all else being equal,
issues for work with poor single mothers can include efficacious negotiation of the
physical environments of high-risk neighborhoods, gaining access to resources and
supports that might enhance their psychological well-being (and, thereby, their par-
enting adequacy), increasing their educational aspirations (and, thereby, their human
capital and employability), supporting and encouraging the provision of develop-
mentally appropriate learning and physical conditions for their children in the home,
encouraging nonresident fathers to maintain contact with their children, and helping
mothers to better manage their own relationships—with nonresident fathers, family
members, other romantic partners, and children.

Issues relevant to the larger environment might include working with other sys-
tems on the single parent’s behalf, such as the welfare agency, schools, and/or child
care agencies in which children may need special services or resources, or modeling
how to approach such systems for the single parent who needs it and giving appro-
priate feedback.

The research reviewed in this chapter suggests that young black children seem
to benefit from the presence of nonresident fathers. This is important information.
The research suggests also that maternal employment—even low-wage employment—
may be more beneficial for single mothers and their children than welfare receipt, but
that child care resources of quality are an important consideration for mothers who
are unable to afford the arrangement of their choice (see, also, Jackson 1997). This too
is important information. Assessments and interventions can and should be guided
by such knowledge. Studies suggest, as well, that single mothers are capable of raising
well-adjusted children, especially when economic resources are sufficient. Helping
mothers to assemble financial packages—involving economic resources from a variety
of sources, including nonresident fathers, employment, subsidized child care, public
housing, food stamps, relatives—that support them is certainly a logical intervention
plan. But first, factual data must be obtained from the mothers regarding financial,
material, and social supports. They will need to know why this information is im-
portant. Capable social work practitioners are able to provide a rationale for their
questions such that clients can easily discern the relationship of the questions to the
goals of their work together and, thereby, provide meaningful answers.

Finally, the evidence shows that economic hardship is linked to negative out-
comes both for single mothers and their children. Thus, job availability and an in-
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crease in the minimum wage are important policy considerations. Direct practitioners
can advocate for such policies. Moreover, if employment is to replace welfare for poor
single mothers and if we care about the ability of employed mothers—particularly
those in low-wage jobs—to parent their young children optimally, achieving an under-
standing of the conditions that produce parenting problems could assist in the design
of effective prevention programs. I hope this chapter is one step in that direction.

ILLUSTRATION AND DISCUSSION

Dekota Yeates is a 27-year-old single black mother of two young children, a
4-year-old son (Steven) and a 7-year-old daughter (Jordan). Ms. Yeates lives
in a small apartment in Brooklyn and works in a clerical capacity for a lab
in lower Manhattan. She came to the attention of our research project as one
of 150 randomly selected former welfare recipients with a 3- or 4-year-old
child. The sample was drawn and recruited—from a sampling frame pro-
vided by the New York City Human Resources Administration (HRA)—using
a multiple-step procedure involving 150 nonemployed welfare recipients
and 150 employed former welfare recipients in zip codes representing Cen-
tral Harlem in Manhattan, Bedford-Stuyvesant in Brooklyn, and Jamaica in
Queens, areas with substantial numbers of low-income black families (Jack-
son 1998; Jackson and Ivanoff 1999). This case illustrates issues of engage-
ment, assessment, and intervention, using knowledge of risk and resilience,
the research evidence vis-à-vis poor and near-poor single black mothers, and
practice principles that flow from these knowledge bases.

Initial telephone contacts with Ms. Yeates were for the purpose of per-
suading her to become a participant in the ongoing study mentioned in pre-
vious sections; that is, by setting up an appointment to interview her in her
home. Had this not been a research study, these contacts would be called
outreach, inasmuch as Ms. Yeates had not sought participation in the study.
Much like involuntary clients, she was very reluctant to agree to an interview,
stating that she didn’t “have time.” Indeed, the first telephone contacts were
very brief, because she usually was “too busy to be bothered,” suggesting that
we “call back some other time.” Using the persistence discussed earlier, I
called back several times to explain the purposes of the research and the
importance of her participation. (This might easily have been a situation in
which an agency worker was attempting to engage a prospective client.)

Although Ms. Yeates did eventually agree to be interviewed, she called
the day before to cancel (a strength, inasmuch as many overburdened indi-
viduals who have not sought “the service” simply do not keep the appoint-
ment). In the course of persuading her to make and keep a second appoint-
ment (via a number of telephone calls), I learned that she might lose her
apartment, because—although she had Section 8 (a rent subsidy)—her rent
was being withheld until her landlord facilitated needed repairs about which
they were in dispute. She indicated that negotiating with her landlord (and
Section 8 representatives) concerning this matter was interfering with her
job, which she did not want to lose; nor did she want to end up homeless.
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Encouraging her to discuss these environmental pressures and listening em-
pathically (without offering any solutions, prematurely) must have demon-
strated some degree of credibility, because Ms. Yeates did agree to another
appointment that she subsequently kept. In any event, I had certainly dem-
onstrated persistence by not giving up—despite her angry and dismissive
attitude—which she acknowledged with (parsimonious) respect.

During the face-to-face interview, it soon became apparent that Ms. Yeates
was depressed, angry, and isolated. She also was overwhelmed by her desire
to be a good parent to her children, whom she dearly loved, but whose needs,
she felt, were beyond her current capacities. She described being distracted
at work and estranged both from members of her extended family and the
nonresident father of her children. She did not trust the people in her im-
mediate neighborhood and kept her children in the apartment when she her-
self could not schedule outings with them. In due time, she stated: “Nobody
cares what happens to me and my kids.” Then, tearfully, she said that she
was concerned that her patience was diminished and lately her discipline
practices had been—although short of abusive—unduly harsh. Actually, the
research interview is structured and there are a number of questions assess-
ing psychological well-being and parenting behaviors, including discipline
practices. Often, a well-constructed interview helps individuals to gain cog-
nitive clarity vis-à-vis some of their experiences. When this happens, they
perceive it as a direct benefit; that is, a “gift” (see, e.g., Sue and Zane 1987).
Moreover, in some instances, normalization (i.e., “. . . a process by which
individuals come to realize that their thoughts, feelings, or experiences are
common and that many people encounter similar experiences . . .” [Sue &
Zane 1987:42]) is a gift. Thus, I responded with the following: “It is no won-
der you feel as you do; you’re handling too many things alone. Anyone would
be overwhelmed.”

I suggested that she needed to be referred to an agency that might help
her to get a handle on the issues she had raised. She disagreed, asking, “How
can they help me?” Then, somewhat sarcastically: “They’re going to give me
money? a better apartment? a better job?” Thus, my plan (an “intervention”)
was to motivate Ms. Yeates to become a voluntary client of a social agency
with a range of services, including mental health services to evaluate her
depression and after-school services for her children that would ease some
of her worry about them while providing stimulating activities.

Recall that credibility is best established through three activities: con-
ceptualization of the problem for work, means for problem resolution, and
goals (Sue and Zane 1987). The problem for work was motivating Ms. Yeates
to accept a referral to an appropriate agency to ease her depression and to
provide needed emotional and instrumental support. The means for problem
resolution was cognitive; that is, appealing to her reasoning. The goals were
to get her to actually go to the agency, and, ultimately, to enhance her psy-
chological well-being. To persuade Ms. Yeates to use the referral I wanted to
make, I would need to achieve credibility and she would need to become
motivated enough to follow through (see, e.g., Gold 1990; Sue and Zane
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1987). So, in response to her concerns regarding what, if anything, an agency
could do for her, the following exchange occurred.

Ms. Yeates: What can a social worker in an agency do for me? They don’t
know me and they don’t care. They’d just be doing their job. I
need money and a better place to live. My kids need someone
who cares about them. It’d be a waste of my time, especially
since they’d just want to get into my business.

The author: Let me suggest some ways the right agency might help, and I
promise that I’ll find the right place for you. Now, in my ex-
perience, the problems you’re experiencing are not good for
you or your children. I’m most concerned about the depression
you mention. Then, I’m concerned about your impatience
lately with your children. It sounds like you’re handling the
housing problem very well and it sounds like you’re managing
to do your job (at work) so far. My experience tells me that your
job is very important, inasmuch as without it you’d have less
money. However, you can’t keep your job while worrying about
your housing problems and your children’s well-being. Also,
you don’t seem to have anyone (like family or your children’s
father) who is helping you. I’m worried about this too, because
everybody needs supportive people in their lives in times of
unusual difficulty.

So, what might an agency do? Give you someone to talk to
about these things, for one thing; evaluate your depression, for
another. Depression can be treated. An agency might also give
you some respite from your children. Wouldn’t it be nice for
them to be engaged in stimulating activities—that don’t involve
you—several days a week? Wouldn’t that take some of the pres-
sure off of you?

How about the problems you’re having with your landlord
and Section 8? Wouldn’t it be nice to get some consultation on
these issues?

Ms. Yeates: Yeah, but they [agency social workers] don’t know me, so why
would they care? They’d just treat me (and my kids) like every-
body else . . . it’s their job to be nice and to pretend they care.

The author: Yes, it is their job to be professional. It will be up to you to help
them to individualize you. You can tell them about yourself.
Actually, you’ve done some pretty impressive things. Your
children are smart and well behaved; clearly, you’re a good
parent. You’ve taken on your landlord, gotten Section 8, and
maintained your job. These are very difficult things to do, es-
pecially when money is tight. Why wouldn’t they be im-
pressed? I am.

Ms. Yeates: But I don’t like people in my business—not even my family.
It’s rarely helpful and they can be awfully critical.

The author: I think you don’t want some people in your business; but
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you’ve been quite open with me. This tells me that you’re ca-
pable of making good decisions about who might be helpful.
Let me find an agency for you—that’s my job. Your job is to
help the right people to help you. By this, I mean that you will
need to help the agency to individualize you and your children.

Ms. Yeates: (Thoughtfully) I work and agencies aren’t open at night and on
the weekends.

The author: Some agencies do have evening and weekend hours. I know
you’re tired when you get off work, but what you’re doing now
isn’t good for you or your children—as you yourself have said.

Ms. Yeates: Okay, but I’m not promising anything.
The author: I understand and will be in touch.

I did find a community-based multiservice agency. Ms. Yeates did agree
to call for an appointment (inasmuch as I believe that people are more com-
mitted when they make the call, rather than having the agency call them)
and was given the name of the social worker (who expected her call and
would work with her). Several appointments were arranged and missed be-
fore Ms. Yeates kept one. The agency worker—with my encouragement—
called Ms. Yeates after each missed appointment. (Recall that Ms. Yeates
responded positively—albeit grudgingly so—to my persistence in early con-
tacts.) Hopefully, through their work together, Ms. Yeates will be able to keep
her job, keep her apartment or find a better one, get the needed after-school
activities for her children, and have reduced depressive symptoms. Recall
that maternal psychological well-being and helpful social supports are pro-
tective factors that may mediate between economic hardship and child de-
velopmental consequences (Garmezy and Rutter 1983; McLoyd 1990; Rutter
1987).

Not all interventions are long term. Some are brief, as was my interven-
tion in this case. With poor and minority clients, brief therapies can work
very well. Ms. Yeates did indeed become a voluntary client of an agency that
will be available to her over time. Who knows, she might eventually increase
her human capital by returning to school, thereby increasing her job pros-
pects. This, in turn, might result in better housing, a better neighborhood,
and better schools for her children. Based on the research evidence reviewed
in this chapter, Ms. Yeates’s educational aspirations as well as her relation-
ships with extended family and her children’s relations with their father are
issues worthy of exploration in time. However, beginning work in this case
needed to focus on the issues the client considered most pressing; namely,
her depressive symptoms, the needs of her children for cognitively stimu-
lating social activities, and her desire to maintain both her job and a safe
home environment (see Germain and Gitterman 1996, for a discussion of
practice decision making).

CONCLUSION

There is considerable documentation of the problems of poor single parents and their
children. Most of this research focuses on differences between these families and
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middle-class (mostly white) families. Much less attention has been paid to individual
differences among poor (mostly black) single-parent families. Examinations of within-
group differences are important if we are to better understand how and why some
cope well with their social roles, including employment and parenting, in high-risk
environments. Indeed, there is little empirical evidence on how single parents in low-
wage jobs, who often are exposed to bleak working conditions, cope with the demands
of parenting. We know that poverty has ramifications for parenting, the quality of the
home environment, family structure, and access to resources. We know, as well, that
poverty does not invariably lead to poor outcomes for young children. Hence, it is
important to understand the processes that mediate the impact of economic hardship
on children in high-risk environments, too many of whom are being parented by a
single black mother. Social workers are in a unique position to better understand how
those who cope well in dire economic circumstances are able to do so and to help
these who cope less well to gain access to the resources they need to cope more
efficaciously. We also must advocate for policies, programs, and services that are re-
sponsive to the needs of society’s least advantaged, too many of whom are children.
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27
Suicide and Suicidal Behavior
André Ivanoff
Prudence Fisher

Suicide is the intentional taking of one’s own life. What pain is so intense,
what circumstance so desperate, that it leads an individual to consider suicide? Sui-
cide has provoked political, religious, and social debate since the time of the Greek
philosophers. Understanding its cause and general prevention remain a source of
study, speculation, and sleepless nights among those who make it their work and
among those who live with its consequences. Few practitioners specialize in working
with suicidal clients; however, many practitioners are called on to respond to a sui-
cidal crisis in their work. The need to respond to this crisis immediately and accu-
rately is a professional responsibility. The absence of appropriate and timely inter-
vention may result in loss of life. Unfortunately, little training is provided within
general social work curricula in the assessment and treatment of suicidal behavior.
Available training is generally attended by those who work only in the highest risk
settings, so that a majority of practitioners face the problem without benefit of training.

Crisis intervention theory and method provide a framework for dealing with sui-
cidal crises (Dattilio and Freeman 1994; Roberts 1990). The ability to efficiently con-
duct a functional assessment, that is, an assessment focused on the actions within
and the interactions between a client’s individual, interpersonal, and environmental
domains, is essential. Within assessment, a behavior analytic strategy provides a sys-
tematic blueprint of problem behavior. Knowledge of client strengths as well as vul-
nerabilities is also necessary in developing clinical management intervention strate-
gies. Not all suicidal behavior, however, is crisis in nature. Some clients think, talk,
or act in suicidal ways as an ongoing means of coping with life distress. Vulnerabilities
to suicide and suicidal behavior may originate within the individual, or within in-
terpersonal or environmental domains. The clinical manifestation of these vulnera-
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bilities, however, directly indicates that they affect other domains as well. This dy-
namic perspective, incorporating biological, social, and environmental factors, has
the highest potential of providing a comprehensive view of the problem and support
the design of prevention and intervention strategies at the personal, program, and
policy levels.

DEFINING AND EXPLAINING SUICIDE AND SUICIDAL BEHAVIOR

Suicide is a relatively rare event that is generally preceded by observable forms of
nonfatal suicidal behavior. There are many more individuals who think and talk about
harming themselves or wishes to be dead than there are those who actually go on to
kill themselves. Attempted suicide and other nonfatal suicidal behaviors have been
traditionally viewed as problems primarily because they carry with them an increased
risk of suicide. More recently, however, nonfatal suicidal behaviors, including sui-
cidal ideation and attempted suicide, have received attention as problems in their
own right. This change in approach is based on evidence that suicidal behavior does
not lie along a continuum from least to most serious, but that individuals who engage
in different suicidal behaviors may also possess other individual differences impor-
tant in assessment and intervention (Linehan 1986).

The most frequently described nonfatal suicidal behaviors include suicidal ide-
ation (thinking about suicide), suicidal verbalization (talking about suicide), and sui-
cide threats or informing others of plans or intent to engage in an act of self-harm.
The term suicide gesture refers colloquially to an act of self-harm in which the inten-
tion to die is judged as low. The lethality, or medical seriousness, of a suicide gesture
is generally, but not always, also low. Attempted suicide is regarded as a failed effort
to die. Based on our inability to reliably assess the intention of these acts after the
fact, the term parasuicide has been suggested as a replacement for all categories of
self-harm. Parasuicide is a deliberate, nonfatal act of self-harm; it describes a suicide-
like activity without inferring the actor’s intent (Kreitman 1977). Although originally
intended to describe acts where suicidal intent was presumed, parasuicide has been
expanded to include any act of self-harm, and like in the literature (Hirsch, Walsh,
and Draper 1982), we will use self-harm, parasuicide, and attempted suicide inter-
changeably.

The major obstacle to the accurate collection of suicide statistics and research
findings and to the development of theory about the nature and causes of suicide is
that there is no agreed-upon definition of actual suicide. Although an examination of
the many classification systems of suicidal behavior underscores the complexity of
defining suicide, it serves little utility in direct practice settings. In practice, there is
one primary definitional questions: What is suicidal behavior?

The common definition of suicide is a simple one: “a human act of self-inflicted,
self-intentional cessation” (Shneidman 1976:53). The focus is on the intent of the actor
and on the goal of the action. If this definition is broken down further, six factors are
generally involved in defining suicide: the initiation of an act that leads to the death
of the initiator; the willing of an act that leads to the death of the willer; the willing
of self-destruction; the loss of will; the motivation to be dead or die; and the knowl-
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edge by an actor that his or her own action is likely to produce death (Douglas 1967).
These dimensions are important in determining whether a death is a suicide. Those
responsible for making these determinations are concerned both with “false positives”
(i.e., that which should not be classified as suicide; e.g., accidental overdoses or sexual
asphyxiations ruled as suicides) and “false negatives” (i.e., a case in which evidence
of suicide is concealed and the death is ruled as accidental; e.g., a single occupant
motor vehicle accident). There has been much debate over the accuracy with which
medical examiners and coroners assign the verdict of suicide to death—in most in-
stances, systematic underreporting or biased reporting is suspected—and the validity
of these assignments and of official mortality statistics has been the subject of nu-
merous investigations (Gould and Shaffer, in press; Jobes, Berman, and Josselson
1987; Monk 1987; O’Carroll 1989). In the end, official mortality data appear to be a
fairly valid indicator of suicide (Gould and Shaffer, in press; Monk 1987; Moscicki
1995).

Intent is an important concept in the assessment of suicide risk. Intent is how
serious an individual is about ending his or her life (Beck, Schuyler, and Herman
1974). Acts judged to be of low intent are frequently labeled as “less serious” or
“manipulative.” However, despite our best clinical efforts, there is little evidence
suggesting that distinctions among levels of intent can be accurately or reliably made.
Whether an individual truly wanted to die is simply too difficult to know after the
fact; this is even true in nonfatal suicidal acts, when the individual may not be able
to accurately report his or her intent.

Parasuicide may be used on the part of some severely distressed individuals to
escape, cope with, or solve problems rather than to cause death. The ability to differ-
entially assess intention plays an important role in choosing appropriate interventions
and management strategies. Efforts to classify nonfatal suicidal behavior have been
even less successful than those concerned with suicide. There is currently no widely
accepted classification system in use.

Theories of suicide extend far back into recorded history. Early philosophical
explanations and debates focused on individual rights, the rights of the community
or state, and the morality of taking a life or the notion of “higher right.” Research into
the causes of suicide is a more recent activity, formally beginning with Durkheim’s
Le Suicide in 1897. Designed to illustrate the development of the sociological method,
rather than to directly study suicide, Durkheim’s classification efforts resulted in three
categories of suicide: (1) egoistic suicide, resulting from lack of or poor social inte-
gration into family, religious, or state communities; (2) altruistic suicide, resulting
from excessive integration and identification, often identified with the “honorable”
suicides of some Eastern cultures; and (3) anemic suicide, resulting from a loss of
integration through trauma or catastrophe accompanied by alienation, social isola-
tion, and loneliness (Durkheim 1897/1952).

Since Durkheim’s work there have been many classification systems describing
the motives and intent of suicide. Common to the definitions used in most classifi-
cation systems are the dimensions noted earlier: initiation, intent or motivation, and
knowledge of the desired consequence (Douglas 1967). The theories used to inform
current social work practice with suicidal individuals are based on sociological, psy-
chodynamic, biological, cognitive, and learning perspectives.

Sociological theories view suicide as a function of individual role and status
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within social systems; that is, suicide is an understandable behavior given a person’s
situation or position in society (Braucht 1979; Douglas 1967; Durkheim 1897/1952;
Gibbs and Martin 1964; Henry and Short 1954; Zilboorg 1936). Originally, two char-
acteristics of society, social regulation and social integration, were thought to deter-
mine social conditions and therefore the suicide rate. Social meaning, social restraint,
norms, political knowledge, and the stability and durability of social relationships
are now also regarded as important concepts and have contributed to the reformula-
tion of these theories. Sociological theories are useful for predicting changes in suicide
rates for total populations or subgroups; however, they are of limited utility for the
practitioner interactionist perspective, suggesting that suicide is the result of the in-
teraction between types of individuals and the environment, rather than the result of
the individual or the environment alone (Braucht 1979).

Psychodynamic theories view suicide as largely the product of internal, often
unconscious, motives. Classic analytic theory defines suicide as an unconscious hos-
tile impulse that is turned inward toward an introjected and ambivalently viewed
love object. According to this theory, if this impulse is acted out against oneself, it
will not be acted out against others. Menninger (1938) described three parts of this
hostility: the wish to kill, the wish to be killed, and the wish to die. As Freud’s
thoughts about suicide evolved, factors in addition to aggression, such as maladaptive
anxiety, guilt, dependency, and rage, were also acknowledged as potentially resulting
in suicide-prone coping mechanisms. Rebirth, reunion with one’s mother, identifi-
cation with a lost object, and revenge are also suggested as motives. Feelings of aban-
donment and helplessness, as well as hopelessness, are also components of the psy-
chodynamic formulation of suicide (Furst and Ostow 1979).

Biological theories suggest that either genetic predispositions or biochemical im-
balances precipitate drives toward suicide. Despite results that are not uniform, family
relations appear to greatly influence the possibility of suicide. Although there is evi-
dence of higher rates of suicide among male children of suicide victims (Stengel
1964), Wandrei (1985) found no evidence of higher rates among families of female
suicides. A study of twin pairs in which one twin committed suicide did not find
suicide in the other twin up to forty-nine years later (Kallman et al. 1949). In youth
suicide, a familial history of suicidal behavior has often been found to be a risk factor
for suicide, as is parental psychopathology (Brent et al. 1994; Gould et al. 1996).
However, whether this suggests genetic vulnerability, environmental stress,modeling,
or some combination of all three, is not yet determined. Therefore, despite evidence
linking genetic factors to major affective and psychotic disorders, no clear relationship
to suicide has been found (Motto 1986).

