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 Let   me begin this preface by informing the reader that I  am  an older 
adult (68 when the book was written) but that much of what I read 
about aging, work, retirement, and life after 65 seems to inaccurately 
describe me and many of the older adults around me. We seem like a 
healthy and engaged lot, many of us playing tennis and hiking well 
into our eighties, and even our nineties. We stay healthy, continue to 
work or volunteer, and maintain active, stimulating lifestyles. Yes, we 
hurt in the morning, and pain and certain signs of aging like forgetful-
ness are annoying, but in most ways we are as physically and emotion-
ally healthy as ever, perhaps even more so. We planned for retirement 
and never saw it as a permanent state of inactivity and leisure, but as an 
opportunity to grow and expand as people. 

 And   yet, many older adults haven’t had these experiences. They 
come from employment that has taken its toll on their minds and bodies. 
They failed to develop and maintain healthy lifestyles throughout many 
of the years approaching old age. They lacked support groups and had 
troubled interpersonal experiences that often left them feeling lonely, 
depressed, or prone to abusing substances. Rather than planning for the 
economic realities of life without work, because they had so little to 
begin with, they live on the small subsidies provided by Social Security. 

 This   book is written for them, but it is also written for the  “ healthy ”  
older adults who begin to experience depression, anxiety, prolonged 
bereavement, and every emotional problem that younger clients experi-
ence, because emotional problems are part of the human condition at 
any age. It is also written to urge clinicians to begin helping older adults 
when they hurt emotionally, something the reader will discover often 
fails to happen. Finally, it is written to encourage clinicians to use best 
evidence in their work with older adults and to understand the use of 
evidence-based practice, an approach that offers great hope for effective 
work with many clients. 

 This   is my third book on evidence-based practice and my 12th book 
in six years. I trust that this track record and the fact that I continue 
to teach and consult are strong arguments against the notion that older 
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adults experience diminished abilities. You wouldn’t know that, how-
ever, from the experiences many of us begin to have with organizations 
that no longer want us even though we’ve given our all to the health and 
vitality of those very organizations. Many of us have felt the subtle and 
not so subtle signs that once we are past 50 (and maybe even younger), 
our worth in society and in the workplace diminishes with each year we 
grow older. 

 Ageism  , like any other stereotype or bias, is fi lled with misinforma-
tion and inaccuracies that lead otherwise healthy people to experience 
problems as they age that would never exist in a society that values the 
skills, wisdom, and work ethic of older people. In no small part many 
of the problems discussed in this book result from healthy people being 
treated badly in the workplace and by a society that devalues older people. 
Although this book is mainly clinical in nature, I’m including a chapter on 
needed social policies because they are so important to healthy aging. 

 People   who have worked their entire lives deserve the best mental 
health service available. One solution to the increasing number of older 
adults who may not be aging well is to provide a competency-based ser-
vice that focuses on what works best. By using best evidence from the rap-
idly increasing knowledge-base in psychotherapy, social work, counseling, 
and gerontology, human service workers can provide a research-oriented 
service whose objective is to keep aging clients engaged, independent, 
and healthy, even those clients who are not aging well because of poverty, 
poor nutrition, substandard housing, limited educational opportunities, 
lack of fi nancial planning, elder abuse, or catastrophic losses that have 
reduced life chances and limit access to an  “ aging well lifestyle. ”  

 Workers   providing services to older adults need to understand that 
psychosocial perspectives on aging have changed in the past 40 years 
from notions of disengagement, which argue that older adults will grad-
ually withdraw or disengage from social roles as a natural response to 
lessened capabilities, diminished interest, and to societal disincentives 
for participation, to current beliefs that people who age successfully are 
those who carry forward the positive habits, preferences, lifestyles, and 
relationships of midlife into late life. 

 Evidence  -based practice is an approach that offers reason and ratio-
nality to a population of people who are often ignored by the mental 
health and medical professions when they experience emotional distress. 
The book provides practice-oriented information that will help workers 
improve their work with older adults, as well as case studies followed 
by an analysis of the work done with clients over a range of problems 



experienced by older adults. The problems interfering with successful 
aging include depression, anxiety, reduction in functioning, prolonged 
grief, loss of friends and loved ones, feelings of isolation and alone-
ness, fi nancial diffi culties, problems with self-care and appropriate hous-
ing, health-related problems, diffi culties receiving needed medical care, 
addictions and substance abuse, elder abuse, and many other problems 
described in more detail in the table of contents. Special features in the 
book include case studies in every chapter, personal stories on success-
ful aging from older adults, and integrative questions at the end of each 
chapter. 

 Finally  , I want to make clear that the most compelling purpose of 
this book is to remember the many older adults among us who suffer in 
silence and isolation, and grow old without the comfort of a loving fam-
ily or a caring community. Their anguish should motivate us to open 
our hearts and minds to new ideas, to new treatment approaches, and, in 
Bertrand Russell’s words, to have  “ unbearable sympathy for the suffering 
of others. ”  

 Morley   D. Glicken, DSW       
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    1.1       INTRODUCTION 
 This   is a book about best evidence in our work with a growing 
 population of older adults, some of whom are aging badly and require 
services they often fail to get. It is a book for human service profession-
als who provide clinical services and who will see an increasing  number
of people in practice we traditionally see at younger ages. Although the 
book is based on best evidence in the research literature and will, by 
design, focus on clinical practice, I encourage the reader to remember
that clinical practice is an intimate experience between us and the 
 sometimes troubled and bewildered older adults who may wonder why, 
after a lifetime of feeling strong, secure, and healthy, that emotional 
problems are affecting them just as life seems to be going so well. 

 Like   many of us who begin to feel the weight of a serious depres-
sion or an unwanted anxiety, older adults are often reluctant to seek help 
because they may feel that it shouldn’t be happening to them after so 
many years of good mental health, and that it’s some sort of bad joke that 
someone is playing on them to feel the heavy weight of emotional pain. 
When that feeling hits, we should be there for them and we should know 
what works. 

 Having   said that, I don’t want to lose the reality of what therapy is from 
the point of view of both the practitioner and the client  . For us it is often 
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4 Aging in America: Psychosocial Treatment Issues

 hard to sit in a room and talk to another person in the way that 
therapy calls upon you to do. The inevitable silences, the halting 
admissions, the diffi  culty fi nding the right word, the struggles with 
that enraging, adored person facing you, the secret pleasures of the 
embarrassing focus on you  –  just you, and nobody but you  –  may 
look dull from the outside, but to the people involved it’s a highly 
charged, tense and active situation. ( Franklin, 2008, p. 78 )   

   For the older client it is the abject confusion of facing someone so 
much younger and wondering if they can trust that person to provide 
wise and competent help when after a lifetime of solving problems on 
their own, they’ve suddenly lost their way and wonder if they will ever 
fi nd it again. No one says aging is easy and to think otherwise ignores 
the very real problems older adults face: that what was once so easy for 
them has now become increasingly diffi cult. 

 So   have some empathy, dear reader, and begin this book with the 
knowledge that older people make up an ever-increasing number of 
Americans. They have the same right to have their pain, their fears, and 
their sorrows listened to, and you can’t help them until you move from 
thinking of aging as a time of death to remembering that we’re talking 
about 30 or more years of life during which time older people have the 
same need to resolve problems that affect them as do younger groups. 
We reject ageism in this book, and hopefully you will too. 

 That  ’s what I have to say to you before we begin this journey 
together. I hope that when the journey is over you will be able to say that 
you’ve moved to not imagining older people in your workload to now 
feeling anticipation and excitement at the prospect. 

    1.2       SOME DEMOGRAPHICS OF AGING 
 Older   adults increasingly make up a larger percentage of the popula-
tion of the USA. In growing numbers, their issues and life experiences 
 infl uence social policies and health and social welfare services. For the 
year 2006, the  Department on Aging (2007)  reported that adults 65-
years or older numbered 37.3 million. This represented 12.4% of the US 
population, or one in every eight Americans. By 2030, the Department 
on Aging predicts there will be about 71.5 million older persons, 
more than twice the number in 2000, and more than 20% of the total 
population.

 The   population of Americans is getting older, with the number of 
Americans over age 85 increasing faster than any other group. Since 1900 



the proportion of Americans age 65 and older has more than  tripled, with 
current life expectancy for men at 73 years and for women at 80 years. Not 
only are more people living into the second 50 years of life, but 70,000 
centenarians have entered their third 50 years. By 2050, the US Census 
Bureau estimates the number of centenarians at 834,000 –  although the 
bureau’s  “ high-end ”  calculation predicts that this fi gure could climb as 
high as 4.2 million, with 35% of the American population over the age of 
65 and rising. 

    Arrison (2007)  believes that 80 is the new 65. Because of the use 
of nano-technology and stem cell research, Arrison believes that older 
adults may live well beyond 120 years of age, while researchers in 
England are working on  “ engineered negligible senescence  –  which 
would in theory eliminate most of the physical damage of aging and 
lead to indefi nite life spans ”  ( Arrison, 2007, p. A17 ). 

 Many   Americans over 65 suffer from disabilities that affect their 
daily functioning. Ten percent of the total number of people in the popu-
lation living below the poverty line are over the age of 65, with many 
living on an average social security pension of $12,500 a year with no 
other source of income. Forty-two percent of all Americans 65 and older 
suffer from disabilities that affect their daily functioning. As the num-
ber of older Americans grows, so does the recognition that many older 
Americans have serious social, emotional, health and fi nancial problems 
that make aging a joyless and sometimes anxious and depressing experi-
ence. Many older adults with social and emotional problems have condi-
tions that go undiagnosed and untreated because underlying symptoms 
of anxiety and depression are thought to be physical in nature, and health 
and mental health professionals frequently believe that older adults are 
neither motivated for therapy nor fi nd it an appropriate treatment. This 
often leaves many older adults trying to cope with serious emotional 
problems without adequate help. 

  Persky (2008)  notes that although older adults make up 13% of the 
US population, their use of inpatient and outpatient mental health ser-
vices falls far below expectations. Elders account for only 7% of all inpa-
tient psychiatric services, 6% of community mental health services, and 
9% of private psychiatric care. Less than 3% of all Medicare reimburse-
ments are for the psychiatric treatment of older patients although 18% to 
25% of elders are in need of mental health care for depression, anxiety, 
psychosomatic disorders, adjustment to aging, and schizophrenia. Yet, 
according to Persky, few seem to receive proper care and treatment for 
these illnesses even though it is a distressing reality that the suicide rate 
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of the elderly is an alarming 21%, the highest of all age groups in the 
USA. Every day, 17 older individuals kill themselves. 

 As   this chapter will describe, the numbers of older adults dealing 
with anxiety and depression are considerable and growing as the num-
bers of older adults increase in the USA. Health problems, loss of loved 
ones, fi nancial insecurities, lack of a support group, a growing sense 
of isolation, and a lack of self-worth are common problems among the 
elderly that lead to serious symptoms of anxiety and depression, prob-
lems that often co-exist among many older adults. A case study pre-
sented in this chapter provides added information about the cause and 
treatment of depression and anxiety in the elderly. 

 What   does this mean for the institutions providing services to older 
adults, and how can human service professionals provide competent and 
effective service? One answer to the increasing number of older adults in 
need is to provide an evidence-based service that focuses on what works 
best. By using best evidence from the rapidly increasing knowledge base 
in gerontology, human service workers can provide a research-oriented 
service whose objective is to keep aging clients engaged, independent, 
and healthy, even those clients who are not aging well because of pov-
erty, poor nutrition, substandard housing, limited educational opportuni-
ties, lack of fi nancial planning, abuse, or catastrophic losses that have 
reduced life chances and limited access to an  “ aging well lifestyle. ”  

 In   addition to the need to provide new approaches to older adults 
that will prolong health and retain cognitive functioning and life sat-
isfaction, theories of aging have been rapidly changing. Workers pro-
viding services to older adults need to understand that psychosocial 
perspectives on aging have changed in the past 40 years from notions of 
disengagement, which argue that older adults will gradually withdraw 
or disengage from social roles as a natural response to lessened capa-
bilities, diminished interest, and societal disincentives for participation, 
to current beliefs that people who age successfully are those who carry 
forward the positive habits, preferences, lifestyles, and relationships 
from midlife into late life. 

    1.3       FUTURE GROWTH OF OLDER ADULTS 
 The   older population will continue to grow in the future. This growth 
slowed somewhat during the 1990s because of the relatively small num-
ber of babies born during the Great Depression of the 1930s. The most 



rapid increase is expected between the years 2010 and 2030 when the 
 “ baby boom ”  generation reaches age 65. 

 By   2030, there will be about 70 million older persons, more than 
twice their number in 1996. People over 65 are projected to represent 
13% of the population in the year 2000   but will be 20% of the population 
by 2030. 

 Minority   populations are projected to represent 25% of the elderly 
population in 2030, up from 13% in 1990. Between 1990 and 2030, the 
white non-Hispanic population over 65 is projected to increase by 91% 
compared with 328% for older minorities, including Hispanics (570%) 
and non-Hispanic blacks (159%), American Indians, Eskimos, and Aleuts 
(294%), and Asians and Pacifi c Islanders (643%) (AARP, 1997). 

    1.4        COMMON EMOTIONAL PROBLEMS EXPERIENCED 
BY OLDER ADULTS 

 The   following data about common emotional problems experienced by 
older adults are summarized from the American Psychological Association 
website (2003): 

1.     Five to seven percent of older adults between the ages of 65 and 
85 and 30% of those over the age of 85 suffer from dementia, an 
irreversible deterioration of cognitive abilities accompanied by 
emotional problems including depression, anxiety, paranoia and 
serious problems in social functioning.  

2.     Six percent of older adults experience problems with anxiety for 
a period of six months or more.  

3.     Older adults have much higher suicide rates than other age 
groups, with Caucasian men who live alone suffering the highest 
suicide rates.  

4.     Sleep problems often increase with age, and roughly half of all 
older adults over the age of 80 have problems sleeping.  

5.     While rates of alcohol problems are lower than other age groups, 
2 – 5% of all men over the age of 65 and 1% of all women in this 
age group experience alcohol problems.  

6.     Drug abuse is a common problem among older adults, who use 
25% of the medication taken in the USA. The drug addiction 
problem is complicated by the fact that older adults are often pre-
scribed too many medications.  
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7.     Older adults experience high rates of depression, which is often 
characterized by feelings of sadness and helplessness. Depression 
may come on quickly in older adults who are experiencing physi-
cal problems or have had prior emotional problems that may 
result in complaints about memory loss.  

8.     Older adults often experience the onset of Alzheimer’s disease, 
which affects memory and produces symptoms of disorienta-
tion. The symptoms of Alzheimer’s are often gradual and may 
take eight to 20 years from onset to complete deterioration and 
memory loss. The symptoms are profound, and memory loss may 
be so severe that victims of the disease may not recognize family 
members and are often unable to function without help from oth-
ers whom they may not even recognize (American Psychological 
Association website, 2004). 

    1.5        STUDIES OF COUNSELING AND PSYCHOTHERAPY 
USE BY OLDER ADULTS 

 Although   people over the age of 60 make up almost 13% of the total 
US population (AARP, 2000), they represent only 6 – 8% of persons 
seen in community mental health clinics and outpatient mental health 
settings, and an even smaller percentage of clients seen by private coun-
seling practitioners ( Smyer and Qualls, 1999 ). Morgan (2003) reports 
that,  “ Even though the percentage of the population older than 65 years 
is growing and will continue to do so, elderly persons are underrepre-
sented in all forms of psychotherapy ”  (p. 1592). 

 Barriers   to the use of these services by an older population include 
bias toward older persons among service providers and reluctance of 
older persons to seek counseling, as well as a lack of adequate train-
ing and supervised clinical practice with older adults that allow human 
service professionals to be comfortable and effective with older clients 
( Nordhus and VandenBos, 1998 ). Such training requires an under-
standing of effective intervention practices.  Blake (1975)  described 
older persons as  “ the forgotten and ignored ”  (p. 733) by the counseling 
profession.

 The    Council for Accreditation of Counseling and Related Educational 
Programs (CACREP; 2003)  reports that only two counselor training pro-
grams are accredited in gerontological counseling, and suggests that 
the lack of training for work with older clients may dissuade counselor 



 practitioners from offering services to older adults. Similarly in social 
work, the Hartford Foundation (2003) reports that most social work 
education programs  “ provide only limited gerontology content in their 
foundation curricula, and many graduate schools do not offer geriatrics 
as a specialty option ”  (p. 1). The report continues on by saying that  “ [a]s 
a result, most social work students graduate without the aging-related 
information and training which they will need to assist the growing num-
ber of older adults and their caregivers ”  (p. 1). 

 Studies   of the use of mental health services by older adults indicate 
an under usage ( Smyer and Qualls, 1999 ). For example, a survey of 
Los Angeles County psychologists  cited by Myers and Schwiebert 
(1996) concerning services they offered to older adults revealed that, 
among 114 respondents, only 3.1 – 4.4% specialized in serving older 
adults. Although this study was limited to services available in one 
urban county and cannot be generalized to the older population as a 
whole, the results are consistent with earlier studies demonstrating a 
lack of needed mental health services for the older population nation-
ally ( Myers and Schwiebert, 1996 ). 

 Black   et al. (1997) believe that the underutilization of psychologi-
cal services in older adults might be explained by either a lack of 
recognition of mental health problems, or denial, and that many older 
adults do not have medical coverage for emotional problems. In their 
study, the authors found in their research population of 371 older 
residents living in six public housing developments in Baltimore, 
Maryland, with the majority living alone (95%), African-American 
(95%), and female (84%), that although a third of the participants had 
used mental health services, only 4% received those services from 
a mental health specialist. Most received mental health services from 
a primary medical care provider. More than half the participants who 
were identifi ed through interviews and mental health instruments and 
were found to in need of mental health services indicated that they 
had not received mental health services of any kind in the previous six 
months.

    Roth and Fonagy (2004, p. 323)  identifi ed the following reasons for 
underutilization of psychological services in older adults: “ Reluctance 
by therapists to treat older adults; lack of identifi cation of older adult 
psychological problems by primary care physicians; and incorrect diag-
nosis of depression as dementia, which results in a low rate of referral 
for psychological treatment. ”
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    1.6        OLDER ADULTS BENEFIT FROM HUMAN 
SERVICE INTERVENTIONS 

 A   number of chapters in the book show how older adults benefi t from a 
variety of approaches for problems ranging from depression and anxiety 
to sleep disturbances and pain management. In a review of a small amount 
of that evidence,  Pinquart and Soerensen (2001)  document that older 
adults respond well to a variety of forms of psychotherapy and counseling 
and benefi t to the same extent as younger adults.  Gatz et al. (1998)  and 
 Teri and McCurry (1994)  have shown that cognitive-behavioral, psycho-
dynamic, interpersonal and other approaches have been effective with a 
variety of problems experienced by older adults. Those problems include 
depression ( Are á n and Cook, 2002 ), anxiety ( Stanley et al., 1996 ), sleep 
disturbance ( Morin et al., 1999 ), and alcohol abuse ( Blow, 2000 ). 

  Burgio (1996)  has shown that cognitive training techniques, behav-
ior modifi cation strategies, and socio-environmental modifi cation help 
in treating depression and improving functional abilities in cognitively 
impaired older adults. Are á n et al. (1993)  report that life review therapy 
is helpful in the treatment of depression, while Maercker (2002)  found 
that life review therapy can be helpful in treating post-traumatic stress 
disorder in older adults, although Are á n (2002) notes that the research 
evidence is inadequate when it comes to ethnic minority older adults. 
 Watkins et al. (1999)  have shown that treatment interventions are effec-
tive in managing pain and with changing social circumstances includ-
ing housing issues, moving to assisted care and improving interpersonal 
relationships, particularly with family members. Much more evidence of 
treatment effectiveness with older adults experiencing a wide range of 
social and emotional problems will be offered in the  following chapters. 

 Bonhote   et al. (1998, p. 606) have had anecdotal success in work-
ing with groups where the specifi c theoretical model was using altruism 
and the creative expression of feelings. The specifi c goals of their group 
work were to: 

1.     decrease feelings of powerlessness and helplessness accompany-
ing life changes;  

2.     develop insight into feelings experienced in the group, which can 
facilitate adaptation to loss and change;  

3.     explore coping and preventative strategies to facilitate adaptation 
to change and/or loss;  

4.     combat stereotypes, false labels, and myths imposed by a youth-
oriented society. 



 In   this form of group therapy, altruism is a primary technique based 
on Yalom’s (1995) belief that altruism is one of the curative factors in 
group therapy. Bonhote et al. (1998, p. 606) note that in their groups 
with older adults,  “ [t]he notion that one can benefi t from helping others 
can be a motivator for engaging in the group process and a reinforcer 
for continued involvement, particularly for more isolated or regressed 
older adults  .” The authors believe that groups can be particularly help-
ful because they allow for expression of feelings and helping others, 
and therefore make more isolated and lonely people feel more engaged 
and involved with others. 

  Sadavoy et al. (1991)  report that common group themes that repeat-
edly emerge in group work with older adults are  “ changes in signifi cant 
relationships, decline in physical health, diminished self-worth and self-
esteem, loneliness and social isolation, depression, issues of  dependency 
versus autonomy, interpersonal discord, hopelessness, existential  crises, 
and  ‘ a wish to restore a sense of competence and mastery ’  . ”  Bonhote 
et al. (1998, p. 606) believe that groups can be very  effective in the 
 “ facilitation of member expression of feelings, use of group  process 
to address themes directly and symbolically and to address psycho-
dynamic  confl icts, and life review and assisted recollection of past 
accomplishments  .” 

 Morgan   (2003) believes that psychotherapy fi ts well with the devel-
opmental processes of late life. For  Erikson (1963) , late life is about: 

 [P]utting one’s life into perspective and negotiating between ego 
integrity and despair. The expectable events of aging, such as retire-
ment or relationships with adult children and grandchildren, often 
serve as an impetus for self-refl ection and psychotherapy. (p. 117)   

 Morgan   (2003) notes that in late life,  “ [t]herapists can help older 
persons understand how their mode of managing diffi culties earlier in 
life may be used appropriately for current late-life problems ”  (p. 1592). 

 Evidence   that cognitive-behavioral therapy works with older adults 
can be found in the works of a number of researchers. In a meta-analyisis 
of cognitive treatment with older adults,  Scogin and McElreath (1994)  
found that cognitive therapy with depressed older adults was as effective 
as using anti-depressants and that therapy with older adults had positive 
effectiveness results similar to that of younger adults.  Are á n and Miranda 
(1996)  found that cognitive therapy helped relieve symptoms of depres-
sion in medically ill outpatients. Lopez and Mermelstein (1995) found 
cognitive and behavioral interventions successful in treating depression 
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with inpatients in a hospital geriatric unit.  Gallagher and Thompson 
(1983)  compared cognitive, behavioral, and brief insight-oriented ther-
apy with a total of 38 adults over the age of 55. All three groups showed 
reduction in symptoms of depression, but the cognitive and behavioral 
groups maintained gains better at follow-up. A similar study with 115 
subjects over the age of 60, with the same three treatment conditions 
and a wait-list control, found all three treatment approaches superior 
to the control group, with each mode of psychotherapy equally effec-
tive. At follow up, all three treatment groups maintained gains equally 
( Thompson et al., 1987 ). 

 In   a study sponsored by  NIMH (2006) , depressed patients 70 and 
older who achieved full remission of symptoms after treatment using 
Paroxetine (a selective serotonin reuptake inhibitor) and interpersonal 
psychotherapy (IPT: psychotherapy that focuses on interpersonal rela-
tionships) were randomly assigned to one of four maintenance treatment 
groups: (1) Paroxetine; (2) placebo; (3) Paroxetine and monthly inter-
personal psychotherapy; and (4) placebo and IPT. Across all four treat-
ment groups, rates of remission signifi cantly differed. Among patients 
who received Paroxetine in the maintenance phase, 63% remained in 
remission; 42% of those who received placebo remained in remission; 
65% of patients who received paroxetine and IPT remained in remis-
sion; and only 32% of patients who received placebo and IPT remained 
in remission. The researchers had hypothesized that IPT would sig-
nifi cantly reduce rates of recurrence. In trying to determine why their 
hypothesis was proven wrong, the researchers concluded that older 
depressed adults need a more structured and focused type of psycho-
therapy  –  one that works better with cognitive impairment and greater 
disability than does IPT. Therapies such as cognitive behavioral and 
problem-solving psychotherapies were thought to be good approaches 
to use when they increasingly involved caregivers. 

    Chambless et al. (1998)  report that behavioral and environmental 
interventions for older adults with dementia meet the standards for well-
established empirically supported therapy. According to  Knight and 
Satre (1999) , therapies for older adults with good success include cog-
nitive behavioral treatment of sleep disorders and behavioral treatments 
for clinical depression. For problems of memory and cognitive training, 
cognitive behavioral approaches are probably effective in slowing cog-
nitive decline. The authors also found life review approaches  “ probably 
effi cacious in improvement of depressive symptoms or in producing 
higher life satisfaction ”  (p. 196).



        CASE STUDY: EVIDENCE-BASED PRACTICE WITH 
A DEPRESSED OLDER FEMALE CLIENT      
 Linda   Johnson is a 68-year-old retired executive assistant for a large cor-
poration. Ms Johnson had a long, successful, and happy career moving up 
the ladder in her company to one of its most important and highly paid 
positions. She retired at age 65 in good health and wanted to travel and 
spend more time with her grown children and her grandchildren. A year 
earlier, still in good health and happy with her decision to travel, Linda 
experienced the beginning signs of depression. Alarmed, since she had 
never experienced prolonged depression before, she saw her gynecolo-
gist during her annual physical examination and shared her symptoms 
with him. He immediately referred her to a psychiatrist who placed her on 
an anti-depressant medication and urged her to consider therapy. Since 
she had no idea what was causing the depression and thought that it 
might be something bio-chemical related to aging and the discontinua-
tion of hormone therapy for symptoms of menopause some years earlier, 
she decided against therapy and stayed with the anti-depressant. There 
was little relief with the medication and a second visit with the psychia-
trist confirmed the need for therapy and a change in medication. The 
second medication made her fatigued and lethargic. After an additional 
month of feeling depressed, she saw a clinical social worker who worked 
with a group of physicians recommended by her psychiatrist. 

 Linda   was very pessimistic about seeing a social worker. She had 
known many people in her company who had gone for therapy and who 
had come back, in her opinion, worse than before they’d entered treat-
ment. She also thought therapy was for weak people and refused to see 
herself that way. When she began seeing the social worker, she was very 
defensive and kept much of the problem she was having to herself. The 
social worker was kind and warm and didn’t seem to mind at all. This 
went on for four sessions. In the fifth session, Linda broke down and cried 
and described the awful feeling of depression and her confusion about 
why someone who had never been depressed before would experience 
such feelings. The social worker asked her if she had any ideas about why 
she was experiencing depression now. She didn’t. All she could think that 
might be relevant was that she had been an active woman all of her life 
and since her divorce at age 55, she had put all of her energies into her 
work and her children but now felt as if she was of little use to anyone. 
She was bored and thought it had been a mistake to retire. 