One of the most frequently replicated studies of biological indicators found low
concentrations of a serotonin metabolite (5-HIAA) in the cerebrospinal fluid of suicide
attempters and completers (Asberg, Thoren, and Traskman 1976; Greenhill et al. 1995;
Mann and Stoff 1997). Serotonin regulates mood and reactivity; persons with low
levels of this neurotransmitter can be more emotionally volatile and impulsive, per-
haps increasing vulnerability to suicide. Based on small postmortem positron emis-
sion topography (PET) studies of suicide victims and biological challenges of suicide
attempters, Arrango, Underwood, and Mann (1997) noted that the serotonin abnor-
mality is most likely localized in the ventrolateral prefrontal cortex and brainstem,
the parts of the brain that regulate behavioral inhibition. Thus, an abnormality in this
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area may make it hard for a person with suicidal impulses to control his or her urges.
However, this evidence is of little utility because the number of participants in these
studies was low, and because we do not yet have information about normative levels
of 5-HIAA in nonsuicidal populations (Motto 1986; Shaffer et al. 1988). Currently,
there is no biochemical indicator of suicidality useful in clinical work (Motto 1986).

Cognitive theories regard suicide and suicidal behavior as attempts to commu-
nicate or solve problems that cause intense interpersonal or environmental distress.
The often-heard phrase “the cry for help” is used to convey the message contained in
suicidal behavior (Farberow and Shneidman 1961). Beck (1963) posited that suicidal
behavior is caused by an individual’s belief that current problems are insoluble. Hope-
lessness is strongly associated with suicidal behavior (Beck, Resnik, and Lettieri 1974;
Beck, Kovacs, and Weissman 1975a) and disordered patterns of thinking. Suicidal
behavior has been conceptualized as a form of problem solving by several theorists
(e.g., Applebaum 1963; Levenson and Neuringer 1971) and as an effort to get rid, of
rather than cope with, problems through “manipulation” or death (Beck, Kovacs, and
Weissman 1975a; Olin 1976; Stengel 1964). Others have suggested that suicide at-
tempts may be usefully regarded in some individuals as an attempt to cope with
extremely difficult life situations (Linehan 1986, 1993a; Maris et al. 1992).

Learning theories define suicidal behavior as a function of: (1) past responses in
similar situations and (2) motivating, reinforcing, and environmental conditions. Sui-
cidal behavior is acquired through social learning methods and becomes part of the
individual’s repertoire of coping responses if it is supported and receives positive or
desirable consequences from the environment. The probability of suicidal behavior
is based on expectations of the act by the individual and others, on the opportunity
to engage in the act, and on the presence or absence of preventive efforts by others
(Diekstra 1973).

A psychiatric disease model posits that suicide occurs within the context of a
psychiatric disease and that an underlying condition, such as a mood disorder, sub-
stance abuse or dependence, aggressive traits, or other disorder must be present for
suicide to occur. Support for this model comes from several large “psychological
autopsy” studies (Brent et al. 1993; Martunnen et al. 1991; Rich, Young, and Fowler
1986; Robins et al. 1959; Shaffer et al. 1996) in which 90 percent or more of the victims
were found to have suffered from a psychiatric disorder at the time of death. While
the psychiatric community widely supports this model, it is of limited value for the
social work practitioner. First, the data upon which it is based are drawn from victims
who have died from suicide—persons who make suicide attempts, feel suicidal, or
harm themselves are a different population than those who die by suicide (most will
not go on to kill themselves), and this population is more likely to be seen by social
workers. Second, the model, to a large extent, ignores the multiplicity of social and
environmental variables that can also influence suicidal death and behavior.

Linehan (1993a) proposed a biosocial model of suicidal behavior, integrating ele-
ments of the preceding models. This model regards the emotional picture of the sui-
cidal individual as one of chronic, aversive emotional dysregulation. From a biosocial
perspective, suicidal behaviors are viewed as problem-solving behaviors that operate
to reduce negative emotional arousal and distress directly (e.g., by ending all life, and
presumable pain, via sleep or distraction from emotional stimuli) or indirectly (e.g.,
by eliciting help from the environment) or are inevitable outcomes of unregulated and
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uncontrollable negative emotions. Although suicidal behaviors are not logically in-
evitable outcomes, paradigms of escape conditioning suggest the strong urges to es-
cape or actual escape behaviors can be so well learned that they are automatic for
some individuals when faced with uncontrollable and extreme physical or emotional
pain. Suicide, of course, is the ultimate escape from problems in this life.

DEMOGRAPHIC PATTERNS

The demographic risk factors increasing the likelihood of suicide and nonfatal sui-
cidal behavior are sex, age, and race or ethnicity. Men commit suicide at rates nearly
five times higher than women. In young adults, the ratio of male suicides to females
is even higher; young men are six times more likely to commit suicide than their
female counterparts (National Center for Health Statistics 1998). Suicide is extremely
rare before puberty—only seven children under age 10 died by suicide in 1995 (Gould
and Shaffer, in press). Overall, the suicide rates for both sexes are highest among those
aged 65 and older. The suicide rates are almost twice as high among whites (12.7/
100,000) as among nonwhites (6.7/100,000; National Center for Health Statistics
1998). Among whites, the rates generally increase with age; males aged 80 to 84 have
the highest reported rates (20.2/100,000). Among blacks and other racial minorities,
however, the rates remain relatively constant in later life, peaking at 25 to 34 years
(National Center for Health Statistics 1998). Among youth aged 15 to 24, suicide is
third only to accidents and homicide as a cause of death (National Center for Health
Statistics 1998) and accounts for about twice as many deaths as all natural causes
combined (Shaffer and Craft 1999). In young white youth, it is the second leading
cause of death. In contrast to patterns found in other age groups, the rate of suicide
among males aged 15 to 19 has increased markedly from 1964 to 1994, with no sig-
nificant change in the rate for young females. The suicide rate of 20- to 24-year-olds
showed a twofold increase from 1964 to 1980, at which time they leveled off. The
increase in the rate among teenagers was due to a notable increase in the suicide rate
for 15- to 19-year-old African American males—the white rate remained relatively
constant during that time. Several explanations are suggested to account for this in-
crease in suicide by young males during these three decades, including the increased
prevalence of substance abuse (Shaffer et al. 1996) and increased availability of fire-
arms (Boyd and Moscicki 1986; Brent et al. 1991) for the population, as well as the
increased media exposure and contagion described earlier.

The markedly higher suicide rates among elderly white men than among elderly
black men have been examined from perspectives trying to explain each. Theories
offer a variety of social, demographic, and individual factors as being responsible for
these differences, such as the status and respect accorded to the black elderly, the
earlier exit of vulnerable black men from mainstream society because of homicide or
incarceration, and the higher rates of alcoholism and depression among white men.

Lower suicide rates found among Mexican Americans are hypothesized to be a
function of differences from Anglo culture, including the supportive characteristics
of family interaction (Hoppe and Martin 1986). Rates are not available for Hispanics
as a whole since it is only since 1997 that this additional classification has been
included on death certificates in all states (previously, Hispanics could be included
in both white and nonwhite categories).
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The suicide rates among Native Americans vary widely; they range from being
similar to overall U.S. rates to being thirty times higher among some tribes (Hoppe
and Martin 1986). Wallace et al. (1996) reported that the adolescent and young adult
suicide rate for those residing in Indian Health Service Areas was the highest of any
group in the United States (62/100,000).

Attempted suicide is not recorded in any systematic fashion in the United States.
Approximately 11 percent of admissions to some inpatient psychiatric units are re-
ported precipitated by suicide attempts (Wexler, Weissman, and Kasl 1978). Based on
population statistics, this suggests a rate of 103 attempted suicides for every 100,000
people. The ratio of female to male attempters reported in the literature ranges from
1:1 to 5:1, although a ratio of 3:1 is most commonly cited. Among adolescents, the
ratio of female to male is highly dependent on the sample: studies of community
populations show a lower female to male ratio than those samples gathered from
emergency rooms (Shaffer and Pfeffer, in review). Attempted suicide or parasuicide
rates decline with age. Black women attempt suicide less than their white counter-
parts (Baker 1984). The higher supports available within the black community for
individuals alienated from the dominant society may be responsible for some of this
difference (Christian 1977; Davis 1979; Poussaint 1975). Among teenagers, African
American high school students report as many suicide attempts as whites, and His-
panic adolescents have the highest suicide attempt rate (Centers for Disease Control
1998).

SOCIETAL CONTEXT

Suicide was the ninth leading cause of death in the United States in 1996, resulting
in 30,903 deaths; 11.6 per 100,000 (National Center for Health Statistics 1998). The
overall rates have remained relatively stable over the past one hundred years with
slight fluctuations. Reported rates are highest in the western states (Nevada, 20.9/
100,000; Montana, 19.8/100,000; Alaska, 19.8/100,000; New Mexico, 18.6/100,000)
and lowest in the East (New York and New Jersey, 7.3/100,000; Washington, D.C., 6.4/
100,000) (National Center for Health Statistics 1998).

Historically, suicide and suicidal behavior were judged primarily within religious
contexts. More recently, social science and mental health research have altered social
attitudes, as well as the legal and religious responses to both fatal and nonfatal suicidal
behavior. As evidence mounts correlating suicidal behavior and severe intrapersonal,
interpersonal, and environmental stress, social and cultural responses to the problem
evolve. As we learn more about the multiple pathways to suicide, however, it becomes
apparent that a permanent solution to or equation for explaining or preventing suicide
is not likely to result. The social, psychological, and legal consequences of suicide
are far-reaching.

Reluctance to label a death as suicide or an act of self-harm as a suicide attempt
remains common. Several attitudes are responsible. The strong associations between
mental illness and suicidal behavior possess negative social connotations that many
victims and their families try hard to avoid. There are also still vestiges of religious
sanction, long-standing beliefs that suicide is murder and a sin against God. Most
churches, however, including the Catholic rites, no longer prohibit the burial of sui-
cide victims in church cemeteries.
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Beginning in the early 1960s and continuing through the early 1990s, we wit-
nessed a threefold increase in the rates of suicide among male teenagers and young
adults, which has since leveled off. During that same time, there was an increase in
the attention paid to suicide among youth in the popular media. This attention took
many forms, including movies, youth-oriented music, and heavy news coverage of
youth suicides. Suicide is portrayed in highly romanticized fashion, with the victims
often taking on folk hero status. Little or no acknowledgment is made of the individual
mental health or family functioning problems that promote suicidal behavior, and the
victims are presented as misunderstood but rational. Suicide is regarded as a reason-
able solution to what are presented as the normal social pressures and problems of
adolescence. The consequences have been twofold: (1) the widespread perception
among some youth that suicide is not tied to severely impaired functioning or psy-
chiatric disorder (Shaffer et al. 1987), and (2) an increase in the rates of parasuicides
and calls to suicide hotlines in the days following such portrayals (Gould and Shaffer
1986). Suicide and suicidal behavior among young people have been found to increase
following exposure to real or fictional accounts of suicide (Gould and Kramer 1999;
Gould, Shaffer, and Kleinman 1988; Gould, Wallenstein, and Kleinman 1990; Velting
and Gould 1997), with a magnitude of increase being proportional to the amount of
publicity (Bollen and Phillips 1982; Phillips 1974; Wasserman 1984). This appears to
be a youth, not adult, phenomenon (Kessler et al. 1989). The phenomenon of a suicide
cluster, defined as three or more suicidal deaths occurring within a limited geograph-
ical area within a three-month period (M. Gould, personal communication), is thought
to be related to imitation (Davidson et al. 1989); and in youth suicide, it is estimated
that about 1 to 5 percent of suicidal deaths will occur as part of a suicide cluster
(Gould and Kramer 1999). Efforts are now being made to reduce the positive publicity
given to suicide. Of paramount importance in this effort is the message that suicidal
behavior is not an effective means of solving life problems and that it is not chosen
by rational and well-adjusted individuals as a way of solving problems.

VULNERABILITIES AND RISK FACTORS

A working knowledge of the risk factors associated with suicidal behavior is essential
to identifying individuals at imminent and long-term risk. Risk factors are based on
the characteristics of the populations in which rates of suicidal behavior are higher.
They operate interactionally across the environmental, interpersonal, and individual
domains. It is not at all clear how many or which risk factors place an individual at
“high risk.” Are more worse? Yes. Is not possessing one or even many of the charac-
teristics a guarantee of low risk or insurance against suicidal behavior? Definitely not
(Farberow and MacKinnin 1970; Lettieri 1974a, 1974b; Motto 1986).

The literature on suicide and parasuicide suggests that the social environments
linked to suicidal behavior have four characteristics: lack of social support, high neg-
ative stress, links to others or “models” of suicidal behavior, and possible positive
consequences for suicidal behavior (Linehan 1981).

Unemployed or retired status is correlated with suicide. These individuals po-
tentially lack the support and the social integration that a work setting provides. This
is true for all groups except young employed professional women; rates of suicide in
this group have recently been rising. A similar finding has been found in youth sui-
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cide: difficulties in school, especially lacking an affiliation with peers (e.g., drifting),
is a factor for completed suicide in adolescents (Gould et al. 1996). Many child sui-
cides (committed by those under the age 15) happened following a period of school
absence (Shaffer 1974); a similar observation was made by Teicher and Jacobs (1966)
for young suicide attempters.

The lack of social support in a suicidal person’s life may also be due to immigrant
status (Coombs and Miller 1975) or lack of shared social characteristics with neighbors
(Braucht 1979). Living alone is linked both to those who commit suicide and to sui-
cides with a history of parasuicide (Bagley, Jacobsen, and Rehin 1976; Shneidman,
Farberow, and Litman 1970; Tuckman and Youngman 1968). Women who attempt
and then later commit suicide are more isolated and may also receive less helpful
care from service providers (Wandrei 1985). Unfortunately, little information exists
to inform our clinical speculations about the quality of the social supports available
to many suicidal individuals. Some data suggest that the relatives of attempters are
hostile (Rosenbaum and Richman 1970), while successful suicides may lack even a
hostile support system. Numerous studies have reported high rates of psychopathol-
ogy among the parents of adolescent suicide victims (e.g., Brent et al. 1988, 1994;
Gould et al. 1996), which would be expected to impact on the child’s familial rela-
tionships.

Although stressful life events, in and of themselves, are rarely a sufficient cause
for suicidal behavior, suicidal behavior is widely regarded as a response to stressful,
negative life events. Loss in general and patterns of negative life events distinguish
suicide attempters and completers from other psychiatric inpatients (Birtchnell 1970;
Levi et al. 1966). Suicide attempters report higher numbers of distressing, uncontrol-
lable events than do nonsuicidal depressed individuals (Paykel 1979). Other studies
have found that it is not the number or type of stressful life events involved that
distinguishes suicidal individuals from others, but the perception of stressful negative
events, that is, a tendency for negative events to be regarded as more stressful by
suicide attempters than by others (Linehan 1988).

While most individuals with low social support and experiencing stressful life
events do not go on to suicide or parasuicide, those who do may have suicidal be-
havior in their problem-solving response repertoires. Additionally, they may have
positive expectations about the consequences of such action (Chiles et al. 1985; Kreit-
man, Smith, and Tan 1970; Shaffer and Gould 1987).

Following a parasuicide, major environmental changes may occur in the direction
desired by the attempter (Rubenstein, Moses, and Lidz 1958). These changes increase
the positive expectations about suicidal behavior and may increase the risk of future
attempts and of suicide (McCutcheon 1985).

Both observation and self-report of interpersonal interaction patterns suggest that
suicidal and parasuicidal individuals may be lacking important social skills. Suicides
and parasuicides exhibit low levels of social involvement and interaction. They are
also less likely to ask for support or attention. There are some data suggesting that
suicidal individuals are less hostile and more passive and dependent than nonsuicidal
individuals (Buglass and McCulloch 1970; Kreitman 1977).

Parasuicides are more likely to express dissatisfaction with treatment and to re-
port discomfort around people in general (Cantor 1976). The interpersonal relation-
ships of attempters are often characterized by high levels of conflict (Hawton and
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Catalan 1987; Linehan 1986); this finding is also well substantiated by clinical ob-
servation. In conjunction with interacting environmental factors, the preceding
characteristics suggest a lack of mutually satisfying relationships, which may increase
emotional pain, the perception of unmitigated stress, and the sense that help is
unavailable.

Individual risk factors can be divided into three areas: cognitive, affective, and
behavioral. As subsets of these, we discuss previous suicidal behavior and psychiatric
disorder as correlates of increased risk.

Cognitive risk factors include those of cognitive style, or the processing, organi-
zation, and use of information, and those of cognitive content, or what an individual
thinks about. The cognitive style most commonly linked to suicidal behavior is one
of rigidity rather than reflectiveness (Patsiokas, Clum, and Luscomb 1979), impulsiv-
ity rather than deliberation (Farberow 1970; Fox and Weissman 1975), field depen-
dence rather than independence, and poor problem-solving ability (Levenson and
Neuringer 1971; Linehan et al. 1987).

Hopelessness is generally regarded as the dominant cognitive feature of suicidal
behavior (Beck 1963; Bedrosian and Beck 1979, Overholser et al. 1995). Hopelessness
is more strongly associated with current suicidal intent than is depression (Beck,
Kovacs, and Weissman 1974, 1975a, 1975b; Wetzel 1976). The available data make a
case for the relationship between suicide and hopelessness, however, not between
attempted suicide and hopelessness. Recent studies of attempted suicide have found
mixed results concerning hopelessness, with higher levels of hopelessness among
attempters found in some population samples (Ivanoff and Jang 1991; Paykel and
Dienelt 1971; Wetzel 1976), although not among teenaged minority female suicide
attempters (Rotheram-Borus and Trautman 1988).

Behavioral risk factors are somewhat narrowly defined as those activities or
physical states associated with increased risk. The single strongest risk factor for fu-
ture suicidal behavior is a previous suicide attempt or parasuicide. The presence of
a suicide note at the time of a previous parasuicide has also been linked to subsequent
suicide (Leenaars 1992). Highly disputed evidence exists linking the lethality of a
prior attempt to subsequent suicide or parasuicide: some studies have found higher
lethality in the prior attempts, while others have found no relationship between le-
thality and subsequent suicidal behavior (Linehan 1981).

Substance abuse and alcoholism are widely associated with an increased risk of
suicide in both adults and adolescents. Up to 20 percent of all suicides are alcoholics
(Roy and Linnoila 1986). Suicide attempters are significantly more likely to have used
alcohol or drugs to alter their mood within the twenty-four hours preceding hospi-
talization than other psychiatric patients, even those thinking about suicide (Chiles
et al. 1986). Evidence of a criminal record is also associated with increased risk among
young men (Lettieri 1974a, 1974b). Recklessness and running away overnight are also
associated with increased risk for completed suicide in adolescents, as is aggressivity
(Shaffer et al. 1996).

The presence of physical illness, whether terminal, chronic, or acute, is also
linked to suicide and parasuicide. Efforts to obtain medical help are often made by
those who are suicidal; most suicides and parasuicides have seen a physician within
the six months prior to their act (Linehan 1981, 1988). Numerous investigators have
reported that HIV infection may increase the risk of suicide and suicidal behavior in
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adolescents and young adults (Cote, Biggar, and Dannenberg 1992; Kizer et al. 1988);
however, these findings are not uniform (Dannenberg et al. 1996).

Mental health or psychiatric disorders, generally indicated by the presence of a
psychiatric diagnosis, are also indicators of increased risk. Only a very small propor-
tion of suicides among either adults or adolescents appear to be free of psychiatric
symptoms (Shaffer et al. 1988, 1996). Among adult suicides, recurrent affective dis-
orders (major depression and bipolar disorder) and schizophrenia are prevalent, while
among repeated parasuicides, there is evidence that sociopathy is linked. About 10
to 15 percent of persons suffering from major depression and 20 to 25 percent of those
with bipolar disorder will go on to kill themselves; often the mood disorder is accom-
panied by significant substance abuse problems (Slaby 1998). In depressed persons,
suicide risk is greatest when there are neurovegetative signs (e.g., increased agitation
and insomnia), suicidal ideation, substance abuse, and few social supports (Slaby
1998). For those with bipolar illness, suicide usually occurs during a depressive ep-
isode but may also occur during a mixed manic episode (Isometsa et al. 1994), al-
though this is usually when the person is in a mixed state (Dilsaver et al. 1994). A
similar proportion (10–15 percent) of persons with schizophrenia will go on to die
by suicide (Slaby 1998). Young schizophrenics are at particular risk—suicide is the
leading cause of death for this group (Caldwell and Gottesman 1990). Adults diag-
nosed as schizophrenic are particularly vulnerable, especially if hopelessness is high
(Beck, Kovacs, and Weissman 1974; Wetzel 1976). Some other risk factors for schiz-
ophrenics include good premorbid functioning, short duration of illness, and an
awareness of how the future will be impacted by their mental state (Clark and Fawcett
1992).

Among adolescent suicides, less schizophrenia is reported and the evidence on
manic-depressive disorders is mixed; major depression is the most common diagno-
sis. In addition to depression, a variety of disorders labeled as psychiatric are found
among teenaged suicides, including substance use disorders (particularly for boys),
antisocial behavior, anxiety disorders (especially for girls), and learning disorders.
Most adolescent suicide victims have more than one psychiatric diagnosis at the time
of death (Shaffer and Gould 1987; Shaffer et al. 1996).

The consequences of suicide require discussion of the involved survivors. The
experience of losing a parent, a child, a partner, or a close friend to suicide signifi-
cantly marks a life. The reactions of guilt and anger, coupled with profound loss, can
be extremely difficult to resolve without outside assistance. Unfortunately, the social
sentiment toward suicide militates against survivors receiving adequate attention or
support. Suicide remains a “shameful” death, generally regarded as best not discussed
in detail. Ironically, one of the strongest needs among those attending suicide survi-
vors’ groups is to lay out, often in great detail, the immediate circumstances surround-
ing the suicide. Specifically, these may include finding the body, efforts to save the
victim, and cleaning up any mess. Survivors not immediately present at the death
may need to carefully describe the sequence of events as they understand it. Many
report that they have had no opportunity to discuss these things before and experience
great relief in doing so (Samaritans of the Capital District, personal communication,
April 1987). Practical negative consequences may also ensue from a suicide, involving
estate settlement, insurance claims, and worker compensation benefits. For a further
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discussion of the problems of survivors and the recommended interventions, see Sui-
cide and Its Aftermath (Dunne, McIntosh, and Dunne-Maxim 1987).

Unfortunately, the circle of survivors extends far beyond the victim’s immediate
family and friends. Intervention with survivors may be needed in school, at work, or
in religious communities. These interventions, sometimes referred to as postvention,
are carried out in large and small groups, as well as in individual formats. As noted
under “Societal Context,” these situations must be carefully constructed with adoles-
cents: postvention should be careful to convey the sadness associated with the loss
while not romanticizing the victim or the act, and consistently maintain that suicide
is not a reasonable or good solution to problems.

The social consequences of attempted suicide or parasuicide may be viewed as
both positive and negative. For a desperate individual who is feeling that there is no
place and no one to turn to, suicidal behavior may mobilize enough resources to find
a solution to the immediate problem. From a learning perspective, this is unfortunate
for the individual, because the act has been effective; that is, it was successful in
bringing about change in the desired direction. Interpersonally, attempted suicide
may draw family and friends closer to the victim, as evidenced by such statements
as “we had no idea how bad she was feeling until this happened,” or may change the
behavior of an estranged partner or spouse, who returns to the relationship following
the parasuicide. Repeated parasuicide tends eventually to generate hostility and push
others, even in primary significant relationships, away emotionally. When important
social supports intentionally make themselves unavailable, further parasuicide, often
of higher lethality, may occur as a way of trying to elicit a more caring response.
Systematically, nonfatal suicidal behaviors drain helping resources and place a
chronic burden on the health care system, particularly on mental health and emer-
gency services (Hawton and Catalan 1987; Kreitman 1977).

RESILIENCIES AND PROTECTIVE FACTORS

Individuals may move in and out of suicidal crises over the course of a lifetime as a
result of the disruption of the balance of risk and protective factors. As we truly do
not understand whether suicide is the same phenomenon in youth as it is among the
elderly, we also do not understand whether suicide has different meanings and dif-
ferent risk factors across the life cycle. The most comprehensive summary on this
topic suggests that while similar risk factors appear to operate throughout life, their
proportionate weights differ. Protective factors operate similarly (Vaillant and Blu-
menthal 1990).

Although understanding how risk and protective factors operate across the life
cycle is beyond the scope of this chapter, there is some general agreement about
factors that function protectively against suicide. Youth, or younger age, is widely
accepted as epidemiological “protection” with recent increases in youth suicide
viewed as the result of temporal and cohort effects.

The availability of active clinical and social intervention is an important protec-
tive factor against suicide. A combination of formal and informal resources create the
most stable conditions. Social work assessment and intervention frequently target
barriers to intervention and support (Vaillant and Blumenthal 1990). Depression,
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physical illness, loss, and stressful life events, even when cumulative, rarely result
in suicide when adequate social support is present. Hope is the second protective
factor (Beck et al. 1985), as evidenced by the fact that hopelessness as a cognitive
state identifies a high percentage of completed suicides. Unfortunately, we know little
about how hope functions and why its absence seems so critical.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

The social worker plays an important role in the interdisciplinary programmatic re-
sponse to suicide and suicidal behavior. Across all types and levels of service, in-
cluding crisis intervention, case management, and primary intervention, social work-
ers may have more contact with suicidal individuals and their families than most
other professionals. In communities, social workers often direct and coordinate crisis
intervention services. In schools, preventive and postventive education is frequently
a social work task. In health and mental health emergency settings, social workers are
often the first to see suicidal individuals.

Crisis intervention or suicide prevention agencies may provide services such as
telephone hotlines, walk-in counseling, and direct access to emergency medical and
psychiatric services. Self-help groups dealing with surviving the loss due to suicide
or coping with a suicidal loved one may also be offered through crisis intervention
agencies. Most services of this types are locally run and are staffed by trained vol-
unteers, often under the direction of a social worker. The types of specialized pro-
grams, the accessibility of the service, and the level of collaboration with other com-
munity agencies vary widely and should be known prior to client referral. Clients
should also know whether crisis hotlines immediately notify police or mobile crisis
units when suicide intent is expressed. For example, the Samaritans, an international
organization with several branches in the eastern United States, generally do not ini-
tiate contact with medical authorities unless the caller gives permission to obtain help
(Hirsch 1981).

School-based prevention programs tend to be broadly based, focusing on suicide
education as the primary interventive method. The rationale behind these programs
is that increased knowledge and sensitivity will help identify and get help to at-risk
adolescents. While this approach may make theoretical sense, it has been criticized
as ineffective and inefficient. The only systematic controlled evaluation of school-
based programs found no significant increase in appropriate attitudes or accurate
knowledge about suicide, particularly its correlation with mental illness (Shaffer and
Gould 1987). The group at highest risk, effectively disturbed young men, has not been
successfully targeted by most school-based prevention programs (Shaffer et al. 1988).
By defining the population at risk as all youth in the schools, we ignore much of what
has been learned over the past two decades about adolescent suicide, and we dilute
prevention efforts.

Family service agencies, counseling services, mental health clinics, and even
some psychiatric inpatient programs are beginning to respond more programmatically
to the problems of suicide and suicidal behavior. In clinic or outpatient settings, skills
training groups may be available that focus specifically on suicidal behavior (Linehan
1993a) or on depression. In inpatient hospital settings, special programs have been
designed to help the individual recover most quickly and to begin more adaptive
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problem solving. Examples of such of these programs are available in Hawton and
Catalan (1987) and in Swenson, Sanderson, and Linehan (1996).

ASSESSMENT AND INTERVENTIONS

Practitioners encounter suicidal individuals in many service settings. There are sev-
eral issues worth thought before one confronts a suicidal client. Nonfatal suicidal
behaviors, including parasuicide, were noted earlier as sometimes being used as sin-
gle or repetitive problem-solving or coping strategies by individuals who lack ade-
quate skills or emotion regulation mechanisms. Suicidal behavior is a response to a
problem the client views as unsolvable. Accordingly, it should be regarded by the
practitioner as problem-solving in nature. An often used alternative is to describe the
individual as a “manipulator,” someone who probably does not really want to die but
uses suicidal behavior to accomplish other means. The negative connotations tied to
this view evoke hostility toward suicide attempters and may compromise a practi-
tioner’s ability to provide care. Individuals who engage in parasuicide, particularly
those who engage in repeated parasuicide, are likely to receive less care as well as
lesser-quality care from service providers (Wandrei 1985).

The practitioner’s personal philosophy is also important to consider: Under what
circumstances should you prevent, and under what circumstances should you per-
haps not prevent suicide? Is suicide an inalienable personal right? Those who argue
so view all coercive forms of suicide prevention as maligning and disrespectful (Gom-
ery 1997; Szasz 1986). The rational suicide movement also supports the right of in-
dividuals to choose suicide as an act of self-deliverance, most often in response to
unremitting physical pain or terminal illness. Based on clinical experience, however,
there is evidence that in many instances, suicidal intent may change dramatically
within a few days. Providing control until the individual is able to regain self-
management is regarded as humane and caring from this perspective. The authors
strongly believe that outside specific hospice situations, the role of the mental health
practitioner is life preserving. From a legal perspective, agencies and individual prac-
titioners alike worry about litigation and liability if suicide occurs. As a result, many
agency policies require practitioners to enact restrictive means of prevention, such as
involuntary hospitalization, in all cases where the practitioner is concerned about
self-harm. In circumstances where no policy exists, workers must exercise greater
self-awareness, risk assessment, and decision-making skills. Useful reading on this
subject is found in Comstock (1992), Ivanoff (1997), and Linehan (1993a).

Finally, the need for ongoing consultation while working with suicidal clients
cannot be overstated. The degree of judgment and the number and quality of decisions
made require discussion with another professional, preferably one experienced in
working with suicidal clients. The immediate and ongoing assessment of risk, the
review of intervention strategies, and the exploration of other available prevention
resources are three functions that this consultation can serve.

Another important reason to maintain close consultation while a client is actively
suicidal is to maintain self-awareness and to help deal with one’s own personal re-
sponses engendered by the client’s suicidal behavior. The possibility of losing a client
to suicide and the consequent feelings of frustration, anger, and impotence are rea-
sonable and normal; however, they can prevent a worker from being effective during
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this time. In cases of repeated parasuicide, consultation can be useful in helping
maintain one’s own problem-solving perspective and focus when feeling uncomfort-
ably caught by the client’s maladaptive efforts. Individual vulnerabilities such as psy-
chiatric disorders, poor problem-solving abilities, or inadequate coping mechanisms
that may increase vulnerability to suicidal behavior can be worsened by environmen-
tal stress. An ecological perspective assessing the interaction between individualsand
their social and physical environments is important in acquiring an understanding of
suicide risk. Although the social worker practicing outside a mental health setting
may have less occasion to assess suicide risk, such knowledge remains nonetheless
necessary, given the possible consequence. In addition to mental health and coun-
seling agencies, where one might typically find suicidal individuals, social workers
also deal with clients at risk in public assistance or child welfare settings, in hospitals
or health clinics, and particularly in institutional settings such as nursing homes,
juvenile detention centers, jails, and prisons.

When seeing a client in an agency setting who presents several risk-population
characteristics, it is best to ask directly about previous suicidal behavior. As part of a
general assessment interview, the question can be incorporated into discussing ways
in which the client has previously tried to cope with his or her problems, a standard
component in social work assessment interviews (Hepworth, Rooney, and Larsen
1997). Contrary to myth, it is not advisable to avoid discussing suicide, nor is there
any evidence that simply asking an adult about suicidal ideation or behavior plants
the idea, that is, “Well, no, I hadn’t thought of it before, but that’s not a bad idea!” In
fact, clinical experience suggests that if clients are thinking about suicide, most feel
relieved to be asked about it. Clients may be uncertain or fearful about the social
worker’s reaction to suicidal ideation and may hesitate to bring it up on their own;
open talk about suicide and matter-of-fact questions can make discussion easier. A
good question to begin with is “Have you ever thought about doing or done anything
to hurt yourself?” The question should be asked directly, and the response should be
explored immediately if it is affirmative.

Although most clients do not seek help for suicidal ideation, a client may seek
help for problems of depression or hopelessness tied to a downward spiral in mood,
feelings of self-worth, and success in solving or coping with life problems. Client
comments that require further exploration include indirect statements of how others
might be better off if the client were gone, comments such as “I can’t stand it” or “I
am at the end of my rope,” or expressed wishes to be with dead relatives or pets. Such
expressed wishes must be explored carefully in adolescents and adults for evidence
of concrete thinking that may indicate a thought disorder. Direct statements of want-
ing to end it all,” “check out,” or “go to sleep and never wake up” also require im-
mediate follow-up with a question asking directly about ideation and self-harm.

Finally, social workers may see clients referred to them for ongoing individual
or family intervention following a suicide attempt. In situations where the practitioner
has prior knowledge that suicidal behavior has occurred in the recent past, it is im-
portant to establish quickly whether suicidal ideation or intent remains. Whether the
issue of suicide risk surfaces during the initial assessment or later, the social worker
proceeds with the same follow-up questions.

There are two assessment goals in working with suicidal clients: (1) assessment
of the long-term and immediate risks of suicide and suicidal behavior; and (2) con-
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TABLE 27.1. Steps in Chain Analysis

1. Describe the specific suicidal behavior or self-harm. Detail exactly what the client
did, said, thought, and felt, including the intensity of the feelings.

2. Identify the specific precipitating event that began the chain. Start with
environmental events; for example, “Why did the problem occur yesterday rather
than the day before?”

3. Identify factors such as physical illness, poor sleeping, drug or alcohol abuse, or
intense emotions that heightened the client’s vulnerability to the problem at this
time.

4. Describe the moment-by-moment chain of events. Examine thoughts, feelings, and
actions, and determine whether there were any possible alternatives to these.

5. Identify the consequences of the problem behavior.
6. Generate alternative solutions: for example, what skills might the client have used to

avoid the problem behavior as a solution?
7. Identify a prevention strategy to reduce future vulnerability to this problem chain.
8. Repair the significant consequences of the problem.

struction of a chain or behavioral analysis of what led to the suicidal behavior. The
behavioral analysis is one of the single most important assessment tools; it identifies
the antecedents and the consequences that led to the problem as well as the vulner-
abilities and strengths that may contribute to solving the problem. Table 27.1 describes
the basic procedures in a chain analysis.

While high-risk characteristics provide information about the long-term risk, they
do not precisely predict the likelihood of future suicide or parasuicide. Unknown are
the combination and the number of risk characteristics necessary to place an individ-
ual at high risk. A number of suicide prediction scales have been developed to identify
at-risk individuals. These scales alert the practitioner that a client is part of a risk
population. However, individuals lacking one or many of the characteristics associ-
ated with suicide or parasuicide are not without risk, nor are they in any way immune
to risk. Population risk characteristics are a useful indicator of increased risk, gen-
erally at some unspecified time in the future. They do not provide the information
needed most by a practitioner about the likelihood of suicide or parasuicide in the
next few days.

The assessment of suicide or parasuicide in the immediate or near future is in-
dicated in several situations, including (1) when an individual possesses several risk-
population indicators; (2) when a history of suicidal behavior becomes apparent dur-
ing the course of an assessment interview; and (3) when a client communicates an
intent to commit suicide, either in a crisis situation (e.g., in the middle of the night
over the telephone) or during a regularly scheduled appointment.

Unfortunately, as in assessing long-term risk, no known set of factors can predict
imminent risk. There are, however, direct, indirect, and situational indicators (see
table 27.2). These indicators discriminate suicidal or parasuicidal individuals from
those who are not and describe circumstances associated with suicide or parasuicide
within the next few days. This list of empirically derived indicators was originally
compiled by Linehan (1981), but it has been updated for this purpose.

In the assessment and intervention planning with a client manifesting suicidal
behavior, six topical areas must be thoroughly covered by the clinician: (1) complete
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TABLE 27.2. Factors Associated with Immediate Risk of Suicide or Parasuicide

I. Direct Cues If Imminent Risk for Suicide or Parasuicide
1. Current suicide ideation
2. Current or recent suicidal threats
3. Current or completed suicide planning and/or preparation
4. Parasuicide in the last year, especially if suicide intent expressed at time

II. Indirect Cues of Imminent Risk for Suicide or Parasuicide
5. Patient falls into suicide or parasuicide risk populations
6. Indirect references to own death; arrangements for death
7. Recent disruption or loss of interpersonal relationship; negative environmental

changes in past month
8. Recent medical care
9. Current hopelessness or anger, or both; increased psychological perturbation

10. Indifference to or dissatisfaction with therapy; elopements and early pass return
by hospitalized patients

III. Cues Associated with Suicide and/or Parasuicide in the Next Several Hours
11. Suicide note written or in progress
12. Methods available or easily obtained
13. Precautions against discovery or intervention; deception or concealment about

timing, plans, etc.
14. Alcohol consumption; current overuse; isolation
15. Major depression with:

a. Severe agitation. Psychic anxiety, panic attacks, severe obsessive ruminating/
compulsive behaviors

b. Global insomnia
c. Severe anhedonia
d. Diminished concentration, indecision
e. Current episode of cycling affective disorder

16. Isolation; first 24 hours of jail incarceration
17. Recent media publicity about a suicide

Source: Adapted from M. M. Linehan. 1993a. Cognitive Behavioral Treatment of Borderline
Personality Disorder. New York: Guilford Press.

description of suicidal behavior (including all ideation, planning, threats, and para-
suicidal acts) and information about frequency, duration, intensity, and magnitude;
(2) history of previous suicidal behavior of client and his/her family members;
(3) preceding and consequent situational and behavioral events associated with sui-
cidal behavior; (4) preceding and precipitant problems and stressors impinging on
the client; (5) client’s description of problem that led to suicidal behavior; and (6) a
“chain” or behavioral analysis of most recent self-harm or suicidal behavior.

In conducting the behavior analysis, the following four steps, adapted for suicidal
behavior from the functional analysis interview model of Pomeranz and Goldfried
(1970), should be followed:

1. Individual, interpersonal, and environmental factors that increase and decrease
risk. Individual characteristics, including demographic, cognitive, affective, and be-
havioral risk factors. Environmental and interpersonal characteristics includingsocial
support, models for suicidal behavior, and consequences of suicidal behavior.

2. Individual and environmental factors relevant to intervention. Client’s per-
sonal assets, such as aptitudes; cognitive, intellectual, and emotional abilities; skills;
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TABLE 27.3. Crisis Management Procedures

1. Offer emotional support.
2. Provide opportunity for catharsis.
3. Communicate hope and optimism.
4. Be interested and actively involved.
5. Listen selectively; sift out material useful in bringing about change; leave defenses

intact.
6. Provide needed factual information.
7. Formulate the problem situation; provide statement of problem to the client.
8. Be empathetic and to the point.
9. Predict future consequences of various courses of action.

10. Give advice and offer direct suggestions.
11. Set limits; establish rules.
12. Clarify and reinforce adaptive action and problem solving.
13. Confront the client’s ideas or behaviors directly.
14. Terminate a session if the client is not at the point of working on his or her

problems.
15. Place concrete demands or requirements on the client before the next contact.
16. Work out explicit, time-limited contract.
17. Enlist the aid of significant others.

Source: Butcher and Maudal 1976.

and cultural and religious values. Client’s deficits or hindrances in the same areas.
Characteristics of the environment that may help or hinder intervention.

3. Problem list with targets clearly specified. Outcome criteria and how progress
will be measured.

4. Immediate steps to reduce risk of suicidal behavior. List of intervention strat-
egies with problem targets from the preceding.

All forms of intervention are ineffective with a dead client (Mintz 1968). Crisis
intervention is the social worker’s frontline strategy with a client at immediate risk
of suicidal behavior. The standard method of crisis intervention is described in detail
elsewhere (Butcher and Maudal 1976; Roberts 1990). A summary of the recommended
procedures is presented in table 27.3.

Once a worker determines that the client is at immediate risk through assessing
the listed indicators, action must be taken to prevent further suicidal behavior. First,
this means making certain that the client is physically safe: Does the client require
hospitalization? Is there someone in the client’s home environment willing and able
to stay with the client until the crisis passes? Is this individual willing and able to
call emergency services for assistance if the client appears unable to maintain control?
A bias toward maintaining the client’s sense of self-control and personal management
whenever possible should be demonstrated in assessing how to best deal with a crisis.

The decision to hospitalize a client is generally made in conjunction with a phy-
sician or emergency room staff. The question to ask when considering this decision
is “Can I prevent a suicide now by hospitalization?” Though there is no empirical
evidence that involuntary hospitalization prevents suicides from being completed,
hospitalization is a final hope for families and practitioners that there may be a way
to save the patient’s life. There can be several levels of involuntary care that occur
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before a patient is hospitalized. The patient may be persuaded to go to a practitioner
by his or her family. It also happens when a patient no longer has the will to refuse
the requests made by the family and practitioner to be medicated. This does not imply
in any way that all parasuicides should result in hospitalization, nor does it imply
that hospitalization is on par with therapy or medication. Hospitalization is the last
result when the patient cannot be maintained at home or in a community. Ethically,
a practitioner must take all steps, no matter how drastic, to save the life of a patient.
Though most of the time outpatient programs are more desirable for patients, there
are times when the strain felt by family members is so tremendous that the patient
loses his or her support system. Brief hospitalization may allow patient and family to
refocus if a suitable outpatient plan cannot be found (Ivanoff 1997). Some psychiatric
disorders linked to increased suicide risk, such as delusional depression, schizo-
phrenia, schizoaffective disorder, and panic disorder, are best treated in the hospital
during their acute phases. In other cases, however, the negative consequences of hos-
pitalization, including social stigma, loss of a feeling of control, and the unfavorable
treatment received from hospital staff, are also considerations worth weighing. The
more general question of whether hospitalization will prevent suicidal behavior from
occurring in the future cannot be answered unequivocally, but hospitalization for this
reason has found little positive endorsement.

The use of agreements, both verbal and written, is reported to be quite useful
between suicidal individuals and practitioners. In this situation, the agreement refers
only to suicidal behavior, not other agreements for service that the client makes with
the worker. Prior to leaving the social worker’s office, the client is asked to agree not
to commit suicide and, if feeling strong urges to do so, to contact the worker or some
other stipulated service provider. If the client reports not feeling able to enter into
this contract with the worker, a brief voluntary hospitalization may be discussed as
a self-initiated method of regaining control.

If a suicide attempt has already been made or is in progress when the social
worker is notified, it may be necessary to call the police or the emergency rescue
squad for immediate action. If the worker knows that local emergency services are
apt to be less than immediately responsive, an involved and supportive family mem-
ber or friend may be called to go to the client and stay there until help arrives.

Ideally, the best way to manage a crisis is to predict and plan for it. If a client has
experienced intermittent intense suicidal ideation or has acted on this ideation in the
past, it is useful to acknowledge that the ideation will probably not end immediately
after the first few sessions, that it may be useful to view it as a “habit,” and that the
client and the worker will together develop strategies for managing it in the future.
Based on the information about cognitive strengths and resources obtained in the
assessment (e.g., important reasons for living, any positive hopes for the future, and
acknowledgment that suicide is not an effective solution to problems), a plan for
coping is kept on a “crisis card,” a business card containing the phone numbers of
emergency contacts on one side and a list of coping strategies to help maintain control
on the other. Carried in a wallet or pocketbook at all times, the card can be used as a
self-instructional device for periods when the client is afraid of losing control.