 The   worker thought this was a very good theory and suggested that 
she might want to explore the possibility of going back to work, perhaps 
part-time, at first, to see if she liked it. She also suggested that Linda read 
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some articles about aging and depression and suggested several articles 
and websites. The worker also explained the research about effective 
treatment of elder depression and recommended that Linda read sev-
eral articles on treatment effectiveness, which, the worker told Linda, 
indicated promising results. 

 Linda   returned to her old company, worked part-time in a very accept-
ing and loving department where people were genuinely happy to have 
her back, and found that, if anything, the depression was increasing. 
Alarmed, she contacted the social worker and they began the work that 
ultimately led to an improvement in her depression. 

 The   social worker felt that Linda had put many of her intimacy needs 
aside when she divorced her husband. She had not had a relationship 
since her divorce and felt bitter and angry with her ex-husband for leaving 
her for a younger woman. She had no desire to date or to form intimate 
relationships and repeatedly said that her good female friends were all she 
needed in her life. It turned out, as the clinical social worker helped Linda 
explore her past, that Linda was given large responsibilities to manag-
ing her dysfunctional family when she was a child. Never having learned 
about her own needs, Linda took care of people and now wondered who 
would take care of her as she tried to deal with depression and aging. 
Her very good friends found it difficult to be around her when she spoke 
about her depression. Increasingly, she felt alone and unloved. Her chil-
dren were busy with their own lives and she didn’t feel it was right to ask 
for their help. The social worker arranged for several family meetings and 
her children were, as Linda predicted, sympathetic but unwilling to help 
in more than superficial ways. The recognition that her family didn’t care 
about her as fully as she cared about them validated feelings she had not 
expressed to the therapist that her family and friends were not the sup-
ports she imagined them to be and that, in reality, she was alone in life. 

 This   recognition of being alone led to a discussion of what Linda wanted 
to do in treatment. Improving the depression was foremost in her mind, 
but she also wanted to make some changes in her life. She expressed 
interest in social activities and accepted the social worker’s suggestion 
that she join a self-help group for depressed older people going through 
an adjustment to retirement. Going to the group made Linda realize that 
she was a much more healthy and optimistic person than many of the 
severely depressed people in the group. She also made several friends 
who turned out to be true friends, one of whom was male. While the 
relationship didn’t become intimate, they were able to have companion-
ship, travel together, and attend social events. Linda found his company 
very comforting and supportive. She joined a dance group and, through 
the group, also made several friends. She began to date and experienced 



a type of intimacy with the man she was dating that she hadn’t known in 
her marriage. In treatment, she focused on what she wanted in her life and 
how to use her highly advanced skills to achieve those goals. The depres-
sion began to lift as her social and personal life improved. 

 There   are moments when she is still depressed and the therapist 
believes these are more bio-chemical and situational than serious signs of 
depression. She continues to work with the psychiatrist on finding a bet-
ter way to manage her depression bio-chemically. After six months of trial 
and error, they found a medication and dosage that worked well for her. 
She continues to work part-time, recognizes the primary reasons for her 
depression, and continues to work on those reasons with her therapist. 

    Discussion 
 Linda   is like many older adults who find that retirement brings with it 
the painful realization that they are often alone in life. Depression isn’t an 
unusual end result of this realization. Linda is a highly successful woman 
with many strengths. The one thing she could not easily do is to seek 
help, a common condition in people who have cared for others through-
out their lives with little thought of being cared for themselves. The social 
worker stayed with Linda during her moments of denial and rejection of 
help and allowed Linda to go at her own pace. Once Linda confirmed her 
painful depression and explained why she thought it was happening, the 
social worker supported her theory, which led to a helping agenda Linda 
could accept. Like many parents, the recognition that her children were 
only marginally involved in her life was a difficult one for Linda to accept, 
and it felt hurtful to her in the extreme. However, Linda now recognizes 
that her children have resented her intrusiveness into their lives since 
her divorce. The reaction of the children made Linda realize that she was 
using her children for intimacy needs before and after her divorce, and 
that they resented it. 

 Once   again, Linda feels in control of her life and, highly intelligent and 
insightful woman that she is, sees the rebuilding of her life as a primary 
goal to ensure health and happiness. She has moved to another self-help 
group of more highly functioning people and feels a kinship with them. 
Her relationships with her male friends have blossomed and she real-
izes that the anger she had for her husband limited her ability to allow 
men into her life. The new feeling of comfort with her male friends has 
made her aware that many men find her interesting and attractive, and 
she is experiencing the pleasant sense of being in demand as a friend 
and companion. She values her male friends and sees in them the true 
friendships she wasn’t always able to have before therapy began. 
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 The   author spoke to Linda about her experiences in treatment.  “ I think 
I’d been a bit depressed since my marriage started to fail, ”  she told me.  “ To 
cover it up, I was busy every second of the day. I’d work all day and then 
went to every play, musical event, and function I could find, usually with 
friends. My relationships were very superficial and it came as no real sur-
prise that my friends weren’t there for me when I became really depressed. 
The first thing I realized after retirement was that I had free time that I’d 
never had before. I filled it with everything I could find but still, I had time 
on my hands and at some point, I didn’t know what to do with myself. It 
was clear to me that my children felt confused about having me around so 
much but I talked myself into thinking they needed me. I certainly didn’t 
pick up on the signs of their unhappiness over my frequent calls and vis-
its. When the depression hit, I knew I needed help but I talked myself into 
believing it was hormonal. I knew better, of course, but I just didn’t want 
to accept that I was depressed because I was living a depressing life. 

    “ My social worker was pretty amazing. She let me babble on and not 
ever get to the point until I finally had nowhere to go with my feelings 
and just fell apart in her office. She involved me in determining the issues 
we would work on and was very clear that in a cooperative relationship it 
was necessary that I know a lot about the best treatment approach to use, 
so I read about different treatment approaches, and it was very helpful 
and empowering to me. My therapist was very supportive and encourag-
ing and always seemed to be able to see things in a positive way. In time 
I guess I began to see things more positively. The groups I went to, run 
by other depressed people, really made a difference in my life. I’ve made 
some very good friends through the people I’ve met in group. They’re not 
superficial people and they care about me. I’ve stopped bugging my fam-
ily and I don’t need to be busy every minute of the day. I have moments 
when I’m depressed but it’s not like the depression I had when I began 
therapy. That depression felt like I was falling down a black hole and I’d 
never get out. My therapist made me realize that I had many skills to 
manage my depression, and the discussions about my life gave me an 
opportunity to see that I had never really asked anyone to give back to 
me emotionally. I think my husband got tired of my always giving even 
when he didn’t need anything. He’d ask what he could do for me and I’d 
never know what to say. I think he started to feel irrelevant. I have a rela-
tionship in which both of us give equally, and while it sometimes feels 
wrong to even ask for anything, I’m getting a lot better at it. Would I have 
gotten better without therapy? I doubt it very much. Medication helps a 
little, but it’s no magic cure. My social worker pretty much saved my life. ”         



    1.7        A PERSONAL STORY: THE REALITY OF 
RURAL HEALTH CARE 

 A   sign in the back of a van in my hometown of Prescott, Arizona sums 
up the concerns many older Americans have about our health care sys-
tem. It read: “ If you’re old and sick in Prescott, there aren’t enough 
doctors, most of them aren’t any good, they charge too much, and you 
come back from seeing them and you’re still sick. ”  I should add that 
like much of rural Arizona, the rural county I live in ( just an hour from 
the opulence of Sedona) has half the national average of doctors recom-
mended per 100,000 people and many of them are not primary care, 
mental health providers, or internal medicine physicians. 

 When   I moved to Prescott and became violently ill during my move, 
we called all 60 primary care doctors on my insurance list and none of 
them would see me. The doctor I had arranged an appointment with as 
a new patient before my move wouldn’t see me until our appointment a 
month later and said I should go to the emergency room. My bill in the 
emergency room was over $3,000. Prescott lacked a single acute care 
facility even though the combined communities in and around the city 
have a population of 150,000. Reality hits home about health care when 
it touches you personally. 

 I   have excellent health insurance. I hate to think what a person in pov-
erty would have gone through had they been as sick as I was and were 
unable to afford going to an emergency room. Even the most affl uent 
and healthy among us can have our life satisfaction lowered by ineffec-
tive helping systems. Many of the people I know in Prescott have given up 
on local care and drive two hours each way to Phoenix where doctors are 
plentiful and health care is excellent, but try doing that in a health emer-
gency and you begin to understand that the benefi ts of rural living that 
many retiring Americans look for are sometimes negated by the lack of 
quality services for older adults. You can’t age well when you know that in 
a serious health emergency you may not make the two-hour drive and live.  

    1.8       SUMMARY 
 This   chapter discusses the growing number of older adults and the psy-
chosocial needs that are likely to occur as the population of elder adults 
dramatically increases over the next several decades. The chapter notes 
the importance of using best evidence when working with older adults 
and the social, emotional and health-related problems that are currently 
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prevalent among older adults and are likely to increase in coming years. 
Future chapters will explain EBP in more detail and will note the use of 
EBP with a host of psychosocial problems.  

    1.9       QUESTIONS FROM THE CHAPTER 
1.     One often hears from women of a certain age that they’d rather 

be with their female friends than with a man because they’ve had 
so many bad experiences with men. They frequently say that their 
friends are more supportive than any man could ever be. Do you 
think this is true, and do you know older women who feel this 
way? Do you think their relationships with other women are true 
friendships or are they more like the superfi cial acquaintances 
described by Linda?  

2.     It’s painful to think that Linda’s children are unsupportive and 
even resentful of their mother and believe that she’s been too 
involved in their lives as a way of not dealing with her own. Do 
you have any suggestions for the social worker to bring the family 
closer together, or do you think the situation should be left alone 
while Linda develops other areas of intimacy and friendship?  

3.     Do you think Linda retired too early, or is this a problem that 
would have occurred anyway?  

4.     Can you imagine at your age suddenly stopping school and work 
and not having anything to do during the day? Many people at 
65 are in excellent health but are bored and burned out with their 
jobs. What would you tell them about retiring?  

5.     Linda may be co-dependent, which means that she was trained by 
her biological family to care for others and not to think about her 
own needs. How is it possible for co-dependent people to ever 
gain real happiness when they have no idea of what it takes to be 
happy? Do you know anyone like this? How do they deal with 
having their own needs met? 
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    2.1       INTRODUCTION 
 A   considerable amount of literature in the past few years suggests that 
successful aging is the absence of physical and emotional disabilities, 
but new research suggests that perceptions of older adults about the 
aging process are more important than the infl uence of illness and phys-
ical disability and depend on attitude, resilience, optimism and coping 
style. When those issues are taken into consideration, an older person 
can often control successful aging. This chapter on successful aging 
will explore the various studies suggesting a wide range of defi nitions 
of successful aging.  

    2.2       DEFINITIONS OF SUCCESSFUL AGING 
 There   is no single defi nition of successful aging that satisfi es every-
one.  Havighurst (1961)  says that successfully aging individuals add life 
to their years and get considerable satisfaction from life.  Ryff (1989)  
defi nes successful aging as positive or ideal functioning related to devel-
opmental work over the life course.  Fisher (1992)  interviewed 19 senior 
center participants ages 62 – 85 and found that they tended to defi ne suc-
cessful aging in terms of strategies for coping.  Gibson (1995)  stated 
that successful aging “ refers to reaching one’s potential and arriving 
at a level of physical, social, and psychological well-being in old age 
that is pleasing to both self and others ”  (p. 279). In the  Encyclopedia of 
Aging ,  Palmore (1995)  writes that a comprehensive defi nition of suc-
cessful aging  “ would combine survival (longevity), health (lack of dis-
ability), and life satisfaction (happiness) ”  (p. 914). Additionally, some 
gerontologists have discussed similar issues using different terms such 
as  “ adjustment ”  or  “ adaptation ”  to aging. 
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 Even   in the midst of illness and disabilities, older adults who are 
aging successfully have a zest for life, are engaged in personal rela-
tionships, have concern for the welfare of others, maintain a positive 
and optimistic view of life, and believe that their later years are a time 
to leave a legacy for others that is grounded in affi rmation. Successful 
aging does not ignore the physical changes that take place as we age, 
but it does believe that those who have chosen a positive and optimis-
tic approach to life will bring that approach with them as they age and, 
as a result, will be able to maintain creative, involving, and interesting 
activities throughout the life span. Illness and disability for the success-
fully aging person occur at much later junctures in life and successfully 
aging individuals can anticipate a longer and more productive life span.  

    2.3       ACHIEVING SUCCESSFUL AGING 
 In   their research on successful aging,  Vaillant and Mukamal (2001) 
believe that we can identify the predictors of longer and healthier lives 
before the age of 50 by using the following indicators: parental social 
class, family cohesion, major depression, ancestral longevity, childhood 
temperament, and physical health at age 50. Seven variables indicating 
personal control over physical and emotional health that are also related 
to longer and healthier lives include the absence of alcohol abuse and 
smoking, and the presence of marital/relationship stability, exercise, 
a normal body mass index, positive coping mechanisms, and involve-
ment in continuing education. The authors conclude that we have much 
greater control over our post-retirement health than had been previously 
recognized in the literature. 

 For   the purposes of understanding what is meant behaviorally by 
successful aging, the authors identify the following indicators: 

1.     Although elderly people taking 3 – 8 medications a day were seen 
as chronically ill by their physicians, the cohort deemed to be 
aging successfully saw themselves as healthier than their peers.  

2.     Elderly adults who age successfully have the ability to plan ahead 
and are still intellectually curious and in touch with their creative 
abilities.

3.     Successfully aging adults, even those over 95, see life as being 
meaningful and are able to use humor in their daily lives.  

4.     Aging successfully includes remaining physically active and con-
tinuing activities (walking, for example) that were used at an ear-
lier age to remain healthy.  



5.     Older adults who age successfully are more serene and spiritual 
in their outlook on life than those who age less well.  

6.     Successful aging includes concern for continued friendships, 
positive interpersonal relationships, satisfaction with spouses, 
children and family life, and social responsibility in the form of 
volunteer work and civic involvement.    

 In   a study of the relationship between the ability to cope with stress 
and physical and emotional well-being in women ages 65 – 87 years of 
age,  Barnas and Valaik (1991)  found that women with insecure attach-
ments to their adult children had poorer coping skills and lower levels 
of psychological well-being than women with positive attachments. 
Women with a mean age of 20 and a sample of women with a mean 
age of 38 with attachment problems with their mothers, suffered more 
anxiety and depression and were seen by friends as being more anxious 
than women in both groups with positive attachments. These fi ndings 
led the authors to conclude that insecure attachments produce poorer 
coping skills, which lead to more vulnerability to stress across the life 
cycle. The authors defi ne attachment as relationships of affection that 
are formed throughout the years and are not necessarily limited to a 
child’s bond with his or her parents. 

    Vaillant and Mukamal (2001)  report that the two most important 
 “ psychosocial predictors of successful aging were high level of educa-
tion (which probably refl ects traits of self-care and planfulness as much 
as social class) and having an extended family network ”  (p. 243). In his 
research on aging, Valliant (2002) found the following variables con-
tributed to successful aging: 

1.     seeking and maintaining relationships and understanding that 
relationships that help us to heal and grow require gratitude, for-
giveness, and intimacy;  

2.     having interest and concern about others and being able to give of 
oneself;

3.     a sense of humor and the ability to laugh and play well into later 
life;

4.     making new friends as we lose older ones, which has a more pos-
itive impact on aging well than retirement income;  

5.     the desire to learn and to be open to new ideas and points of 
view;  

6.     understanding and accepting limitations and accepting the help of 
others;
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7.     understanding the past and its effect on our lives while living in 
the present;  

8.     focusing on the positives and the good people in our lives rather 
than on the negative things that may happen to us. 

    Robert and Li (2001)  argue that despite the commonly held belief 
in the relationship between socioeconomic status and health, research 
actually suggests a limited relationship between the two variables. 
Rather, there seems to be a relationship between community levels of 
health and individual health.  Lawton (1977)  suggests that older adults 
may experience communities as their primary source of support, recre-
ation, and stimulation, unlike younger adults who fi nd it easier to move 
about in search of support and recreation. Lawton and Nahemow (1977) 
believe that positive community environments are particularly important 
to older adults who have emotional, physical, or cognitive problems. 
The need for healthy and vital communities is particularly relevant for 
older adults who have health problems that limit their mobility. A tragic 
example of the impact of unhealthy communities is the Chicago heat 
wave of 1995, where 739 older and less mobile people died. The reason 
for the very large death rate turned out to be that many elderly and less 
mobile people were afraid to leave their homes and to be exposed to 
environments they felt were dangerous and unsafe ( Gladwell, 2002 ). In 
explaining why she was afraid to leave her home, even though she was 
literally dying of heat prostration, one elderly lady said,  “ Chicago is 
just a shooting gallery ”  ( Gladwell, 2002 , p. 80). Furthermore, Chicago 
had no emergency system for helping elderly and less mobile people. 
So many people died during the heat wave that, 

 Callers to 911 were put on hold.  …  The police took bodies to the Cook 
County Medical Examiner’s offi  ce, and a line of cruisers stretched 
outside the building. The morgue ran out of bays in which to put 
the bodies. The owner of a local meatpacking fi rm off ered the city 
his refrigerated trucks to help store the bodies. The fi rst set wasn’t 
enough. He sent a second set. It wasn’t enough. ( Gladwell, 2002 , p. 76)   

 Rather   than thinking in terms of a relationship between individual SES 
and health among an aging population,  Robert and Li (2001)  suggest three 
indicators of healthy communities that relate directly to individual health: 

1.     a positive physical environment that provides an absence of noise 
and traffi c and has adequate lighting;  



2.     a positive social environment that includes an absence of crime, 
the ability to fi nd safe environments to walk in, and easy access 
to shopping;  

3.     a rich service environment that includes simple and safe access 
to rapid and inexpensive transportation, the availability of senior 
centers, and easy access to meal sites. 

 In   studying the impact of natural disasters on a population of elderly 
adults demonstrating pre-disaster signs of depression,  Tyler and Hoyt 
(2000)  noted that elderly adults reporting high levels of social support 
had lower levels of depression before and after a natural disaster. They 
also report that  “ older people with little or no social support, perhaps 
due to death of a spouse and/or loss of friends, may have a more diffi -
cult time dealing with life changes and, as a result, are particularly vul-
nerable to increases in depression ”  (p. 155). 

 But   overall,  Pearlin and Skaff (1996)  note how remarkable it is that 
so many older adults cope so well with life stressors.  Solomon (1996)  
reports that specifi c personality characteristics are highly related to suc-
cessful coping in older adults. The characteristics most likely to show a 
positive relationship between successful coping and aging are  “ fl exibility, 
adaptability, and a sense of humor as well as fi nancial, social, and orga-
nizational skills ”  (p. 48). Solomon also indicates that the ability to fi nd 
meaning in crisis situations instead of just being able to manage them 
is a critical aspect of coping.  Butler et al. (1991)  suggest that coping is 
enhanced in older adults as they are able to shift their priorities to accom-
modate change, while  Solomon (1996)  believes that a person’s sense of 
mastery is closely related to his or her ability to cope with stressors related 
to aging. She identifi es two personality factors that are particularly related 
to coping in older adults:  “ 1) the ability to interpret success in controlling 
past hardships as evidence of competence to master current hardship and, 
2) the ability to shift priorities from areas where a measure of control has 
been lost to areas where control may still be maintained ”  (p. 48). 

    Rowe and Kahn (1998)  believe successful aging includes the follow-
ing three components: 

1.     good health with a low risk of disease and disability: good health 
includes regular exercise, a healthy diet, and regular check-ups;  

2.     high mental and physical functioning, which suggests that in 
healthy aging, people are intellectually active and stimulated; 

3.     an active engagement with life, and a strong system of social 
supports.
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 The   authors believe social supports are very important in maintain-
ing successful aging and provide the following reasons: isolation is a 
powerful risk factor for poor health; social support  –  such as emotional, 
physical, and personal contact –  has direct positive effects on health; 
social support can buffer or reduce some health-related effects of aging, 
and; social support helps protect one against the stresses of life. The 
authors believe that it’s never too late to reverse bad health habits. 
They provide the following examples of good health practices in older 
adults:

1.     Physical activity is the crux of successful aging. Physical activity 
includes aerobic activity such as walking, dancing, and garden-
ing and more strenuous activity like weight training (or weight 
lifting).

2.     Diet and exercise help reduce weight, the chances for heart dis-
ease and colon and rectal cancer, reduce the effects of diabetes, 
arthritis, and osteoporosis, and help to increase strength and bal-
ance, which help to reduces falls.  

3.     Fitness cuts our risk of dying. Older women who exercise are 
20% less likely to die than those who were sedentary.  

4.     The risk of heart disease falls as soon as one stops smoking. After 
fi ve years of cessation, an ex-smoker is not much more likely to 
have heart disease than a non-smoker.  

5.     Smoking cessation results in reduced chances of heart disease, 
increased lung capacity, and a decrease in blood pressure.  

6.     Active mental stimulation and keeping up with social relation-
ships with friends and family also help to promote physical 
ability.  

7.     Older people can sustain, perhaps even increase, their mental 
functioning by reading, through word games and mental exer-
cises, and by engaging in stimulating conversation ( Rowe and 
Kahn, 1998 ).     

    2.4       OPTIMISM AS AN ASPECT OF SUCCESSFUL AGING 
 A   person’s positive view of life can have a signifi cant impact on physi-
cal and emotional health. Longitudinal studies of the many aspects of 
physical and emotional health among a Catholic order of women in the 
Midwest ( Danner et al., 2001 ) suggested that the personal statements 
written by very young women when entering the religious order cor-
related positively with life span. The more positive and affi rming the 



personal statement written when the applicant was in her late teens 
and early twenties, the longer her life span, sometimes as long as 10 
years beyond the mean length of life for the religious order as a whole, 
and up to 20 years or more longer than the general population. Many 
of the women in the sample lived well into their nineties, and beyond. 
In a sample of 650, six nuns were over 100 years of age. While some 
of the women in the sample suffered from serious physical problems, 
including dementia and Alzheimer’s, the numbers were much smaller 
than in the general population and the age of onset was usually much 
later in life. The reasons for increased life span in this population seem 
to be related to good health practices (the order doesn’t permit liquor 
or smoking, and foods are often fresh with a focus on vegetables), and 
an environment that focuses on spiritual issues and helping others. The 
order also has a strong emphasis on maintaining a close, supportive 
relationship among its members so that when illness does arise, there is 
a network of positive and supportive help. 

 In   discussing research on successful aging,  Jeste (2005, p. 1)  notes, 
 “ The commonly used criteria suggest that a person is aging well if he 
has a low level of disease and disability. However, this study shows that 
self-perception about aging can be more important than the traditional 
success markers. ”  To determine successful aging, Jeste and   colleagues 
studied over 500 older Americans, age 60 to 98, who lived independently 
within the community (i.e., did not live in a nursing home or assisted 
care facility). Participants were asked to complete a questionnaire includ-
ing medical, psychological, and demographic information. The sample 
was representative of national averages regarding incidences of medical 
conditions (e.g., heart disease, cancer, diabetes, etc.). Similarly, 20% to 
25% of the respondents had been diagnosed with and/or received treat-
ment for a mental health problem. Despite the prevalence of physical ill-
ness and disabilities in the group, when study participants were asked to 
rate their own degree of successful aging on a 10-point scale (with 10 
being  “ most successful ” ), their average rating was 8.4. 

 Most   of the respondents who gave themselves high ratings would 
not be able to meet the standard used for successful aging, which 
includes the absence of disease and freedom from disability. Less than 
10% of the participants would have been considered to be aging suc-
cessfully using the standards proposed by  Rowe and Kahn (1998) . Jeste 
notes that  “ [w]hat is most interesting about this study is that people who 
think they are aging well are not necessarily the most healthy individu-
als. In fact, optimism and effective coping styles were found to be more 
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important to aging successfully than traditional measures of health and 
wellness. These fi ndings suggest that physical health is not the best 
indicator of successful aging  –  attitude is ”  (p. 1). 

  Jeste (2005)  also found that participants of the study who spent time 
each day on hobbies, such as reading and writing, or socializing with other 
members of the community, consistently gave themselves higher scores on 
the scale measuring successful aging. Participants who had a paid job out-
side of the home were also more likely to give themselves higher scores. 
Interestingly, volunteer activities were not found to exert the same infl u-
ence on participants ’  self-reports. Factors that were not correlated with 
high self-report ratings included age, gender, education, marital status, 
and income.  Jeste (2005)  concludes that  “ [f]or most people, worries about 
their future aging involve fear of physical infi rmity, disease or disability. 
However, this study is encouraging because it shows that the best predic-
tors of successful aging are well within an individual’s control ”  (p. 1). 

    2.5       RESILIENCE AS AN ASPECT OF SUCCESSFUL AGING 
    Walsh (2003)  defi nes resilience as  “ the ability to withstand and rebound 
from disruptive life challenges  . Resilience involves key processes over 
time that foster the ability to   struggle well, surmount obstacles, and go 
on to live and love fully ”  (p. 1).  Gordon (1996)  defi nes resilience as  “ the 
ability to thrive, mature, and increase competence in the face of adverse 
circumstances ”  (p. 1).  Glick (1994)  writes,  “ resilience is the ability to 
bounce back from adversity and to overcome the negative infl uences 
that often block achievement. Resilience research focuses on the traits, 
coping skills and supports that help people survive, and even thrive, in 
a challenging environment ”  (p. 1).  Henry (1999)  defi nes resilience as 
 “ the capacity for successful adaptation, positive functioning, or compe-
tence despite high risk, chronic stress, or prolonged or severe trauma ”
(p. 521). In a further defi nition of resilience,  Abrams (2001)  indicates 
that resilience may be seen as the ability to readily recover from illness, 
depression, and adversity.  Walsh (2003)  says that  “ The concept of fam-
ily resilience extends our understanding of healthy family functioning 
to situations of adversity. Although some families are shattered by cri-
sis or chronic stresses, what is remarkable is that many others emerge 
strengthened and more resourceful ”  (p. 1).  Anderson (1997)  notes that 
resilient people have been described as being 

 Socially, behaviorally, and academically competent despite living 
in adverse circumstances and environments as a result of poverty 



( Werner and Smith, 1992 ), parental mental illness ( Beardslee and 
Podorefsky, 1988 ), interparental confl ict ( Neighbors, Forehand, 
and McVicar, 1993 ), inner-city living ( Luthar, 1993 ), and child abuse 
and neglect ( Farber and Egeland, 1987 ). (p. 594)   

    Mandleco and Peery (2000)  are concerned with the inconsistent 
meaning of the term resilience and wonder if it has begun to mean 
whatever the author wishes it to. The authors point out that resilience 
has been described as a personality characteristic not related to stress; a 
characteristic of some people from at-risk environments; the absence of 
psychopathology when parents have serious emotional problems; suc-
cess in meeting societal expectations or developmental tasks; character-
istics which help people succeed, contrary to predictions; and the ability 
to restore equilibrium and adapt to life situations. The authors note that 
 Polk (1997)  tried to synthesize a model of resilience, suggesting that 
 “ resilience is a midrange theory with a four-dimensional construct, 
where dispositional, relational, situational, and philosophical patterns 
intermingle with the environment to form resilience ”  ( Mandleco and 
Peery, 2000, p. 100 ). The result of these various defi nitions of resilience 
is that while a “ commonsense   universal defi nition is assumed, when one 
attempts to identify specifi cs affecting resilience, these defi nitions are 
inadequate and confusing   ”  ( Mandleco and Peery, 2000 , p. 100). 

    2.6       ATTRIBUTES OF RESILIENT PEOPLE 
 A   consistent fi nding over the last 20 years of resilience research is that 
most people from highly dysfunctional families or very poor commu-
nities do well as adults. This fi nding applies to almost all populations 
found to be at risk for later life problems, including those children 
whose parents divorce, children who live with step-parents, children 
who have lost a sibling, children who have attention defi cit disorder or 
suffer from developmental delays, and children who become delinquent 
or run away. More of these children make it than don’t. A review of 
the research literature found that 70 – 75% of children at risk do well as 
younger and older adults, including children born to teenaged moth-
ers ( Furstenberg, 1998 ), children who were sexually abused ( Wilkes, 
2002 ), children who grew up in substance-abusing or mentally ill fami-
lies ( Werner and Smith, 2001 ), and children who grew up in poverty 
( Vaillant, 2002 ). Even when children have experienced multiple risks, 
Rutter (2000) found that half of them overcame adversity and achieved 
good emotional and social development as adults. 
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    Masten (2001)  believes that resilience is part of the genetic makeup 
of humans and that it is the norm rather than the exception.  “ What 
began as a quest to understand the extraordinary has revealed the 
power of the ordinary. Resilience does not come from rare and special 
qualities, but from the everyday magic of ordinary, normative human 
resources in the minds, brains, and bodies of children, in their families 
and relationships, and in their communities ”  ( Masten, 2001 , p. 9). 

 We   tend to think that traumas will generally lead to malfunction-
ing behavior in children and adults, but often this isn’t the case. A 
good example of how well people actually cope with trauma may be 
seen in the response to the World Trade Center bombings.  Gist and 
Devilly (2002)  report that the estimates of PTSD after the 9-11 bomb-
ing dropped by almost two-thirds within four months of the tragedy 
and concluded that, “ [t]hese fi ndings underscore the counterproductive 
nature of offering a [treatment] with no demonstrable effect, but dem-
onstrated potential to complicate natural resolution, in a population in 
which limited case-conversion can be anticipated, strong natural sup-
ports exist, and spontaneous resolution is prevalent ”  (p. 742). In other 
words, resilience to severe trauma exists when we accept the possibility 
that people will heal on their own and when strong social and emotional 
supports are present. Introducing treatment too early in the process may 
actually interfere with resilience. 

          Werner and Smith (1982, 1992)  identifi ed protective factors that 
tend to counteract the risk of stress. They categorized protective factors 
as genetic (e.g., an easygoing disposition), strong self-esteem and a 
sense of identity, intelligence, physical attractiveness, and supportive 
caregivers.  Garmezy et al. (1964)  note three protective factors in resil-
ient people: dispositional attributes of the child, family cohesion and 
warmth, and the availability and use of external support systems when 
needed.  Seligman (1992)  says that resilience exists when people are 
optimistic, have a sense of adventure, courage, and self-understanding, 
use humor in their lives, have a capacity for hard work, and posses the 
ability to cope with and fi nd outlets for emotions.  Luthar and Zigler 
(1991)  found that resilient people are active, humorous, confi dent, 
competent, prepared to take risks, fl exible, and, as a result of repeated 
successful coping experiences, confi dent in both their inner and outer 
resources.  Luthar (1993)  suggests that resilient people have high levels 
of emotional intelligence. 

 Other   factors associated with resilience include the fi nding by  Arend
et al. (1979)  that very curious people are more resilient than those who 



are less curious. Radke-Yarrow and Brown (1993)  associate resilience 
with those who have more positive self-perceptions.  Egeland et al. 
(1993)  and  Baldwin et al. (1993)  found a relationship between resilience 
and assertiveness, independence, and a support network of neighbors, 
peers, family, and elders. In their 32-year longitudinal study,  Werner and 
Smith (1982)  found a strong relationship between problem-solving abili-
ties, communication skills, and an internal locus of control in resilient 
people. As  Henry (1999)  notes, “resilient people believe their lives have 
meaning and that they control their own fate” (p. 522). 

 Resiliency   research originally tried to discover the characteristics of 
at-risk children who coped well with stress ( Werner, 1989 ). Over time, 
however, resiliency research has focused less on the attributes of resil-
ient children and more on the processes of resilience. As the research 
has attempted to understand the processes associated with resilience, 
one important fi nding suggests that rather than avoiding risks, resil-
ient people take substantial risks to cope with stressors leading to what 
 Cohler (1987)  calls adaptation and competence. 

 In   a review of the factors associated with resilience to stressful life 
events throughout the life span,  Tiet et al. (1998)  found that: (a) higher 
IQ; (b) quality of parenting; (c) connection to other competent adults; 
(d) an internal locus of control; and (e) excellent social skills have been 
identifi ed as protective factors that allow people to cope with stressful 
events. Protective factors, according to  Tiet et al. (1998) , are primary 
buffers between the traumatic event and the person’s response. When 
a person’s response to stress has a positive effect on the person expe-
riencing stress, whether the risk is low or high, the author’s term this a 
resource factor. The authors believe that both protective and resource 
factors are crucial in understanding the way resilience protects people. 

 But   resilience should not suggest that people are always resilient in 
every situation or that there are not problems related to stress, trauma 
and other forms of social and emotional diffi culties.  Tiet et al. (1998) 
indicate that even resilient children respond inconsistently to stressful 
events and that another way to look at resilience is to show the rela-
tionship between the specifi c traumatic event and the response. For 
example, in many of the maltreated children studied for resilience, 
school-based outcomes have been used that include grades, deportment, 
and the degree of involvement in school activities.  Luthar and Zigler 
(1991)  note that while resilient children do well in many school-based 
outcomes, many of these children suffer from depression. Interestingly, 
however, even though many of the maltreated children studied show 
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signs of depression, they still did well on behavioral outcome measures 
such as grades and school conduct ( Luthar and Zigler, 1991 ).  Tiet et al. 
(1998)  believe that the key reason resilient children cope well with 
adversity is that they: 

 [T]end to live in higher-functioning families and receive more guid-
ance and supervision by their parents and other adults in the family. 
Other adults in the family may complement the parents in providing 
guidance and support to the youth and in enhancing youth adjust-
ment. Higher educational aspiration may also provide high-risk youth 
with a sense of direction and hope. (p. 1198)   

 This   leads one to believe that resilience doesn’t negate vulnerability 
to all outside stressors, but that it does provide primary coping mecha-
nisms that permit high levels of functioning even in the midst of emo-
tional side effects, including depression. 

 In   conversations with older adult survivors of the Holocaust,  Tech 
(2003)  found characteristics of those who survived to include a desire 
for mutual cooperation to cope with survival. This included caring for ill 
concentration camp inmates, sharing rations that were minute to begin 
with, and forming “ bonding groups ”  that kept inmates optimistic and 
positive. Tech also points out that inmates who were emotionally fl exible 
were more likely to survive. Inmates who were very traditional in their 
outlook on life or who felt that they had lost a considerable amount of 
status were often unable to cope and frequently perished before other less 
healthy inmates died. However, many terribly unhealthy inmates who 
had a positive view of their lives survived against all medical odds. Tech 
reports that the older adult survivors she interviewed were fi lled with 
compassion and sadness, and that  “ conspicuously absent were expres-
sions of hatred or hostility ”  (p. 345) toward their captors. Even though 
conditions in the camps were dreadful,  “ many inmates created for them-
selves make-believe worlds  –  a blend of dreams, fantasies, friendships 
and resistance  –  as an antidote ”  (p. 351). Prisoners found these fantasies 
very gratifying and  “ such escapes into fantasy may have improved the 
prisoners hold on life  –  prisoners created bonding groups which, however 
illusory, forged links with the past and the future ”  (p. 351). 

 There   are many similarities between the recollections of the survi-
vors Tech interviewed and more scientifi c studies of survivors of the 
Holocaust.  Baron et al. (1996)  report that many clinicians who fi rst 
interviewed survivors of the Holocaust believed that they would be very 
troubled parents and that their children would suffer from a range of 



emotional diffi culties. Children of survivors, however, have shown no 
pattern of maladjustment or psychopathology in most research studies 
other than the normal problems one might expect in any population of 
children. Children who have maintained the traditional religious beliefs 
of their parents have done particularly well socially, fi nancially, and 
emotionally ( Last, 1989 ). 

 In   studies of the development of symptoms of PTSD following 
a traumatic event,  Ozer et al. (2003)  report that those most likely to 
develop PTSD have a lack of psychological resilience which can be seen 
as a cluster of prior social and emotional problems that include prior 
loss, depression, poor support from others, prior traumas, and a fam-
ily history of pathology. The authors write,  “ It is tempting to make an 
analogy to the fl u or infectious disease: Those whose immune systems 
are compromised are at greater risk of contracting a subsequent illness. 
Similarly, this cluster of variables may all be pointing to a single source 
of vulnerability for the development of PTSD or enduring symptoms of 
PTSD  –  a lack of psychological resilience ”  (p. 71). What the authors 
fail to answer is why some people who have had all of the earlier signs 
of coping poorly with a new trauma, in fact cope surprisingly well. 
Many resilient older adults have had prior traumas and loss, an absence 
of family support and episodes of depression, but still cope well enough 
with new traumas to avoid serous social and emotional malfunction. 

 One   of the continuing beliefs in the helping professions is that the 
greater the social and emotional risk to an individual, the more likely 
we are to see pathology. But resilience research suggests that risk fac-
tors are predictive of some types of dysfunction for only about 20 – 49% 
of a given high-risk population, suggesting high levels of resilience in 
the majority of those at risk (Rutter, 2000; Werner, 2001). In contrast, 
 “ protective factors, ”  the supports and opportunities that buffer the effect 
of adversity and enable development to proceed, appear to predict posi-
tive outcomes in anywhere from 50 to 80% of a high-risk population. 

 In   summarizing our understanding of resilience,  Mandleco and 
Peery (2000)  argue that we still don’t know which attribute of resilience 
is most signifi cant for a particular person.  “ In addition, there is often 
marked variation in an individual’s responses to stress, suggesting that 
the presence of any specifi c factor does not always produce  resilience  if 
the person is particularly vulnerable or the adversity too great to over-
come ”  ( Mandleco and Peery, 2000, p. 101 ). The authors continue by 
noting the confusion over the factors affecting resilience. While some 
researchers have taken a theoretical perspective, others have summarized 
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the research literature. There is, however, confusion over the following 
factors:  “ (a) the age domain covered by the construct, (b) the circum-
stances where it occurs, (c) its defi nition, (d) its boundaries, or (e) the 
adaptive behaviors described ”  ( Mandleco and Peery, 2000 , p. 102). 

 We   should be aware of a particular problem with resilience research: 
it isn’t all inclusive of a broad population of people. Some studies con-
sider certain age groups, most notably childhood and adolescence, and 
from those age groups project resilience to older populations. Another 
type of research considers specifi c problems such as mental illness or 
alcoholism and generalizes these fi ndings to broader populations. This 
leads Mandleco and Peery to believe that the defi nition of resilience is 
still vague and continues to affect research results.  

    2.7       COPING WITH STRESS IMPROVES SUCCESSFUL AGING 
    Courbasson et al. (2002)  defi ne coping as  “ one’s efforts to reduce the 
impact of a diffi cult or stressful situation. This transactional process 
involves both cognition and behavior ”  (p. 35). The authors indicate 
that there are three primary styles of coping with stress: task-oriented, 
emotion-oriented, and avoidance-oriented coping ( Endler and Parker, 
1999 ). Task-oriented coping attempts to solve or limit the impact of the 
stressful situation. Emotion-oriented coping tries to limit the emotional 
impact of stress rather than resolve the stressful situation. Avoidance-
oriented coping uses distraction and diversion unrelated to the stress-
ful situation to reduce stress. The authors found that research in coping 
with stress suggests that a task-oriented approach benefi ts people under 
great stress more than the use of other coping strategies.  “ That is, task-
oriented coping is associated with problem resolution or amelioration 
more often than the use of other coping strategies. Alternatively, both 
emotion and avoidance-oriented coping strategies may exacerbate the 
problematic situation ”  ( Courbasson et al., 2002 , p. 37). 

    Miller and Smith (2005)  suggested that there are different types of 
stress, each with its own attributes, symptoms, duration and treatment. 

1.     Acute stress is the common type of stress we all feel when some-
thing goes badly or makes life temporarily more complicated. 
This is time-limited stress and goes away when the situation rec-
tifi es itself. 

2.     Episodic stress is frequently experienced by some people because 
they often place themselves in stressful situations by being late or 



by being in one crisis or another. These people are crisis prone 
and appear to lack the ability to order problems in logical ways 
or to deal with them in pragmatic and rational ways, allowing the 
crisis to be constant.  

3.     Chronic stress  “ is the grinding stress that wears people away day 
after day, year after year. Chronic stress destroys bodies, minds 
and lives. It wreaks havoc through long-term attrition. It’s the 
stress of poverty, of dysfunctional families, of being trapped in 
an unhappy marriage or in a despised job or career ”  ( Miller and 
Smith, 2005 , p. 1). The authors go on to say,  “ Chronic stress kills 
through suicide, violence, heart attack, stroke, and, perhaps, even 
cancer. People wear down to a fi nal, fatal breakdown ”  (p. 1).    

 Coping   with stress has been thought to be a dimension of resil-
ience, although there is disagreement in the literature about the defi -
nition of coping. Some researchers see coping as a dynamic process 
but measure its existence by considering a person’s disposition or by 
viewing it as something triggered by a life situation ( Parkes, 1984 ). In 
this defi nition of coping, it is a fl uctuating or transitory state. Other 
researchers see the ability to cope with stress as a permanent and 
enduring personality trait ( Carver et al., 1989 ;  McCrae, 1984 ;  Parkes, 
1986 ), a defi nition that sounds much like the defi nition of resilience. 
Still other researchers view coping as a set of positive and negative 
modes of behavior. People with positive coping skills are described 
as using “ more mature, fl exible, purposive, future-oriented, real-
ity-based, and metered approaches to combating stressful and 
anxiety-provoking situations, whereas those with negative coping skills 
are viewed as rigid, past-propelled, reality-distorting, and generally real 
adaptive processes ”  (Livneh et al., 1996, p. 503). 

    Lazarus (1966)  believes that coping: (a) serves to reduce the impact 
of harmful events and to maintain positive self-concept; (b) includes 
situational factors such as the availability of resources coupled with 
individual factors including one’s belief system and other physical and 
emotional skills; (c) includes an appraisal of a situation and how that 
situation may affect one’s well-being, including the options and limi-
tations of alternative approaches to the situation; and (d) that coping 
includes very basic options such as seeking more information, asking 
others how they might resolve a stressful situation, and direct action. 

    Billings and Moos (1981; 1984)  and  Barnas and Valaik (1991) 
believe that there are three alternative strategies individuals use to cope 
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with stressful situations: (a) they may attempt to control the negative 
effect of the situation; (b) they may try to modify the seriousness and 
the meaning of the stressful event; or, (c) they may respond directly by 
trying to change the stressful event through the use of strategies that 
may have worked in the past. 

 Livneh   et al. (1996) found three active styles of coping for older 
adults that resemble notions of resilience: (a) a style of coping that uti-
lizes planning and seeking help from others; (b) a style of coping that 
seeks a support group to help with the stressor rather than passively put-
ting it in the hands of fate; and, (c) a style of coping that utilizes direct 
techniques to deal with the stressor rather than such indirect techniques 
as denial or using other activities to temporarily try and forget about the 
stressor. The authors found that placing a problem in the hands of God 
or using prayer almost exclusively as a way of resolving a stressful situ-
ation was not a particularly effective way of coping and suggested an 
external locus of control. The more active the coping approach, the bet-
ter subjects in their study were able to cope. 

 In   determining whether treatment with substance abusing patients 
would improve the type of coping approach used,  Courbasson et al. (2002) 
treated 71 substance abusing clients in an outpatient setting, three full 
days a week using anger management, relaxation, stress management, 
nutrition, leisure activities, assertiveness training, loss, drug education, 
goal setting, relationships and intimacy, and group psychotherapy 
(a client-centered orientation). The authors found that therapy had the 
following impact: 

1.     Following treatment, task-oriented coping increased signifi cantly 
and with it, a large decrease in anxiety and other stress-related 
symptoms.

2.     The use of emotion-oriented coping also decreased.  
    3.     The use of avoidance-oriented coping didn’t change with treatment.  
4.     Although the purpose of the treatment was to stop the substance 

abuse, better coping skills (those that tried to resolve stressful 
situations) resulted in sustained improvement in psychological 
distress.

 Solomon   believes that older people experience fewer life stressors 
than they experienced in earlier years. When older adults do experience 
diffi culty in coping with stress, she writes,  “ Life changes per se do not 
create stress; rather, adverse effects result from events that are consid-
ered unexpected or for which people are unprepared. The individual’s 



perception of this experience has much to do with whether or how 
much stress accompanies the life events ”  (p. 46).  Solomon (1996)  sug-
gests that an older person’s sense of mastery and competence infl uences 
the way he or she manages stress. According to Solomon, when older 
people maintain high levels of mastery in the face of diffi cult life cir-
cumstances, two personality factors emerge as key: (1) the ability to 
interpret success in controlling past hardships as evidence of compe-
tence to master current hardship and, (2) the ability to shift priorities 
from areas where a measure of control has been lost to areas where con-
trol may still be maintained (p. 48).  

    2.8        PERSONAL STORY: AN EXAMPLE OF SUCCESSFUL 
AGING: LIFE IN THE SLOW LANE 

  “ My philosophy about life, now that I’m 73, has changed, and it continues 
to change as I age and all the ills of growing older become more apparent 
each day. I’m easier on myself now that I’ve accepted the fact that I can 
no longer function as I did fi ve years ago. I know that what I felt was 
important at the age of 30, isn’t. Wearing the right clothes with the right 
labels, fl ashing the diamond rings, living in area of town that is considered 
 “ right ”  and all those other restrictions we put on ourselves early in life, 
don’t count for anything anymore. Family, friends, social activities, keep-
ing one’s mind active, volunteering, promoting a favorite charity, being 
grateful for every day you can keep functioning; that’s what’s important. 

    “ I’m in reasonably good health, with cancer and a bilateral knee 
replacement behind me and a few chronic conditions I cope with on a 
daily basis. I feel better when the sun shines and I do everything rea-
sonably possible to get up each morning and focus on what I want to 
accomplish that day. 

    “ I still work part-time from home, and fi nd the contact with the 
outside world through working very invigorating. Solving crossword 
puzzles, reading the newspaper every day, devouring the latest mystery 
books are all a source of enjoyment. I love music and sing in an all-
women’s group plus my church choir and fi ll the rest of my free hours 
with exercise, taking classes and keeping up with the world. 

    “ When I look at the negatives of aging  –  diminished physical 
strength, chronic illnesses, decreasing income, and the probability 
of living alone, I realize, as the old saying goes, getting old isn’t for 
the weak. My pet peeve in the matter is that people tend to not  “ see ”  
older people, and often dismiss us as unimportant and not to be taken 
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seriously, as our opinions don’t count and have nothing to do with the 
reality of the present day world. AARP reports that older employees 
are now being recruited for the labor market and perhaps the time is 
approaching when we’re appreciated for our past business history and 
what we know about the world and good work ethics. 

  “ When I was younger and thought about retirement and what I 
would do with all my free time, I didn’t realize, as I do now, that too 
much free time tends to diminish the years one has left. Life shouldn’t 
be boring at any age. Keeping as active as one can, being involved in the 
community, treasuring your family and friends and constantly reminding 
oneself that age is only a number is my way of coping with the growing 
number of candles on my birthday cake. ”   –  G.S. 

    2.9       SUMMARY 
 This   chapter discusses the notion of successful aging and the psychosocial 
factors that contribute to successful aging. Impacting successful aging are 
indications of resilience and the ability to cope well with life stressors. 
Considerable research suggests that more people are resilient in the midst 
of crises and at-risk life conditions than had previously been thought. The 
chapter ends with a personal story about successful aging. 

    2.10       QUESTIONS FROM THE CHAPTER 
1.     Don’t you think the notion of successful aging is a bit presumptu-

ous? Shouldn’t we be able to defi ne for ourselves whether we’re 
aging well or not?  

2.     The idea that healthy communities extend life span more than 
income and social class seems patently incorrect. Doesn’t money 
buy great health care, healthy food and healthy environments?  

3.     Aren’t there a number of people whose health and emotional lives 
are a mess at 50 as they go through mid-life crises but they make 
changes as they age? Isn’t it wrong then to say that your health 
in older age is necessarily infl uenced by the bad health practices 
you had at 50?  

    4.     Resilience is one of those nebulous terms that probably applies to all 
of us at some time or other. Aren’t we all resilient in our own ways? 

    5.     Coping with stress isn’t an internal dynamic of healthy people, it’s 
a condition affected by social and economic factors. The greater 
the external factors (poverty, lack of work), the more likely you 
are to cope badly with stress. Don’t you agree? 
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    3.1       INTRODUCTION 
 Please   note that some of the material in this chapter comes in modi-
fi ed form from Glicken (2005, pp. 3 – 18). The author thanks Sage 
Publications for permission to reprint that material  . 

 This   book on evidence-based practice (EBP) is about the use of 
research and critical thinking in assisting practitioners to determine the 
most benefi cial ways of helping older adult clients with intrusive social 
and emotional problems. This chapter explains EBP and offers both 
positive and negative evaluations of the approach from the practice and 
research literature.  
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    3.2       THE CURRENT STATE OF CLINICAL PRACTICE 
 The   current practice of psychotherapy, counseling, and much of our 
work as human service professionals often relies on clinical wisdom 
with little evidence that what we do actually works. Clinical wisdom 
is often a justifi cation for beliefs and values that bond us together as 
professionals but often fails to serve clients since many of those beliefs 
and values may be comforting, but they may also be inherently incor-
rect.  O’Donnell (1997)  likens this process to making the same mistakes, 
with growing confi dence, over a long number of years.  Issacs (1999) 
calls practice wisdom vehemence-based practice, where one substitutes 
volumes of clinical experience for evidence which is  “ an effective tech-
nique for brow beating your more timorous colleagues and for convinc-
ing relatives of your ability ”  (p. 1). 

    Flaherty (2001)  believes that there is a  “ murky mythology ”  behind 
certain treatment approaches that causes them to persist and that 
 “ Unfounded beliefs of uncertain provenance may be passed down as 
a kind of clinical lore from professors to students. Clinical shibboleths 
can remain unexamined for decades because they stem from respected 
authorities, such as time-honored textbooks, renowned experts, or well-
publicized but fl awed studies in major journals ”  (p. 1). Flaherty goes 
on to note that even when sound countervailing information becomes 
available, clinicians still hold on to myths. And more onerous, Flaherty 
points out that we may perpetuate myths “ by indulging the mistaken 
beliefs of patients or by making stereotypical assumptions about 
patients based on age, ethnicity, or gender ”  (p. 1), concerns in the men-
tal health fi eld that still plague us. 

 In   a review of the effectiveness of psychotherapy over a 40-year 
period,  Bergin (1971)  calls for an evidence-based practice approach 
when he writes, “ It now seems apparent that psychotherapy has had 
an average effect that is modestly positive. It is clear, however, that the 
averaged group data on which this conclusion is based obscure the exis-
tence of a multiplicity of processes occurring in therapy, some of which 
are now known to be unproductive or actually harmful ”  (p. 263). 

 In   a more recent evaluation of the effectiveness of psychotherapy, 
 Kopta et al. (1999)  report that  “ The traditional view that the different 
psychotherapies  –  similar to medication treatments  –  contain unique 
active ingredients resulting in specifi c effects, has not been validated 
[and that] the aforementioned situations are evidence of a profession in 
turmoil ”  (p. 22). Kopta and colleagues go on to say that new research 
designs might help provide needed answers about the effi cacy of one 



form of therapy over another with specifi c group of clients; however, 
 “ The fi eld is currently experiencing apparent turmoil in three areas: (a) 
theory development for psychotherapeutic effectiveness, (b) research 
designs, and (c) treatment techniques ”  ( Kopta et al., 1999 , p. 1). Kopta 
and colleagues go on to note that  “ Researchers have repeatedly failed 
to fi nd convincing evidence that different psychotherapies are differ-
entially effective ”  (p. 3) and when differences are taken into consider-
ation, the differences noted often have to do with  “ researcher allegiance 
[which is] infl uenced by the superiority of some treatment classes over 
others for depressed patients ”  (p. 3). 

 Frequently  , the clinical wisdom view of practice has been based 
on what the American Medical Association Evidence-Based Practice 
Working Group (1992) refers to as unsystematic observations from clin-
ical experience, a belief in common sense, a feeling that clinical train-
ing and experience are a way of maintaining a certain level of effective 
practice and an assumption that there are wise and more experienced 
clinicians who we can go to when we need help with clients. All of 
these assumptions are grounded in a paradigm that tends to be subjec-
tive and is often clinician focused rather than client focused. Aware of 
the subjective nature of social work practice,  Rosen (1994)  calls on the 
social work profession to use a more systematic way of providing prac-
tice and writes, “ Numerous studies indicate that guidelines [for clinical 
practice] can increase empirically based practice and improve clients ’  
outcomes ”  (found in Howard and Jensen, 1999, p. 283). The authors 
continue by suggesting that guidelines for social work practice would 
also produce better clinical training, cooperative client decision mak-
ing and cost-effective practice; improve clinical training in schools of 
social work; and compile knowledge about diffi cult-to-treat conditions, 
 “ [because] few of the practice decisions social workers make are empir-
ically rationalized ”  (Found in Howard and Jensen, 1999, p. 283). 