Based on cognitive-behavioral and learning theories, dialectical philosophy, and
Zen, dialectical behavior therapy (DBT; Linehan 1993a, 1993b) is the first interven-
tion for chronic suicidal behavior, with published empirical support based on ran-
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TABLE 27.4 Dialectical Behavior Therapy Treatment Strategies:
Acceptance and Change

Acceptance Strategies and Procedures

1. Dialectical strategies
2. Validation strategies
3. Relationship strategies
4. Environmental intervention
5. Reciprocal communication

Change Strategies and Procedures

1. Dialectical strategies
2. Problem-solving strategies
3. Contingency management
4. Capability enhancement and skills acquisition
5. Cognitive modification
6. Exposure
7. Consultation to the client
8. Irreverent communication

domized experimental design. Developed by Linehan and colleagues at the University
of Washington, DBT was originally begun as a treatment for chronically suicidal
women. Over time, it became clear that most of these women also met the criteria for
borderline personality disorder (BPD) and the treatment evolved accordingly. Stan-
dard DBT is a one-year outpatient treatment that simultaneously combines weekly
individual psychotherapy with skills-training groups that run two and a half hours
per week (Linehan 1993a, 1993b). The skills training groups teach adaptive coping
skills in the area of emotion regulation, distress tolerance, interpersonal effectiveness,
and identity confusion and maladaptive cognition reduction; each of these skills areas
addresses one of the four primary problem areas of BPD clients. The individual treat-
ment addresses maladaptive behaviors while strengthening and generalizing skills.
Corollary treatment components of DBT include telephone consultation, team super-
vision, and casework and therapist consultation.

DBT treatment strategies are divided into four basic sets: (a) dialectical strategies,
(b) core strategies (validation and problem solving), (c) communication strategies (ir-
reverent and reciprocal communication), and (d) case management strategies (con-
sultation to the patient, environmental intervention, supervision, consultation with
therapists). These strategies can be divided into those most related to acceptance and
those most related to change (see table 27.4). The DBT practitioner must balance the
use of these two types of strategies within each treatment interaction. A major objec-
tive is to help the client understand that behaviors may prove both appropriate or
valid and also dysfunctional or in need of change.

Validation begins with empathy. The worker then proceeds to analyze the client’s
response in relationship to its context and function. The function of validation is to
make the unreasonable reasonable, and to help clients learn how and when to trust
themselves. Validation can also serve as acceptance to balance change and can func-
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tion to strengthen the clinical process and the therapeutic relationship. There are
three types of validation: (a) verbal (direct communication that a statement is valid:
for example, “Yes. I can see that you are really upset”), (b) functional (behavioral
response that indicates the therapist accepts the client’s statement as valid: for ex-
ample, “Let’s take a look at what’s upsetting you”), and (c) cheerleading (validating
client’s capacity, not necessarily beliefs: for example, client says “I can’t do it,” and
the worker replies, “I know that you think that you can’t do it, but I have complete
faith that you really can do it”).

Based on a primary assumption that clients’ lives are currently unbearable, DBT
places great emphasis on change. Problem-solving procedures, such as skills training,
contingency management, cognitive modification, and exposure, are adopted directly
from the cognitive-behavioral literature. Client and worker together identify public
and private problematic behaviors and the factors that are associated with the initi-
ation and maintenance of these problem patterns. Next, the client’s behavioral exces-
ses and deficits that interfere with engaging in goal behaviors are identified, as well
as what the client must learn, experience, and do to perform the goal behavior.

Suicide crisis behavior, parasuicide, self-harm, and intrusive, intense suicidal
thought, images, and communications, as well as significant changes in suicidal ide-
ation or urges to self-destruct, are always addressed in individual therapy immedi-
ately following their occurrence. Although nonsuicidal self-mutilation or other self-
injurious behaviors may not seem as critical as actual suicide attempts to the therapist,
they are never ignored in DBT: these behaviors are good predictors of future lethal
acts and can also cause substantial harm.

A behavioral or chain analysis, outlined earlier in table 27.1, is the standard tool
used to understand problematic behavior. Using information about the event, the cli-
ent’s emotional and cognitive responses, overt actions that precedes the client’s be-
havior, and the consequences of the behavior for the client and the environment, a
chain analysis provides a moment-to-moment description of the problem behavior.
This analysis indicates one or more of four change strategies: (a) skills training ad-
dresses the client’s inability to engage in more adaptive responses; (b) contingency
management strategies address the reinforcement strategies that support the client’s
problematic behavior; (c) cognitive modification procedures address faulty beliefs
and assumptions that interfere with the client’s problem-solving capabilities; and
(d) exposure-based strategies address anxiety, shame, or other emotional responses
that interfere with the client’s adaptive problem-solving attempts.

The role of the worker in the change process frequently includes three simulta-
neous activities. The first is to provide hope, in the absence of the client’s own, that
her or his problems can eventually be managed or solved. While providing hope is
clearly important in the beginning phase of work, it is also common for the automatic,
“What’s the use? I may as well give up” thoughts to return intermittently as problem
solving becomes more difficult for the client. The practitioner should not be discom-
fited by the notion of lending his or her own hope to the client during the slow, gradual
process of rebuilding the client’s hope.

Second, the worker must model adaptive problem solving for the client through
the worker’s own behavior. This includes securing information and referrals for con-
crete services, generating alternatives when needed, accurately identifying problem
situation, and consistently evaluating the effectiveness of problem-solving efforts.
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Finally, the worker’s response to the client’s efforts should be supportive and
encouraging, but also collective. If a client persists in attempting to solve problems
in an ineffective or maladaptive manner, change has not occurred, nor has the like-
lihood of future suicidal behavior decreased. Learning new ways of solving problems,
however, is difficult. Each step toward adaptive problem solving should be verbally
identified or even pointed out for clients, as they may not recognize the accomplish-
ment. Warmth in responding to not-quite-right efforts, help in adjusting them, and
encouragement of future efforts are frequently repeated worker tasks.

An important assumption underlying DBT is that many of the problems experi-
enced by BPD clients are due to a combination of motivation problems and behavioral
skills deficits; that is, the necessary skills to regulate painful affect were never learned.
For this reason, DBT emphasizes skills building to facilitate behavior change and
acceptance. In standard DBT, skills are taught weekly in 2.5 hour psychoeducational
skills-training groups. These skills are outlined and described in detail (Linehan
1993b). The function of the skills group is to teach individuals specific behavioral
patterns. The DBT group emphasizes skills-building procedures through modeling,
instructions, behavioral rehearsal, feedback and coaching, and homework assign-
ments.

Group skills training works in tandem with individual therapy Simultaneous
group and individual treatment creates a dedicated time to learn much-needed skills
and a separate context for coached individual application. Group skills training has
several advantages over individual skills training. Group members learn from each
other and can practice skills with group members engaged in the same tasks; skills
practice is coached by the group leader’s extra set of expert eyes, and group mem-
bership often decreases isolation and increases clients’ sense of being understood.

The four DBT skills-training modules directly target the behavioral, emotional,
and cognitive instability and dysregulation of BPD: mindfulness, interpersonal effec-
tiveness, emotion regulation, and distress tolerance. In standard DBT, the first two
weeks of any given module are spent on mindfulness and the remaining six weeks
are spent on the particular module.

Mindfulness is a psychological and behavioral translation of the meditation skills
usually taught in Eastern spiritual practices. The goal of this module is attentional
control, awareness, and sense of true self. Three primary states: (a) reasonable mind
(the logical, analytical, problem-solving state), (b) emotional mind (the opposite; al-
lows creativity, passion, and drama), and (c) wise mind (the integration of both the
reasonable and the emotion mind). Wise mind allows the appropriate response—one
responds as needed, given the situation.

Distress tolerance focuses on the ability to accept both oneself and the current
environmental situation in a nonevaluative manner. While implying acceptance of
reality, it does not imply approval. Self-soothing, adaptive, activity-oriented distrac-
tion, and consideration of the pros and cons of distress tolerance are skills within the
module.

Similar to standard interpersonal problem solving and assertion, these skills in-
clude effective strategies for asking for what one needs and saying no to requests.
Effectiveness here is defined as obtaining wanted changes or objectives, maintaining
the relationship, and building and maintaining self-respect.

Emotional regulation is defined as the ability to (a) increase or decrease physi-
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ological arousal associated with emotion, (b) reorient attention, (c) inhibit mood-
dependent actions, (d) experience emotions without escalating or blunting, and (e)
organize behavior in the service of external nonmood dependent goals. Emotion regu-
lation begins with the identification and labeling of current emotions. This occurs
through observing and describing events that prompt emotions and one’s interpreta-
tions of these events and through understanding the physiological responses, emo-
tionally expressive behaviors, and aftereffects of emotions. Reducing vulnerability to
emotional reactivity is also targeted.

ILLUSTRATION AND DISCUSSION

Elizabeth, a 22-year-old white unmarried woman, had previously attempted
suicide three times. She initially came to the mental health clinic on a pass
from the psychiatric unit of the local hospital, where she had been hospital-
ized for three weeks following a highly lethal overdose that she had acknowl-
edged as an attempt to end her life. Her discharge from the hospital had been
made contingent on beginning outpatient treatment. She presented as a very
bright, depressed young woman and expressed amazement and ambivalence
at still being alive. She acknowledged current suicidal ideation and at first
insisted it was constant. However, upon closer questioning by the practi-
tioner it appeared the ideation was more intermittent, occurring three or four
times per day, usually when she was thinking about the “fucked-up mess my
life is” and “this empty feeling inside me that makes me think there’s no
hope.”

The second of five children, Beth had grown up in an upper-middle-
class two-parent family in a western state. She described her physician father
as caring but critical and her mother as distant and aloof. She reported no
history of mental illness or emotional disorder among her parents or siblings
and noted that her siblings were “wonderful and normal.”

Her first suicide attempt was at age 16, while she was living at home.
Following an argument with her parents, she ingested a potpourri of pills
from the family’s well-stocked medicine closet, became ill, and vomited. She
received no medical attention and told no one of the incident at the time.
Each of her attempts had been precipitated by a two- to three-month period
of slowly deepening depression and lowered daily functioning. In addition,
Beth reported that she had withdrawn from her few friendships and the ac-
tivities that had provided satisfaction. She had increased her use of mal-
adaptive coping methods, including alcohol and drug abuse, and spent long
periods of time in bed.

The immediate precipitants of all the attempts had been interpersonal
in nature, involving conflict or perceived or real rejection by an important
other. The most recent attempt had been in response to a roommate and close
friend’s moving out of the apartment that the two were sharing and the news
one week later that the therapist she had been seeing was leaving her posi-
tion. Beth described how quickly life began to look empty and how thoughts
of past relationship failures and feelings of being uncared for had crowded



Ivanoff and Fisher 811

out all motivation to “keep my life together.” Beth had had few long-term
relationships, jobs, or avocational pursuits. Her strengths included her in-
tellect, her ability to break down problems in living toward solving them
(when not severely depressed), and her artistic abilities, most notably paint-
ing. She had been trained in art from an early age, and spending time painting
afforded her a sense of self unavailable through other activities alone or with
others. Her previous psychiatric diagnoses included both major depression
and borderline personality disorder. Numerous problems with the use of psy-
chiatric diagnoses have been described elsewhere in the social work litera-
ture (Kutchins and Kirk 1986), and it was not automatically assumed that
these diagnoses were accurate or useful in providing social work interven-
tion. The criteria for a diagnosis of major depression were consistent with
the pattern of behavior, affect, and cognition that Beth described during each
of the periods leading up to her parasuicides. The earlier diagnosis of BPD
was used as an indicator of previous practitioners’ views of the severity and
pervasiveness of Beth’s inability to regulate her feelings when distressed and
the possible forms and targets of her conflictual interpersonal style.

In assessing Beth’s suicidal behavior and life situation, it became clear
that her pattern of unsuccessful relationships and aborted occupational ven-
tures had left her feeling quite hopeless about the future. While conveying
strong sensitivity and empathy for how overwhelmed Beth felt, the practi-
tioner told Beth she did not believe suicide was the best or only solution to
Beth’s problems. Beginning with the first contact, the practitioner let Beth
know that although she understood Beth’s feeling of desperation, she did not
share Beth’s feeling of hopelessness about her situation: she believed there
were ways to work toward solving Beth’s problems and to create a life worth
living. The practitioner did believe that Beth’s life could be improved, and
she communicated this sincerely.

Initially, Beth was skeptical: “I know this is just your job! You don’t
really care! How could you know how to fix my life? What happens if I can’t
do it? What makes you think there’s anything here worth saving?” The prac-
titioner explained that she didn’t know how to fix Beth’s life, but that there
were things they could do together to improve it. The worker frankly admit-
ted that she didn’t have the “right” answers but would help generate some
alternatives during this time when Beth’s capacity for solving problems was
diminished by her depression and hopelessness. The practitioner went on
to tell Beth that she regarded their work together as a collaborative enterprise,
Beth’s portion of which was, initially, to commit to trying (treatment) and to
work toward her goals.

Beth was vague in describing what she wanted to change in her life. She
defined her problems in global terms that contributed to feeling over-
whelmed by them. With the worker’s help, she was able to identify two major
areas that she wanted to work on: getting along better (with and without
people) and finding work she was interested in doing. These goals were fur-
ther broken down, as assessment indicated Beth’s previous problem patterns
in these areas. A chain analysis of the events (internal and external) that led
up to Beth’s most recent suicide attempt was completed.
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Beth was willing to agree to come to every appointment and to be honest
in discussing her feelings and in discussing her work toward the two goals.
Beth expressed worry about lying to the worker about doing positive things
when she hadn’t really done them or, worse yet, being caught having agreed
to do something particularly distasteful. For this reason, the worker and Beth
initially agreed to individually negotiate and contract between-session tasks.

Contracting to avoid parasuicide, however, was somewhat more diffi-
cult. As Beth pointed out, “If I really want to do it, I’ll do it, right? Just because
I tell you I’ll call someone if I feel like I want to knock myself off doesn’t
mean I have to do it, does it?” The worker, wishing to maximize Beth’s sense
of self-control, told Beth that she was absolutely correct, that the option to
parasuicide was not being taken away from her by the contract. The practi-
tioner described the contract as serving two purposes: to remind Beth of the
purpose of their work together during periods when “automatic” suicide ide-
ation may have taken over and to assure the practitioner that Beth felt con-
fident enough in her own control to live at home. Possible scenarios were
discussed: “What happens if . . . ?” “What if I forget until it’s too late and
call after I’ve taken something?” “If I screw up will you stop seeing me?”
These questions, as well as when rehospitalization might be considered,
were discussed in detail. A problem-solving perspective was maintained,
meaning that future suicidal behavior was regarded as an eventual probabil-
ity, not to be punished (or praised via the practitioner’s overattention), but
to be dealt with as part of ongoing work. Beth made a verbal contract and
following that, she and the practitioner made up a short written contract
renewable monthly that was signed by the two of them and placed in Beth’s
file. Beth was also given a copy to keep.

Beth agreed to keep a weekly diary card, logging her suicidal ideation,
mood, urges to hurt herself, drinking, and substance use. Over time, Beth
also used a checklist to indicate which skills she practiced each day.

Each session initially began reviewing Beth’s diary card and a behavioral
chain analysis was completed on any suicidal behavior occurring since the
last contact. Positive emphasis was placed on what skills Beth used to cope
with the suicidal thoughts or urges to hurt herself. Less successful efforts at
coping with suicidal thoughts were examined in view of how they could be
strengthened. The log detailed her thoughts about “giving up,” the situation
she was in at the time, how strong the urge to “do something” (negative) was
on a 1–10 scale, and how she coped with the situation. Beth managed to
avoid further parasuicide, despite episodes of intense ideation that occurred
almost every other day at first. By six months later these had decreased to
approximately one episode a month.

Early on Beth confided that she kept a cache of psychotropic prescription
drugs under her bed in case she decided she “couldn’t take it any more.”
Sometimes Beth would get the box of pills out and take it out to the living
room and play with it, counting out how many of each drug or drug combi-
nations she would have to take to kill herself. She was highly conversant
with lethal dosages of these medications. For some time after beginning work
she found these thoughts comforting, a sort of “entertaining of options.” She



Ivanoff and Fisher 813

acknowledged that having the drugs represented an independence and sense
of control for her. The practitioner told Beth she was uncomfortable with the
risk posed by the accessibility of the drugs, although understood her feelings
of lack of control and wish to attain it. Beth noted that times when she was
most likely to get out the drugs were when she was depressed or when angry
with the practitioner for “trying to make her live.” As Beth had faithfully
followed the terms of the suicidal behavior contract despite severe ideation
depression during this period, the worker was not certain hospitalizationwas
the appropriate action. Following consultation with her immediate super-
visor and another senior colleague, the worker did not suggest hospitaliza-
tion at this time, identifying the sense of control Beth derived from the cache
of drugs as important until it could be replaced by control gained through
more adaptive means. (In retrospect, suggesting hospitalization may have
enabled Beth to take adaptive control sooner.) Three months later Beth came
in and announced she had flushed all the pills down the toilet, having de-
cided it was “stupid to keep these things around the house anymore.” This
provided the impetus to review her progress and highly praise the adaptive
efforts Beth was now making to maintain her sense of control over life.

Through discussion with the worker and information, testing, and guid-
ance from the Department of Vocational Rehabilitation, Beth went on to iden-
tify a new vocational pursuit, art restoration. While this work involved great
technical knowledge and ability, the challenge for Beth was positive. A long
apprenticeship followed months of study. During this time, many recurring
doubts about the decision to study restoration plagued Beth, sometimes in-
terrupting work. The focus in her work with the practitioner shifted to build-
ing a broader and more competent support system. Beth found a broader
network of friends, which enabled her to manage periodic feelings of loss
and rejection better. She learned to adaptively use others for “perception
checks,” and to buffer the stress of normal change and transition via com-
paring experiences. Episodes of severe depression continue, on an almost
annual basis. These are not tied to suicide ideation, but regarded as “circuitry
overload” and necessitate reflection, time out from everyday activities and
occasional medication. Beth has learned ways to manage (or not manage, as
she chooses) these episodes in such a way that the important sustaining
structures of her career and friends are left intact.

CONCLUSION

Because of its person-in-situation perspective, social work is well suited to designing
interventions, programs, and policies for working with the problems of suicide and
nonfatal suicidal behavior. The similarities between suicidal individuals and the mul-
tiproblem clients seen in social service agencies are marked. Although there have
been no studies of professionals who work specifically with suicidal clients, social
work appears to hold a considerable role in service provision. Given this role, social
work should also take an active role in the development of intervention methods and
models. To date, social work has contributed little to the literature that can help to
inform prevention or intervention. With notable exceptions, most social work litera-
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ture on suicidal behavior is reactive, examining the loss of a client to suicide rather
than the effectiveness of intervention programs. There is significant potential for so-
cial work to contribute to the development and testing of effective treatment models
for treating suicidal behaviors.

While the development of broad-based primary prevention programs that are
focused on education about suicide does not appear to hold the answer (Shaffer et al.
1988), the information available on risk factors can provide population and problem
targets for designing interventions. Although suicide cannot be predicted on a case-
by-case basis, the evidence cited in this essay suggests that intervention models can
be developed. This task involves the systematic description, application, and evalu-
ation of specific intervention components. This work must necessarily take place
through individual practitioners reporting their intervention results to others. The
dual focus on suicide and nonfatal suicidal behavior is necessary both to reduce the
suffering of individuals and their families and to improve the use of costly health care
resources.

Note
The authors wish to acknowledge Jennifer F. Dwork for her assistance in the preparation
of this chapter.
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Trainers working on organizational racism and sexism issues often use an
exercise entitled “What do you know about . . . ?” The workshop or seminar partici-
pants are asked to brainstorm all the ideas used to describe or understand a particular
group of people. Trainers capture these ideas on newsprint and provide opportunities
for the participants to review them periodically during the training session. The goal
of the exercise is to elicit common cultural stereotypes about a particular group so
that they can be replaced with more accurate information. Often, when the focus of
this exercise is on communities of color, many well-worn stereotypes of women of
color will emerge. These stereotypes include such terms as emasculators, prostitutes,
welfare queens, unwed mothers, fighters, docile, subservient, low-income, illiterate,
or sensuous. Seldom does the exercise elicit words such as resilient, powerful, ca-
pacity builders, employees, leaders, mothers, students, or professionals. Yet the last
group of adjectives are likely to be truer of women of color than the first. The lack of
recognition of how these more accurate descriptors have influenced the lives of their
families, communities, and societies limits the resources available to all women of
color in times of difficulty.

This chapter focuses on retelling stories of the experiences of women of color so
that we have more information about the role these women have played in the de-
velopment of their own communities as well as our country. In presenting case ex-
amples, we are using a form of storytelling and narrative that is traditional and fa-
miliar in many communities of color. These stories about the experiences of women
of color expand our knowledge base about the development of the country and inform
us of effective strategies for dealing with contemporary social problems. They high-
light types of resilience within and among women of color rather than sources of
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vulnerability. They also focus on strategies used by women of color historically that
have relevance for current work. From these stories we identify a set of five practice
principles that can foster the resilience of women of color.

DEFINING AND EXPLAINING WOMEN OF COLOR

Although we use the term “women of color” in our work (Gutiérrez and Lewis 1999),
we do not intend to mask or deny the rich sources of diversity within and between
each group that the term represents. The use of “umbrella” terms such as “Latinas”
“Asian Americans,” “African Americans,” or “lesbians” can create difficulties for ef-
fective social work because they may inadvertently imply that members of these
groups are homogeneous and differ on few dimensions. Yet we chose to use the term
“women of color” to refer to African American, Asian American, Latina, and Native
American women because research and practice suggest that women who are mem-
bers of these groups are likely to share experiences related to identity, culture, and
inequality. It is a political term that recognizes the ways in which similar historical,
social, and political forces have influenced our experiences in the United States (Na-
gel 1994). From our perspective, using the term is a way of “naming our collective
selves.” The social stigma attached to our ethnic groups, the political actions we have
taken in our neighborhoods, and the historical denigration of ourselves as women
have all been among the common experiences making our ethnic groups more vul-
nerable to negative economic, social, and political forces. Within these experiences,
however, many examples of our resilience in the face of great adversity can also be
found. In this chapter we discuss these similarities but also “unpack” some of these
identities to consider their complexity and intersectionality (Comas-Dı́az and Greene
1994).