 Clinicians   often make an argument that what we do in practice is 
intuitive, subjective, artful, and is based on our long years of experience. 
Psychotherapy, as this argument goes, is something one learns with 
practice. The responses made to clients and the approaches used during 
treatment may be so spontaneous and inherently empathic that research 
paradigms and knowledge-guided practice are not useful in the moment 
when a response is required. This argument is, of course, a sound one. 
The moment-to-moment work of the clinical practitioner  is  often guided 
by experience. However, as  Gambrill (1999)  points out, we often over-
step our boundaries as professionals when we make claims about our 
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professional abilities that we cannot prove. She points to the following 
statement made in a professional newsletter, and then responds to it: 

 Professional social workers possess the specialized knowledge neces-
sary for an eff ective social services delivery system. Social work edu-
cation provides a unique combination of knowledge, values, skills, 
and professional ethics, which cannot be obtained through other 
degree programs or by on-the-job training. Further, social work edu-
cation adequately equips its individuals with skills to help clients 
solve problems that bring them to social services departments and 
human services agencies. (NASW News, p. 14)   

 Gambrill  ’s response: 

 These claims all relate to knowledge. To my knowledge, there is no 
evidence for any of these claims. In fact, there is counterevidence. In 
 Dawes ’  (1994)  review of hundreds of studies, he concluded that there 
is no evidence that licenses, experience, and training are related to 
helping clients. If this applies to social work and, given the overlap in 
helping eff orts among social workers, counselors, and psychologists, it 
is likely that it does, what are the implications? ( Gambrill, 1999, p. 341 )   

 The   psychotherapy literature is replete with concepts and assump-
tions that seem unequivocally subjective and imprecise ( Brent, 1998 ).
Consider, for example, the following defi nition of psychotherapy pro-
vided by Brent:  “ a type of social infl uence exerted by a trained and 
socially sanctioned healer on a person or persons who suffer and are 
seeking relief, through a series of defi ned contacts. ”  One might use the 
same defi nition for faith healers, psychics, and others who have both 
social sanction and exert social infl uence. Or consider this whimsical 
defi nition of psychotherapy as  “ two people playing together, ”  or a fi nal 
defi nition of psychotherapy as a  “ systematic use of a human relation-
ship for therapeutic purposes. ”  The vagueness of such defi nitions cer-
tainly cannot convey to clients what we do and makes it more than a 
little diffi cult for clinical researchers to evaluate the effectiveness of 
treatment.

 As   a response to overly subjective and sometimes incorrect 
approaches to practice, evidence-based practice believes that we should 
consult the research and involve clients in decisions about the best thera-
peutic approaches to be used, the issues in a client’s life that need to be 
resolved, and the need to form a positive alliance with clients to facilitate 
change. This requires a cooperative and equal relationship with clients. 
Evidence-based practice also suggests that we act in a facilitative way 



to help clients gather information and rationally and critically process it. 
This differs from authoritarian approaches that assume the worker knows 
more about the client than the client does, and that the worker is the sole 
judge of what is to be done in the helping process. 

    3.3       DEFINING EVIDENCE-BASED PRACTICE 
    Sackett et al. (1997)  defi ne evidence-based practice as  “ the conscien-
tious, explicit, and judicious use of current best evidence in making 
decisions about the care of individuals ”  (p. 2).  Gambrill (2000, p. 1) 
defi nes EBP as a process involving self-directed learning which requires 
professionals to access information that permits us to: 

1.     take our collected knowledge and provide questions we can 
answer;

2.     fi nd the best evidence with which to answer questions;  
3.     analyze the best evidence for its research validity as well as its 

applicability to the practice questions we have asked;  
4.     determine if the best evidence we’ve found can be used with a 

particular client;  
5.     consider the client’s social and emotional background;  
6.     make the client a participant in decision-making;  
7.     evaluate the quality of practice with that specifi c client. 

 The   Council for Training in Evidence-Based Practice (2007) defi nes 
EBP as follows:  “ making decisions about behavioral health by integrating 
the best available research evidence with practitioner expertise and, the 
characteristics of those who will be affected, and doing so in a manner that 
is compatible with the environmental and organizational context ”  (p. 1). 

    Gambrill (1999)  believes that EBP  “ requires an atmosphere in which 
critical appraisal of practice-related claims fl ourishes, and clients are 
involved as informed participants ”  ( Gambrill, 1999, p. 345 ). In describ-
ing the importance of evidence-based practice, The American Medical 
Association (1992) writes: 

 A new paradigm for medical practice is emerging. Evidence-based 
medicine de-emphasizes intuition, unsystematic clinical experience, 
and pathophysiologic rationale as suffi  cient grounds for clinical deci-
sion-making, and stresses the examination of evidence from clinical 
research. Evidence-based medicine requires new skills of the physi-
cian, including effi  cient literature-searching, and the application of 
formal rules of evidence in evaluating the clinical literature. (AMA, 
1992, p. 2420)   
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    Timmermans and Angell (2001)  indicate that evidence-based clini-
cal judgment has fi ve important features: 

1.     It is composed of both research evidence and clinical experience.  
2.     There is skill involved in reading the literature that requires an 

ability to synthesize the information and make judgments about 
the quality of the evidence available.  

3.     The way in which information is used is a function of the practi-
tioner’s level of authority in an organization and his or her level 
of confi dence in the effectiveness of the applied information.  

4.     Part of the use of evidence-based practice is the ability to inde-
pendently evaluate the information used and to test its validity in 
the context of one’s own practice.  

5.     Evidence-based clinical judgments are grounded in the western 
notions of professional conduct and professional roles, and are 
ultimately guided by a common value system. 

    Gambrill (1999)  points out that one of the most important aspects 
of EBP is the sharing of information with clients and the cooperative 
relationship that ensues. She notes that in EBP, clinicians search for 
relevant research to help in practice decisions and share that informa-
tion with clients. If no evidence is found to justify a specifi c treatment 
regimen, the client is informed and a discussion takes place about how 
best to approach treatment. This includes the risks and benefi ts of any 
treatment approach used. Clients are involved in all treatment decisions 
and are encouraged to independently search the literature. As Sackett 
et al. (1997)  note, new information is constantly being added to our 
knowledge base. Informed clinicians and clients may often fi nd elegant 
treatment approaches that help provide direction where none may have 
existed before. 

    Gambrill (1999)  believes that the use of EBP can help us  “ avoid 
fooling ourselves that we have knowledge when we do not ”  (p. 342). 
She indicates that a complete search for effectiveness research will 
provide the following information relevant for work with all clients 
including the elderly ( Gambrill, 1999, p. 343 ) fi rst suggested by  Enkin
et al. (1995) : 

1.     Benefi cial forms of care demonstrated by clear evidence from 
controlled trials.  

2.     Forms of care likely to be benefi cial. The evidence in favor of 
these forms of care is not as clear as for those in category one.  



3.     Forms of care with a trade-off between benefi cial and adverse 
effects. Effects must be weighed according to individual circum-
stances and priorities.  

4.     Forms of care of unknown effectiveness. There are insuffi cient 
or inadequate quality data upon which to base a recommendation 
for practice.  

5.     Forms of care unlikely to be benefi cial. The evidence against 
these forms of care is not as clear as for those in category two.  

6.     Forms of care likely to be ineffective or harmful. Ineffectiveness 
or harm is demonstrated by clear evidence.    

    Hines (2000)  suggests that some fundamental steps are required 
by EBP to obtain usable information in a literature search. They are: 
(1) developing a well formulated clinical question; (2) fi nding the best 
possible answers to your questions; (3) determining the validity and 
reliability of the data found; and (4) testing the information with your 
client. Hines suggests that a well-formulated clinical question must 
accurately describe the problem you wish to look for, limit the interven-
tions you think are feasible and acceptable to the client, search for alter-
native approaches, and indicate the outcomes you wish to achieve with 
the client. The advantage of EBP, according to Hines, is that it allows 
the practitioner to develop quality practice guidelines that can be applied 
to the client, identify appropriate literature that can be shared with 
the client, communicate with other professionals from a knowledge-
guided frame of reference, and continue a process of self-learning that 
results in the best possible treatment for clients. 

    Haynes (1998)  writes that the goal of evidence-based practice  “ is to 
provide the means by which current best evidence from research can 
be judiciously and conscientiously applied in the prevention, detection, 
and care of health disorders ”  (p. 273). Haynes believes that this goal 
is very ambitious given  “ how resistant practitioners are to withdraw-
ing established treatments from practice even once their utility has been 
disproved ”  (p. 273). 

    Denton et al. (2002)  suggest that most of the therapies used to 
treat depression, among other conditions, have no empirical evi-
dence to prove their effectiveness. The authors believe that before we 
select a treatment approach, we should consult empirically validated 
research studies that indicate the effectiveness of a particular thera-
peutic approach with a particular individual. The authors describe 
 evidence-based practice as the use of treatments with some evidence of 
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 effectiveness. They note that evidence-based practice requires a com-
plete literature search, the use of formal rules of proof in evaluating the 
relevant literature, and evidence that the selection of a practice approach 
is effective with a particular population. 

 In   describing the ease with which evidence-based practice can be 
used,  Bailes (2002)  writes,  “ Evidence-based practice is not beyond 
your capability, even if you do not engage in research. You do not 
have to perform research; you can read the results of published stud-
ies [including] clinical research studies, meta-analyses, and systematic 
reviews ”  (p. 1). Bailes also indicates that the Internet permits access to 
various databases that allow searches to be done quickly and effi ciently. 
Chapters 4 and 5 in this book are devoted to ways of obtaining and ana-
lyzing information for use in making informed treatment decisions. 

 In   clarifying the types of data EBP looks for in its attempt to fi nd 
best practices, Sackett et al. (1996)  write,  “ Evidence based practice …
 involves tracking down the best external evidence with which to answer 
our clinical questions ”  (p. 72). The authors note that non-experimental 
approaches should be avoided because they often result in positive con-
clusions about treatment effi cacy that are false. If randomized trials 
have not been done,  “ we must follow the trail to the next best external 
evidence and work from there ”  ( Sackett et al., 1996, p. 72 ). 

 The   Council for Training in Evidence-Based Behaviroal Practice 
(2007, pp. 3 – 4) notes that EBP requires the following competencies: 

1.   Questions asked:  Practitioners using EBP must be able to ask 
answerable questions, prioritize their importance and know the 
type of evidence needed to answer the question accurately.  

2.   Gathering evidence:  Practitioners using EBP must be able to 
develop a plan to search for best evidence, effectively and effi -
ciently seek best evidence by knowing where to look for it, and 
be able to separate well done from poorly done studies.  

3.   Critical appraisal : Practitioners using EBP must be able to criti-
cally evaluate the validity and applicability of best evidence to 
client groups. To do this, practitioners need to know the strengths 
and weaknesses of the research mythologies.  

4.   Using best evidence : When treatment plans are developed in 
cooperation with client groups, the decision to use the available 
information should be weighted to determine its applicability to 
the problem and its relevance to the change strategies you and the 
client group want to utilize.  



5.   Doing quality research : Practitioners using EBP should feel 
a responsibility to do and share research information even if it 
is small subject research with limited controls for validity and 
reliability. In this way others continue the process of determin-
ing best evidence and our knowledge base grows as practitioners 
refi ne and expand the research effort.     

    3.4       CONCERNS ABOUT EVIDENCE-BASED PRACTICE 
FROM THE PRACTICE COMMUNITY 
 There   are a number of concerns about evidence-based practice. One 
major concern is that EBP is a paradigm that was originally developed 
in medicine. Psychotherapy, so the argument goes, is less precise than 
medicine and cannot be open to the same scrutiny or the same standard 
as medicine because it is often subjective in nature. Another concern is 
that EBP seems to ignore the importance of practice wisdom and the 
countless years of experience by effective and dedicated practitioners. 
Many clinicians believe that researchers don’t easily evaluate what we 
do in practice and attempts to determine effectiveness usually result in 
inconclusive fi ndings. Psychotherapy effectiveness seems to relate to 
worker experience, according to  Bergin (1971) , and lumping inexperi-
enced workers with experienced workers together in a research study 
often results in inconclusive and misleading fi ndings. 

  Witkin and Harrison (2001)  offer another concern about EBP and the 
problems encountered in reviewing clinical research:  “ Small alterations 
in the defi nitions of problems or  ‘ interventions ’  can lead to changes in 
what is considered best practice. A review of readily accessible online 
reports of EBP or evidence-based medicine studies (see, for example, 
 Research Triangle Institute, 2000 ) shows that various types of  ‘ psycho-
social ’  treatments are sometimes aggregated across studies ”  (p. 293). 
The authors suggest that fi nding the strongest evidence for a  particular 
intervention may require a great deal of research  sophistication at a level 
many clinicians do not posses and may never be interested in  possessing. 
The authors are also concerned that “ best evidence ”  may deny the fact 
that therapy is a joint effort and while the therapist may have a certain 
treatment in mind that shows research promise, it may not be acceptable 
to the client. They ask,  “ But what if practice is viewed as a mutual activ-
ity in which what is best (not necessarily effective) is co-generated by cli-
ents and practitioners? What is the relative value of different sources and 
types of evidence in this scenario? ”  (Witkin and Harrison, 2000, p. 295). 
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 In   one of the more large-scale evaluations of the effectiveness of 
psychotherapy,  Seligman (1995)  found that most clients are generally 
well satisfi ed with the help they were receiving. Although Seligman 
found no difference in client satisfaction between short and long term 
treatment, one cannot deny that clients remain in treatment because of 
a need for ongoing support and encouragement. These two factors are 
not easy to reconcile with scientifi c notions of treatment effectiveness. 
Psychotherapy, unlike medicine, doesn’t often result in a cure. Clients 
may have prolonged periods of relief followed by a return of symptoms 
and the need for additional treatment. Using that description of psycho-
therapy, however, few could deny that medical care also results in relief 
of symptoms followed by the need for additional treatment. Finally, cli-
nicians are trained in a subjective form of help we incorrectly call treat-
ment. It really isn’t treatment, which implies a medical process, but a 
more didactic exercise in which two people focus on the client’s hurts 
and try and provide relief. It is, necessarily, a softhearted and empathic 
approach to healing that exists outside of an objective framework. 
Findings in empirical studies of effectiveness are, therefore, likely to 
indicate vague and undramatic results. 

 Among   the suggested benefi ts of evidence-based practice are prac-
tice guidelines that describe best practice with certain types of emo-
tional problems. Commenting on the use of evidence-based guidelines 
for practice,  Parry and Richardson (2000)  believe that clinicians are 
often uncertain because they believe the research underlying the prac-
tice recommendations often incorrectly generalizes fi ndings from a spe-
cifi c population of clients to all clients. The authors also believe that 
clinicians reject “ the medical metaphor, that psychotherapies can be 
 ‘ prescribed ’  in any  ‘ dosage ’  in response to a  ‘ diagnosis ’ . There is also 
a strong belief amongst psychotherapy practitioners, that clinical judg-
ments cannot be reduced to algorithmic procedures ”  (p. 280). 

  Barker (2001)  wonders if practitioners use best evidence in the form of 
manuals or standardized protocols, and says that the answer is, “ rarely, if 
ever. Rather, the successful therapist tailors therapy to suit the individual 
needs of the person, or the contextual factors ”  (p. 22). He defi nes  tailoring 
therapy as meeting the needs of  “ often changing characteristics of  clients ”
(p. 22), a description of therapy that makes effectiveness research improb-
able. Baker goes on to say,  “ The practice of psychotherapy is increasingly 
compromised by the pressures of economic  rationalism and the demands 
for evidence-based practice. The diversity, which has characterized psy-
chotherapy practice to date, risks being compromised by the narrow 



bandwidth of therapies which are deemed to fulfi ll the   ‘  gold standard ’
validation criteria of the randomized controlled trials ”  (p. 11). 

 Chambless   and Ollendick (2001) confi rm that attempts to use EBP 
in manuals and in other disseminated ways often meet with rejection by 
practitioners for some of the following reasons: 

    1.     Concerns about effectiveness studies suggest that non-empirically 
based research may be rejected as unscientifi c but,  “ No matter how 
large or consistent the body of evidence found for identifi ed empir-
ically supported treatments (ESTs), fi ndings will be dismissed as 
irrelevant by those with fundamentally different views, and such 
views characterize a number of practitioners and theorists in the 
psychotherapy area ”  (Chambless and Ollendick, 2001, p. 699). 

    2.     Presenting evidence-based information about treatment effective-
ness can be problematic since it is diffi cult to design a manual or 
report that meets the specifi c needs of all therapists. Therapists are 
often unlikely to use such reports or manuals even when provided.  

3.     ESTs are effective in clinical settings and with a diverse group 
of clients; however, the studies found to support evidence-based 
treatment were high in external validity but low on internal 
validity. Consequently, while the authors found no compelling 
 evidence of why ESTs could not be used in agencies by trained 
clinicians, more research on their use was suggested.  

    4.     Economic problems facing many social agencies suggest that 
manuals prescribing treatments for specifi c social and emotional 
problems will be more of an issue as the economy softens and 
services for social and emotional problems are curtailed. The 
authors write:  “ Whatever the reluctance of some to embrace 
ESTs, we expect that the economic and societal pressures on 
practitioners for accountability will encourage continued attention 
to these treatments ”  (Chambless and Ollendick, 2001, p. 700). 

 In   discussing the effectiveness of psychotherapy,  Kopta et al. (1999) 
raise the issue of whether research evidence even exists to support the 
use of EBP in practice, and write,  “ researchers have repeatedly failed 
to fi nd convincing evidence that different psychotherapies are differen-
tially effective ”  (p. 445). They   also worry that the belief system of the 
researcher, as  Robinson et al. (1990)  discovered, actually infl uences the 
outcomes of effectiveness studies. 

    Witkin and Harrison (2001)  discuss social work and EBP and con-
clude that what social workers do may not be open to the same level or 
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type of evaluation as medicine. Social workers act as cultural bridges 
between systems, individualize the client and his or her problem in 
ways that may defy classifi cation, and work with oppressed people so 
that what we do may not fi t neatly into organized theories of practice. 
In response to the use of EBP, the authors write: 

 Sometimes this involves using the logic of EBP with clients when 
there is credible evidence of some relevant knowledge available. 
Other times, however, the most important work is in educating deci-
sion makers or those who have control of resources about how irrel-
evant the best scientifi c evidence is to the world of people whose 
experiences brought them into contact with the professionals. 
( Witkin and Harrison, 2001 , p. 295)   

    Witkin and Harrison (2001)  raise the issue of whether the helping 
professions should be placed in the same precarious position as medi-
cine when it relates to issues of managed care. The authors write,  “ Is 
it a coincidence that EBP is favored by managed care providers push-
ing practice toward an emphasis on specifi city in problem identifi cation 
and rapid responses to the identifi ed conditions? ”  (p. 246). The AMA 
(EBP Working Group, 1992) reinforces this concern when it states that 
 “ Economic constraints and counter-productive incentives may compete 
with the dictates of evidence as determinants of clinical decisions. The 
relevant literature may not be readily accessible. Time may be insuf-
fi cient to carefully review the evidence (which may be voluminous) rel-
evant to a pressing clinical problem ”  (p. 2423).  

    3.5       RESPONSES TO CRITICISMS OF EVIDENCE-BASED 
PRACTICE 
 In   response to concerns that managed care may use EBP to lower costs, 
 Sackett et al. (1996)  write, “ Some fear that evidence based medicine 
will be hijacked by purchasers and managers to cut the costs of health 
care. Doctors practicing evidence based medicine will identify and 
apply the most effi cacious interventions to maximize the quality and 
quantity of life for individual patients; this may raise rather than lower 
the cost of their care ”  (p. 71). An editorial in  Mental Health Weekly
(2001) challenges the idea that EBP is being pushed by the health care 
crisis. The editorial argues that 

 Tight budgets make adoption of best practices diffi  cult. Their imple-
mentation often requires a restructuring of existing services. And 
once a best practice is implemented, fi delity to its key elements is 



critical to success. However, methods of ensuring fi delity in real prac-
tice settings remain unproven. (2001, Internet).   

 The   AMA Working Group (1992) identifi es three misinterpretations 
about EBP that create barriers to its use, and then responds to those 
misinterpretations in the following statements: 

1.     Evidence-based practice ignores clinical experience and clinical 
intuition.
      ●       On the contrary, it is important to expose learners to  exceptional 

clinicians who have a gift for intuitive diagnosis, a talent for 
 precise observation, and excellent judgment in making  diffi cult 
management decisions. Untested signs and symptoms should 
not be rejected out of hand. They may prove extremely useful, 
and  ultimately be proved valid through rigorous testing. The 
more experienced clinicians can dissect the process they use in 
 diagnosis, and clearly present it to learners, the greater the ben-
efi t (p. 2423). 

2.     Understanding of basic investigation and pathology plays no part 
in evidence-based medicine. 
      ●       The dearth of adequate evidence demands that clinical problem-

solving must rely on an understanding of underlying pathology. 
Moreover, a good understanding of pathology is necessary for inter-
preting clinical observations and for appropriate interpretation of 
evidence (especially in deciding on its generalizability) (p. 2423). 

3.     Evidence-based practice ignores standard aspects of clinical 
training such history taking. 
      ●      A careful history and physical examination provides much, 

and often the best, evidence for diagnosis and directs treat-
ment decisions. The clinical teacher of evidence-based medi-
cine must give considerable attention to teaching the methods 
of history and diagnosis, with particular attention to which 
items have demonstrated validity and to strategies to enhance 
observer agreement (p. 2423). 

 In   a review of the most effective practices in psychotherapy,  Chambless 
(2001)  notes that one argument used against EBP is that there is no differ-
ence in the effectiveness of various forms of psychotherapy and that iden-
tifying best practices is therefore unnecessary. However, Chambless found 
considerable evidence that in the treatment of anxiety disorders and child-
hood depression, cognitive and behavioral methods were fairly clearly 
defi ned and that positive results often ensued from the treatment. 
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 The   British Medical Association raises other issues with EBP in an 
editorial appearing in the July 1998 British Medical Journal . The edito-
rial calls into question the implied ease with which good evidence is 
available in medicine and by implication, whether it is readily avail-
able to the helping professional. The editorial notes that most published 
research in medical journals is too poorly done or not relevant enough 
to useful to physicians. In surveys, more than 95% of the published arti-
cles in medical journals did not achieve minimum standards of qual-
ity or relevance. Clinical practice guidelines are slow to produce, costly, 
have poor quality, and are diffi cult to update. (p. 6) 

 By   way of response, Straus and Sackett (1998) report that evidence-
based practice has been quite successful in general medical and psychi-
atric settings and that practitioners read the research accurately and make 
correct decisions. They write,  “ a general medicine service at a district 
general hospital affi liated with a university found that 53% of patients 
admitted to the service received primary treatments that had been val-
idated in randomized controlled trials ”  (p. 341). The authors also note 
that three quarters of the evidence used in the treatment of clients was 
immediately available through empirically evaluated topic summaries, 
and the remaining quarter was  “ identifi ed and applied by asking answer-
able questions at the time of admission, rapidly fi nding good evidence, 
quickly determining its validity and usefulness, swiftly integrating it 
with clinical expertise and each patient’s unique features, and offering it 
to the patients ”  (p. 341). Similar results, according to  Strauss and Sackett 
(1998) , have been found in studies of a psychiatric hospital (p. 341). 

    3.6       WHY PRACTITIONERS SOMETIMES RESIST THE 
USE OF EBP 
 In   a personal correspondence, Bushfi eld (2007) gives the following 
 reasons for the resistance to EBP: 

 Recent developments in Evidence Based Practice (EBP) suggest the 
need to combine the best  “ clinical practice ”  skills used in engaging 
and assessing the person in his/her situation, and then apply the best 
evidence-based interventions. In the absence of evidence regarding 
the specifi c aspects of the individual client in his/her situation, what 
should the practitioner do? Too often, we do what we like or what we 
are used to doing. We use  “ clinical wisdom ”  or  “ trial and error. ”  

 The discussion on EBP digs at our roots. Flexner raised the question, 
 “ are we really professionals? ”  Despite nearly a century of development 



of the social work profession, the core arguments remain: do we have 
empirical evidence as the basis of our work? Other questions include: 
is practice wisdom evidence? Whose knowledge do we value? Are 
there other ways of knowing? Has evidence caught up with the reality 
of our encounters within a rapidly changing environment? 

 Even when one embraces the need for evidence, it seems that empir-
icism, attempting to clean up the messiness of subjectivity, has it 
own messiness. How was data obtained, and from whom? Under 
what circumstances? What about missing data, and do techniques to 
handle this merely reinforce the status quo, including stereotypes? 

 Some argue that evidence, even when it has its merits, is missing the 
nuances discovered in a single subject study  . While we can easily agree 
that the snapshot does not capture reality, it is less obvious that videos, 
attempting to more accurately capture reality, still carry the infl uence 
of the videographer’s eye. Even more problematic, when we are aware 
that the camera is running, we may show a diff erent side of ourselves. 

 So how should practitioners greet EBP? With healthy skepticism, and 
with a willingness to participate in the building of evidence from the 
ground up. In social work, we are compelled to know both the general 
and the unique. Since little evidence addresses the multiple aspects 
of person and environment, the multiple dimensions of time  –  
both life course and life events  –  and little evidence makes suffi  cient 
accounting for both the researcher and the setting, as well as the 
meaning of the research to its participants, I for one, will off er a dif-
ferent kind of skepticism: not the rejection of evidence, but rather 
the closer scrutiny of the latest and best evidence for its broader and 
relevant application to the most vulnerable. 

 There is still strong evidence that clients prefer the caring relation-
ship, time spent, and provision of hope: engagement and caring pres-
ence. To the extent that the latest evidence refl ects the infl uence of 
these variables on client outcomes, I stand ready to embrace it. Even 
the best evidence based interventions may depend on the ability 
to engage the client in the intervention. However, engagement and 
caring may be insuffi  cient, without eff ective approaches beyond 
engagement. So, perhaps we need to think of a  “ both/and ”  approach. 
I would like to communicate both that I want to help, that I believe 
that help is helpful, and that there is evidence that my ways of help-
ing have a great likelihood of working. Are interventions eff ective in 
the absence of relationship? Does the evidence suggest that workers 
are interchangeable widgets which, when performing the appropriate 
function, can create eff ective outcomes? I think not. What is needed 
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is more focus on engaging the client in evaluating the evidence for 
its application to the client’s situation. Strengths and empowerment, 
sometimes missing in the rush toward evidence, are powerful tools. 
Further, as an ethical practitioner, I want to have suffi  cient evidence 
that what I am doing will work, and therefore am compelled to be a 
critical consumer of new evidence  –  and refuse to be  “ left out ”  of the 
discussion. This requires me to understand research and statistical 
analysis, and to search out the best that evidence has to off er.    

    3.7       IS EVIDENCE-BASED PRACTICE APPLICABLE TO THE 
HUMAN SERVICES? 
  Reynolds and Richardson (2000)  argue that despite concerns among 
 clinicians that EBP may impede their freedom, new opportunities in prac-
tice research suggest that clinician freedom will be enhanced because 
more options will be available as creative research methodologies sug-
gest new forms of treatment. As new research opportunities develop, the 
profi le of psychotherapy will rise. And while evidence-based practice has 
been called “ cookbook practice ”  and a  “ new type of authority ”  that threat-
ens the autonomy of professionals, the possibility exists that research in 
psychotherapy effectiveness will have the same positive effect that medi-
cal research has had on the practice of medicine. In discussing the ben-
efi ts of practice guidelines,  Parry and Richardson (2000)  believe that 
well-done practice guidelines will help clinicians crystallize their thinking 
about treatment. Published guidelines will also give clients more informa-
tion and consequently give them additional power to decide on their own 
treatment. High quality guidelines help in training new professionals and 
infl uence the writing of textbooks that must increasingly contain evidence 
of best practices.  Parry and Richardson (2000, p. 279)  provide the follow-
ing examples of well-done guidelines for professional practice: 

1.     The American Psychiatric Association has published prac-
tice guidelines for eating disorders ( APA, 1993a ) and for major 
depressive disorder in adults ( APA, 1993b ).

2.     The Australian and New Zealand College of Psychiatrists ran a 
quality assurance project which has produced several treatment 
outlines; for agoraphobia ( Quality Assurance Project, 1982a ), 
depressive disorders (1982b), for borderline, narcissistic and his-
trionic personality disorders (1991b) and for antisocial personal-
ity disorders (1991a).  



3.     The US Agency for Health Care Policy and Research has been 
infl uential. For example, their depression in primary care guide-
line (       Agency for Health Care Policy and Research, 1993a,b ) was 
widely discussed ( Persons et al., 1996 ;  Munoz et al., 1994 ). More 
recently,  Schulberg et al. (1998) reviewed research published 
between 1992 and 1998 to update this guideline.  

    4.     Other guidelines worth exploring include those on the treatment 
of bipolar disorder ( Frances et al., 1996 ), choice of antidepres-
sants in primary care (North of England Evidence-Based Guideline 
Development Project, 1997) and treatment of obsessive-compulsive 
disorder ( March et al., 1997 ). 

 We   are in the midst of a health care crisis in America that directly 
affects the human services. As Witkin and Harrison (2000) and oth-
ers have repeatedly noted, the human service professions have not 
embraced the concept of best practices or the need to function from a 
knowledge-guided frame of reference. The result is a growing suspicion 
among health care analysts and providers that what we do is expend-
able. In providing a warning to mental health professionals to begin 
close cooperative relationships with self-help groups,  Humphreys and 
Ribisl (1999)  give a prophetic view of what the current thinking is 
regarding the health of the helping professions by asking,  “ Why should 
public health and medical professionals be interested in collaborat-
ing with a grassroots movement of untrained citizens? ”  (p. 326). The 
reasons the authors provide are that money for health care is contract-
ing and is likely to continue doing so, and that self-help groups often 
provide  “ benefi ts that the best health care often does not: identifi cation 
with other sufferers, long-term support and companionship, and a sense 
of competence and empowerment ”  (p. 326). 

 Professions   have a body of knowledge that should be based, not on 
practice wisdom or practice experience, but on the evidence that we are 
collecting empirical data that supports our interventions. Without such 
a body of knowledge, we begin to lose our status as professions and the 
future of psychotherapy in the USA seems clear: less therapy provided, 
irrespective of client need; therapy provided by the least highly trained 
workers with heavy reliance on self-help groups; psycho-educational 
materials in the form of reading for clients in lieu of therapy; and the 
hope that clients will be resilient and wise enough to get better, essen-
tially, by themselves.  
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    3.8       A PERSONAL STORY: LIFE IS GOOD AT 86 
 Jack   is an 86-year old tennis player and raconteur. He graciously let me 
interview him, and while these aren’t always his exact words, I’ve tried 
to be faithful to what he said. 

    “ Until I remarried and began a successful business in my mid-fi fties, 
I guess you could say that I had no point of view and did what I thought 
other people wanted me to do. The change took place while I was look-
ing at a property to buy in east Los Angels and I was shot and seriously 
wounded in a random shooting. The bullet took out part of my liver. It 
took me six months to get over the shock and the physical pain. 

    “ During the time I was recuperating my wife and I decided to move 
to Hawaii and start a new business. I had very little money and we knew 
we were taking a chance, but in the 10 years we worked at building 
our business we were able to plan for our eventual retirement, sell our 
 business at a nice profi t, and fi nd this community in paradise. (He points 
to the pines and the mountains nearby. We’re sitting outside watching a 
tennis match and talking, and it’s a perfect day, sunny and warm with 
the smells of springs in the Arizona high country.) 

  “ I surround myself with people who are optimistic and make me laugh. 
I think laughter is the healthiest emotion, and even though I have some 
serious health problems, I take care of myself and I don’t dwell on them. 
I know my tennis is limited and that there are many things I can’t do any-
more, but getting out with a bunch of guys, hitting the ball, and then going 
out for coffee and laughing together  –  it’s the best thing about my life. 

  “ My wife is someone who takes care of me when I need it and who 
helped me develop our business that ultimately allowed us to retire and 
enjoy life. My fi rst wife was someone who always had us in debt, and who 
I think never loved me or felt anything about me except that that I was a 
provider. My current wife and I met while we were developing a new syna-
gogue in Los Angeles. We had time to get to know each other and to appre-
ciate how many things we had in common and how well we got along. 

  “ One of our sons was gay and died of AIDS. He had a doctor-
assisted suicide in Oregon and it was a very powerful experience. He 
had close friends over and the minister of his church said some words 
about his life that still make me cry when I think about (pauses and 
wipes tears from his eyes). I know that death isn’t beautiful, but in its 
own way it was. Since then, I’ve never feared dying. It took a while 
to get over his death but I think about the joy he gave me when he 
was alive and well. I have another son we help out fi nancially who’s 
a graphic designer and talented but not very good with money. When 
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I die we’ll be worth a lot of money and I guess the family will get it. I 
think about spending it all now but my needs are few and the traveling 
I wanted to do when I was younger we’ve already done. My wife had a 
hip replacement and she’d rather stay at home anyway. It’s fi ne with me. 

    “ I don’t think of myself as being religious. The guys joke about my 
being Jewish, but I’m just like them in most ways. While I’m proud 
of being a Jew, the religion never mattered much to me just as their 
 religions don’t matter much to them. I was raised in a religious home 
but it didn’t stick. 

  “ I have many friends and I know that I could count on them if I needed 
their help. That’s the best thing about life now, being able to be with 
people I like and who I think genuinely like me. I stay away from people 
who seem unhappy, and I know I fl irt a lot with young women and say 
things to ladies at the tennis club most guys couldn’t get away with. What 
the hell, I can’t do anything about it anyway and they know it, so why 
not? It’s one of the privileges of being old. You can say things that would 
be offensive if you were younger and everyone thinks it’s charming now. 

    “ I began mentoring a young boy in the fi rst grade who was hav-
ing some behavioral problems after his parents divorced. One of my 
friend’s wives suggested that I’d be a good mentor for a young child 
so I volunteered at the public school and he was assigned to me. We 
hung out together and I gave him a little support and encouragement. 
He’s a senor in high school now and a colonel in the Civilian Air Patrol. 
I’m really proud of him. I think I did a better job with him than with 
my own sons, but then you get wiser as you age. Maybe I was good all 
along, but I felt more confi dent and comfortable with myself as I got 
older so that I could be a good friend instead of a parent. 

    “ I started to become a real human being in my fi fties and it’s just 
gotten better and better. I would say to anyone reading your book that 
you should make the most of your time and enjoy yourself. There’s so 
little time to live that you should do it to the fullest. More than half my 
life was spent being unhappy, in debt, and feeling unloved. This oppor-
tunity I’ve had since I met my present wife has been a blessing, and 
we should all be open to change and to the possibilities of life. Good 
friends, laughter, enough money to be comfortable, and good health. 
That’s all anyone can ask for when they’re 86  –  J.S.  

    3.9       SUMMARY 
 This   chapter discusses the defi nitions of evidence-based practice and 
some of the criticisms of the approach found in the literature. Among 
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the strongest criticism of EBP is that we fail to have a well-defi ned 
 literature at present and what we do have is diffi cult to read and com-
prehend, and too time-consuming for most practitioners. There is evi-
dence that clinicians do not use manuals that contain best evidence. On 
the positive side, there is a need to organize best practices and to assure 
clients and third party providers that what we do actually works. EBP is 
an approach that tries to organize a way of providing the best  possible
service to clients using a knowledge-guided approach to practice and 
substantial involvement of clients in decision-making to assure that 
the client – worker relationship is cooperative. The chapter ends with a 
 personal story about aging.  

    3.10       QUESTIONS FROM THE CHAPTER 
1.     Do you think it’s possible to organize best practice in ways that 

capture the individual nature of the client? Isn’t this the problem 
with EBP, that it cannot individualize what’s actually best for a 
specifi c client and his or her needs?  

2.     Why do you think training manuals are so unpopular with 
clinicians?

3.     There is evidence in this chapter that we don’t have enough con-
clusive data accumulated to indicate best evidence with most 
client problems. Doesn’t this suggest that EBP cannot function 
adequately until we have considerably more research evidence?  

4.     EBP originated in medicine. Do you think that medicine and 
therapy are similar enough to utilize an approach developed for 
medical practice?  

5.     Because therapy requires a more highly involved participation by 
the client than medicine, do you accept Gambrill’s criticism that 
we make statements in the helping professions about what we do 
and its effectiveness that are unsupported by the data that create 
false impressions? 
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    4.1       INTRODUCTION 
 This   chapter discusses the important distinctions made when diagnosing 
older adults with emotional problems, distinctions that are often infl uenced 
by physical problems unique to older adults. The chapter also provides an 
example of a strengths perspective psychosocial assessment of an older 
adult experiencing a variety of serious health and emotional problems. 

 In   describing the unique aspects of diagnosing emotional prob-
lems of older adults, the Guidelines for Psychological Practice with 
Older Adults of the American Psychological Association (APA, 2003) 
indicates that assessment tools should be appropriately validated and 
normed for use with older adults. When that isn’t possible, the report 
worries that clinicians might use instruments that are not well suited 
to determine the social, emotional, and cognitive functioning of older 
adults. Even when assessment procedures are modifi ed to take into 
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 consideration special frailties and impairments, the results of assess-
ments may be too fl awed to accept. The report encourages clinicians 
to make certain that assessment is done with sensitivity to hearing and 
reading problems and medications that may alter behavior and cogni-
tive functioning before assigning a diagnosis, and encourages clinicians 
to conduct  “ repeated-measures assessments at more than a single time 
point. Such longitudinal assessment is useful particularly with respect 
to such matters as the older adult’s affective state or functional capaci-
ties, and can help in examining the degree to which these are stable or 
vary according to situational factors, time of day, or the like ”  (p. 23). 

 The   report goes on to say that  “ Other special challenges in assessing 
older adults include interpreting the signifi cance of somatic complaints; 
appraising the nature and extent of familial and other social sup-
port; evaluating potential elder abuse or neglect; and identifi cation of 
strengths and potential compensatory skills ”  (pp. 23 – 25). Assessments 
may also affect the effi cacy of treatment and knowing when referrals to 
nursing home and day care programs are most appropriate. Recognizing 
emotional problems in older adults poses additional challenges. Aging 
brings with it a higher prevalence of certain medical conditions, realis-
tic concerns about physical problems, and a higher use of prescription 
medications. As a result, separating a medical condition from physical 
symptoms may be more complicated with older adults. 

 Because   of the complex relationship between emotional problems, 
drug interactions, and serious physical illness in the elderly, an accu-
rate diagnosis is not always straightforward. Additionally, some older 
adults may be aware of their emotional diffi culties but believe that noth-
ing can be done about it, or they may only report physical symptoms 
such as aches and pains. Often their symptoms are ignored or confused 
with other ailments common in the elderly, including Parkinson’s or 
Alzheimer’s disease, dementia, thyroid disorders, arthritis, strokes, can-
cer, heart disease, medication, and other chronic conditions. Depression 
may even be a predictor of Alzheimer’s disease or an impending physi-
cal illness before the symptoms of the disease itself become evident. 

 To   make more accurate diagnostic decisions,  Cloud (2003)  suggests 
the use of four categories of disorders:  “ Those arising from brain dis-
ease, those arising from problems controlling one’s drive, those arising 
from problematic personal dispositions, and those arising from life cir-
cumstances ”  (p. 106). 

 The   Guidelines for Psychological Practice with Older Adults of the 
American Psychological Association (APA, 2003, p. 7) list the following



inaccurate stereotypes of older adults that can contribute to negative 
biases and may affect the way an older adult is viewed diagnostically: 

 (1) With age inevitably comes senility; (2) older adults have increased 
rates of mental illness, particularly depression; (3) older adults are inef-
fi cient in the workplace; (4) most older adults are frail and ill; (5) older 
adults are socially isolated; (6) older adults have no interest in sex or 
intimacy; and (7) older adults are infl exible and stubborn ( Edelstein and 
Kalish, 1999 ). Such views, the report cautions can lead to  “ misdiagnosis 
of disorders and inappropriately decreased expectations for improve-
ment, so-called  “ therapeutic nihilism ”  ( Goodstein, 1985 ), and to the lack 
of preventive actions and treatment (Dupree and Paterson, 1985).   

 The   report also cautions that badly informed therapists may assume 
that older adults are too old to change or less likely than younger adults 
to benefi t from counseling and psychotherapy. Some health and  mental
health professionals may avoid working with older adults because it 
creates discomfort about their own aging or their relationships with par-
ents or other older family members, a phenomenon sometimes termed 
 “ gerophobia ”  ( Verwoerdt, 1976 ).

  Smyer (1984)  suggests that in assessing older adults we use a tran-
sition approach that believes development occurs throughout the life 
span and “ contradicts the previous therapeutic pessimism which equated 
old age with rigid defenses, lack of therapeutic motivation, and gener-
ally poor prospects for change or growth and a time of life not worthy 
of therapeutic investment ”  (p. 17). Smyer has developed a typology of 
potential transitions, containing four types of life stresses: (1) biological, 
(2) personal/psychological, (3) physical/environmental, and (4) social/
cultural. Smyer has also identifi ed 14 different contexts in which life 
events occur, including family, love and marriage, parenting, health, self, 
friendships, social relations, fi nances, and work (1984, pp. 18 and 19). 

 To   understand an older adult,  Schlossberg (1990)  writes,  “ Clinicians 
need to know the transitions, life events, stresses. Is the transition a per-
sonal one at work, a personal one with neighbors, or a family confl ict? 
By taking a life-events approach, rather than an age approach, we begin 
to identify what prompts the need for help ”  (p. 9). The author continues, 

 Beyond identifying the transition or change in the client’s life, coun-
selors benefi t from knowing the degree to which the events (like 
retirement or promotion) or  “ nonevents ”  (like being passed over for 
a promotion or failing to have a wanted child or grandchild) alter the 
client’s life. We need to ask whether the change (whether biological, 
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personal, physical, or social) alters the client’s roles, relationships, rou-
tines, and assumptions about self. The more the event or nonevent 
alters an adult’s roles, routines, assumptions, and relationships, the 
more the person will be aff ected by the transition and have to cope 
with it. ( Schlossberg, 1990, p. 9 ) 

  Groopman (2007)  reports three primary errors made in diagnoses: 

1.     anchoring, which means that clinicians grab onto the fi rst symp-
tom or abnormality and use it to make snap judgments about a 
client’s condition;  

2.     availability, which means that an easily remembered prior experi-
ence with a client  –  a memory that is most available to the clini-
cian  –  is used to explain a new situation the clinician is trying to 
diagnose;

3.     attribution, which means that the clinician is diagnosing from 
stereotypes. Groopman believes this later error is the one most 
likely to harm older adults because many of us harbor untrue pre-
conceived notions about aging that becomes stereotypic in time.    

 Another   serious error in diagnosis relates to views on race.  Whaley 
(2001)  is concerned that Causcasian clinicians often see African American 
clients as having paranoid symptoms that are more fundamentally a 
cultural distrust of Caucasians because of historical experiences with 
racism. He believes that the diagnostic process with African American 
clients tends to discount the negative impact of racism and leads to 
diagnostic judgments about Black clients implying that they are more 
dysfunctional than they really are. This tendency to misdiagnose, or 
to diagnose a more serious condition than may be warranted, is what 
Whaley calls  “ pseudo-transference ”  and has its origins in cultural ste-
reotyping by clinicians who fail to understand the impact of racism. 
Whaley believes that cultural stereotyping ultimately leads to,  “ more 
severe diagnoses and restrictive interventions ”  (p. 558) with African 
American clients. Whaley’s work suggests that clinicians may incor-
rectly use diagnostic labels with clients they either feel uncomfortable 
with or whose cultural differences create some degree of hostility, cast-
ing doubt on the accuracy of diagnostic labels with an entire range of 
older clients who may differ educationally, racially and culturally from 
clinicians. These concerns reinforce the subjective nature of the diag-
nostic process in general and the DSM in particular. 

 In   an anchoring, or the use of an incorrect diagnosis that is based on 
fi rst impressions,  Robertson and Fitzgerald (1990)  randomly assigned 
47 counselors to watch videos of a depressed male portrayed by an actor. 



The only changes made in the videos were the client’s type of employ-
ment (professional vs. blue collar) and the client’s family or origin (tradi-
tional or nontraditional). The researcher found that counselors made more 
negative diagnostic judgments when the actor portrayed a blue-collar 
worker and came from a non-traditional family. The signs and symptoms 
of any specifi c emotional disorders were secondary to the worker’s bias. 

 In   an example of another type of bias, self-confi rmatory bias, or 
diagnosis based only on the information collected by the clinician that 
confi rms his or her original diagnosis,  Haverkamp (1993)  had coun-
seling and counseling psychology students watch a video of an initial 
counseling session and then write down the questions they wanted to 
ask in a follow up session with the client. The results were that the 
majority of students (64%) wanted to ask questions that confi rmed 
their original diagnostic impression of the client. A follow up study by 
Pfeiffer et al. (2000) came to a similar conclusion. 

    Gladwell (2007)  discusses the reasons crime profi lers often make 
serious errors in their profi les (diagnosis) of unknown criminals who 
have committed heinous criminal acts. He says that profi lers often use 
three general statements about criminals they are profi ling that one 
often sees in clinical assessments of clients: 

1.     the Rainbow Ruse, a statement that suggests a personality trait 
and then its opposite ( “ The client is quiet and unassuming but in 
the right circumstance he may be vindictive and hostile ” );  

2.     the Jacques Statement that tailors a diagnosis to the age of the cli-
ent ( “ By 65, most of a man’s hostility toward women will likely 
be gone ” );  

3.     the Barnum Statement, or what we used to call an  Aunt Fanny 
Diagnosis  because it was so vague that it could fi t everyone in 
the world, including our Aunt Fanny.    

 These   techniques are frequently used in diagnostic statements when 
clinicians either haven’t a clue about what’s really wrong or they fail to 
collect reliable and valid information on which diagnostic category is 
evident by applying the behaviors noted in the DSM IV. Here’s an exam-
ple of an actual profi le of the Wichita Kansas serial killer known as BTK 
(Gladwell, 2007, p. 44): 

 Look for an American male with a possibility of a connection to the mil-
itary. He will drive a decent car. He won’t be comfortable with women. 
He will be a lone wolf. But he may have women friends. He will be 
either never married, divorced, or married. He may or may not live in 
a rental, and might be lower class, lower middle class or  middle class. 
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[Gladwell then notes that the profi le had nothing in common with 
the real BTK Killer who was] a pillar of his community, the president of 
his church, and the married father of two].     

    Croskerry (2002)  believes that most diagnostic errors occur because 
clinicians make decisions far too soon and without enough evidence to 
support a diagnosis. He calls these “ representative errors ”  since they are 
based on what clinicians have been trained to observe and believe, and 
therefore tend to overwhelm an observation with preconceived beliefs 
about a person and what may be wrong. 

 Yet another type of bias that often provides incorrect diagnosis in older 
adults is  “ confi rmation bias ”  where clinicians confi rm what they believe 
by ignoring or selectively accepting certain information about the client. 
As  Groopman (2007)  notes,  “ When people are confronted with uncer-
tainty, they are susceptible to unconscious emotions and personal biases, 
and are more likely to make cognitive errors ”  (p. 41). 

 McLaughlin   (2000) suggests the following ways of reducing errors 
in diagnosing: 

1.     Don’t make too much or too little of the evidence at hand.  
2.     Try and note the biasing effect of your workplace that may rou-

tinely diagnose everyone in the same way.  
3.     Try and disprove a diagnosis.  
4.     Consistently use all of the DSM diagnostic criteria and keep cur-

rent about revisions.  
5.     Be aware of other disorders or a dual diagnosis, and delay mak-

ing a diagnosis until you have more data.  
6.     Use symptom checklists to make certain your diagnosis adheres 

to DSM categories, and follow a logical protocol to collect and 
evaluate data about the client before fi nalizing a diagnosis.  

7.     If you use psychological instruments in diagnosis, make certain 
they’re valid and reliable with the type of client you’re diagnos-
ing (by age, gender, ethnicity, etc.).  

8.     Make absolutely certain your expectations of clients don’t refl ect 
racial, ethnic, gender, religious bias, or self-fulfi lling prophesies 
about certain categories of diagnosis.  

9.     Remember the importance of social factors in diagnosis and that 
the DSM may have a built in bias against certain groups.  

10.     Consider other diagnostic possibilities and understand that the 
more time you take getting to know the client, the more likely 
you are to arrive at a correct diagnosis.  



11.     Consider the pros and the cons of a diagnosis before formally 
using it with a client.  

12.     Use multiple diagnostic instruments to determine a diagnosis, 
and accept a diagnosis only if those instruments are in agree-
ment with one another.  

13.     Focus on what may be atypical about a client and follow those 
leads to help determine a diagnosis.  

14.     Follow ethical standards. 
15.     Use training to improve your diagnostic work particularly with 

diverse ethnic and cultural groups. 

 Grounded   theory ( Glaser, 1992 ) may be another way to help clini-
cians make accurate assessments of clients. In grounded theory we are 
not testing a predetermined belief (an hypothesis) as we normally would 
in most research. Instead, we are trying to come up with a theory about 
the client and the current problem the client is experiencing. Diagnosis 
develops through the following series of steps: 

1.     Collect suffi cient information about the client including current 
functioning, past functioning, and the client’s theory of why he or 
she is experiencing diffi culty now.  

    2.     Take notes that clarify the information we have collected and 
refer back to the notes to see patterns or themes in the informa-
tion collected. To help see patterns and themes in the information 
collected create categories of issues, problems, and patterns. 

3.     Summarize the patterns and themes until an emerging theory 
about the client develops.  

4.     Test that theory against accumulating information to see if pat-
terns and themes persist.  

5.     Begin to consider a diagnosis that, while theoretically accurate 
now, may change as more data is collected.  

6.     Test the diagnosis by determining if it fi ts the situation and 
whether it helps clients make sense of their experience and man-
age their lives more effectively.  

7.     Have a way to double check a diagnosis (i.e., audio taping an 
interview and letting a colleague go through the data collection to 
theory process, or continually checking your notes and compar-
ing them to emerging information).  

8.     Frequently ask the client to provide feedback on the information 
accumulated to see if your data is accurate. 
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    4.2       DIAGNOSTIC CHECKLISTS 
 Gawande   (2007) reports the signifi cant benefi ts of short checklists in 
hospital settings. Simply asking physicians to abide by several impor-
tant questions posed about their practice with patients in emergency 
room and ICU facilities signifi cantly reduced infections, length of stay 
in the facility, long-term improvement in conditions, and a number of 
other important areas of concern to medical practice. Gawande (2007) 
notes that by following simple procedures contained in a checklist 
 “ within the fi rst 3 months of using the checklist, the infection rate in 
Michigan’s ICU’s dropped by 66% saving hospitals seventy-fi ve mil-
lion dollars in costs and more than 1500 lives, a fi gured sustained for 
over four years because of a stupid little checklist ”  (p. 94). While the 
following checklist may not have such dramatic results, it includes the 
four large areas of information needed to accurately access older adults 
proposed by  Smyer (1984) . 

    4.2.1       A checklist to determine the psychosocial 
functioning of older adults 

1.     Check for past and current illnesses, accidents, disabilities, sur-
geries, emotional problems, past counseling, hospitalizations 
and medications.  

     2.     Have the client bring all medications they are taking for the initial 
interview including over-the-counter medications and vitamins. 

 3.     If possible, have the client’s physician write a brief history of 
the client’s current medical condition.  

     4.     Check on sleeping problems and length of time the client sleeps.  
     5.     Check for language problems, hearing problems, and memory loss.  
 6.     Check to fi nd out how the client spends his/her day.  
     7.     Find out the type of housing the client owns or rents, who if any-

one lives with him or her, its cost, and the client’s satisfaction 
with his/her lodging and ability to pay for it. 

 8.     Ask the client to bring fi nancial records to determine the client’s 
current fi nancial state. 

 9.     Ask the client to bring a spouse, mate or friend to provide addi-
tional information about the client’s life.  

10.     Get a complete psychosocial history including the current prob-
lem, its duration, and what the client has done to resolve the 
problem.



11.     Get a complete past and current family history including rela-
tionships with parents, siblings, and children.  

12.     Check for past work experience, satisfaction with work and 
whether the client works at present.  

13.     Get a general life satisfaction indication from the client.  
14.     Check on the client’s religious beliefs and practices.  
15.     Check for suicidal tendencies.  
16.     Check for alcohol and drug use.  
17.     Check to fi nd out about friends and how if the client feels iso-

lated or friendless.  
18.     Check for sexual problems, unprotected sex, STDS, and 

HIV/AIDS.

    4.3       AN EVIDENCE-BASED PRACTICE PSYCHOSOCIAL 
ASSESSMENT USING THE STRENGTHS PERSPECTIVE 
WITH OLDER ADULT CLIENTS 
    4.3.1       Introduction 
 Rather   than using a diagnostic label with older adult clients that may 
fail to accurately describe the client’s unique qualities, a psychosocial 
assessment summarizes the relevant information we know about a client 
and places it into concise statements that allows other helping profes-
sionals to understand the client and his or her problem(s) as well as we 
do. Psychosocial assessments differ from DSM diagnostic  categories in 
that they provide brief historical information about the possible cause 
of the problem. Included in the assessment are the client’s strengths 
as well as the problems that might interfere with the client’s life at 
present.