Social workers must recognize the ways in which women of color differ from
white women and from men of color. We have most often recognized the impact of
powerlessness on women of color from the perspective of institutional racism while
overlooking the role of gender inequity in influencing the life chances of women of
color. We make an equally grave error when we group all women’s experience to-
gether without looking at ways in which women of color are impacted by racism and
ethnocentrism (Baca-Zinn and Dill 1994; Comas-Dı́az and Greene 1994; Kirk and
Okasawa-Rey 1998). These perspectives also have overlooked the strengths and re-
sources developed by women of color within their own communities. To understand
women of color in our society, a multidimensional perspective must be used that takes
into account the impact of multiple social identities and how that has shaped the
worldviews, life chances, and survival strategies of the individual woman (Comas-
Dı́az and Greene 1994; Gutiérrez and Lewis 1999).

Despite these similarities, we must also remember the ways in which the um-
brella terms of African American, Asian American, Native (Indian) American, and
Latina mask our diversities. For all women of color, the diversities include economic
situation, sexual orientation, physical and/or emotional ability or status, geographic
birthplace, age, and national origin. For example, the African American umbrella can
include women from the United States, Cuba, Jamaica, the Bahamas, or Canada. The
term Latina encompasses Mexican, Puerto Rican, Cuban, and Central or South Amer-
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ican women. More than thirty-six ethnic groups are often placed under the single
umbrella term of Asian American, but their experiences are quite distinct in terms of
a number of variables, such as modes of entrance into the United States and inter-
action with U.S. immigration policy. Native American Indian women are often “in-
visible” in the social policy development of the United States; however, they have
been a part of the forces that have influenced its development (Allen 1986; Medicine
1988).

DEMOGRAPHIC PATTERNS

Although the specific ethnic and racial groups encompassed by the term “women of
color” differ in many respects, together we share similarities in terms of our strengths,
low social status, and power. Women of color experience unequal access to power
and resources in our society due to the effects of racism, sexism, and often classism.
We are consequently hampered by average earnings lower than that of white women,
by overrepresentation in low status occupations, and by a low average level of edu-
cation (Baca-Zinn and Dill 1994).

Women of color in all umbrella categories make up approximately half of their
respective groups across age groups; however, the age distribution differs within these
categories and the differential distributions may have direct effects on the lives of
these women. Among Latinas, for example, the number of men to women is relatively
equal from birth until ages 40 to 44 when women in each age group begin to outnum-
ber their male counterparts. The same can be said for Native American groups, except
the distributions begin to favor women at ages 30 to 34 rather than 40 to 44. For Asian
Americans, the disparity in the number of women relative to men is evident as early
as the age range of 25 to 29 and includes prime childbearing and employment years
for these women. This disparity becomes most alarming for African Americans where
women begin to outnumber men in the 20- to 24-year-old age range (U.S. Bureau of
the Census 1992). For heterosexual women this disparity can influence marital or
long-term commitments, childrearing, childbearing, and employment opportunities
for mothers.

The poverty rate of women of color is two to three times that of white women:
36.5 percent of all black women and 31.2 percent of all Latinas live below the poverty
line, in contrast to 12.7 percent of all white women (U.S. Bureau of the Census 1992).
The economic challenges faced by women of color who are unmarried while raising
minor children is also well established in the literature. The 1998 national indicators
of well-being report on children and families identifies the prevalence of poverty
among families of color (Federal Interagency Forum on Child and Family Statistics
1998:10):

This contrast by family structure is especially pronounced among certain
racial and ethnic minorities. For example, in 1996, 14 percent of Black chil-
dren in married-couple families lived in poverty, compared to 58 percent of
Black children in female-householder families. Twenty-nine percent of His-
panic children in married couples lived in poverty, compared to 67 percent
in female-householder families. Most children in poverty are white and non-
Hispanic. However, the proportion of Black and Hispanic children in poverty
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TABLE 28.1. Percentage of Women of Color Completing High School
and College Credentials

Group
High School
Completion

College Degree
Completion

African Americans 88 15
Asian American/Pacific Islanders 82 42
Latinas 50 16
Native Americans 63 2.1

Sources: U.S. Bureau of the Census, Table 3: Educational Attainment of Persons 25 Years and Over,
by Sex, Region, and Race: March 1997; U.S. Bureau of the Census, Table 1: Highest Degree Earned,
by Sex, Race, Hispanic Origin and Age: Spring, 1993; Bureau of the Census Statistical Brief, The
Nation’s Asian and Pacific Islander Population 1994, www.census.gov/aspd/www/statbrief/sb95/
24/pdf.

is much higher than the proportion for white, non-Hispanic children. In
1996, 8 percent of all children lived in families with incomes less than half
the poverty level, or $8,018 for a family of four, while 31 percent of children
lived in families with incomes less than 150 percent of the poverty level or
$24,054 a year for a family of four.

There are some hopeful demographic signs, however. Analyses of census data
from 1994 and 1998 indicate that 16 percent of African American and 38 percent of
Asian American women are employed in managerial and professional positions (U.S.
Bureau of the Census 1992). Table 28.1 indicates how various groups of women of
color differ in respect to educational attainment (by the level of completion of high
school diplomas and college degrees).

SOCIETAL CONTEXT

Racism, sexism, ethnocentrism, and often classism impact women of color directly
and indirectly. However, our scholarship on persons of color often fails to take gender
or sex into consideration when identifying the experiences of ethnic groups of color
in the United States (Medicine 1988). The confusion is exacerbated in the feminist
scholarship about women, because the unique historical, social, and political expe-
riences of women of color are not highlighted. Thus, much of our literature to date
uses terms such as “women and people of color,” where the word women is reserved
for women of European American descent, and the potentially different experiences
of women of color are often lost (Comas-Dı́az and Greene 1994; Hurtado 1996; Johns-
rud and Sadao 1998; Pyant and Yanico 1991).

In her work on black empowerment, Solomon (1976) identified how the power-
lessness related to the experiences of racism, sexism, and other forms of societal in-
equality can lead to the denial of valued identities, social roles, and social resources
available to individuals. She describes indirect and direct power blocks as the primary
social mechanisms in this process. One form of indirect power blocks is the negative
valuation, or stigma, that indicates to members of oppressed groups that they are
deficient in some way. As negative valuations are incorporated into the development
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of the individual, they can interfere with the development of adequate interpersonal,
technical, and social skills. Direct power blocks, such as the provision of inadequate
health services to the poor, also affect individuals in more concrete ways (Solomon
1976).

Therefore, women of color are disproportionately affected by the direct and in-
direct power blocks associated with low status and limited access to economic re-
sources (Parsons 1991; Solomon 1976). Direct power blocks refer to access to material
resources. Because they are disproportionately affected by poverty, women of color
are more likely than white women to suffer from conditions of poor or no housing,
insufficient food and clothing, inadequate access to health and mental health services,
and to be located within low-income and physically deteriorating communities (Kirk
and Okasawa-Rey 1998; Ortiz 1994). Indirect power blocks, which are reflected in the
adjectives and stereotypes we discussed at the beginning of our article, can limit self-
determination and engender a sense of dependency by undermining individuals’ self-
esteem and feelings of competence. These conditions perpetuate the problems of
women of color and their position at the bottom of our social structure (Baca-Zinn
and Dill 1994; Comas-Dı́az and Greene 1994).

VULNERABILITIES AND RISK FACTORS

Earlier we identified the likelihood that social workers will be problem focused when
discussing the lives of women of color. Although we have taken a strengths perspec-
tive in this essay, we do not overlook the challenges facing women of color across the
country. Indeed, the demographic data and discussion of the societal context have
identified ways in which women of color should be understood as a population at
risk. As our discussion of the conditions faced by women of color have identified
issues such as poverty, un- and underemployment, and access to education, our focus
here is on health care risks. However, social workers must continue to be aware of
the ways in which the material conditions that we have outlined are directly related
to these risk factors.

Many women of color face a range of health challenges because of living in con-
ditions of inequality. These may include differences in the rates of hypertension,
osteoporosis, stomach cancer, diabetes, and cervical cancer (Cooper, Rotimi, and
Ward 1999; Derrick 1997; National Journal Group 1999a, 1999b). It is unwise to gen-
eralize, however, that these health challenges occur with the same probability for all
women of color or for all groups that might be included in the same umbrella group.
For women from the African Diaspora, for example, Nigerians in West Africa had the
lowest rates of hypertension, followed by Jamaicans, and, last, urban African Amer-
icans (Cooper et al. 1999). Derrick’s (1997) review of recent literature on African
American women and hypertension suggests that those individuals who confront ra-
cism and externalize it when they encounter it are more likely to have lower blood
pressure readings than those who do not address it. The rate of cervical cancer among
Vietnamese women is also alarming to medical researchers (National Journal Group
1999a), but that alarm does not appear to be generalizable to all women of Asian
descent.

Concerns about the health status of women of color extend to their children. The
percentage of women from the ethnic groups included in the U.S. Vital Statistics
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Reports who had low-birth-weight infants in 1990 was higher than the national av-
erage of 7.0 percent for Puerto Ricans (9.0 percent), Filipinos (7.3 percent), Hawaiians
(7.2 percent), and African Americans (13.3 percent) (U.S. Bureau of the Census 1992).
During the last decade, in addition, women of color from African American, American
Indian, Hawaiian, Mexican, Puerto Rican, and Central and South American back-
grounds exceeded by at least two percentage points the percentage of mothers begin-
ning prenatal care in their third trimester (U.S. Bureau of the Census 1992). While
the average percentage of women failing to receive prenatal care until their last tri-
mester of pregnancy was 6.0 in 1990, at least 10 percent of Puerto Rican, Mexican,
American Indian, and African-American women had this experience (U.S. Bureau of
the Census 1992).

Even for women who are not poor, social marginalization can contribute to poor
mental health outcomes. Women, poor people, and members of ethnic and racial
minority groups have on average much higher rates of mental illness than do men,
whites, and the more affluent (Moos and Billings 1982). Most researchers who have
studied this connection have focused on the stressful life circumstances of these
groups and the resulting strain on their coping capacity (Gutiérrez 1994). This rela-
tionship can also be analyzed from the perspective of power and the effect margin-
alization has on reducing the ability to exercise personal control, on the development
of negative stereotypes toward women of color, and on access to necessary social and
material resources.

RESILIENCIES AND PROTECTIVE FACTORS

Social work can be distinguished from other helping professions in its ability to con-
ceptualize individuals as parts of families, communities, and societies, using inter-
actionist, ecological, and/or feminist models. These frameworks also can be used to
understand women of color as well (Comas-Dı́az and Greene 1994; Johnsrud and Sa-
dao 1998). We propose that women of color use their communities of color (identified
by the women) as buffers in their interactions with the wider societies. While these
communities of color are likely to change over the developmental and experiential
lives of women of color (in terms of race, ethnicity, geographic location, economic
status, sexual orientation, or education) the buffer zone of the community of color is
a space in which women of color develop and strengthen the biculturalism that allows
the population to be resilient in this society.

Critical analyses of the community of color’s utility as a source of key network
supports or barriers has become a part of the social work practice literature on working
with community of color (Congress 1997; Lum 1996). Social networks do not remain
static, and it is imperative that those social workers who attempt to understand
women of color’s use of the networks identify the specific networks to which the
women belong (Lewis and Ford 1990). The extent to which social work practitioners
can incorporate the bicultural community of color as a focus of the intervention is
one method of ensuring the appropriateness of the intervention (Reppucci, Woolard,
and Fried 1999).

Evidence regarding how the inclusion of a focus on a woman of color’s com-
munity (whether geographic, demographic, or philosophical) affects intervention out-
comes can be drawn from the fields of public health. Winkler and Fontanarosa’s study
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(1998) of the relationship of social group memberships indicated that both societal
and individual factors influence the health status of women of color. Their study of
more than five thousand white, African American, and Mexican American women
identifies some of the ways in which activities related to particular populations of
color have differentially affected those populations. Shain et al.’s, study (1999) of the
role of giving specific attention to the community of color in an intervention hoping
to reduce the risk of sexually transmitted diseases among African American and Mex-
ican American women noted that the rates of infection were significantly lower among
women of color in treatment groups.

How does a community of color strengthen the resilience of women of color?
Hurtado (1996) identifies these communities as places where women can practice
using and developing their voice by telling stories and, as they age, serve as the oral
historians for the communities. Reppucci et al.’s (1999) review of the literature on
prevention and intervention programs at the individual and family level suggests that
the most effective of these are grounded in an understanding of the unique cultural
backgrounds of the communities of color, as well as demographic differences. The
authors noted, “Programs focused solely on the individual seem destined to failure if
they do not take into account community context” (Reppucci et al. 1999:18).

Social policy in the United States has been focused on social problems and has
often missed the ways in which women of color in particular have built programs and
communities in the midst of limited resources (Gutiérrez and Lewis 1999). As our
public assistance for families programs have changed from an aid (e.g., Aid to Families
with Dependent Children) to a personal responsibility model, researchers in Louisi-
ana have lamented the punitive consequences facing older women of color with lim-
ited employment backgrounds (Monroe, Tiller, and Garand 1999). At the same time,
however, women of color in their home communities are demonstrating their resil-
ience in the creation and maintenance of self-help programs that provide avenues for
the securing of job skills (Safran 1993). Another example of the resilience of women
of color in addressing the concerns of their communities is the 1997 Summit on Asian
American Women and Breast Cancer. This program focused on increasing outreach
to the Asian American communities on the East and West Coasts of the United States.
Social workers filled a large number of seats in the Summit Planning Committee. The
Summit is an illustration of the use of the umbrella term Asian Americans as a way
of building community within a set of ethnic groups with different historical, social,
and political backgrounds (Nagel 1994). Programs for incarcerated mothers such as
Sons and Daughters of the Incarcerated, based in Ann Arbor, Michigan, and developed
by a social worker, have also addressed the needs of many women of color who are
disproportionately represented in the prison population.

Reppucci et al. (1999) note the importance of multilevel interventions that con-
sider the unique needs of populations. They state: “Focusing on diversity also suggests
that alleviating a particular problem (e.g., preventing HIV transmission) may require
multiple interventions targeted in ways that can be utilized by different groups. In
other words, identical packaging of an intervention may be inappropriate and there-
fore ineffective for all groups. By being alert to diversity, interventions on the same
problem can be tailored for various age, gender, ethnic and other groups . . .” (Rep-
pucci et al. 1999:19).

Women of color also share other similarities in terms of strengths and coping
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strategies. Within our own communities we have highlighted values and developed
behaviors that have allowed us to survive in the face of oppression. Economic neces-
sity has led women of color traditionally to participate in the labor market at higher
rates than European American women. Although this role has not always been vol-
untary, it has helped us to develop ties and a sense of self outside of the family and
has reduced our economic dependency on men (Darity and Myers 1984; Hunter 1993).
Women of color are also considered to have strong family and community ties, which
we use for concrete and emotional support. Our informal and formal ties can be a
form of strength. This history of coping and surviving within a hostile world has led
many women of color to perceive themselves as strong and capable of dealing with
adversity.

One important dimension in the lives of many women of color is spirituality.
The health and mental health fields in the United States have been slow to incorporate
the concept of spirituality into practice. In fact, in the United States many of the
helping professions have traditionally associated spirituality with religion, and reli-
gion was viewed as an unhealthy defense mechanism (Gutiérrez and Lewis 1999).
Professionals were trained to work “around” rather than “with” the spiritual realities
of their clients and to view client spirituality as a crutch others leaned on. Practition-
ers were expected to split off their own spiritual or religious convictions, experiences,
and instruction in order to provide quality service.

Incorporation of the spiritual acts of meditation, fasting, writing, dance, music,
prayer, discernment, and service have been important for the survival of women of
color in a hostile world (Adair and Howell 1994; Boyd-Franklin 1989; Mattis 1995;
Starhawk 1992). For some women of color, these spiritual acts are combined with
religious affiliations, but the lack of a formal affiliation with a recognized religious
body does not automatically mean the lack of a spiritual base in the lives of women
of color. Some of the membership in formal religious institutions has fostered women
of color’s ability to participate in, mobilize around, and monitor social change activ-
ities, as in the case of the role of African American women in the civil rights era of
the 1950s and 1960s (Robnett 1997). Another example of the role of religion in helping
women of color to influence change in their communities and the society at large is
how researchers have built their study design and data collection efforts around the
local mosques of the Southeast Dearborn, Michigan, community, which has the largest
population of individuals from the Middle East in the United States (Aswad and Bilge
1996). The importance of spiritual belief as a way of coping with HIV/AIDS is also
documented in the social work literature by Marcenko and Samost (1999).

The development of a critical consciousness can also be a source of resilience
and strength (Gutiérrez 1994). An essential building block for critical consciousness
is the recognition of one’s social identities and how they relate to specific commu-
nities. These social identities can be shared with others with similar social, historical,
or political backgrounds. Thus, there is a potential for ethnic identities, class identi-
ties, survivor identities, age identities, and parental identities. There are also many
other potential identities for women of color far too numerous to describe here. Ac-
companying the numerous identities is a vast social science literature on identity
development, much of which is beyond the scope of this chapter.

Mapping the ethnic and cultural identities of women of color can provide the
service consumer with a visual record of the way women of color have integrated



828 Life Circumstances and Events

their interactions within their families, communities, and the wider society. This map-
ping exercise can include spatial (e.g., where the individual was in terms of geo-
graphic location or birth order) or temporal (e.g., the age of the individual or the
activities occurring on a local or global scale when critical events were taking place
in the individual’s life) elements as well. Having the individual woman of color give
meaning to how her life events have influenced her current decisions can further
solidify what may be a new identity formation.

Of utmost importance to this discussion is the importance of naming our iden-
tities as women of color while simultaneously recognizing the impact of the ways
others would name us. Earlier we discussed the use of umbrella terms as convenient
but not universally accepted within our ethnic populations. Recognizing the identities
important to women of color is one mechanism for building the relationship between
social worker and service consumer. We might recognize, for example, that certain
umbrella terms like American Indian or Native American are considered “colonized
identities,” that is, constructions of identity made by forces unfamiliar with or un-
caring about the real social, historical, and political lives of the First Nations com-
munities they supposedly encompass (Yellowbird 1999). We could also recognize that
the most salient identities for women of color are those related to social group mem-
berships other than race or ethnicity, even if the two constructs play a supporting role
in the primary reason for entering a social work practice situation. It is possible, for
example, to recognize the identity of a physical assault “survivor” as primary in a
practice situation, while simultaneously recognizing that this identity may be
uniquely grounded in contexts of the perpetrator’s ethnicity and the woman’s age. An
older woman of color who has been assaulted in her home by an individual from her
own ethnic group in a predominantly ethnic community may need to work through
a different set of identities and potential outcomes than a younger woman of color
who has been assaulted in her workplace by a perpetrator from another ethnic or
racial group. The response rates of law enforcement officials may differ, as might the
ability to prosecute the perpetrator, or the subsequent portrayals of the women in
question in their own communities.

PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Social work practice with women of color can build on sources of strength and resil-
ience to address areas of vulnerability. The material conditions of many women of
color lead to increased risk for serious health and mental health problems. Sources
of strength and resilience that exist in the identities, communities, and traditions of
women of color can, however, be harnessed to directly address these risks. An em-
powerment approach that engages women actively in the change process is one
method that can be used to assist individual women and their families while making
changes in their material conditions through changes in communities, organizations,
and policies. In this section we utilize our narrative traditions to describe this practice
approach in two separate settings with women of color. The first example is a com-
posite based on our previous practice experiences; the second is a program that is
currently being implemented by two of the authors. In both of these examples we
identify specific suggestions for assessment and intervention with women of color.
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ILLUSTRATION AND DISCUSSION

The Community Partners Project (CPP), a citywide effort to combat forms of
violence against low-income communities, began in an individual intake ses-
sion between Dawn, a woman from a large western city and Pauline, a social
worker who had been working in a community-based health and mental
health organization for several years. Dawn had come to the center at the
beginning of the year seeking assistance with familial concerns surrounding
a daughter who had been sexually abused by a relative. Dawn initially felt
helpless and hopeless about this situation but, with Pauline’s assistance, had
developed a plan to address the needs of her daughter and help to resolve
the impact of this experience on the family unit. Specifically, she identified
ways of getting counseling assistance for her daughter with a practitioner
skilled in child sexual abuse, and she joined (with her husband) a support
group for parents of abused children originally facilitated by Pauline but now
meeting independently. Ten months after the first meeting with Pauline,
Dawn stopped by the community-based organization to discuss her progress.

Empowering practitioners’ work often begins on the individual, family,
or group level. It differs in two respects from nonempowering forms of in-
tervention, however. First, empowering practitioners have as a goal the link-
age of individual and family to group methods to normalize and externalize
the presenting target issues and to provide alternative models for change for
the person(s) seeking assistance. Women of color, given the social and dem-
ographic restraints faced daily, often simply need to know that all of the
difficulties they face are not their individual fault. Empowering practice
models also attempt to have the social worker serve as a cofacilitator of the
intervention process, not its director. Women of color seeking assistance are
viewed as the most knowledgeable about their situation. Their resilience in
the face of economic, social, or psychological barriers is also recognized.

While Dawn was pleased by the gains her own family had made during
the period, she felt that her work had not been completed. Dawn had deter-
mined, through her discussions with other women in the family support
group, that the issue of violence was much larger than that perpetrated on
individual families and included the responses of the criminal justice system
to child sexual abuse and spousal abuse, the solicitation of poor young
women for prostitution by men from outside of the community, and the lack
of a restitution system for women who had experienced violence in its varied
forms. She had come to meet with Pauline that day to report her findings
and dissatisfaction with current methods for addressing these issues.