 For   those readers unfamiliar with the strengths perspective (also 
called positive psychology and the wellness model),  Van Wormer 
(1999)  describes the elements of the strength approach as follows: 

 The fi rst step in promoting the client’s well-being is through assess-
ing the client’s strengths. A belief in human potential is tied to the 
notion that people have untapped resources  –  physically, emotion-
ally, socially, and spiritually  –  that they can mobilize in times of need. 
This is where professional helping comes into play  –  in tapping into 
the possibilities, into what can be, not what is. (p. 51)   
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 A   key idea of the strengths perspective is that skills in one area of 
life can be transferred to other less functional areas of life. Contrary to 
the adage that people learn from their mistakes, they generally repeat 
their mistakes. Success is far more instructive and motivating than fail-
ure.  Anderson (1997)  suggests the benefi ts of focusing on the positive 
qualities of children who have been sexually abused. She believes that 
the focus of work should not be on the damage done to the child but 
on the child’s survival abilities to cope with the abuse. This means that 
practitioners must look for themes of resilience in the “ survival stories ”  
of older clients and help them recognize the active role they played in 
their ability to survive serious life problems. 

 In    Table 4.1   ,  Orsulik-Jerus et al. (2003, p. 237)  suggest a way of dif-
ferentiating pathology models and the way they view important elements 
of treatment from wellness models such as the strengths perspective.

 Table 4.1          Traditional versus Strength-Based Models  

   Traditional  vs.  Strength-based 

   Diagnostic assessment 
involves identifying 
symptoms and pathology 

 Assessment includes 
identifying strengths, uses 
a biopsychosocial model 

   Focus is on illness  Focus is on strengths 

   Counseling directed at 
suppressing negative 
symptoms 

 Counseling directed at 
supporting coping 
behavior, change, and 
growth 

   Emphasis on insight of 
emotional problems 
through understanding of 
past events 

 Emphasizes new 
possibilities, options, 
and amplifying successes 

   Client receives 
treatment 

 Client is active in 
treatment 

   Therapist is the expert  Therapist is a partner 

   Client is categorized 
and labeled 

 Each client is unique 

   Focus on what is wrong 
and why 

 Focus on what is right 
and how 
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        A CASE STUDY: EVIDENCE-BASED PRACTICE AND THE 
ASSESSMENT PROCESS      
 This   case study is used to show an evidence-based practice approach to 
assessing an older client experiencing life-long depression and social iso-
lation. The outline used in the case is for illustrative purposes only. Under 
each heading there is a description of the information one might include. 
The important thing to remember is that the assessment provides infor-
mation to other professionals. It necessarily includes all of the information 
relevant to the case. Some of that information might pertain to ongoing 
difficulties or prior life problems experienced by the client. Most impor-
tant, however, is that it tries to be as objective as possible to support 
observations, impressions, initial diagnosis, and ultimately, treatment. 

    THE PSYCHOSOCIAL ASSESSMENT OUTLINE AND THE 
RELEVANT INFORMATION PERTAINING TO THE CASE 
    Section I: Brief description of the client and the problem 
 In   this section of the psychosocial assessment, we should include rel-
evant socio-demographic information about the client including the 
client’s age, marital status, the composition of the client’s family of ori-
gin and their current level of interaction, what the client is wearing, the 
client’s verbal and non-verbal communications, his or her affect, and 
anything of significance that took place during the interview(s), includ-
ing the defined problem(s). Interpretations are normally not made in this 
section. The following is an example of how this section might be writ-
ten from an evidence-based practice perspective: 

 Since   the death of her husband three years ago, Mrs. Joann Snyder, 75, 
has been in a state of extreme bereavement. She never leaves the house, 
won’t answer calls from her children, often fails to take the dog out so 
that her apartment has a terrible smell, and is unwilling to talk to anyone 
about her depression. 

 Mrs.   Snyder was referred to adult services by her daughter, Susan, after 
her daughter was called to her mother’s home by the police because she 
wouldn’t respond to neighbors who had not seen her in days and who 
knocked on her door to find out if she was all right. Before entering her 
mother’s home she asked that an adult services worker accompany her 
and work with her mother because the mother – daughter relationship 
was troubled. 

 At   the time the worker first met Mrs. Snyder, she was in bed and unable 
to move without great pain because of a hip injury she sustained in a fall 
two weeks earlier. With extraordinary effort she was able to get herself 
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food or have it delivered, although the pain from her hip was extreme. 
Partially eaten food was strewn about the apartment and dog excrement 
was everywhere. Mrs. Snyder was taken from the home by ambulance to 
the hospital where she had her hip surgically repaired and remained on 
bed rest. The first sustained contact with the client took place in the hos-
pital two days post-surgery. 

 Mrs.   Snyder told the worker that she resented the intrusion into her 
life and at first would not talk to her. The worker noted that she was mor-
bidly obese, her hair was unkempt, and she exuded considerable body 
odor. She wouldn’t let the nurses bathe her. She ignored the worker for 
the first 30 minutes, occasionally looking at her and pursing her lips. 
Gradually, and in a fleeting way, she began to explain her life after her 
husband died. She told the worker she was extremely depressed and 
had hoped that she would die after her hip injury. She said the worker 
hadn’t done her any favor by coming to the home and that Susan, her 
daughter, was not welcome to see her in the hospital. 

    QUESTIONS ABOUT THIS INITIAL INFORMATION 
  Question   : How depressed is Mrs. Snyder? 
  Answer   : Mrs. Snyder’s behavior suggests serious depression. An aspect 
of the DSM-IV to consider in rating Mrs. Snyder’s overall functioning is the 
Global Assessment Functioning Scale of the DSM-IV, also known as the 
GAF Score (APA, 1994, p. 32). The GAF Score ranges from 100 ( “ Superior 
functioning in a wide range of activities. Life problems never seem to get 
out of hand. Is sought after by others because of his or her many quali-
ties. No symptoms ” ) (APA, 1994, p. 32) to 10 and below ( “ Danger to self 
and to others. Inability to maintain hygiene and the possibility of suicidal 
acts ” ) (APA, 1994, p. 32). In reviewing the GAF, an appropriate score for 
Mrs. Snyder might be in the 50 – 41 range:  “ Serious symptoms (e.g., sui-
cidal ideation) or any impairment in social, occupational or school func-
tioning (e.g., no friends) ”  (APA, 1994, p. 32). How serious is this score? 
It’s serious enough to warrant treatment, and serious enough to worry 
about a more extreme depression and the possibility of suicide. Living 
for two weeks in severe pain and not asking for help suggests serious 
symptoms of social isolation, But we don’t know for certain without 
more information. Let’s see if we change our minds as we learn more 
about Mrs. Snyder.   

    Section II: Historical Issues 
 This   section includes any past issues of importance in understanding 
the client’s current problems. The following might be relevant points to 
include in the historical section of our report: 



 Her   daughter Susan said that Mrs. Snyder has always been a difficult 
woman who is prone to depressions and can be very uncommunicative. 
After her father died, Susan was called to the mother’s apartment on 
numerous occasions by the apartment manager or the police because 
of smells from the apartment and fear that she had become disabled or 
had died. For three years after her husband died Mrs. Snyder wouldn’t let 
her two daughters or son inside the house, wouldn’t answer calls, and 
refused to respond to the concerns of her children about her welfare. 

 In   the second meeting in the hospital, Mrs. Snyder began to talk about 
the fears she’d had all of her life that something terrible would happen 
to her. Her parents were Holocaust survivors and she grew up in a home 
with two older brothers (now deceased) where everyone was fearful. 
Even the smallest deviation from planned schedules threw her parents 
into a panic. She described her parents as serious, fearful, pessimistic, 
and emotionally aloof. Stories of the Holocaust were regularly told to the 
children to keep them in line and to keep them hyper-vigilant so they 
could prevent any unforeseen problem that could arise and threaten 
their safety. Mrs. Snyder said that she could never remember a time 
when she fully trusted anyone or thought her life was safe. She admit-
ted that her marriage had been rocky and that her relationships with 
her children were problematic. She knew things weren’t good while 
they were growing up but felt unable to do anything about it. Perhaps, 
she admitted, she had been very depressed throughout their childhood. 
She had no friends and told the worker that she felt lonely and isolated. 
She wished she could have friends but didn’t think she had the skills 
to make and keep them and, anyway, she said,  “ People always let you 
down. You can be sure of that. ”  

 Mrs.   Snyder is an avid reader. Although she didn’t go to college, she is 
highly educated in the classics and learned three languages on her own 
so that she could read books she admired in their original language. At 
the worker’s suggestion, Mrs. Snyder was lent a laptop and shown how to 
access the Internet. After working on the computer for several days she 
remarked to the worker that she had found a few articles online about 
people just like her and would the worker like to hear about them. They 
chatted for a while about the articles. Mrs. Snyder said she could see that 
there was lots of  “ gold ”  online and maybe she could use the Internet to 
learn about herself. And she did. Each time the worker came back to see 
her Mrs. Snyder would point out similarities between herself and material 
in the articles she had read. She was particularly interested in the dynam-
ics of children of survivors and how other people had the same upbring-
ing that she did, but ended up differently. She wondered why, which led 
to long discussions of Mrs. Snyder’s approach to coping with life. 

4.3 An evidence-based practice psychosocial assessment 83



84 Diagnosis and Assess Psychosocial Diffi  culties in Older Adults

 Out   of the blue Mrs. Snyder asked to see her two daughters, and the 
three of them talked an entire afternoon. Susan told the worker that it was 
thrilling to see how perceptive and intuitive her mother was. Her mother 
could see that she hadn’t done much of a job of parenting and apologized 
to her daughters. She explained to them how frightened and depressed 
she’d been since her husband died, and how she thought the children 
hated her. Susan had never seen her mother so animated and thought it 
was the beginning of a much better relationship for both daughters. 

 After   several months in a rehabilitation facility, the worker helped 
Mrs. Snyder prepare to go home. She had the apartment cleaned and 
the daughters stocked it with food. Mrs. Snyder had lost a great deal of 
weight during rehabilitation and felt certain that this would continue 
when she went home. The daughters agreed to see their mother every 
weekend. In the meantime, they hired someone to be with her part of 
the day to help her bathe, dress, and make certain she has sufficient 
food. The daughters also bought her a computer and she regularly goes 
on line to have long chats with other people who are having later-life 
medical problems. She says it’s a godsend. 

 The   worker and the public health nurse see Mrs. Snyder in her home 
every week to make certain she is in good physical and emotional con-
dition. Before returning home from the rehab facility where Mrs. Snyder 
had been sent after a short hospital stay, Mrs. Snyder asked if the worker 
could help her  “ sort out ”  some things about herself that concerned her. 
Wondering if she could be more specific, Mrs. Snyder told the worker, 
 “ Sex always made me physically ill. Being touched, even by my children, 
made me feel dirty. I’d push them away instead of holding them like 
most mothers do. Loving someone seemed theoretical, but I could never 
feel the emotion that goes with love. I don’t like or trust most people. I 
feel a lot of self-hatred. I’ve felt that way all of my life. I feel cynical about 
the world. I don’t think I understand what it feels like to be happy. I’ve 
had thoughts about suicide almost all of my life. If I wasn’t so concerned 
about going to hell, something I don’t even believe in, I’d have done it a 
long time ago. I binge eat to the point of vomiting, and then I eat more. 
I can’t stop myself. The thought of going outside alone frightens me. 
Sometimes I’m so scared I hide in the bathroom. I’m a miserable person 
and I hoped I’d die when I fell, but I didn’t, and I can’t go on this way. ”  

 Mrs.   Snyder described a life in which her only connection to the world 
has been though books.  “ I feel as if I was laid down on the planet by 
aliens, ”  she told her worker.  “ I’ve never felt part of anything. My husband 
put up with more from me than I can imagine. He was a good man in 
his own way. He left me alone to read and live in my little fantasy world. 
I didn’t have to work and I could pursue my interest in languages and 



fiction. My children somehow made it into adulthood without me. 
Luckily for them, my husband Larry was good with the kids and gave 
of himself. Personally, I found them an inconvenience and resented my 
pregnancies. My parents were, as always, so negative that by the time I 
had the kids they’d gone through every imaginable illness and disease 
the kids could ever get and were convinced the babies would all be ter-
ribly deformed and retarded. My parents lived their life as if everything 
that could go wrong would. I was sick and tired of listening to them 
make me even more worried than I was. I really hated them. 

    “ Something happened at some point in our family and we all went 
our own way. When Larry proposed to me, I accepted even though I felt 
nothing for him and worried that we would have sex, and that it would be 
despicable. And it was. We stopped after the 3 kids. I’d vomit when we’d 
have sex. It was pretty hard on Larry. Maybe he saw someone else. I didn’t 
care. It didn’t matter at all to me. I felt nothing. I still don’t. I have curiosity 
about my life. I must have blocked out some things and I’d like to know 
what they are and why. I feel relieved that my girls are back in life. I was a 
lousy mother. They stuck with me when they shouldn’t have. My mother 
was a terrible woman. Just thinking about her brings up many hurtful 
memories. I think she thought my father loved me more than her. Maybe 
he did. He was a fine man and he deserved better than that mean old bag. 

    “ I never wanted to do anything with my life. I had no ambition, and 
I wasn’t excited about anything except literature. The lives I could read 
about in books were much more exciting than mine. I guess I lived in a per-
petual fantasy world. When I broke my hip, I didn’t care if I lived or died. All 
I cared about was whether I had enough books to read. I know this makes 
me sound awful but what I’m telling you is the truth. I’ve read about how 
people feel emotions and I envy them. I feel nothing, I just exist. Maybe 
you’re not doing me any favor by listening to my problems. I’m an old 
woman who hasn’t done anything with her life, and I regret nothing. 

    “ My brothers became big shots in business, but we stopped talking a 
long time ago. I never saw their kids or went to a wedding, or anything. 
Why should I? What they did to me as a kid was despicable. I can’t talk 
about that now, but take it from me, it wasn’t pretty. I hated my parents 
for letting it happen. The old bag probably put them up to it. ”   

    Questions 
  1  . Question : Is there a relationship between parents who survive geno-
cide and emotional problems in their children? 

  Answer   : Sometimes.  Baron et al. (1996)  report that many clinicians who 
first saw survivors of the Holocaust believed that they would be very poor 
parents and that their children would suffer from a range of emotional 
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difficulties. Children of survivors, however, have shown no pattern of mal-
adjustment or psychopathology in most research.  Last (1989)  reviewed 
the research on Holocaust survivors and hypothesized that the effect of 
the Holocaust on parents,  “ will be manifest in the offspring of those who 
suffered, more often in the form of specific character formations than in 
any psychopathological symptoms ”  (p. 87). Does this negate the possibil-
ity of a relationship between parental survival of genocide and depres-
sion in a child? No, but neither is it necessarily a strong indicator. 

  2  . Question : Has the lack of intimacy Mrs. Snyder experienced with 
her parents, her siblings, her husband and children led to depression? 

  Answer   : People who grow up in an environment with limited intimacy 
sometimes develop what  Weiss (1961)  calls an  “ existential crisis. ”  An exis-
tential crisis usually develops after some important life event such as the 
death of loved ones or health problems. It may also develop without any 
apparent reason and usually does not move into a clinical depression. 
Clients with an existential depression lose their sense of newness in life 
and often feel isolated and withdrawn. They may think of the world as 
a place of suffering and obsess about the unhappiness they see around 
them. If Mrs. Snyder had an existential crisis it may also be seen as a pro-
longed bereavement related to the death of the client’s parents and 
the end of her marriage. As  Weiss (1961)  writes in paraphrasing Karen 
Horney,  “ [I]t [an existential crisis] is a remoteness of the client in crisis 
from his own feelings, wishes, beliefs and energies. It is a loss of feeling 
of being an active, determining force in his own life [and results in] an 
alienation from the real self ”  (p. 464). 

  3  . Question : She doesn’t tell us what her brothers did, but we suspect 
physical and/or sexual abuse. She also doesn’t tell us what happened in 
the family that caused them all to disperse, but again, we wonder about 
abuse or something so traumatic that it split the family apart. Of course 
we only have Mrs. Snyder’s version to rely on and it could be inaccurate. 
Assuming abuse  did  take place, could it have such a long-term impact? 

  Answer   : If one can assume that any severe trauma will result in a 
degree of behavioral change in most people, and if the trauma is severe 
and continues for a prolonged period (as in the case of physical and sex-
ual abuse),  Ozer et al. (2003)  suggest that PTSD will develop and sustain 
itself as a behavior when several primary reasons for developing PTSD 
exist, including the following: 

    1.     a history of prior traumas;  
    2.     existence of emotional problems prior to the traumatic event;  
    3.     emotional problems in the victim’s family of origin;  
    4.     the extent a person believes the traumatic event will endanger his or 

her life;  



    5.     the lack of a support system to help the client cope;  
    6.     the level of emotional responsiveness of a person during and after the 

trauma; and,  
    7.     the existence of a dissociative state during and following the trauma.    

 According   to the authors, no single variable predicts PTSD but a 
cluster of variables strengthens the probability of developing. Would 
the symptoms last so long? Reports of lifetime rates of PTSD of between 
30% and 50% have been noted in women who were sexually assaulted 
or raped ( Foa et al., 1995 ;  Meadows and Foa, 1998 ). The Harvard Health 
Letter (2002) reports that PTSD is most likely to occur in those people 
who have experienced some form of assault. Seventy percent of the 
patients in the Harvard Health Letter report who had current or lifetime 
PTSD said that the assault was their very worst traumatic experience. So, 
yes, it’s  possible that long-term sexual abuse by the brothers, if it hap-
pened, could be related to Mrs. Snyder’s symptoms.  

    Section III: Diagnostic Statement 
 The   diagnostic statement is a summary of the reasons the client is experi-
encing problems now. The diagnostic statement combines material from 
the prior two sections and summarizes the most important information 
into a brief statement. The following diagnostic statement was written 
after Mrs. Snyder’s last day in a rehab facility and before returning to her 
own apartment: 

 Joann   Snyder is a 75 year-old widowed mother of two adult daugh-
ters and a son who was seen initially because of her emotional and 
physical state after a fall in which her hip was broken leaving her 
unable to freely move about the house. Mrs. Snyder has a long his-
tory of isolation from her children and severe depression since the 
death of her husband three years ago. She says that she has always 
felt depressed and has been openly suicidal for many years, espe-
cially since her husband’s death. She describes herself as emotion-
ally distant, aloof, without friends, and unable to provide affection 
to others, particularly her children and husband. Her parents were 
Holocaust survivors whom she describes as cold and distant, and 
who focused on issues of safety using the terrible things that 
occurred to them during the Holocaust to reinforce their parenting of 
Mrs. Snyder and her two deceased older brothers. She indicates seri-
ous problems with her brothers, but doesn’t describe what they were, 
and suggests a very poor relationship with her mother, even indicat-
ing that whatever the brothers did to her may have been initiated and 
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approved of by her mother. She says her father was a fine man and 
deserved a much better wife than her mother. 

 Mrs.   Snyder doesn’t believe her two daughters care much for her. Both 
daughter’s note the difficult time they’ve had with their mother through-
out their lives, but especially since their father died. They describe her as 
cold, uninterested in having contact with them, and self-absorbed. The 
recent attempts on the part of the daughters and their mother to recon-
cile seem to be working. This is certainly a positive sign, as is the fact that 
an otherwise uncommunicative person has confided so much information 
to the worker, interacts with others via e-mail, and is now asking for help. 

 In   summarizing the client’s history and its impact on her, but remem-
bering that we have no confirming evidence for much of what she says 
about her early life, it would appear that the cold, aloof family life she 
experienced, coupled with the possibility of physical or sexual abuse by 
her older brothers and a very poor relationship with her mother have led 
to serious intimacy issues, poor relationships with others, particularly 
her daughters and husband, severe depression with suicidal thoughts 
throughout her life, distrust of the motives of others, and social isolation. 

 Her   husband’s role in keeping Mrs. Snyder from an even more severe 
depression needs to be evaluated, but the evidence provided by the cli-
ent and her daughters suggests that he was a stabilizing factor in the 
family and a potentially co-dependent relationship with his wife allowed 
Mrs. Snyder to continue her long-term behavior without any pressure to 
change. Once he died, her caretaker was lost and Mrs. Snyder fell into an 
even deeper depression. 

 There   is almost no indication of happiness in her life other than the 
joy she gets from reading and a formidable intelligence that allows her 
to learn languages so that she can read books in their original language. 
She has no formal education yet she has read widely and, in conversa-
tions with the worker, spoke with considerable understanding about a 
number of writers who have written about psychology and psychiatry. 
She has begun to use the Internet to find reading material on subjects 
that seem related to her behavior and finds satisfaction in e-mailing 
people she has met online. 

 Given   her desire to find out more about herself, her improved rela-
tionship with her daughters, and new friends made on the Internet, the 
prognosis seems good at this point, although lifelong depressions with 
thoughts of suicide and social isolation are always serious and could 
return. The worker will focus on helping her develop awareness of her 
behavior, on maintaining a positive relationship with her children, and 
on assessing changes in her behavior, which might indicate a return of 
depression and social withdrawal. 



    QUESTIONS 
  1  . Question : Is it possible for grief to endure during the entirety of the 
three years since the death of her husband, and still play such a signifi-
cant role in her current functioning? 

  Answer   :  Balk (1999)  notes that bereavement (the loss of a significant 
person in one’s life) can result in physical and emotional problems, the 
most significant of which may include: 

 [I]ntense and long-lasting reactions such as fear, anger, and sorrow. 
Bereavement affects cognitive functioning (e.g., memory distortions, 
attention deficits, and ongoing vigilance for danger) and behav-
ior (e.g., sleep disturbances, excessive drinking, increased cigarette 
smoking, and reckless risk taking). It impacts social relationships 
as outsiders to the grief become noticeably uncomfortable when 
around the bereaved. And bereavement affects spirituality by chal-
lenging the griever’s very assumptions about the meaning of human 
existence. ( Balk, 1999, p. 486 )   

    Jacobs and Prigerson (2000)  warn that bereavement sometimes 
develops into a complicated or prolonged grief lasting more than a 
year. The symptoms of complicated grief include intrusive thoughts 
about the deceased, numbness, disbelief that a loved one has passed 
away, feeling confused, and a diminished sense of security. Prolonged 
grief may be unresponsive to interpersonal therapy or to the use of 
antidepressants. So yes, prolonged bereavement can last three years 
and in Mrs. Snyder’s case, longer without an intervention. 

  2  . Question : This diagnosis is nothing more that a recap of what we 
already know. Wouldn’t it be helpful to give Mrs. Snyder a diagnosis at 
the end so that we know what we’re dealing with? 

  Answer   : A diagnosis is a cluster of symptoms with indications of dura-
tion and severity. The medical model would insist that before we can treat, 
we need a solid diagnosis, much as we would if the client had a physical 
problem or an illness. Mrs. Snyder has a cluster of problems but we have 
seen changes in her behavior that make it difficult to know whether a 
diagnosis would be useful or accurate now. There are symptoms of PTSD 
(emotional numbing, hypervigilance, anxiety), of depression (suicidal 
thoughts and a form of slow suicide in which she allows her physical con-
dition to deteriorate), and of schizoid personality disorder in which peo-
ple are aloof from others, unable to enjoy close relationships, do not enjoy 
life, lack friends, and are cold, aloof and detached (DSM-IV, p. 641). It’s hard 
to know which of these many likely diagnoses fits, and even if they all do, 
of what value they are in treatment while the client is currently showing 
indications of change.   
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    Section IV: The Treatment Plan 
 The   treatment plan describes the goals of treatment during a spe-
cific period of time and comes from the agreement made between the 
worker and the client in the contractual phase of treatment. In this exam-
ple, 12 sessions are used over a three-month period, although in reality 
Mrs. Snyder has the right to continue or discontinue the contact with her 
worker at any time. Mrs. Snyder agreed to the following treatment plan: 

    1.     To enlist Mrs. Snyder in a cooperative effort to find the best treatment 
approaches for her current problems by reading the existing literature 
and discussing it with the worker.  

    2.     To help her understand and possibly resolve a prolonged absence of 
emotion and intimacy that seems related to a troubled relationship 
with her parents and brothers and has resulted in a persistent depres-
sion and social isolation.  

    3.     To discuss issues of intimacy that might help in promoting new and 
more satisfying relationships.  

    4.     To evaluate the extent of her depression and to possibly ask for a 
psychiatric consultation to consider medication to relieve persistent 
symptoms of depression.  

    5.     To help her develop satisfying relationships with her children.  
    6.     To encourage involvement in group activities, including self-help 

groups on bereavement and depression that might also help her 
develop better relationship skills.    

    QUESTIONS 
  1  . Question:  Doesn’t the lack of a diagnosis limit our ability to treat 
Mrs. Snyder? 

  Answer  :  We don’t know with certainty what Mrs. Snyder’s condition 
really is, other than that she experiences depression and has feelings of 
aloofness and self-loathing. One way to objectify the process would be 
to determine her level of depression by using an instrument such as The 
Beck Depression Inventory (BDI) ( Beck et al., 1961 ). The BDI would help 
determine the seriousness of the problem and evaluate any risk of sui-
cide. The BDI has good reliability (0.80 to 0.90) and good validity for mea-
suring depression, according to  Wilcox et al. (1998) . Another depression 
inventory, the CES-D ( Radloff, 1977 ), is also a good instrument and has 
a high comparative correlation (0.70) with the BDI when the two instru-
ments test the same people and the test results are compared ( Wilcox 
et al., 1998 ). A second professional opinion might also help. 

 For   the time being, let’s consider the GAF Score of 50-41 as an indi-
cation of her current social functioning and let’s assume that Weiss’s 



description of an existential crisis is applicable. How might this affect 
our treatment? In describing treatment for an existential crisis,  Weiss 
(1961)  writes that,  “ To defrost, to open up, to experience and to accept 
himself becomes possible for the patient only in a warm, mutually trust-
ing relationship in which, often for the first time in his life, he feels truly 
accepted as he is, accepted with those aspects of himself which early in 
life he had felt compelled to reject or repress ”  (p. 474). Weiss goes on to 
say that as treatment progresses, the client who may appear so devoid of 
self-awareness and who seems emotionally lacking in feeling and intro-
spection will  “ begin to reveal surprising aliveness and depth, passionate 
longings, and strong feelings of loss ”  (p. 475). 

  2  . Question:  Isn’t there a good chance that use of the right antide-
pressant might bring about behavioral changes without the need for 
therapy? 

  Answer  :  Mrs. Snyder wants to find out about herself. We hope that 
process leads to an improvement in functioning, but it may not and the 
depression may have a physical basis. The reason for a psychiatric consul-
tation in the treatment plan is to make certain that Mrs. Snyder’s behavior 
isn’t bio-chemical in nature. If it is, then certainly the correct psychotro-
pic medication is in order. The issues she has identified might do well 
with a combination of medication and psychotherapy. The research evi-
dence seems to suggest that antidepressants alone are no more effective 
than therapy. However, we have no control over whether the client actu-
ally takes an antidepressant and no way to judge his or her functioning 
unless the client sees us often. That’s why therapy can be highly benefi-
cial since it keeps close tabs on the client and can help identify depres-
sion that seems to be non-responsive to medication or to therapy. 

 To   help answer the question of the best efficacy of medication for 
depression versus the efficacy of therapy alone, several studies are pro-
vided that show the relationship between improvement in depression 
and the use of antidepressants and/or therapy.  

    STUDY 1 
 It   is clear that antidepressant medications produce a 60% recovery 
rate when prescribed within proper dosages and for adequate dura-
tion. Depression-specific time-limited psychotherapies achieve sim-
ilar outcomes, even with patients experiencing moderate to severe 
symptomatology. Two principles emerge from this body of work: (1) 
major depression should not be treated with anxiolytic medications 
alone or with long-term psychotherapy; and (2) patient preference 
for a particular guideline-based treatment should be considered 
when it is clinically and practically feasible. (Kopta, 1998, p. 2)    
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    STUDY 2 
 The   most frequently cited results were reported by the National 
Institute of Mental Health Treatment of Depression Collaborative 
Research Program. Two hundred-fifty unipolar depressed patients at 
three sites were randomly assigned to one of four conditions: cog-
nitive-behavior therapy (CBT), interpersonal therapy (IPT), imipra-
mine (a tricyclic antidepressant) plus clinical management (IMI-CM), 
and pill placebo with clinical management (PLA-CM). Results were 
generally as follows: (a) all four conditions resulted in significant 
improvement; (b) neither form of psychotherapy was superior to 
the other; (c) the only significant treatment difference for all patients 
occurred between IMI-CM and PLA-CM; (d) for the more severe 
cases, IMI-CM and IPT produced more improvement than PLA-CM 
whereas CBT did not; and (e) IMI-CM generally produced more rapid 
effects than the other conditions. ( Kopta, 1999 , Internet, p. 14)  

    SOME THOUGHTS ABOUT WHY CLIENTS CHANGE 
 Before   we leave the treatment plan, perhaps a brief discussion of why 
clients change their behavior as a result of treatment might be helpful. 
 McConnaughy et al. (1983)  believe that client change requires both the 
worker and the client to be at the same state of readiness in understand-
ing the client’s problems and the emotional commitment to change 
them.  Howard et al. (1993)  suggest that clients start therapy in a state 
of demoralization. Through the development of trust, the therapist helps 
them identify their primary problems, instills hope, and helps them 
develop a sense of well-being. As their sense of well-being increases, 
problems that seemed unsolvable to the client can be discussed and 
remedied. Remediation suggests that clients practice new behaviors that 
reinforce change through stages of treatment.  Howard et al. (1993)  add, 

 From a psychotherapy practice point of view, the phase model sug-
gests that different change processes will be appropriate for different 
phases of therapy and that certain tasks may have to be accom-
plished before others are undertaken. It also suggests that different 
therapeutic processes may characterize each phase. Therapeutic 
interventions are likely to be most effective when they focus on 
changing phase-specific problems when those problems are most 
accessible to change. (p. 684)   

    Howard et al. (1996)  caution that while these phases are distinct, they 
suggest different treatment goals and,  “ thus the selection and assessment 
of different outcome variables to measure progress in each phase ”  (p. 1061). 
These are, of course, untested ideas from the literature, but they may help 
in better understanding the change process with a client like Mrs. Snyder.   



    Section V: Contract 
 The   contract is an agreement between the worker and the client that spec-
ifies the problems to be worked on in treatment, the number of sessions 
agreed on, and rules related to being on time, the length of each session, 
payment, and the cancellation policy. Many workers write up the contract 
and have both the client and worker sign it. Since the worker is visiting 
Mrs. Snyder once a week to evaluate her social and emotional function-
ing, the contract would be part of that arrangement. A contract with 
Mrs. Snyder might read as follows: 

 Mrs. Snyder has agreed to meet with the worker in her home for 12 
consecutive one-hour weekly sessions. She agrees that more meet-
ings might be required. The effectiveness of treatment and the prog-
ress made will be evaluated after each session and at the end of 
the 12 sessions using client feedback and a depression instrument. 
Mrs. Snyder agrees to consult the research, share the research she’s 
read with her worker, and to write summaries of what took place 
during each session with questions to be discussed in future ses-
sions, and to send them to the worker by e-mail. The summaries will 
be provided to the therapist two days after a prior session, or sooner. 
After 12 sessions, the client and worker will jointly determine whether 
additional sessions are needed. Mrs. Snyder has agreed to other con-
ditions in the contract- including the non-cancellation of session 
clause without 24 hours notice with a reason given in writing to the 
worker.   

    QUESTIONS 
  1  . Question:  Can significant change take place in 12 sessions? 

  Answer  :  Very often it can.  Seligman (1995)  found no difference in cli-
ent satisfaction with treatment among clients who had been seen for an 
average of six months and those who had been seen for an average of 
two years.  Kopta (1999)  reports a study in which clients with severe sub-
stance abuse problems were provided 12 sessions using three different 
types of treatment (twelve-step-based counseling, psychodynamic ther-
apy, and cognitive-behavioral therapy). The author writes,  “ Significant 
and sustained improvements in drinking outcomes were observed for 
all three groups ”  (p. 21).  Fleming and Manwell (1998)  report that people 
with alcohol-related problems including persistent depressions often 
receive counseling from primary care physicians or nursing staff in five or 
fewer standard office visits with very good results. 

  2  . Question:  Will Mrs. Snyder continue seeing the worker for 12 ses-
sions? She seems to have a contrarian’s approach to life and might dis-
continue treatment at any point. 
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  Answer  :  No doubt she might, but in the meantime she may have 
gained a great deal. Her introduction to the Internet may also help if she 
discontinues treatment. Clients stop treatment when they believe it isn’t 
doing them any good or when the subject matter becomes too troubling. 
Mrs. Snyder intellectualizes at a very high level and uses the information 
gained in treatment to satisfy her curiosity. Will the emotions she begins to 
feel affect the continuation of treatment? It’s hard to know whether treat-
ment will improve her emotional life. The general idea behind treatment 
is to develop introspection and improve social and emotional functioning. 
Whether this can happen without some change in the aloof, unemotional 
way she approaches life is hard to say. The strengths approach would say 
that clients change in their own way, at their own pace, and for reasons 
that make sense to them. If Mrs. Snyder just wants closure on some trou-
bling issues in her past, that’s as good a reason to initiate treatment as 
any. If it helps with closure but doesn’t change her behavior, that’s unfor-
tunate but still, the client has the right to determine how they will use 
treatment, understanding the consequences if treatment isn’t properly 
used to change troubling behaviors. That’s as much as we can expect. It is 
likely Mrs. Snyder will continue seeing the therapist as long as the contact  
is interesting. When it stops being interesting, she may look elsewhere for 
information including people she meets online, books, and articles on the 
Internet. Who’s to say this isn’t as effective a form of treatment as direct 
therapy? 

 One   additional type of treatment that may work with Mrs. Snyder is 
Bibliotherapy. Bibliotherapy is the use of literature to facilitate the thera-
peutic process.  Myers (1998)  defines Bibliotherapy as  “ a dynamic process 
of interaction between the individual and literature, which emphasizes 
the reader’s emotional response to what has been read ”  (p. 243).  Pardeck 
(1995)  gives six goals of Bibliotherapy: (1) to provide information; (2) to 
gain insight; (3) to find solutions; (4) to stimulate discussion of problems; 
(5) to suggest new values and attitudes; and (6) to show clients how 
others have coped with problems similar to their own.  “ Bibliotherapy 
provides metaphors for life experiences that help clients verbalize their 
thoughts and feelings and learn new ways to cope with problems ”  
( Myers, 1998, p. 246 ). Suggesting books with themes that resonate with 
Mrs. Snyder might certainly have an impact and could be used for dis-
cussion of their relevance to her life.    

    Discussion of the Case 
 Mrs.   Snyder presents a confusing assortment of symptoms. She describes 
herself as aloof, unemotional, detached from people (most of whom she 
doesn’t like), and incapable of intimacy. These are not positive indications 



of someone who would benefit from treatment. And yet, she has asked for 
help and has begun showing an improved relationship with her daugh-
ters. On the assumption that we can all benefit from self-awareness the 
worker is helping her develop insight into her behavior. She has a variety 
of options available that might help her achieve her goal. 

 While   much of the current literature seems to suggest that a form of 
cognitive-behavioral therapy works best with depression, it’s not entirely 
certain that it would work well with Mrs. Snyder. The active and directive 
nature of cognitive therapy could remind the client of similar commu-
nication patterns used by her domineering parents. One approach that 
might be worth considering is the strengths perspective.  Glicken (2004)  
defines the strengths perspective as,  “ a way of viewing the positive 
behaviors of all clients by helping them see that problem areas are sec-
ondary to areas of strength and that out of what they do well can come 
helping solutions based upon the successful strategies they use daily in 
their lives to cope with a variety of issues and problems ”  (p. 3). 

 Understanding   her parents and their behavior could help Mrs. Snyder 
better understand herself. The strengths approach tries to frame behav-
ior as positively as possible and,  “ [w]hile clients need to understand any 
harm done to them by parental conduct and to understand its impact, 
they benefit from a more complete and potentially positive view of 
their parents ”  ( Glicken, 2004, p. 5 ). The ability to understand her parents 
as they might have explained and defended their own behavior is an 
important aspect of treatment with Mrs. Snyder and could help satisfy 
her  “ curiosity ”  about her life. 

 By   involving Mrs. Snyder in a cooperative relationship where she 
works closely with the worker in trying to understand herself, She may 
come to learn how one develops and maintains relationships. Her treat-
ment also calls for a very empathic approach, one which  Saleebey (2000)  
believes,  “ obligates us to understand . . . to believe that everyone (no 
exceptions here) has external and internal assets, competencies and 
resources ”  (p.128), and that these resources, regardless of how dormant 
or untested they might be, are able to provide the wise helper with the 
ability to facilitate the relationship in a way that permits the client to 
work through relationship concerns and discomforts.         
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    4.4       SUMMARY 
 This   chapter discusses the diffi culty of making correct and accurate diag-
noses for emotional problems with older adults and the many clinician 
biases that may result in incorrect diagnosis. An example of a psychoso-
cial assessment that focuses on client strength is provided. Used correctly, 
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a psychosocial assessment can provide the practitioner with an understand-
ing of the connecting elements that have created the current crisis in a cli-
ent’s life. It can also help clinicians develop strategies that may move the 
older client in positive ways. A key to the use of the psychosocial assess-
ment is to recognize positive client behaviors and to support assumptions 
about the cause of a problem and the most effi cacious treatment with a 
recognition of the best evidence available from the research literature. 

    4.5       QUESTIONS FROM THE CHAPTER 

1.     We’re assuming Mrs. Snyder is depressed because of the serious 
problems she had with her family. Are there alternative reasons 
for her depression?  

2.     We tend to assume that children of parents who have been trau-
matized will suffer negative consequences because parental 
traumas create problems in parenting. Do you believe that’s nec-
essarily true?  

3.     Many survivors of the Holocaust went on to live healthy, normal, 
and productive lives. Don’t we make the mistake of assuming that 
most people aren’t resilient enough to cope with severe traumas 
when, in fact, they are?  

4.     We often think of depression as biochemical when it continues on 
for long periods of time. Given the complexities of her problem, 
do you think medication will help Mrs. Snyder reduce her symp-
toms of depression?  

5.     The GAF score of 50 – 41 seems high for someone who spent two 
weeks alone with a broken hip and didn’t call anyone for help. 
What might a more accurate GAF score be, in your opinion? 
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    5.1       INTRODUCTION 
 This   chapter considers the signifi cance of the therapeutic relationship 
in effective counseling and psychotherapy with older adults and offers 
evidence that the relationship is a key factor in helping older adults, 
who tend to personalize the relationship with workers to an even greater 
degree than do younger clients. 

 Evidence  -based practice (EBP) believes in the need to form a posi-
tive alliance with clients to facilitate change. This requires a cooperative 
and equal relationship with clients, particularly older clients who have a 
wealth of knowledge about life and may have achieved at very high lev-
els of success. EBP also suggests that we act in a facilitative way to help 
clients gather information and rationally and critically process it. This 
differs from authoritarian approaches that assume the worker knows 
more about the client than the client does, and that the worker is the 
sole judge of what is to be done in the helping process. Gambrill (1999)  
points out that one of the most important aspects of EBP is the sharing 
of information with clients and the cooperative relationship that ensues. 
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 In   recognizing the importance of the relationship,  Warren (2001)  
reports that “ The relationship between the quality of the patient-therapist 
relationship and the outcome of treatment has been one of the most 
consistently cited fi ndings in the empirical search for the basis of psy-
chotherapeutic effi cacy ”  (p. 357). Writing about the power of the thera-
peutic relationship,  Saleebey (2000)  argues that  “ If healers are seen as 
non-judgmental, trustworthy, caring and expert, they have some infl uen-
tial tools at hand, whether they are addressing depression or the disap-
pointments and pains of unemployment ”  (p. 131). In a review of EBP 
for psychotherapy,  Kopta et al. (1999)  conclude that the relationship is 
of key importance in the helping process, while  Greenfi eld et al. (1985) 
note the benefi cial effects of increasing a patient’s involvement with 
their own care as a result of a positive client – worker relationship.  

    5.2       DEFINING THE THERAPEUTIC RELATIONSHIP 
    Brent (1998)  defi nes psychotherapy as a  “ modality of treatment in 
which therapists and patients work together to ameliorate psycho-
pathological conditions and functional impairment by focusing on (1) 
the therapeutic relationship; (2) the patient’s attitudes, thoughts, affect, 
and behavior; and (3) social context and development ”  (p. 1).  Entwistle 
et al. (1998)  believe that clients are actively involved in decisions 
regarding their treatment in four ways: (1) through the care a patient 
will or will not receive; (2) through the research information indicat-
ing the effectiveness of certain interventions, including their risks and 
benefi ts; (3) through the use of recommended approaches showing good 
research validity, or doing nothing; and (4) through involvement in all 
decisions regarding treatment.  The Evidence-Based Practice Working 
Group of the American Medical Association (1992)  writes that all EBP 
practitioners must be sensitive to the emotional needs of clients and that 
 “ [u]nderstanding patients ’  suffering and how that suffering can be ame-
liorated by the caring and compassionate practitioner are fundamental 
requirements for practice ”  (p. 2422). The Working Group also calls for 
more research to better understand how the interaction between clients 
and practitioners affects the outcome of treatment. 

 In   an assessment of a study done using  Consumers Report  data on 
the effectiveness of psychotherapy,  Seligman (1995)  found that clients 
have the wisdom to  “ shop around ”  for therapists who meet their own 
particular needs, and that the type of therapy they receive is less impor-
tant than the intangible aspects of whether they like the therapist and 
think that he or she will be able to help them. Seligman writes, “ Patients 



in psychotherapy in the fi eld often get there by active shopping, entering 
a kind of treatment they actively sought with a therapist they screened 
and chose ”  (p. 970). 

 Commenting   on the importance of the therapeutic relationship in 
the change process and the hope that research will fi nd evidence of the 
best fi t between clients and the type of alliances that work best,  Warren 
(2001)  suggests that research on therapeutic relationships,  “ make[s] 
possible the development of treatment protocols that can then increase 
[treatment] effi cacy, infl uence the training of psychotherapists, and pro-
vide standard treatment protocols for the purposes of further treatment 
process research ”  (p. 357). 

    Orlinsky et al. (1994)  report that there are fi ve variables that have 
consistently been demonstrated to positively affect the quality of both 
the therapeutic alliance and treatment effectiveness: (a) the overall 
quality of the therapeutic relationship; (b) the skill of the therapist; 
(c) patient cooperation versus resistance; (d) patient openness versus 
defensiveness; and (e) the duration of treatment. 

    Keith-Lucas (1972)  defi nes the relationship as  “ the medium, which 
is offered to people in trouble and through which they are given an 
opportunity to make choices, both about taking help and the use they 
will make of it ”  (p. 47). Keith-Lucas says that the key elements of the 
helping relationship are  “ mutuality, reality, feeling, knowledge, con-
cern for the other person, purpose, the fact that it takes place in the here 
and now, its ability to offer something new and its nonjudgmental 
nature ”  (p. 48). 

 In   describing the signifi cant elements of the relationship,  Bisman
(1994)  says that therapeutic relationships are a form of  “ belief bonding ”  
between the worker and the client, and that both parties need to believe 
that  “ the worker has something applicable for the client, the worker 
is competent, and that the client is worthwhile and has the capaci-
ties to change ”  (p. 77).  Hamilton (1940)  suggests that bonding takes 
place when the clinician and client work together and that  “ [t]reatment 
starts only when mutual confi dence is established, only when the 
client accepts your interest in him and conversely feels an interest in 
you ”  (pp. 189 – 190). 

    Weiss et al. (1995)  report that clients are highly motivated to resolve 
their problems and that they actively work throughout their treatment to 
recall experiences and obtain knowledge that will help them so that they 
can coach their therapist about what needs to been done and the best 
way to do it. The effective therapist recognizes the signifi cance of client 
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coaching and rather than seeing it as controlling or divisive, accepts it 
as an important part of the client’s need for signifi cant involvement in 
the process. Writing about the importance of the relationship, Glicken 
(2004)  says that 

 The relationship is a bond between two strangers. It is formed by an 
essential trust in the process and a belief that it will lead to change. 
The worker’s expertise is to facilitate communications, enter into 
a dialogue with the client about its meaning, and help the client 
decide the best ways of using the information found in searches for 
best evidence. ( p. 50 )   

 Not   all older clients like a cooperative relationship. Older adult cli-
ents who view the therapist as an authority fi gure may want advice and 
expect the clinician to be an expert in the issues that are troubling them, 
while other clients may want a prolonged analysis of the reasons for 
their current problems. What the client wants and needs is primary, and 
the worker should be responsive to the needs and desires of the client 
while helping him or her develop skills in working cooperatively. As 
 Saleebey (1996)  suggests: 

 [H]ow social workers encounter their fellow human beings is  critical. 
They must engage individuals as equals. They must be willing to 
meet them eye-to-eye and to engage in dialogue and a mutual 
 sharing of knowledge, tools, concerns, aspirations, and respect. The 
process of coming to know is a mutual and collaborative one. (p. 303)   

 In   describing the client-centered approach with older adults,  Dacey 
and Newcomer (2005)  write that forming a relationship with the older 
client requires that we establish rapport, set an agenda for discussion, 
respect the client’s freedom of choice, and by carefully listening to the 
client, seek to understand and encourage the client to make his or her 
own decisions.  “ While practitioners can give  ‘ advice ’  as part of the 
counseling intervention, this should be provided in a nonjudgmental 
manner, and only when the client has stated a willingness to hear it ”  
( Dacey and Newcomer, 2005, p. 199 ).  

    5.3        EVIDENCE OF THE IMPORTANCE OF THE 
THERAPEUTIC RELATIONSHIP TO TREATMENT 
OUTCOMES 

 Noting   the importance of the therapeutic alliance in the profes-
sional literature,  Gelso and Hayes (1998)  wonder if we have a clear 



 understanding of what is meant by the worker – client relationship, and 
write, “ Because the therapy relationship has been given such a central 
place in our fi eld for such a long period of time, one might expect that 
many defi nitions of the relationship have been put forth. In fact, there 
has been little defi nitional work ”  (p. 5). But in a review of EBP for 
 psychotherapy,  Kopta et al. (1999)  say that the relationship is of key 
importance in the helping process.  Horvath and Greenberg (1994)  found 
research evidence of the central role of the relationship in  successful
therapies. Major advances, according to  Horvath and Greenberg (1994) , 
have been made in (1) understanding the important role of relation-
ships in the helping process; (2) having a better concept of how one 
 operationalizes the relationship for research purposes; (3) having an 
increased awareness of variables prior to treatment that suggest poten-
tial for a successful therapeutic relationship; and (4) understanding the 
ways in which the relationship may change as treatment progresses, 
including  “ ruptures ”  in the relationship. 

    Krupnick et al. (1996)  evaluated data from the large-scale National 
Institute of Mental Health Treatment of Depression Collaborative 
Research Program, which compared treatments for depression. The 
authors found that a positive therapeutic relationship was predictive of 
treatment success for all conditions. In another large study of diverse 
forms of therapy for alcoholism, the therapeutic relationship was also 
signifi cantly predictive of success ( Connors et al. 1997 ).  Horvath and 
Symonds (1991)  note  that a positive relationship between scores on 
the quality of the initial (early) relationship and positive outcomes have 
been repeatedly found regardless of how the relationship is described 
by the practitioner.  Kopta et al. (1999)  write that 

  Bordin (1994)  argued that  –  regardless of the modality  –  the alliance 
always involves agreement on tasks and goals as well as a sense of 
compatibility or bonding. This latter viewpoint has been confi rmed 
in the Working Alliance Inventory (Horvath, 1994). Both Luborsky’s 
and Bordin’s programs have consistently found a predictive associa-
tion between alliance [relationship] and outcome. (p. 8)   

 Commenting   further on the importance of the relationship in 
 outcome studies of therapy,  Brent (1998)  reports that  “ [t]he  contribution 
of therapeutic empathy and a good working alliance to positive  clinical 
outcome has been demonstrated in several clinical trials of adult patients 
( Burns and Nolen-Hoeksema, 1992 ;  Cooley and Lajoy, 1980 ;  Luborsky 
et al., 1985 ;  Murphy et al., 1984 ) ”  (p. 2). Brent goes on to say that 
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 “ From the patients ’  points of view, provision of support,  understanding,
and advice have been reported as most critical to good outcome ( Cooley 
and Lajoy, 1980 ;  Murphy et al., 1984 ) ”  (p. 2). In further comments 
about the relationship and effective therapeutic outcomes,  Brent (1998)  
reports that,  “ The adult psychotherapy literature strongly supports the 
central role of the therapeutic relationship and therapeutic empathy in 
mediating the effi cacy of treatment across many treatment models and 
psychopathological conditions ”  (p. 8). Finally, Brent writes that 

 There appears to be a reciprocal relationship between therapist and 
patient behavior in both good and poor outcome psychotherapy. 
According to  Henry et al., (1986)  in  “ good outcome ”  therapy, the ther-
apist is described as  “ helping and protecting, affi  rming and under-
standing, ”  whereas the patient is seen as  “ disclosing and expressing. ”  
In  “ poor outcome ”  psychotherapy, the therapist tends to be  “ blaming 
and belittling, ”  whereas the patient is depicted as  “ walling off  and 
avoiding. ”  Not surprisingly, therapists tend to attribute success to 
technique, whereas patients attribute a good outcome to the ther-
apist’s support and understanding ( Feifel and Eells, 1963 ;  Mathews, 
Johnson, Shaw, and Geller, 1974 ). ( Brent, 1998, p. 2 )    

    5.4        SPECIAL CONCERNS ABOUT THE THERAPEUTIC 
RELATIONSHIP WITH OLDER ADULTS 

    Myers and Harper (2004)  suggest that “ common life experiences and 
transitions in later life often create specifi c needs for counseling ”
(p. 208). The authors note that each of the life transitions and problems 
experienced by older adults require problem-solving skills that may or 
may not work, particularly when there are multiple transitions requir-
ing, in many cases, the need for counseling interventions. Counselors 
are usually younger than their clients and need to consider the “ impact 
of differences in age and life experience on the counseling relationship ”  
(p. 208). The authors caution that it may take longer to build rapport, 
particularly in clients who are reluctant to seek help (see Chapter 9 
on elder abuse clients as an example). Older clients may not be famil-
iar with counseling, or they may have problems discussing and deal-
ing with feelings, as is sometimes the case with older adults from more 
traditional cultures and for male clients. The authors point out that 
physical limitations may require changes in the length of sessions, the 
assessment process, and when there are cognitive or sight impairments, 
the use of standardized assessment measures that require reading. 



It may also be wise to focus discussion on a single topic and not let the 
session fl ow into other issues, since memory may be impaired and too 
many subjects may cause confusion. 

    Myers and Harper (2004)  believe that older persons often view 
human services workers in the same way they view medical personnel, 
anticipating that the relationship will be hierarchical and directive and 
that they will experience some degree of diffi culty coping with relation-
ships that ask their opinion or give the client a great deal of personal 
authority. This can be dealt with by explaining how the clinician works 
and why it is so important for the client to have maximum input. Often, 
however, older clients are very therapy-savvy, having seen therapy on 
television and in various fi lms and dramas. The authors also note that 
young-old adults, those aged 50 to 75, tend to “ share more common 
concerns with younger persons, although the dynamics of the aging pro-
cess complicate treatment planning even for those older adults, regard-
less of age, who remain physically healthy  . ”  

    Woolfe and Biggs (1997)  confi rm that therapists frequently avoid 
working with older adults and suggest that age bias among therapists 
can be understood by looking at the following issues of counter trans-
ference, fi rst described by          Knight (1986, 1996a, 1996b) :

1.   Parental counter transference:   “ The therapist may fi nd clients 
who remind them of their own mother or father, which may lead 
to over-commitment to seeing a client change; irrational anger 
with a client; and feeling wounded if the client questions their 
expertise ”  (p. 190).  

2.   Grandparent counter transference:  This involves a somewhat 
 “ fuzzily ”  perceived older adult whom the therapist must protect 
from others, especially the therapist’s parents. Grandparent coun-
ter transference can be problematic when it clouds the therapist’s 
judgment and stops them from seeing the seriousness of an older 
adult’s problems.  “ Grandparent fantasies can also be negative, 
leading the counselor into being overly ready to see the older per-
son as senile, complaining and making irrational demands of a 
good, kind, younger family that must be protected ”  (p. 190).    

    Woolfe and Biggs (1997)  suggest that the way therapists view 
older clients and the general lack of research on therapy with the 
elderly  indicate a  “ tendency to perceive old age in stereotyped and 
negative ways with the result that later-life potential is often severely 
 underestimated ”  (p. 193). 
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 Morgan   (2003) believes that age differences between the client 
and therapist may lead the client to relate to the therapist as a son or a 
daughter. Morgan (p. 1593) writes 

 Less obvious may be more subtle transference manifestations occur-
ring around issues of dependency. For instance, a healthier elderly 
patient who sees the therapist as a parent or an educator may sell 
short his or her own abilities. Some frail elderly persons may see the 
therapist as a rescuer, whereas other frail elderly persons may feel as 
though the therapist represents an envied competitor with whom 
they can no longer compete, thereby leading them to view therapy 
as a demeaning circumstance. Romantic transferences, with their 
unrequited nature, can also be a source of humiliation for the patient. 
Awareness of these and other transference possibilities among older 
patients is important in order to allow therapy to progress.   

 Morgan   (2003) goes on to suggest that a therapist’s fears of aging 
may prompt memories of parents or grandparents that affect the work 
done with older adults, particularly if those memories are painful. 
Another relationship problem occurs when an older adult’s feelings of 
hopelessness stimulate feelings of hopelessness in the therapist, often 
negating a better understanding of the client’s feelings of vulnerability 
and leading the therapist to become punitive or withdrawing needed 
help from the client. 