Pauline, cognizant that Dawn’s individual and family work had now
expanded to community and societal issues, discussed the utility of taking
the same problem-solving strategy they had used in their early individual
sessions and expanding it to address these larger issues. They immediately
began to work to determine who in the self-help parents’ group might be
interested in these concerns. After generating a list of potential participants,
Dawn began to contact community residents about their interest in either
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beginning a new self-help group or expanding the scope of the existing family
violence group. It became clear after four telephone calls that participants
wanted to expand the scope of the group to include community violence and
include as many more families as were interested in participating in such a
venture.

The development of critical consciousness occurs when individual
problems can be linked to their corollaries at the group, community, and
societal levels. Developing a critical consciousness about an issue sometimes
takes a great deal of time, however. Social workers must think about these
linkages throughout the intervention period. Even when consumers are not
initially interested in expanding their targets for action beyond their indi-
vidual or family situation, empowering social workers can be involved in
political and social action projects to address policies and programs contrib-
uting to the disease of individuals and families with whom they work.

The expanded group, with fourteen families represented, began to meet
in the fall of the year. As they shared their stories, these were recorded and
transcribed by Pauline, and the group spent time during each session iden-
tifying the major concerns and strategies for resolution discussed the previ-
ous session. The network charged itself with being concerned not only about
problems but those avenues in and outside of their community that could
serve as targets for action or resources for change. Before long, the group had
identified needs and resources across the human service infrastructure of
their city.

By the beginning of the next year after Dawn and Pauline had first met,
the group, now calling itself The Community Partners Project (CPP), orga-
nized a conference on community violence. They generated a list of occupied
housing in the community, divided the list among members, and individu-
ally visited each household on the list to invite them to the community con-
ference, which was held in space donated by the community-based organi-
zation. CPP members also invited members of the city council, the police
department, community-based social service and health organizations, and
the county Department of Public Health to attend, and each of these units
sent at least one representative. Again, CPP members reported their prelim-
inary findings about areas of community violence and some of the solutions
they had identified for alleviating it. It became clear at the end of the con-
ference that one major system had been omitted from their list, the criminal
justice system. Some of the community residents who had not been active
with the CPP before had access to information about how the criminal justice
system worked in their locality and state, and they agreed to be part of a task
force targeting this system. Before the conference ended, task forces were
established to work on all major targets of concern and charged with report-
ing their deliberations and findings back to the CPP central group quarterly.
The CPP divided itself among the task groups and worked with each of them
to develop an action plan for including resources both in and outside of the
community, and to engage key personnel to activate their change strategies.
The CPP continued to meet monthly at the community-based organization,
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which by now had donated a small office and telephone to serve as the CPP
headquarters.

Social workers utilizing empowerment strategies serve as facilitators,
rather than directors, of social change movements within communities. They
take an active role in facilitating agency change so that the needs of individ-
uals, families, and groups can be met. In this case, Pauline’s role was to help
Dawn develop a strategy toward the establishment of procedural justice for
the community. Given her ties to the professional community, Pauline may
also have identified some actors from other organizations who could be in-
vited to the conference. Pauline also needed to support the creation of a
procedural justice perspective within her own organization so that a new
program, led and determined by community residents, could be housed in
and supported by the physical plant of her agency.

When community change agents are given the opportunities to actually
direct their efforts, they can successfully identify key personnel within their
communities who can affect change. Leadership for the original conference
was vested in the CPP, not the community based organization in which it
was housed. The agency could take credit only as a supporter of this effort,
but that did not preclude it from contributing space, refreshments, and trans-
portation for the conference.

The CPP conference became an annual event. Because of the work of its
task forces, the police department began a neighborhood-policing project,
which gave residents the ability to target those nonresidents driving through
the community to solicit prostitution from the young women. The license
plates of the drivers were recorded and called into the new community po-
licing office, and the individuals were stopped before they could leave the
scene, arrested, and had their automobiles confiscated. A second outcome of
the CPP’s work was that the state’s list of sex offenders was regularly checked
to determine whether there were individuals in the community with prior
offenses. When those people were identified, community health workers
(neighbors from the community who had been trained to enhance the emo-
tional, physical, and spiritual health of residents) visited them regularly and
let them know that the community would be watching them to ensure the
well-being of neighborhood children, as well as linking them to formal and
informal community resources. One task force continued to facilitate the
parents’ group for those whose children had experienced violence, but an-
other group was formed for women who had experienced violence at the
hands of their intimate partners. Both groups were cofacilitated by CPP mem-
bers. The task group charged with addressing needs in the criminal justice
system began a letter-writing campaign in newspapers statewide until the
state legislature held hearings on the issue, and members drafted a bill to
develop a statewide restitution program for children and women who had
experienced violence.

Institutionalizing a single social change strategy through collective ac-
tion does not occur overnight. Institutionalizing a series of such strategies is
extremely labor and time intensive. The CPP needed to have a plan that
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included the support of its members through the long period of reactance to
social change experienced when new initiatives come up against old insti-
tutions and perspectives on social justice. In continuing to support the origi-
nal self-help group for parents whose children had experienced violence,
and expanding their work to women experiencing violence in intimate re-
lationships, the CPP provided this support for its members as well as a mech-
anism to recruit new members whose individual critical consciousness
would expand over time to larger community and societal issues.

Other forms of reactance, from the reluctance of the municipalities’ po-
lice department to the community policing program conceived by the resi-
dents, to the state legislature’s reluctance to support a bill of placing infor-
mation about sexual offenders in the public domain, required the connection
among CPP members and affiliates as well. The task forces inspired confi-
dence in the CPP members by expanding their skills in developing letter-
writing campaigns, effectively using the audio and visual media, and learn-
ing how to lobby at the state level for a bill. When reactance is anticipated,
empowering practice can address it proactively rather than reactively, and
determine the skills needed to overcome it.

Within three years, the CPP had gone from an individual’s (i.e., Dawn’s)
recognition of the systemic connections among forms of violence to a net-
work of individuals, families, and professionals who served as a prototype
for other empowerment-based programs across the country. At the end of its
third year of operation, Dawn was selected to receive the city’s Volunteer of
the Year Award. She insisted on accepting it jointly with Pauline, telling the
story of her initial visit to the community-based organization and the sub-
sequent birth of the CPP.

In a society where the focus is on identifying problems rather than so-
lutions, it is critical for empowering social workers working with women of
color to capture and share the stories of success. It is only in doing so, both
within and outside of the community of color, that future programs and pro-
jects can benefit from the wisdom generated by these communities. Record-
ing the stories also adds to the body of knowledge about the ways in which
women of color have designed and implemented successful change strategies
within their communities. The social worker’s ability to work with the com-
munity of color to record the stories provides potential access to these stories
internationally rather than simply locally. This can be done through formal
methods of investigation including single case and survey research, through
the completion of case narratives, and through the employment of the oral
tradition to tell the stories to youth and other community members.

The International Families Outreach Project (IFOP) is a community de-
velopment project active in the University of Michigan Family Housing, serv-
ing families of international students and scholars. The University of Michi-
gan has one of the largest international student enrollments in the United
States (Institute of International Education 1998). One in six graduate stu-
dents attending the University of Michigan during the 1996–97 academic
year were from another country (University of Michigan International Center
1997). Many international graduate students and scholars bring their families
along. More than half of the University’s fifteen hundred Family Housing
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units are leased to residents from other countries, the majority of them from
East Asia (University of Michigan Family Housing 1997–1998). Other fami-
lies come from Southeast Asia, South Asia, and Latin America. A small num-
ber of families also come from Africa, Russia, and other European countries.
IFOP was initiated in 1996 by one of the authors (Sakamoto), who was herself
an international woman graduate student, with the support of another one
of the authors (Gutiérrez) and an advisory board comprised of staff and fac-
ulty members representing various units across the university.

International women spouses often face many challenges. Chief among
them is the language. Our needs assessment survey with the international
Family Housing residents was conducted from 1997 to 1998. Participants in
community education events, in English language classes, and at a commu-
nity health fair were invited to complete the survey questionnaire. One hun-
dred forty-three residents from other countries responded to the survey ques-
tionnaire (108 women, 31 men, 4 did not identify a gender; mean age � 33.5).
This survey was conducted in five languages: English, Japanese, Chinese,
Korean, and Spanish. The respondents had been at the University of Michi-
gan for an average of sixteen months and had an average of nineteen more
months to remain in the United States. Most of the female respondents were
in the United States due to their husband’s job or education; almost all of
the male respondents were either students or visiting scholars. This roughly
reflects the characteristics of the target population. The questionnaire was
developed from findings of focus groups conducted in the community with
additional items, such as the Daily Hassles Scale (Kanner et al. 1981). To
complement the survey data, informal needs assessments and exit interviews
were conducted with several program participants.

The needs assessment findings suggested that the majority of women
believed that language posed a real difficulty in their daily lives. Although
not all the international women had difficulties with speaking English in our
university environment (most, if not all, of the South Asians and Southeast
Asians, and many of the Europeans and Africans are fluent in English), the
needs assessment found that many international women believed it difficult
to communicate with others in English.

Moreover, concerns about “language” were not just about fluency issues,
but also about overall communication comprehension in different cultural,
legal, and social contexts than what the international spouses were familiar
with. For example, several Korean women expressed their distress when po-
lice officers came to their apartments when their children were crying loudly.
Many said that they did not know what to say to the officers, partly due to
the language difficulty, but also due to a shock of just seeing a police officer
in their apartment and being suspected of child abuse. A Japanese mother
experienced a conflict with child care providers and security officers when
her child sustained a minor injury on his head while at the child care pro-
vider’s. University security officers did not respond to the mother until twenty
minutes after the emergency call was placed. After they arrived, the security
officers refused to transport the child since they did not have the child car
seats required by law, and the mother had to take her son to the clinic by
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herself. This mother was further frustrated when she felt that the child care
providers did not attempt to support her and advocate for her with the se-
curity officers. This mother felt that the language and culture were the fun-
damental barriers between her and service providers, and she felt angry and
powerless.

Financial and other material challenges also constrain the lives of these
international women. The needs assessment findings indicated that half of
the international women who came here as spouses had worked in their
home countries, but almost all of them were currently unemployed, because
dependents of student visa holders cannot work for money in the United
States. Thus, international spouses, who are more often women than men,
tend to be more confined in the United States, especially when they have
difficulties with the language, have children, and cannot work in the United
States. Since many international families are on limited budgets and child
care is very expensive in the United States, many international women with
children become homebound. This may make it even more difficult for these
women to be connected to each other.

General cultural differences, including food availability and external
support for religious practices, are also challenges for many. One Korean
woman said that “different food is [one of the most difficult things about
living in the United States]. It was hard to get authentic Korean food.” Mus-
lim residents often share their frustration when maintenance and police per-
sonnel do not take off their shoes inside their apartments. Keeping floors
very clean is important to Muslims, as they pray on the floor five times a day.
Unfamiliarity with and extreme sensitivity to child abuse laws sometimes
leave international mothers vulnerable. Some mothers worry that even if
they yell at their own children at home, their neighbors, suspecting child
abuse, may report to the police. A Korean mother shared that she could only
go to the laundry facilities located a few doors down from her own residence
at midnight when her newborn, older children, and husband were asleep
and she finally had time to leave home alone. She wanted to do it during the
day, but without child care, she felt that she could not leave her children at
home for fear of being reported to the police. Another Korean woman was
also afraid of being reported as a child abuser ever since she was mistakenly
reported to the police for child abuse right after she and her family came to
the United States. She described her life:

I was forced to come here [to the United States ] by my husband. He
thinks I need to be more active. The reason for my becoming more
and more inactive is because of my two children. Moving around
itself is hard. We can’t even leave our children in automobiles
(laughs), they cry when they are told to go to sleep.

Some international women find the transition of becoming a minority
from a majority challenging. For those who come from racially or ethnically
homogeneous environments, being visually different all the time could itself
be a draining experience, especially when the experience was new for the
woman. Some women who come from countries where hiring of domestic
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TABLE 28.2. Practice Guidelines

1. Resilience can be supported by externalizing rather than internalizing the presenting
issue and placing women of color in leadership positions within the interventions
serving them.

2. Resilience can be fostered through the development of women’s critical
consciousness.

3. Resilience can be facilitated through addressing key supports and barriers for women
of color community change agents.

4. Resilience can be facilitated by normalizing the reactance of the host community and
its institutions.

5. Resilience can be facilitated by “telling the stories.”

workers is common among the middle class may find it very challenging to
have to learn and take care of all the housekeeping work on their own. The
exchange rate for dollars is often unfavorable with regard to other currencies,
and barely having enough to live on in a foreign country itself is a challenging
task for those who were affluent in other countries. More generally, many
find the experience of “becoming nobody” in a foreign country and being
disconnected from familiar people and places difficult.

Other findings from the needs assessment had to do with the desire of
international families and women to build a community within their geo-
graphic locations. In building that community, however, some women real-
ized that old prejudices against members of other ethnic groups might be
evoked during community-building activities. For example, social workers
had to help IFOP participants use their problem-solving skills to determine
whether conflicts were the result of cultural differences based on national
boundaries or whether they were personality styles. Although women were
interested in getting to know women from other countries, they still believed
that it would be difficult to approach people from countries other than their
own country of origin. To resolve this issue, the women wanted initially to
meet and get to know women from their own countries who were living in
Family Housing.

IFOP organizers took into consideration the results of the needs assess-
ment in building the elements of the initial program. They demonstrated that
simple tools can create comprehensive and useful interventions when ad-
hering to the practice guidelines of identifying and addressing key supports
and barriers and having the women tell their stories. (See table 28.2 for a
summary of the practice guidelines.)

Situated in the transient student family communities with naturally high
turnover rates, IFOP’s major efforts have primarily been on outreach, increas-
ing participation of the residents, and identifying resources, all leading to-
ward community building. After three years of organizing, active involve-
ment of community members in system change is now beginning.

Most of the work conducted by IFOP involves community workers, who
are also spouses of students or scholars who are from other countries (Korea,
Brazil, Trinidad, and Tobago). They live in the Family Housing with their
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husbands and children, and their work illustrates the second practice guide-
line of looking for and employing women of color who can take leadership
positions in their own communities. The staff’s peer status to the residents
we work with makes it easier for us to develop helping relationships that are
egalitarian and participatory. For example, during drop-in hours in the
IFOP’s shared office space, five to fifteen women usually stop by and stay for
one to three hours. A core group of mothers drop by every week with their
children. Over various kinds of international teas and snacks, the conversa-
tion ranges from cultural sharing about child-rearing practices, living in the
United States in general, and previous careers and jobs to frustration about
parenting and role sharing in households. Newcomers often generate excite-
ment, which brightens up the entire group of people in the room. The synergy
produced among those who are willing to make friends and do something is
quite invigorating to the staff members and becomes the source of energy. In
short, drop-in hours, an illustration of practice guideline 3 of identifying
supports as well as barriers, are opportunities where community residents
can meet their neighbors and IFOP staff in an informal setting, make friends,
and sometimes vent their emotions and ask for advice from their peers. In
this latter activity of sharing information and asking for advice, the women
again utilized practice guideline 1 of externalizing their situation and prac-
tice guideline 4 of normalizing the reactance of institutions in the host culture.

The staff, when appropriate, often share their stories as mothers, wives,
women, and being different, in response to the stories that the community
members tell. The positioning of ourselves as peer helpers and facilitators as
opposed to distanced professional helpers has been very effective in devel-
oping the power of residents, because being peers are not stigmatizing and
the roles of the residents are not fixed as “clients,” although there are times
some do actively seek help. In fact, some of the “regulars” became the active
volunteers who are now an integral part of our project. A Korean woman,
who said that she only knew one Korean person in the community when she
first came to IFOP, has been participating in the program for four months and
has been introduced to many other Koreans partly through the informal con-
tacts made through drop-in hours. Now she would like to teach Korean chil-
dren in the area in an informal Saturday school that we cosponsor.

Another Korean woman initiated a “Walking Group” during the drop-in
hours, called all of her friends from her ESL class, and pulled off a very
successful activity that has been attracting five to twelve women every week
for the past three months. She also volunteers as an editor of our monthly
newsletter. This development of the critical consciousness, as in the case of
Dawn discussed in the previous section of this paper, illustrates practice
guideline 2. In her article about the Walking Group, the Korean woman col-
lected the following voices of the participants of this group:

I think the “Walking Group” is a really good idea. We always have
a lot of fun and can practice our English amongst each other. We
also learn more about different cultures from different countries.
(An Indonesian woman)
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This editor wrote the following about her experience as a volunteer,
leader, and community builder in this newsletter: “As a volunteer, I am learn-
ing a lot of things. IFOP is important to me.” Another volunteer editor from
Japan also shared that “I am happy to meet other residents of Family Housing
and feel that I am a part of the community.”

This last comment about feeling a part of the community is significant,
because not all the women from other countries may feel this way. This is
largely because these international women in the university community are
mostly temporary residents, thus not necessarily committed to the local com-
munity or to U.S. society in general. Some people who are in the United
States for one to two years may feel that they are guests and that their stay
is like a long vacation in the United States. This does not mean that they do
not experience daily difficulties living in a foreign land. Rather, when they
are not going to be living in the United States for a long time, feelings of
marginalization may even reinforce the lack of a sense of responsibility as
members of the community. Women’s critical consciousness can be fostered
by coplanning and participating in a diversity seminar for service providers’
participation in a community-building project, as indicated by another IFOP
volunteer:

I think being in America for me is not only about a getting a degree.
I represent a voice not only my own voice but also a voice as a
woman, a voice from Turkey, a voice of a Muslim person. And I
appreciate the effort for providing this opportunity to me and to the
other panelists.

These women bring many strengths and skills to the community and
IFOP program. First, after several months of staying in the Family Housing
communities, the women become very knowledgeable of various cultural
and inexpensive resources available in the area. Second, they are typically
very eager to network with each other and bring in high energy to IFOP
meetings and activities. Third, the international women are often very mod-
est in learning about new cultural environments. In addition, their enthusi-
asm about learning is contagious. They often ask questions of each other
about their cultural heritages and are impressed by what they have learned.
This is another illustration of expression of the development of critical con-
sciousness through storytelling as described by practice guidelines 2 and 5
in table 28.2.

Some of the IFOP participants are very eager to do something in the
community. They often have new ideas for programs as seen in the devel-
opment of the Walking Group. Many women are current or expectant moth-
ers. Experiences in parenting and knowledge of its difficulties and rewards
are definitely a strength they have. For example, when one German woman
who was due to give birth in a couple weeks stopped by for the first time
during the drop-in hours, she shared some of her anxieties about the child-
birth. A few other women from various countries in the room volunteered
their childbirth experiences, which were very moving to others who were
present and left positive feelings about childbirth and being women in gen-
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eral. Last, about half of the women involved with IFOP have worked in their
home country. Therefore, many of them have special skills and interesting
backgrounds. One woman from China was a mechanical engineer. A Korean
woman mentioned earlier was a math major. The Japanese woman who vol-
unteers with us worked in a business firm on a career track. A woman from
Nigeria was a community development worker. Most of them, unfortunately,
cannot work due to the kind of visa that they have. This does not mean,
however, that they do not have strong leadership skills and backgrounds.
Thus volunteer experience also becomes valuable in a reciprocal manner,
benefiting both the women of color and the IFOP program. Our job as social
workers helping to facilitate IFOP’s expanded role in the lives of these
women and the Family Housing community is to match their talents, skills,
and interests to existing and new volunteer opportunities. Even if they do
not take on a concrete “job,” being an active participant of the events and
offering mutual support to other community members are very valuable as-
sets for both Family Housing and the international women’s community lo-
cated therein.

These two examples identify how an understanding of the structural
experience of women of color can be used in macro- and microlevel practice.
In both of these cases, we utilize practice methods that are focused on iden-
tifying and building upon sources of resilience and strength that are within
communities. The practice guidelines we identify (see table 28.2) can be used
by any social workers interested in fostering the resilience of women of color
and may be incorporated into the design and evaluation of their interven-
tions.

CONCLUSION

In this chapter we have identified ways in which women of color can be a group
considered to be a “population at risk” for health, mental health, poverty, and other
serious problems. These problems most often originate in conditions of inequality
that result from the interlocking oppressions of racism and sexism that affect the
opportunity structures, resources, and experiences of women of color. However,
women of color have not been passive in their experiences of inequality. Individual
women and groups of women have developed strategies and resources within their
communities that are sources of resilience and strength.

Effective social work practice with women of color will recognize and understand
how societal conditions have impacted on the experience of women of color. This
practice also requires a multidimensional perspective involving multiple levels of
practice and skills for working with individuals, groups, families, and communities.
Understanding women of color will focus specifically on how individual women have
been affected by forces such as racism, ethnocentrism, and sexism and on ways in
which social structures might be challenged. However, because women of color are
at the bottom of our social hierarchy in terms of political power, we must also em-
phasize the interpersonal and political levels of change. As illustrated in our exam-
ples, practice with women of color must engage sources of resilience and strength to
ameliorate systems on all levels.
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Note
Special thanks to Virginia Gonzales, who assisted with the development of this chapter.
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Work and Job Jeopardy
Sheila H. Akabas
Lori Bikson

Think about the word work, and an endless stream of descriptors crosses
one’s mind. Included might be financial support, social contacts, a means of orga-
nizing one’s day, a source of status, a sense of accomplishment, or alternatively de-
manding, dirty, dull, unhealthy, unsafe, stressful and lacking in fulfillment to list just
a few. As a society we are ambivalent about work. Work is seen as a panacea that can
remedy problems and a plague that precipitates them, as a cause of pernicious stress
and a source of self-actualization. Yet work or the search for it is an activity that
commands the majority of waking hours of approximately 140 million Americans on
a daily basis (Folbre 1995). Most others under the age of 65 are engaged in activities
designed to prepare them to work effectively. It is not surprising that anything gaining
so much attention is a much debated phenomena. The reality probably lies between
the extremes. Freud saw the ability to work as one of two hallmarks of adult func-
tioning, the other being the ability to love (1930). Teenagers see work as the route to
independence, or at least to ownership of a car, the unsurpassed symbol of American
independence. Children have great curiosity about work, and their pretend activities
often fantasize work roles. Aging persons ponder the right time to leave work, while
employers frequently make that decision for their employees, aged and otherwise.
Those outside the workplace often look longingly at work. Seventy-five percent of
persons with disabilities who are not employed, for example, report a great desire to
work (Stoddard et al. 1998). We are a society that holds work supreme as some so-
cieties do religion and others age or other personal characteristics (Ozawa 1982). For
adults, to not work is to be outside the mainstream, almost less than human (Wagner
1994). As Tice (1994) has noted, “Employment can mark the difference between social
skill development and social isolation, self-sufficiency and dependency, and a pro-
ductive routine and boredom” (734).
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Given the importance of work in people’s lives, both for individual fulfillment
and now, because of policy mandates, for sustenance, consideration of the conditions
under which labor force participants have difficulty finding work, or are placed in
jeopardy of not being able to manage job retention, and what social work and social
workers can do about it, is in order. A wide variety of conditions place individuals
in a vulnerable position in relation to entry into employment and job retention. For
instance, it has been understood for a long time that there are workplaces known for
their culture of drinking or drug abuse (Fine, Akabas, and Bellinger 1982), and much
has been written about the impact of substance abuse on job retention (DiNitto 1988).
The Drug Free Workplace Act of 1988 (PL 100–690) has made it a matter of public
policy to require employers who hold federal contracts or receive federal grants to
“police” their employees and certify that they are drug free. Other federal laws and
regulations attend to the importance of control of substance use for those who hold
safety-sensitive jobs in the transportation industry. Yet it is estimated that 90 percent
of all substance abusers are active members of the workforce who endanger their
continuity at work by their substance use. Well accepted, however, is the significant
opportunity that threat of job jeopardy can offer in helping abusers, especially those
who use excessive alcohol, to seek treatment and even spontaneously to cease the
abuse (Hanson 1993). Because of the potentially costly impact of substance abuse on
contractual obligations with the government and on actual productivity, Employee
and Membership Assistance Programs (EAPs and MAPs) have gained widespread
attention, resources, and managerial support for their role in using constructive con-
frontation (Trice and Sonnenstuhl 1985) and other forms of intervention (Walsh and
Gust 1986) to reduce the numbers who risk their employment attachment by the use
and abuse of alcohol and drugs at the workplace. Work, or job maintenance, is a
crucial and desired treatment outcome for most programs that serve persons with
addiction problems, and one to which EAPs and MAPs lay claim. A measure of their
success is the reduced attention to this issue recently.

A condition of even greater pain typically faced by participants in the world of
work is the circumstance of unemployment itself. Unemployment has been reported
as arousing fear and despair, has been compared with experiencing rape, and has
been linked with physical illness, child and spouse abuse, substance use, and pre-
mature death. Yet loss of a job at some time in one’s adult life is almost a certainty in
this era of fast-changing economies (Root 1993). Although unemployment insurance
payments and severance pay may mitigate the immediate financial burden of sepa-
ration, analysis by Sales (1995) shows that workers unemployed for more than six
months experience a worsening financial plight. The trauma to personal and family
health and well-being that results from an individual being laid off or fired has defied
accurate estimation (Jones 1990; Liebow 1967). Such trauma becomes a community
experience when a whole plant is closed (Vosler 1994). In this latter circumstance,
public policy has sought to reduce the impact through the Worker Adjustment and
Retraining Notification Act of 1988 (PL 100–379). It is an interesting historical note
that when George Bush was vice-president, he urged President Reagan to sign this
bill because he believed he could not face the electorate successfully without having
responded to the widespread anger in the Midwest precipitated by the wave of plant
closings. As Root (1993:343) has noted, “Requiring advance notification of intended
plant closings, for example, appears to be a significant factor in improving employ-
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ment opportunities for workers who are affected.” It is obvious that there is a huge
agenda appropriate to social workers who seek involvement in workplace issues, on
all levels of practice, policy, and research.

Many other conditions place individuals in job jeopardy with its accompanying
disturbances. Regardless of method, specialization, population focus or agency set-
ting, every social worker deals with work or its absence on a daily basis (Akabas 1997).
The remainder of this chapter will partialize; that is, it will deal with two of the many
circumstances that account for job insecurity and unemployment and explore the
potential for policy and practice responses. The particular issues to be reviewed are
the condition of conflict between work and family demands and the impact of the
onset or worsening of disability. For each, we attempt to define the risks and vulner-
abilities as well as the coping mechanisms and protective factors that help individuals
resolve these problems and the organizational policies and other strategies that can
contribute to the remedies.

At first glance the loss or lack of work may seem relatively inconsequential when
compared with some of the other conditions, circumstances, and events described in
this volume. But for workers struggling unsuccessfully with work-family balance and
workers who have a disability, their condition may result in oppression, poverty, and
mental health problems not just for themselves but often for their families as well
(Akabas 1988; Waldfogel 1997; Wetzel 1978). Lest the reader fall into the minimalist
mind-set, we quote from a woman who has been fired, who describes the situation,
“The feelings were so elemental, and so strong, just overpowering. Betrayal. Depres-
sion. Shock. . . . It has to have a lot of kinship with death. . . . It’s the brutality. It may
be more like rape than death. Being brutalized, violated, and being helpless” (Mauer
1981:20–21).

DEFINING AND EXPLAINING WORK AND WORK JEOPARDY

Work is both an individual experience and the basis for national policy. As we enter
the new century, there is a conservative agenda at bay to make individuals solely
responsible for their own economic welfare. Social policy is geared to move into the
world of work as many of those able to work as the economy can employ, in effect
making working a primary expectation for all adult Americans. In search of the elusive
goal of full employment, a bevy of laws support the concept, if not the reality, of an
equal playing field for those in the labor market. Discrimination in employment is
illegal under Title VII of the Civil Rights Act of 1964 (PL 88–352), and its amendment
in the Pregnancy Discrimination Act of 1978, the Age Discrimination in Employment
Act of 1967 (ADEA PL 90–202), the Equal Pay Act of 1963 (PL 88–38), the Immigration
Control and Reform Act of 1986 (IRCA PL 99–603), the Americans with Disabilities
Act of 1990 (ADA PL 101–336), and even the Family Medical Leave Act of 1993
(FLMA PL 103–3), among others. With both a welfare to work program directed largely
at mothers of young children, and a work incentive initiative for persons with dis-
abilities, being available and ready to work is now a requirement rather than a choice
for any adult who would apply for a social welfare benefit.

What is the environment in which this march to work occurs? The reality diverges
sharply from policy expectations. The American workplace is in great flux. The su-
periority of U.S. industrial might has been challenged by global competition. Low
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skill and unskilled jobs have all but disappeared from our economy (Kahne 1994).
Instead, even high school graduation is problematic in this knowledge revolution that
makes jobs in the fastest-growing employment sectors dependent on understanding
computers and medical technology (Judy and D’Amico 1997). Women have joined
the labor force in record numbers, many of them the mothers of children under the
age of 6, making conflict between work and family a given for a significant number,
particularly due to the lack of any public availability of child care. Downsizing, right-
sizing, and other euphemisms have translated into job insecurity for most, suggesting
not only that the vast majority of us will occupy at least three different career tracks
during our working lives but that periods of unemployment will threaten our mental
health (Brenner 1973). Unions have found it difficult to organize and maintain their
power in the collective bargaining situation, leaving more and more workers without
the protection of representation. As the number of workers in our economy increases,
the proportion of those represented by trade unions has steadily declined from ap-
proximately 24 percent in 1982 to 15 percent in 1994 (Mishel, Bernstein, and Schmitt
1997:199). With the disappearance of good jobs, most families have made economic
progress only when two adult members of the family unit are working. This phenom-
ena has increased the disparity between rich and poor, leading to the greatest inequity
in income distribution the United States has ever known (Mishel et al. 1997), and
greater than any other of the major industrial countries. Despite, or perhaps because
of these trends, employment is at an all-time high, new jobs are being created at a
pace that outstrips any previous experience, and unemployment is sufficiently low
that concern is expressed about labor shortages. Common wisdom holds that pros-
perity, for most Americans, is no longer just around the corner. It is here, making job
jeopardy or actual loss of employment all the more aberrant and painful.

DEMOGRAPHIC PATTERNS

Americans come in all shapes, sizes, ages, races, educational levels, religions, and
both genders, and most of them are active workers. At the end of 1997, the labor force
participation rate, the proportion of all Americans who work, was at the highest level
ever, a startling 67.1 percent of noninstitutionalized persons between the ages of 16
and 65, up from 65.6 percent some ten years earlier, and accounting for 136,300,000
persons. With an unemployment rate at 4.9 percent, the lowest in almost thirty years,
129,500,000 Americans are working by latest count. This increasing participation
holds for almost all groups regardless of characteristics of age, sex, race, geographic
distribution, or class (Crawley 1992). There are exceptions, however. One of the out-
comes of work is financial support. Not surprisingly, then, the poorer the group, the
smaller the proportion employed. Increased participation is most apparent among
women of childbearing and child-rearing age. In 1980, those in the age grouping of
20 to 24 had a participation rate of 68.9 percent, while those both in the 25 to 34 and
35 to 44 age groups had a rate of 65.5 percent. By 1997, those rates were 72.2 percent,
76.0 percent, and 77.7 percent, respectively, and the projections suggest that by the
year 2006, they will be 71.8 percent, 77.6 percent, and 80.2 percent (U.S. Bureau of
the Census 1998:403). (It is interesting to note that while rates for women are rising,
those for men are declining, though very slightly in the younger age groups.) Figures
by cohort for married men ages 25 to 34 were 97.5 percent in 1980 and 96.1 percent
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in 1997; for ages 35 to 44 they were 97.2 percent in 1980 and 95.7 percent in 1997.
Though the figures are slightly different by race, they are all in the same direction
(U.S. Bureau of the Census 1998:398–445).

Education is intimately related to employment. In 1997, for the same 16- to 65-
year-old cohort, 88.5 percent of college graduates are working, compared with 83.7
percent of those with some college, 62.5 percent of high school graduates, and only
61.7 percent of those with less than a high school education. Although the percentages
may vary by sex and race, the direction of the education connection is constant.
Nonetheless, even controlling for education, unemployment hits harder for black and
Hispanic Americans, and most severely for persons with disabilities.

Among adults with disabilities of working age (18 to 64), three out of ten
(29%) work full or part-time, compared to eight out of ten (79%) of those
without disabilities, a gap of fifty percentage points. The proportion of
working-age adults with disabilities who are employed has actually declined
since 1986, when one in three (34%) were working. . . . Among those with
disabilities age 16–64 who are not employed, seven out of ten (72%) say they
would prefer to be working. (National Organization on Disability 1998:7)

The economic status of American workers has not improved over the last two decades.
In constant 1982 dollars, the average hourly earnings in 1980 were $7.78; weekly,
$275.00. In 1997, the comparable figures were $7.55 on an hourly basis and $261.00
weekly (U.S. Bureau of the Census 1998). Particular groups experience hardship be-
yond the problem of economic immobility. Factor in the circumstance that 3.9 million
workers experienced disabling injuries at work in 1996 alone. Furthermore, among
workers over the age of 20, with more than three years of job tenure, 4.1 million lost
their jobs from January 1993 to December 1995 because plants closed or moved, po-
sitions were abolished, or work was slack (U.S. Bureau of the Census 1998:416) The
obvious question arises, “Is it any wonder that a higher and higher proportion of the
population is participating in the labor force?” As the safety net disappears, earnings
in real dollars decline, and long-term jobs disappear, more work is the only answer
to maintaining a household’s standard of living. The stresses and pressures of the
world of work are not a myth, but a reality for most American families, often causing
a condition Michael Lerner (1980) tabbed “surplus powerlessness.” Such conditions
are not conducive to mental health and family well-being.

SOCIETAL CONTEXT

We may ask what happens to the individual who is not participating successfully in
the American workplace. He or she is faced with a major life crisis, one that threatens
all aspects of personal and family well-being. Self-blame shares the spotlight with
blaming the victim. Based largely on societal expectations, individuals who find
themselves in danger of unemployment seek reason for their condition in their own
actions and are often able to convince themselves of fault or at least “contributory”
negligence. If they should be so bold as to blame forces within the workplace or in
the community, thereby escaping self-blame, they are likely to encounter the Horatio
Alger myth: “If you try you can always find work, and if you labor hard enough at
it, you can succeed.” By this means the parties that have power to determine the
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opportunities for most of us are let off scot-free. It is not management’s fault that your
disabling accident occurred at the workplace. You should have been more careful. It
is not the employer’s problem if your absenteeism results from the fact that your child
gets sick frequently and cannot go to day care. You should have some kind of backup
service available. The employer is certainly not at fault if your heart condition has
worsened and you cannot stand at the open hearth furnace for eight hours a day,
winter and summer. The reasonable accommodation protection of the ADA is hard
to apply in such circumstances. Nor can the employer bear responsibility for making
your job secure when your parent requires attention at home because of a recent stroke
and you, due to a lack of financial resources, must provide care that requires you to
take more leave than the thirteen weeks that FLMA provides with its guarantee of
return to the same or a similar job. The culture views these as private matters that
should be solved privately. In these and many other ways the workplace is an unfor-
giving place where the golden rule is, “Produce or get out.” Out to where, and to what
safety net, is never specified.

Clearly, however, these are not individual cases but rather classes of problems,
the causes for which reside often in the organizational nature of the workplace or the
rules of society. And therein resides as well the potential to resolve these circum-
stances. First, work can serve as a respite from many of the problems discussed else-
where in this volume. Then too, laws, like the Civil Rights Act of 1964 and the ADA,
have helped to establish support for the requirement that the workplace respond to
the diverse needs among labor force participants. For perhaps no other negative life
circumstance is there greater potential resource availability than those involving job
jeopardy. The functional community of work subsumes the power and the capacity
within labor and management to offer economic support and alternative options. So-
lutions at that level, furthermore, keep the problem from becoming stigmatized (Goo-
gins and Davidson 1993). When a world of work auspice provides services, it means
that the condition is viewed as a normative event. It calls forth a preventive response
from employers, the parties most damaged by its occurrence. Employees are placed
at risk not because of some individual failure, but because of the incompatibility
between their realistic needs and the ways in which the work world is organized.
How can we expect to raise and care for families if excessive overtime, and its more
insidious partner “facetime,” keep families apart when they need to be together
(Hochschild 1997)? How can we continue to be productive when the normal diffi-
culties of aging and disease create functional gaps in our capacity that are not accom-
modated by formal policy? How can we help someone suffering from substance abuse
if we cannot use the incentive of a return to work as the reward for the struggle toward
improvement? The solutions to the problems posed by these questions lie, for the
most part, within the purview of labor, management, and government.

VULNERABILITIES AND RISK FACTORS

The question of how to achieve a balance between family and work weighs heavily
on the minds of many American workers—most particularly, but not exclusively,
women—who face a day-to-day struggle to meet the demands of both their workplaces
and their families (Akabas 1988: Lechner 1993a, 1993b). Those who work in low-
skilled, low-paying jobs have inadequate resources to pay individually for child care



Akabas and Bikson 847

assistance. Subsidized child care is frequently unavailable (Meyers and Heintze
1999). Attempts to carve out additional space for family concerns, as a practical mat-
ter, are inhibited by the fear that one can be easily replaced by another worker pre-
pared to subordinate family concerns more completely. This balancing problem, fur-
thermore, is one that cuts across class lines. In professions of great prestige and
demand, the hardship of creating a balance between family and work has stunted
career advancement and has limited life choices. For example, a 1999 assessment of
the state of medical practice found that:

By all rights, this should be the perfect time to be a woman in medicine. . . .
[Women now account for roughly 45 percent of all medical students and
[women doctors] are in high demand. But despite these gains, the top tiers
of medicine have remained inaccessible to many women, largely, experts say,
because they are unwilling or unable to find a balance between the years of
study those specialties require and a life outside of medicine . . . doctors
looking for more balanced lives, experts say, has created an increasing “pink
collar” level of medicine – in which more women are concentrated in the
lowest paying, least prestigious specialties. (Steinhauer 1999:A1)

The number of parents working while raising children grows each year. The propor-
tion of children under 6 with mothers in the workforce in 1990 was 44.1 percent for
single mothers, 45.1 percent for married mothers, and 60.3 percent for mothers who
were widowed, separated, or divorced. By 1997 these proportions had increased to
65.1 percent, 63.6 percent, and 74.2 percent, respectively, while for those with chil-
dren between 6 and 17, the figures were 74 percent, 77.6 percent, and 81.1 percent in
1997 (U.S. Bureau of the Census 1998). The labor force is replete with mothers (Pie-
chowski 1992). Projections suggest, furthermore, that 85 percent of employed women
can expect to become pregnant at some point during their work life. Men, who are
increasingly partnered with women who are lifetime labor force participants, are also
beginning to feel the tensions between the demands of work and family (Brayfield
1995). Finally, as American society ages, more and more workers, again particularly
women who are estimated to provide 90 percent of all family care for the aged, are
called upon to offer care to aging parents (Kola and Dunkle 1988).

The problem of providing and paying for child care, and increasingly the problem
of providing and paying for elder care, remain largely without response on a govern-
mental policy level. Early legislation reflected the belief that the proper role of women
was that of child bearer and at-home mother. Conservative groups continue to argue
that providing funds for the construction of child care facilities and tax allowances
to working families for child care expenses encourage women to leave home for work.
This mantra of child care policy as “antifamily” stymies realistic legislation aimed at
providing and monitoring high quality yet affordable child care.

Lacking legislation, family policies have been developed on an ad hoc basis by
employers. Yet many employers still cling to the concept of the traditional family
(father breadwinner, stay-at-home mom as caretaker) as a way to set boundaries at
work and ignore the connections between work and family (Googins and Burden
1987). Those, on the other hand, who have established family policy have been cred-
ited, in both the popular and scholarly literature, under the assumption that their
purpose is to help workers achieve a better balance between their work and family
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roles. It is unclear, however, whether family policies that do exist actually serve that
function or are geared to enabling an employee with family responsibilities to adjust
family life to conform to work requirements (Lambert 1993). Family policy has tra-
ditionally been seen by business as needing to have a direct payoff in terms of pro-
duction and profitability. This hardly reflects the social policy perspective that would
ask whether family policies are accessible, fairly distributed, and actually promote
the welfare of workers and their families. Unions that might be the natural spokes-
group for family (and disability) policy have become too weak to bring this issue
effectively to the bargaining table. This leaves families to solve their own problems,
often at the cost of great personal stress, inadequate caregiving, and limited career
options. As Coulton (1996) notes, “To respond to the challenges of the new era, social
workers need a greater understanding of how to enhance employment opportun-
ities. . . . Social workers will need new skills and knowledge to help large numbers
of individuals move into the labor market and to enable communities to foster and
sustain employment opportunities” (510).

Another curious phenomena concerns disability among workers. Although social
policy appears deeply invested in ensuring that we all pull our own weight by work-
ing, neither the employer sector nor the government has done much to make that
possible for persons experiencing physical, emotional, or sensory problems that may
interfere. People with disabilities represent the largest minority group in the United
States, comprising an estimated 43 million persons (Gliedman and Roth 1980). Dis-
ability is also a high cost item in most employers’ benefit packages (Akabas, Gates,
and Warren 1996), and persons with disabilities constitute a major constituency for
government welfare payments (Stoddard et al. 1998:34, 41).

Leaving aside those who are already disabled when they reach an age appropriate
for labor force participation, there are many millions of adults who experience the
onset or worsening of disability while at work, or for whom an existing disability
becomes more difficult to accommodate at the workplace because of changes in tech-
nology. (A startling example of this latter circumstance was evident when computers
changed from DOS to Microsoft Windows, making the use of computers a more elusive
aid for those with serious visual impairments and blindness.) Despite the fact that
disability represents a high cost item to employers, whose motivation in most other
circumstances is profit focused, few in the workplace other than workers with dis-
abilities seem engaged with these causes of job jeopardy. Consider the usual experi-
ence of a worker facing the circumstance of disability sufficiently debilitating to cause
lost time from work. If the cause was an accident or illness resulting from employ-
ment, Workers’ Compensation payments are likely to begin within a week of onset. If
the lost time results from causes not related to work, short-term disability payments
might be provided. Rarely does the workplace contact such an employee to discern
what could be helpful to return the person to work. There is a pervasive claim in the
employment sector, on the one hand, that such a contact might be intrusive, and on
the other hand, despite the requirements of the ADA, that one has to be “100 percent”
to manage the demands of competitive employment. Lack of education, information,
and understanding immobilizes everyone involved when a worker experiences job
jeopardy because of disability.

The rational response of the former worker is to covet benefits. Along with the
determination to overcome the problem are fear, anger, deterioration of self-image,
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sense of loss and vulnerability, and a host of other negatives. Questions arise, “Will
the people at work care? Will I ever be able to work again? Will I be rewarded for my
years of loyal service by accommodation? How am I going to make if financially? How
will I best protect myself and my family?” The longer the time between the occurrence
and contact from the workplace, the greater the likelihood that a productive worker
will turn into an unemployed person with a disability seeking significant financial
coverage. The scenario imagined is, “They do not want me back to work. They are
paying me to stay home. I better get the message—hold on to these payments since
they are the only thing between me and financial ruin.” Thus is created the “disability
mind-set” in which the person who, just days before, was a valued worker becomes,
through fiscogenic policy, a disabled person unable to work. This happens despite
systems that can be put in place that have the potential for fulfilling human needs,
meeting legislative mandates, containing costs, and increasing productivity (Akabas
and Gates 1995; Akabas, Gates, and Galvin 1992).

RESILIENCIES AND PROTECTIVE FACTORS

As already indicated, many conditions interfere with being able to secure and/or
retain employment. Not working, however, is neither desired nor desirable (Gullotta
1984). Both by personal desire and by understanding the public message, most adults
are likely to view employment as the essential goal. Research has shown that unem-
ployment is usually followed in a lagged relationship, by illness, depression, and
social disintegration (Brenner 1973; Weissman 1973). It even has been shown that
work brings greater fulfillment than any other activity, including family involvement
(Hochschild 1997). So the struggle is posed, “How can job jeopardy be overcome?”
Since so much of the disruption of employment resulting from poor work/family
balance or disability onset is caused by the inhospitable social policy, the parties
might hope to look to the environment for a remedy. Government policy might be one
avenue. Title VII of the Civil Rights Act of 1964 protects family needs under its gender
protection provisions. The ADA protects persons with disabilities under its provi-
sions requiring reasonable accommodation for otherwise qualified workers. Employ-
ees with disabilities, by virtue of employment, have provided prima facie evidence
of being qualified to do the job. But inadequate financing of the Equal Employment
Opportunity Commission (EEOC) and, hence, spotty enforcement have minimized
the contribution of these laws to the achievement of equality in the workplace. Some
research, furthermore, has suggested, in any event, that the affirmative action label
involved with promoting one’s rights under law has negative consequences for eval-
uation of one’s competencies at work (Heilman, Block, and Stathatos 1997).

Another source of protective factors might be business policy. A business may
utilize a range of policies as family and/or disability policy. In search of excellence
in firms, measured by profitability, market share, low worker turnover, and other
positive characteristics, researchers Peters and Waterman (1983) found that a factor
that distinguished excellent firms was their high regard for the importance of their
employees and their policies reflecting that regard. But here, too, the reality is dis-
appointing. Currently what seems to lead a business to create family policy are par-
ticular characteristics of the organization (Glass and Estes 1997:298–99). These char-
acteristics include size—large firms are much more likely to offer some work/family
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policies—how formalized the personnel and administrative function in a particular
business is, the size of the skilled labor force (employees with more skills have more
bargaining power with their employers), and finally, how many women are employed
by the firm (family policy still being considered a “women’s” issue) (Glass and Estes
1997). The fact that the conflict between work and family remains defined as a
women’s problem and that employers remain tied to outmoded job structures are
fundamental structural problems in the area of family policy (Lambert 1993). The
huge demand placed on women to cope with the responsibilities of work and family
are highlighted in research conducted by Googins and Burden (1987). They write:
“Having a spouse at home to share responsibilities did not reduce the workload of
married women parents compared with single women parents” (298). For men, how-
ever, they found: “Having an employed wife is a particular advantage because it sig-
nificantly increases family income without creating any increase in the amount of
time men spend on home chores and child care” (298).

The policies in greatest use in the United States are policies that either provide
workplace social supports for parents, such as on-site child care, child care referral
services, or on-site counseling services, or policies that give the employee some flex-
ibility to schedule their hours or the location of their work. Even these, however, are
not organized to achieve fair distribution or distribution to the most in need. For
example, only 27.6 percent of all workers had flexible schedules in 1997, and those
were slightly more likely to be men than women (28.7 percent to 26.2 percent) and
much more likely to be executives than semiskilled workers (42.4 percent to 14.6
percent) (U.S. Bureau of the Census 1998:413). Policies which reduce work hours
such as part time or job sharing are far less common (Glass and Estes 1997).

Another arena where the traditional policy is detrimental to all interests is with
regard to disability among workers. Although disability is a significant cost item, few
employing organizations can place a figure on the amount it represents because there
are many disparate cost pockets, for example, risk management, short-term disability,
workers’ compensation, long-term disability, and medical benefits, which rarely talk
with each other. Employers continue to pay employees to stay home while they decry
the cost of lost time from workers’ compensation claimants and others who lose time
because of illness or accidents that are not connected with workplace causes. This
contradictory behavior does not make for the development of job maintenance policy
efforts at the workplace (Gates, Taler, and Akabas 1989). It leaves individual workers
with disabilities responsible for finding their own answers to job jeopardy problems.

In both these arenas, of work/family balance and of disability, the most vulnerable
drop out of the labor force, starting the spiral of low income, loss of health care,
declining saleable skills, loss of self-esteem, depression, somaticized illness, reduc-
tion of options, and poverty (Keefe 1984). But others find ways of challenging that
cycle by strategies that range from acceptance to advocacy and activism. Some work
part-time, work less demanding jobs, put their careers on halt, or recognize that not
working has some advantages, too (Redcliff and Bogan 1988). This last solution is
most welcomed by those with benefit entitlements. Others assume an activist stance.
They join a union and force the policy issue onto the bargaining agenda. Some bring
a lawsuit that both empowers them and serves to change the law. A recent suit,
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brought under the FMLA and a similar Maryland law, illustrates this remedy. In that
case a father, employed as a Maryland state trooper, attempted to take a job-protected
leave, as guaranteed in FLMA, to care for his wife who was hospitalized with a dif-
ficult pregnancy and then for their newborn child. As reported by Lewin (1999), the
trooper was told by a personnel manager that “God made women to have babies and
unless I could have babies, I could not be a primary care giver unless your wife is in
a coma or dead.” The personnel manager also told him that he could not use the
Maryland state law provisions because those provisions were that “only women could
be primary providers because only women can breast feed.” (This law has since been
amended to eliminate a distinction between primary and secondary care providers.)
By his pursuit of justice the trooper did more than gain a substantial financial settle-
ment. He reframed the embedded stereotype that calls forth reflexive discrimination
against a father as the primary caregiver.

The same strategy would be available under ADA to an employed person with a
disability, as noted earlier. The definition in the ADA seems most important. A person
is classified as disabled for the protection of the Act if he or she has a limitation in a
major life activity, is perceived of as having such a limitation, or has a history of such
a limitation. Work is certainly a major life activity (Perlman 1968), as is mobility,
seeing, hearing, speaking, thinking, as well as dressing, feeding, and toileting one’s
self. Limitations in any of these functions throw many persons into job jeopardy. For
such persons who are qualified to do the work, the employer is obligated to provide
reasonable accommodation so long as doing so does not cause undue hardship (usu-
ally defined as exorbitant financial expense) (Gates, Akabas, and Oran-Sabia 1998).
Violations of these conditions by the employer allow the employee to bring a case
before the EEOC. The EEOC has been used heavily and effectively by working persons
who are protecting themselves against job loss due to disability.

Further effective coping has involved arranging support groups within the world
of work. Such specialty caucuses serve to alert management to the needs of particular
groups, provide a chance to exchange information and problem-solve, offer oppor-
tunities to gain mentoring support, and establish a base from which power can accrue
to the members allowing them to achieve influence beyond their own numbers. Gum-
mer (1998) has pointed out that diversity enriches an organization not by its hiring
someone “different” to become like everyone else, but when those with a difference
are hired to inform and influence the management and the structure in how to accom-
modate to the difference. It is the activist struggling to reduce the risk factors in work/
family balance, or from disability, who can help that happen. Activists among people
with disabilities, for example, would argue that these issues should not even arise.
They view disability as a social construct resulting from an inhospitable environment
that does not consider the differences in functional capacity among different people.
If we had universal curb cuts, visual and verbal cues everywhere, and social attitudes
and behavior that did not reflect stigma, people now viewed as disabled would not
fall into that category. In the workplace, a strengths perspective offers considerable
guidance. It has been said often that disability is a strength that teaches one how to
accomplish the same things others do, but in new ways, ways that the workplace
should not only accept but from which it should learn (Hockenberry 1995). The par-
allels for workers dealing with family/work balance are obvious.
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PROGRAMS AND SOCIAL WORK CONTRIBUTIONS

Social workers may encounter problems of workers in job jeopardy in many locations

as counselors in in-house (on-site) EAPs or MAPs
as social workers at consulting or service organizations under contract with
a workplace setting
as social workers in a social agency or in private practice where one of a
client’s presenting problems is work connected

Roles and activities differ depending on the location of the social worker but the
options are rich and varied (Mudrick 1991). Strategies can range from micro to macro.
The first step in effective intervention is to recognize the potential in the world of
work. Nowhere does the model of person in environment have greater application.
The functional community of work provides an environment in which it is possible
to gather reality information, negotiate among the parties, and influence the system.
Advocacy for a particular person, for a specific organizational change, or for a major
sociopolitical policy evolution are all appropriate avenues of social work response to
the issues faced by those in job jeopardy. Helping a person sort out his or her choices
and select an option that works for the individual is extraordinarily supportive under
certain circumstances (Vigilante 1993). Operating from an internal position, the pro-
fessional may be privy to information on the system, its structure and obstacles, that
may provide the necessary data to influence the organization in behalf of the individ-
ual. The achievement of job security offers an individual support and restores his or
her sense of power and self-efficacy.

But these opportunities to serve individuals pale beside the possibility of influ-
encing the system in behalf of the many. The need for a more benign workplace policy
has been a theme throughout this chapter. Using a force field analysis to identify forces
promoting and restraining change, the social worker can develop a strategy that allows
entry upstream from where the problem of job jeopardy arises to change the environ-
ment for all labor force participants. True prevention can be accomplished with the
organization and the work culture as the target of intervention. Interdisciplinary col-
laboration with a whole new set of actors—union shop stewards and business agents,
human resource managers and legal counsel—is available. Using knowledge of how
individuals, groups, and organizations function, the social work professional in the
world of work, or in a position related to that world, can use his or her expertise to
achieve a more responsive work environment (Raber 1996). The remainder of this
chapter focuses on how that can be helped to come about.

ASSESSMENT AND INTERVENTIONS

To understand the impact of paying attention to family needs that may interfere with
work routines when one is a worker, to respond appropriately to having a disability
that may result in a gap in task performance when one is a worker, and to perceive
the problems of relationships with co-worker or supervisor under either of these con-
ditions, one must consider the idea of stigma. Conceptually, stigma is a negative eval-
uation of differences. In the workplace, the differences enumerated are stigmatized
and result, in the individuals experiencing them, in low self-esteem, poor self-image,
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self-doubt, insecurity, and interference in developing relationships that are essential
for success on the job (Levy 1993). The combined effect is job jeopardy. A recent
example of how difference, stigma, and job jeopardy are interrelated is informative.
An African American attorney working for a large corporation became aware that he
was never assigned to cases that would take him into court. He realized that without
the high visibility such encounters allowed, he would never gain the support neces-
sary for career advancement. When he raised the issue with his supervisor he was
told, “Do you think I would send you before a judge with that exaggerated Afro hair-
comb of yours?”

Job jeopardy is not costly to the employee alone. A high cost in turnover, loss of
productivity, lack of commitment, and reduced creativity are experienced by the
employer as well (Kamerman and Kahn 1987). Stigma can lose its significance, how-
ever, when differences are accepted. This speaks to the importance of societal defi-
nitions and the culture of the workplace. In a sense, the Civil Rights Act of 1964, the
Americans with Disabilities Act of 1990, and other legislation “punish” people and
systems that stigmatize those concerned with family needs or those dealing with dis-
ability. Observation, however, confirms that these legal mandates have been less than
effective.

But knowing that a high cost is involved for the employer is sufficient to create
the condition under which an enlightened management would want to find some
means of accommodating workers. In an economic sense, it is just good business for
an organization to be able to subsume differences. Arguments bearing on the value of
including persons who reflect diversity can reinforce the inclination to action (Orlin
1995). Achieving a more protective environment for persons with disabilities or those
with competing family/work demands requires influencing the social and physical
environment. But no change of policy will be effective if the corporate culture of a
particular organization stigmatizes the use of policy (Glass and Estes 1997:299). Oth-
erwise, opting for benefits is a logical and protective response to the responsibility
workers have to provide financial support for themselves and their families. The
choice is in the hands of the employer. Creating a culture that everyone identifies can
be counted on to respond humanistically to problems is possible, but it often requires
significant changes from current practices. Social workers are well equipped to pro-
mote such change (Mudrick 1991).

ILLUSTRATION AND DISCUSSION

Consider an organization experiencing high costs of disability with many
workers staying home and becoming increasingly debilitated, not from their
disabling condition but from the aftermath of enforced idleness. An array of
responses are possible. The social worker can assess those who make contact
with her and provide them with case management services. Or she can ask
her clients what would help get them back to work, identify that supervisors
are a bottleneck, and suggest training of supervisors in accommodation. But
these responses represent the proverbial Band-Aid. Each might make some
difference, but organizational change is really required to achieve system
improvement. A model of intervention to manage disability that has been
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developed by the Columbia University Center for Social Policy and Practice
in the Workplace out of practice experience in system intervention seems
relevant (Akabas and Gates 1995).

In the initiating stage, the social worker serves as a catalyst for arousing
attention to the issue. The first step in taking action is bringing the players
together to identify their mutual interests. If that group undertakes a needs
assessment, gathering data including cost information, program needs will
become apparent and the social worker can raise institutional awareness suf-
ficiently to inspire a second step of constituting the group into a coordinating
committee to oversee a disability management initiative. Included should be
those who are interested in promoting an initiative and those who may act
as restraining forces, for example, representatives from human resources, risk
management, medical, benefits, EEOC, comptroller, and legal counsel as well
as a union representative if the workplace is organized. A third step would
be for the professional to facilitate the group process so that it is able to
analyze the situation, identify gaps in policy that lie behind cost, and for-
mulate and issue a policy statement that establishes the organizational com-
mitment to meeting the needs of employees with disabilities while regarding
cost containment as a key criteria for action. The special facilitating and
advocacy skills of the social worker, whether EAP personnel or from an out-
side consultant under contract, would delineate him or her as a prime pro-
fessional for fostering such an effort.

It is in the implementation stage, which calls on program development
ability as well as clinical skills of engagement, assessment, contracting, prob-
lem solving, resource identification, and referral and case management,
where social work involvement is even more essential. For at least a decade,
we have known that early identification and intervention are essential in
effective disability management (Akabas et al. 1992). Often the social worker
is the first to know; that is, an employee comes to a social worker for advice
or assistance in coping with personal or family disability problems. Imple-
mentation requires identifying all the locations within the system that are
likely to have early knowledge of individuals with disability problems. A
means must be established to collect this information and to develop a mech-
anism for contacting those who are likely to lose time from work because of
the interaction between the demands of their jobs and their health condition.
This contact involves sensitively reaching out to confirm that the person is
valued by the workplace and that there are policy provisions for transitional
employment and accommodation at the workplace to ease job retention or
return to work. An assessment based on a biopsychosocial evaluation must
be made to determine how the gaps in functional performance affect the
tasks, routines, and relationships involved in the job. The social worker can
carry out this assessment in situations involved with mental health problems
but may need to serve as case manager when physical disability is involved.

The remaining steps call on the social worker’s administrative skill cou-
pled with research ability to build a database for project management and to
analyze the data for feedback and program refinement. At this stage the ac-
tivities are organized to help to ensure ongoing capacity within the organi-
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zation to maintain the disability management initiative. First it is necessary
to communicate the program to the workforce and train those who have new
responsibilities under the program (particularly the supervisors). New tasks
are involved in any policy change, and without training, organizational ef-
fectiveness is likely to be compromised. Because it is necessary to demon-
strate that a program is accomplishing its goal, if it is to last beyond the
interest of those involved in its introduction, the next step is to implement
a monitoring and evaluation system. Equally important is the need to make
use of the data from such a system to develop a prevention strategy. This
feedback loop is a final step in achieving organizational change that will be
lasting. It should be apparent to the reader that a full range of social work
skills is involved in such a disability management program development
effort. It should be apparent, as well, that a similar initiative would help
resolve the problems of job jeopardy experienced by those trying to achieve
a satisfactory balance between work and family demands.

Organizational intervention not only sets systems in place but also in-
fluences direct service significantly. Consider the following situation.

Maria Santini is a 35-year-old supervisor in the housekeeping depart-
ment of a large hotel. Maria has been working for the hotel since she dropped
out of high school at the age of 16, with short respites out for the birth of
each of her children, now 10 and 7, respectively. Maria is a valued employee
who has always been viewed as an intelligent and conscientious worker and
has been urged to undertake additional education so that she might be eli-
gible for promotion to a higher level of administrative work. She had ac-
quired a GED at one point, but never seemed interested in going beyond that.
Divorced for the past five years, Maria has been the sole support of the family,
which includes her mother who is 75 years old and has been the prime
caretaker for the two little girls, allowing Maria to maintain an unblemished
record of attendance and performance.

Recently, Maria’s situation has begun to fall apart. Her mother had a
stroke and has not only been unable to function as a caretaker, but now
requires considerable care herself, which has burdened Maria. Then, last
week, Maria herself was in a serious automobile accident, breaking her hip
and shoulder. Currently she is on disability benefits and her doctor has in-
dicated that it is difficult to estimate how long, if ever, before she will be 100
percent—before she will be able to manage the lifting and other heavy work
involved in housekeeping.

This mix of family/work problems and onset of disability might be to-
tally overwhelming to someone like Maria. Paid to stay home, she might
begin to find it an answer to her current situation, but the modest disability
payment does not go far enough in covering the costs with which she is faced,
and within six months her health insurance will terminate, placing her and
her family in severe financial and personal jeopardy. Furthermore, having
worked for nineteen years, Maria sees herself as a worker and does not know
how she will feel about any extended period without employment. Such a
situation could coincide with a downward spiral of depression, helpless-
ness, hopelessness, and job loss were Maria’s employer the typical work-
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place. But Maria was fortunate to work in a company with an extensive dis-
ability management initiative.

Within days of her accident, Maria’s supervisor contacted her to deter-
mine what could be done to bring her back to work (early intervention). On
report of her inability to carry out her usual duties, the EAP social worker
was contacted. Her home visit confirmed Maria’s fear of disability and her
sense that her world was out of control. Her modest savings were being de-
pleted since she needed attendant care for her mother and housekeeping
assistance for herself. With permanent physical limitations a possibility, she
deeply regretted not having pursued academic study. She was anxious to
protect her health benefits and to explore alternative work options at least
temporarily. It was in the employer’s interest to return her to work as soon
as possible since the company was self-insured for disability benefits (it had
to pay the full cost out of its own funds while paying a full wage to a replace-
ment employee), and it did not wish to lose the attachment of such a long-
standing, effective, and reliable worker. The social worker was able to ne-
gotiate full pay on a transitional job in charge of ordering supplies and
equipment for the housekeeping department. This was work for which Maria
was extremely well qualified having spent almost twenty years in house-
keeping. Her placement was to be preceded by computer training. Maria’s
accident was used as an opportunity to upgrade her position within the com-
pany and realize a promotion for which she had long been capable. It is
improbable that she will ever return to her job as a supervisor in housekeep-
ing, but her valuable services will not be lost to the company nor will she
incur any great expense to the benefit system. Furthermore she will not have
to face disruption of her employment or health care or the depression that
could develop pursuant to such a circumstance. A win-win solution results
from marshaling the system to respond to the personal crisis experienced by
a valued employee.

The hoped-for outcome of such activity is to develop, among employees,
a sense of community, defined as mutual commitment between workers and
their employing organization (Lambert and Hopkins 1995). Ever since the
Hawthorne experiments of the 1920s, we have known that paying attention
to workers and their needs brings great rewards to employing organizations.
Workers need a variety of supports—informational, instrumental, appraisal,
and emotional—to maximize their contribution at work (House 1981). Su-
pervisors are a key element in creating the conditions of support for workers.
But it is management that must convince workers that management means
what they say about an inclusive workplace. It is management that must
sanction the change in workplace culture and encourage its fruition. And it
is management that will reap the rewards of such a policy change. But there
are rewards that accrue to communities as well. A humanist approach at the
workplace allows for positive relationships with supervisors and co-workers
(Seck et al. 1993), which in turn reduce stress and encourage positive coping
not only at work, but in other aspects of the lives of individuals. Reduction
of job jeopardy has far-reaching consequences.
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CONCLUSION

We should not be sanguine, however, about the ease or likelihood of accomplishment
of this paradigm just because it makes good sense. As Hopkins (1997) points out in
reviewing supervisory behavior, “Embracing the supportive model was particularly
difficult for supervisors because a supportive role was in conflict with the more formal
production-oriented roles supervisors were also encouraged to play” (1220). There is
an ongoing need to take into account organizational influences, cultural history, and
productivity demands. Revisiting issues around family policy, we can note that the
traditional male model of the ideal employee as a worker who manages all personal
responsibilities in a way that does not interfere with any aspect of work performance
(particularly long hours) has continuing credence. It rests on the theory that intense
and sustained involvement in work ensures the employer both high productivity and
profitability (Lambert 1993).

There is much to overcome in “selling” an alternative option to the world of work,
(Weiner, Akabas, and Sommer 1973). The traditional business generated policy stands
on a belief that job requirements need not be altered, and a worker’s personal con-
dition and responsibilities need not be accommodated because it is a worker’s re-
sponsibility to bring and maintain total involvement in work. That the result of this
belief system has been downward mobility for many workers, limits on their occu-
pational attainment, and a disintegration of the individuals and their families is of
interest to management only to the extent that it can be connected with profitability.
Although this connection has been proven time and again, it remains for social work-
ers to carry the message forth convincingly to the powers in the world of work and
beyond. The profession must make these policy issues an ongoing part of the social
policy agenda. Employers alone cannot be relied on to develop policies that actually
meet the needs of workers and are distributed equally among employees of all skill
levels, socioeconomic classes, and racial and ethnic groups. These work-related issues
have lagged far behind social work’s support for other social accomplishments for too
long. Government, business, trade unions, and the social work profession must ad-
dress work policy directly as part of a social policy and social service agenda.
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lescence, 595–96

Gay, Lesbian, and Straight Education network
(GLSEN), 593, 605

Gay Men’s Health Crisis (NY), 48
GEDs, 325
Gender: aging and, 721; crime victimization

and, 439
Gender-wage gap, 506
General Behavior Inventory (GBI), 359
General Health Questionnaire (GHQ), 227
Generalist model of social work practice, 538
Genetic transmission, 253
Grandparents, death of a grandchild and,

459–60
Green Book, 402, 408
Grief, 180, 186–87, 209
Grief work, basic components of, 457 (see

also Bereavement)
Group home, 401
Group living arrangements, teen pregnancy,

324
Group residence, 401
Group skills training, 809

Group therapy, 641; borderline personality
disorder and, 110–11; for eating problems,
237

Guiding, 27
Gull, William, 224

Haitians, 653–54
Halfway houses, 355
Hamilton Depression Scale (HAM-D), 359
Handicapped individual, 127
Harm standard, child abuse, 372
Harm/loss, 23
Harrison Act (1914), 67
Hate crimes, 590, 594, 596–97
Head Start Program, 212, 380, 776
Health: poverty and, 12; race/ethnicity and,
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