 According   to the Guidelines for Psychological Practice with Older 
Adults (APA, 2003), clinicians have a number of inaccurate stereotypes 
of older adults that may contribute to negative bias and affect the deliv-
ery of services, including: (1) with age inevitably comes senility; (2) 
older adults are likely to have higher rates of mental illness and depres-
sion; (3) older adults do badly in the workplace; (4) most older adults 
are frail and ill; (5) older adults are socially isolated and lonely; (6) older 
adults have no sexual desires or need for intimacy; and (7) older adults 
are infl exible, rigid, and stubborn. The report believes that these views 
 “ become self-fulfi lling prophecies, leading to misdiagnosis of disorders, 
inappropriately decreased expectations for improvement, and to the lack 
of preventive actions and treatment ”  (p. 5). Some clinicians may avoid 
serving older adults because doing so evokes discomfort with their own 
aging or their relationships with parents or other older family members, a 
phenomenon sometimes termed  “ gerophobia. ”  The report suggests that 

 [P]aternalistic attitudes and behavior can potentially compromise 
the therapeutic relationship and reinforce dependency. Positive 



 stereotypes (e.g., the viewpoint that older adults are  “ cute, ”   “ child-
like, ”  or  “ grandparentlike ” ), which are often overlooked in discussions 
of age-related biases, can also adversely aff ect the assessment and 
therapeutic process and outcomes. (p. 6)   

 Culture   and ethnicity also play an important role in developing rela-
tionships with older clients. For example, Latino clients with traditional 
or immigrant backgrounds usually take time to get to know the worker 
and talk around the problem. This is partly done as a way of gauging 
the worker’s competence, but it also serves as a way of processing the 
problem in a manner that is familiar to the client. The client may also 
be very suspicious of the worker’s motives. Indirectness helps the client 
maintain control over the interview until the worker can be better evalu-
ated for his or her competence and level of kindness. 

 Feelings   are highly valued in many cultures. With Latino clients, 
one approach to making feelings part of the therapeutic relationship is 
to tell the client that you will communicate with them, “ de corazon a 
corazon ” , or, heart to heart. In Mexico, this concept of a close personal 
relationship in which true feelings can be communicated has various 
levels of meaning. It is sometimes associated with the process called  “ el 
desague de las penas ,  ”  (unburdening oneself ) or what North American 
therapists might call venting. It may also be a part of the process of 
opening one’s soul to a  compadre  or a close personal friend so that the 
friend can see inside a person’s heart and therefore feel his or her sor-
row and despair. Allowing Latino clients to unburden themselves may 
signifi cantly improve the quality of work with older Latino clients. 

  Stickle and Onedera (2006)  write that, as part of the therapeutic rela-
tionship,  “ [o]lder clients may need to be educated on the therapeutic pro-
cess including expectations, the expression of feelings, length of therapy, 
work toward goals, and confi dentiality ”  (p. 43). In discussing depressed 
older clients the authors believe that older clients may need physical con-
tact to reinforce verbal interaction, and suggest actions such as  “ stroking 
the individual’s arm or shoulder, holding a hand for a while or touching 
a forehead, or simply leaning toward the client ”  (p. 43). According to the 
authors, use of physical contact suggests that you value them and that it 
may indicate to older clients the nature of the work we do and its impor-
tance in resolving the client’s problems. This approach should be used 
with caution because it can also be interpreted as condescension. 

 Bergin   and Walsh (2005) believe that one of the most  important
aspects of the client – worker relationship with older clients is to impart 
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hope in older clients who often experience despair because of failing 
health, the death of loved ones, and diminished abilities to do what 
came so easily when they were younger.  Dufault and Martocchio (1985)  
defi ne hope as being  “ characterized by a confi dent yet uncertain expec-
tation of achieving a future good, which, to the hoping person, is real-
istically possible and personally signifi cant ”  (p. 380). In attempting to 
defi ne hope in a therapeutic context,  Farran et al. (1995)  summarize 
hope as an essential way of feeling, thinking, behaving and relating to 
oneself and one’s world that is  “ fl uid in its expectations and in the event 
that the desired object or outcome does not occur, hope can still be 
present ”  (p. 6). 

 Bergin   and Walsh (2005) view the worker as an  “ ambassador of 
hope ”  whose knowledge and skill will make the client’s life better. 
 Snyder (1994)  suggests that clients ’  hopes for a successful outcome 
are fuelled by the therapist’s explicit positive messages about treatment 
prognosis.  Buechler (1995) , on the other hand, sees hope as an ongoing 
process throughout therapy, which is engendered by the client’s experi-
ence of a therapist who struggles with problems without giving up, and 
who maintains  “ humor and courage in situations that seem to inspire 
neither ”  (p. 72). Bergin and Walsh (2005) believe that most older adult 
clients have experienced positive relationships in the past that can be 
mirrored  “ [I]n the therapeutic dyad where a therapeutic rapport is easily 
established. The client will be able to recount times in their life when 
their hopes have been fulfi lled which can be used by the clinician to 
 ‘ challenging unrealistic hopes ’  and the reinstallation of realistic hope ”
(p. 11). Attaining realistic hope can be achieved by 

 helping the client to adjust to his/her limitations, while  “ reinstalling ”  
the hope that life may still be satisfying. The reinstallation of hope 
can also be seen to play an essential part in bereavement therapy, 
which involves the older adult client adjusting [to such issues as] the 
loss of the loved one, i.e., that their life may be diff erent but it is still 
worth having (Knight, 1996). (Bergin and Walsh, 2005, p. 11)   

 In   the development of relationships with older clients,  Berg and 
Miller (1992)  have identifi ed seven characteristics of well-formed goals 
that might enhance the working relationship with older adults: 

    1.     Goals for the work done together should be well formed and 
expressed in the client’s language. They should include the client’s 
thinking about ways of changing. Worker goals should be thor-
oughly processed by the client, and if the client believes the goal 



is unrealistic or is disconnected from the client’s notion of how 
best to proceed with change, the worker and client should negoti-
ate the goal until both feel they are ready to proceed. Setting goals 
is a type of negotiation in which the process is cooperative. 

2.     The goals for treatment are small because, as Berg and Miller 
point out, small goals are easier to achieve than large ones.  

3.     The goals should focus on social functioning and should be very 
concrete. Rather than suggesting a goal of more involvement with 
others, the goal may be to have coffee with a friend several times 
a week. Such a goal is measurable and gives the client something 
concrete to do.  

4.     The goals should be positive and include doing something rather 
than not doing something.  

5.     Goals are small steps necessary to achieve desired change.  
6.     Goals are realistic given the client’s motivation, cognitive abili-

ties, and willingness to stick with the incremental nature of the 
change process.  

7.     Goals may be perceived by the client as sometimes diffi cult, but 
necessary to achieve a desired level of improvement.     

    5.5       GENDER AND THE THERAPEUTIC RELATIONSHIPS 
 Clinical   wisdom usually suggests that gender is a neutral variable in 
clinical outcomes and that the quality of the help is more signifi cant 
than issues related to the genders of the worker and the client. However, 
studies by  Gehart-Brooks and Lyle (1999) , and  Sells et al. (1994)  sug-
gest that a therapist’s gender  is  an important factor affecting the cli-
ent’s therapy experience. While clients specifi cally state that gender is 
important, parallel interviews with therapists suggest that it isn’t impor-
tant.  Gerhart (2001)  believes that this  “ potential oversight has signifi -
cant implications for the practice of ethical, gender-sensitive therapy 
and training ”  (p. 444), and she goes on to say that,  “  Jones and Zoppel 
(1982)  found that clients, regardless of gender, agreed that female ther-
apists formed more effective therapeutic alliances than male therapists; 
however, both male and female clients of male therapists also reported 
signifi cant improvements as a result of therapy ”  (p. 444). 

    Gerhart (2001)  also reports that further inquiry into the relation-
ship between gender and therapeutic outcomes indicates that  “ male and 
female therapists interrupted females three times more often than male 
clients ( Werner-Wilson et al., 1997 ) ”  (p. 444).  Shields and McDaniel 
(1992)  found that families made more directive statements to male 
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therapists, but disagreed more openly with each other in front of 
females.  Shields and McDaniel (1992)  found that male therapists 
explained issues more fully than female therapists and that male thera-
pists provided more advice and direction than female therapists.  Werner-
Wilson et al. (1999)  report that men were more successful at suggesting 
issues for discussion in family treatment, while women did better in 
marital therapy.  Gerhart (2001)  believes that these  “ studies provide fur-
ther evidence that gender may signifi cantly affect the therapeutic pro-
cess in ways in which therapists are currently unaware ”  (p. 444). 

    Gerhart (2001)  describes three possible types of gender-related con-
nections made by clients: (1) The connection is stronger with a therapist 
of the same gender because it offers a common language and knowl-
edge base; (2) the connection is stronger with a therapist of the oppo-
site gender because gender differences may provide motivation to work 
harder in treatment; (3) the client develops a good relationship with 
a therapist of the same gender but often reports that therapists of the 
opposite gender are also effective. (p. 451). In summarizing her work 
on gender, Gerhart writes 

 Perhaps the most striking pattern is that what one viewed as a ther-
apist’s strength, another viewed as a detriment. For example, clients 
described women as more feeling-focused, but only half found this 
helpful. Conversely, almost all clients described male therapists as 
more direct and problem-focused, yet only half found this approach 
helpful. What is consistent is that clients reported that they experi-
enced a distinct and consistent diff erence between male and female 
therapists. (p. 452)    

    5.6        RACIAL AND ETHNIC VARIABLES IN THERAPEUTIC 
EFFECTIVENESS 

 A   number of studies have examined the relationship between racial bias 
and psychiatric diagnoses.  Adebimpe (1981)  found that a high number of 
African-American patients were misdiagnosed as schizophrenic, a fi nding, 
according to  Laszloffy and Hardy (2000) , supported in subsequent studies 
that examined white, black and Latino patients. Even though the symp-
toms were the same, African-American and Latino patients were often 
diagnosed as schizophrenic, while white patients were almost always cor-
rectly diagnosed with emotional or affective disorders ( Garretson, 1993 ;
 Lopez and Nunez, 1987 ;  Loring and Powell, 1988 ;  Malgady et al., 1987 ;
 Pakov et al., 1989 ;  Solomon, 1992 ).  Laszloffy and Hardy (2000)  believe 



that underlying the misdiagnosis is a  “ subtle, unintentional racism ”
(p. 35). In defi ning racism, the authors write that  “ all expressions of rac-
ism are rooted in an ideology of racial superiority/inferiority that assumes 
some racial groups are superior to others, and therefore deserve preferen-
tial treatment ”  (p. 35), a defi nition that makes unintentional or subtle rac-
ism diffi cult to accept. 

    Flaherty and Meagher (1980)  found that among African-American 
and Caucasian male schizophrenic inpatients who had similar global 
pathology ratings, 

 African-American patients spent less time in the hospital, obtained 
lower privilege levels, were given more p.r.n. medications, and were 
less likely to receive recreation therapy and occupational therapy. 
Seclusion and restraints were more likely to be used with black 
patients. (p. 679)   

 While   the authors avoid suggesting a direct relationship between 
racial bias and the treatment of minority patients, they conclude that it 
is an important intervening variable. 

 In   a report on race and mental health, the US Surgeon General 
( Satcher, 2001 ) notes that the cultures of clinicians and the way services 
are provided infl uence the therapeutic alliance and by extension, diag-
nosis and treatment. Service providers, according to the report, need to 
be able to build upon the cultural strengths of the people they serve. 
The Surgeon General suggests that  “ while not the sole determinants, 
cultural and social infl uences do play important roles in mental health, 
mental illness and service use, when added to biological, psychologi-
cal and environmental factors ”  (p. 1). In trying to understand barriers to 
treatment that affect ethnic and racial minorities, the Surgeon General 
says that the mental health system often creates impediments that lead 
to distrust and fear of treatment, which ultimately deter racial and eth-
nic minorities from seeking and receiving needed services. Importantly, 
the Surgeon General adds,  “ Mental health care disparities may also 
stem from minorities ’  historical and present day struggles with racism 
and discrimination, which affect their mental health and contribute to 
their lower economic, social, and political status ”  ( Satcher, 2001, p. 1 ).
In an earlier report on mental health, the Surgeon General ( Satcher, 
1999 ) wrote that while mental illness is at least as prevalent among 
racial and ethnic minorities as in the majority white population, “ many 
racial and ethnic minority group members fi nd the organized men-
tal health system to be uninformed about cultural context and, thus, 
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        CASE STUDY: AN EVIDENCE-BASED PRACTICE 
APPROACH TO THE THERAPEUTIC RELATIONSHIP      
 Natasha   Putkin is a 67-year-old Russian immigrant who came to the 
USA with her family when she was 28 years-old. She considers herself 
thoroughly assimilated and is married to an American man. Her  family 
has had a difficult time in America and has been unable to resume 
the professional careers they had in Russia. Much of their interaction 
with Natasha contains negative messages about all things American, 
 including her husband. Natasha considers herself to be a strong and 
competent woman, but her relationship with her family has become 
strained because her husband is beginning to disengage from Natasha’s 
family. Natasha worries that the disengagement will ultimately include 
her. Like many clients new to therapy, Natasha is looking for someone to 
give her advice. She expects that therapy will last just a few sessions and 
told the therapist she chose,  “ I just want some help with my family and 
my marriage. Just be honest with me and give me good information. ”  

 The   therapist was very business-like with Natasha, and helped her 
tell her story in a way that satisfied Natasha’s need for advice. He then 
 suggested several articles she could find on the Internet that related to 
the issues she needed help with and recommended that she carefully 
write down some concrete questions to ask in their next session. Natasha 

unresponsive and/or irrelevant ”  (p. 1), and may prefer clinicians who 
share their racial, ethnic, and socio-economic backgrounds ( Satcher, 1999 , 
Chapter 8, p. 4, Internet version of the report). 

    Laszloffy and Hardy (2000)  believe that as long as racism occupies 
such a signifi cant role in our everyday lives, it cannot be completely 
eliminated without carefully examining what we say to clients, what we 
do with clients, and, as a strong reminder of the importance of EBP, 
what we really believe. In validating the need for cultural and racial sen-
sitivity,  Pe ñ a et al. (2000)  write that, “ In work with African-American 
patients, the therapist’s skill in recognizing when problems do or do not 
revolve around the condition of being black could have serious impli-
cations for the acceptability of treatment, the development of the treat-
ment alliance, and in psychotherapy, the accuracy of interpretations ”
(p. 14). The authors report that each of these variables has a signifi cant 
impact on treatment outcomes and that therapists with limited aware-
ness of the signifi cance of race may experience problems in  “ listening 
empathically ”  and in actually understanding the client’s confl icts.



left the interview feeling very satisfied with the therapist. He was a 
no- nonsense person who was giving her exactly what she was looking 
for, and he wasn’t condescending in the way some people are who work 
with older adults. Natasha read the articles, found them very useful, but 
had some questions she needed to ask the therapist about several parts 
of each article she found unclear. She e-mailed the therapist her ques-
tions and within a short time received clear answers. Once again, he 
urged her to carefully construct the questions she would like to discuss 
in their next session. Natasha spent over two hours writing her questions 
down but began to realize that she had more questions than the thera-
pist could possibly answer in one session. She decided that perhaps the 
treatment might take several more sessions than she’d originally planned 
for. The questions she wrote covered three pages, single-spaced. 

 Natasha   shared the questions with her therapist who took a few 
 minutes to read them. He noted that there were some similarities in 
several of them and asked if they could meld the questions together. 
Natasha thought this was a good idea. He then said that there were three 
fundamental areas covered by the questions and asked if they could 
focus on each area and the questions included to save time. Natasha 
was delighted with the efficient way the therapist was responding. In 
one session, they covered two areas and all of the questions included. 
Once again, the therapist suggested that she read some additional 
 articles, specifically articles on the immigrant experience, assimilation, 
family issues with older adults, and marriages where cultural differences 
existed. Natasha found the articles very helpful and, having learned to 
use the Internet, was able to find other articles of a similar nature. 

 In   the third session, the therapist answered all of the remaining 
 questions, and wondered if there were some other things Natasha would 
like to discuss. Natasha felt that, for the time being, she was very  satisfied 
with the results of their work together and terminated treatment after 
three informative and useful sessions. Her evaluation of the treatment 
was highly positive and she referred several of her older friends to the 
therapist. Each friend was surprised at how differently the therapist 
responded to them. When the three women compared the therapist’s 
style, Natasha said it was business-like, one of her friends described it 
as very warm and supportive, and a second friend described the style 
as relaxed, slow and intimate. Each client was looking for something 
 different from the therapist and each received it. They agreed that it took 
a very competent person to relate to their stated needs and to the style 
of interaction they found most comfortable. All three women felt that the 
therapist had involved them at a very high level and that he had done 
exactly what each client had asked of him. He didn’t argue that they 
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needed more help or criticize their agenda. They all believed that they 
had benefited significantly from the experience and that their present-
ing problems had been resolved. None felt the need for more treatment, 
and all felt that termination occurred at just the right moment in time. 

 In   describing his work with the three clients, the therapist said that he 
believed that clients should set the therapeutic agenda and that unless 
he felt the agenda was harmful, he usually believed that clients selected 
the correct issues to discuss. He believed this was the essence of a coop-
erative relationship. He also felt that it was important to enter the client’s 
world and to try and relate to it in ways that clients felt would be most 
helpful. He always asked for client input in decisions about treatment, 
suggested additional reading, asked them to come in with questions and, 
when asked a question, answered it. If he didn’t know the answer, he said 
he would do some research and suggested that the client do the same. 
He encouraged e-mails and tried to answer them quickly. He always 
asked clients to e-mail him a summary of what they had learned in their 
prior session and to read as much as they could about the questions they 
were going to ask him in the next session. He believed that being an 
informed client made for much faster and more effective therapy.       

    5.7       SUMMARY 
 This   chapter covers some important issues related to the therapeutic 
relationship and its signifi cance to treatment effectiveness. While some 
of the authors cited in this chapter believe that the relationship is a key 
element in treatment effectiveness, many also believe that much more 
research is needed to establish the specifi c aspects of the relationship 
that help or hinder client change. Issues of the signifi cance of client-
worker gender and race\ethnicity were also raised, with many authors 
believing that both issues have an impact on treatment effi cacy and that 
much more time must be spent in training new workers for effective 
work with diverse client populations. A case study is included in the 
chapter which describes a cooperative worker-client relationship.  

    5.8       QUESTIONS FROM THE CHAPTER 

1.     In thinking about older adult clients seeking professional help, 
what might be the worker characteristics (style of relating, race, 
gender, religious background, etc.) that you believe would make 
the initial relationship easiest? Why?  

    2.     Can you think of some instances with older adults when the therape-
utic relationship might hinder client change or actually cause harm? 



3.     The case study makes the therapist sound like a chameleon. Do 
you think it’s possible for therapists to dramatically change their 
style of relating to meet the very different needs of clients?  

    4.     In what ways might differences in the expectations of a relationship 
between the worker and the older adult client result in confl ict? 

5.     One of the authors cited in this chapter suggests using physical 
touch and other forms of contact with older clients. Might this 
not be felt to be condescending by the client and a breach of the 
formality that should exist between client and helper? Explain 
your answer.      
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    6.1       INTRODUCTION 
 This   chapter explores two important issues in aging: love and intimacy, 
and the practice issues that pertain to both. While older adults often 
experience a remarkable adaptation to love and value a mature notion 
of love that is more accepting and emotionally healthy, there are many 
older adults who maintain dysfunctional approaches to love, and  “ who 
are just as jealous, just as infantile, just as fi lled with irrationality when 
they fall in love in their 70s and 80s as [they were at earlier ages]. And 
it still is possible to have a broken heart in old age. A broken heart 
looks different in somebody old. You don’t yell and scream like you 
might when you were 20 ”  ( Zernike, 2007, p.1 ). 

 Older   love is often more patient. Older adults recognize that the bad 
times pass and the good times pass.  “ As you experience the good and bad 
times, they’re more precious, they’re richer ”  ( Zernike, 2007, p. 1 ). It’s 
also that older people may simply be better able to deal with the emo-
tional aspects of love. As it ages, the brain becomes more programmed to 
be happy in relationships, according to brain researchers. Zernike adds, 

 As people get older, they seem to naturally look at the world through 
positivity and be willing to accept things that when we’re young we 
would fi nd disturbing and vexing. It is not rationalization: the reaction 
is instantaneous. Instead of what would be most disturbing for some-
body, feeling betrayed or discomfort, the other thoughts  –  about how 
from his perspective it’s not betrayal  –  can be accommodated much 
more easily, it paves the way for you to be sympathetic to the situation 
from his perspective, to be less disturbed from her perspective. (p. 1)   
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    Walsh (1988)  sees married older people as having unique con-
cerns that center around the fact that older couples usually experience 
increased marital satisfaction and intimacy and yet realize that they 
have only a limited time left to be a couple. With the positives of wis-
dom and integrity ( Erikson, 1963 ) that often come as couples age is the 
psychological paradox that these benefi ts of life are limited in a way 
possibly unknown in earlier years.  

    6.2       SEX AND INTIMACY 
    Stein (2007)  reports the results of a study of 3,000 US adults aged 57 – 85
which found that half to three quarters of the respondents remained 
sexually active, with a  “ signifi cant population engaging in frequent and 
varied sex ”  (p. A1). The study indicates, not surprisingly, that healthier 
people reported the highest rates of sexual activity and that a healthy 
sex life may itself help keep people vibrant. According to Stein the 
study noted that 28% of the men and 14% of the women said sex was 
very important and those with partners reported being as sexually active 
as adults in their forties and fi fties.  “ But even among the oldest age 
group (80 – 85), 54% of those who were sexually active reported having 
sex at least two to three times per month, and 23% reported having sex 
once a week or more ”  (p. A1). 

 The   study also found that among those who remained sexually 
active, nearly half reported at least one sexual problem. Forty-three 
percent of the women in the survey reported a lack of sexual desire, 
39% reported vaginal dryness, while 37% of men reported problems 
achieving an erection. The study suggests that older sexually active 
adults with sexual problems might benefi t from  “ more frank and open 
discussions about sex with their doctors ”  (p. A1) and that human ser-
vice professionals should be developing skills in working with older 
adults in the areas of love and sexuality. Funding in this important area 
of life for older adults is very limited, according to the study, and more 
studies to determine the extent of sexual problems in older adults are 
needed.

 In   a National Council on the Aging study (1998), the following data 
were found: 

●      48% of men and women over 60 are sexually active (some form 
of sexual activity once a month).  

●      39% of men and women over 60 would like to be more active 
than they are.  



●      About 75% of sexually active older Americans say their sex life 
today is as emotionally satisfying or even more satisfying than it 
was when they were in their forties. 

 Data   for women over 60: 

●      37% are sexually active.  
●      62% say sex is better or at least equally as physically satisfying as 

it was at 40.  
●      Women who are not sexually active often give lack of a partner as 

the reason.  
●      69% say sex is equally as emotionally satisfying as it was at 40.  
●      47% say sex is important to a relationship.    

 Data   for men over 60: 

●      61% are sexually active.  
●      61% say sex is better or at least equally as physically satisfying as 

it was at 40.  
●      76% say sex is equally as emotionally satisfying as it was at 40.  
●      72% say sex is important to a relationship.    

 Reasons   given for less sexual activity and less satisfaction: 

●      Medical condition prevents one from having sex (51% men, 12% 
women).  

●      Partner has a medical condition that prevents having sex.  
●      Person has less physical desire to have sex (55% of both men and 

women).  
●      Taking some medications seem to reduce sexual desire (44% men, 

16 % women).    

    Bancroft (2007)  reports that despite the high prevalence of sexual 
problems among the participants in the study cited by Stein (above), 
only 38% of the men and 22% of women 

 reported having discussed sex with a doctor since the age of 50 
years. Until recently, older adults tended to keep quiet about their 
sexuality because younger people assumed that they were not and 
should not be sexually active. (Bancroft, 2007, p. 820)   

 Bancroft   believes that the helping professions, including the medi-
cal profession,  “ should encourage older patients to feel comfortable in 
discussing sexual problems ”  (p. 822). In determining the options for 
resolving sexual problems in older adults, Bancroft argues that
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  For some older couples, sex can continue to play an important part in 
their relationship and well-being, and some may benefi t from coun-
seling or medication for that purpose. Other couples choose to leave 
sex behind as they settle into their later life. Often there may be the 
need for negotiation between partners. (p. 822)   

    Genevay (1999, p.2)  indicates that the following may defi ne sexual 
problems as people age: “Women : Arousal time increases; less lubri-
cation may result in pain; vaginal thinning may result in pain.  Men:
Increased time to achieve erection; more control over ejaculation, but 
fl ow is reduced; increased refractory period before second erection is 
possible. ”  

 A   University of Missouri at Kansas City report (2007) indicates that 
the following psychosocial factors may result in sexual problems for 
older adults: 

1.     sexual activity in middle age is a strong predictor of sexual activ-
ity in old age;  

2.     negative attitudes toward sexual activities other than intercourse, 
such as kissing and masturbation, interfere with the openness to 
try new ways of expressing intimacy;  

3.     reactions and beliefs about physiological changes or illness-
induced changes have a negative impact on sexual functioning; 

4.     reactions to attitudes of others, society or adult children have a 
powerful impact on self-concept; and  

5.     living arrangements that do not allow for privacy, such as long-
term care facilities, create a barrier to sexual activity.    

 According   to  Huffstetler (2006) , older adults may internalize soci-
ety’s prejudice against sexuality in older adults. The Geriatric Sexuality 
Breakdown Syndrome identifi ed by  Kaas (1981)  categorizes break-
downs in sexual functioning that result from an older person internal-
izing ageist attitudes.  Huffstetler (2006)  notes that while not all older 
adults experience this syndrome,  “ those who do typically go through 
seven stages: precondition susceptibility, dependence on available cues, 
societal labeling, sick role, learning of behaviors, atrophy of social 
skills, and internalization of labels ”  (p. 7).  

    6.3       NATURAL CHANGES MAY AFFECT INTIMACY 
 The   following is summarized from a Mayo Clinic (2007) online discus-
sion of sexuality and older adults. 



    6.3.1       Physical changes in women 
 Testosterone   regulates sex drive for both men and women. Most aging men 
and women produce enough testosterone to maintain their interest in sex. 
Although physical changes may affect some aspects of sex, these changes 
give people reasons to try new positions and techniques and, in general, to 
experiment with new aspects of sexuality which both partners fi nd accept-
able. Changes women experience are most often linked to menopause and 
reduced estrogen levels. As women age, it may take longer for the vagina 
to swell and lubricate when sexually aroused. A woman’s vagina may also 
lose elasticity. Together these two conditions can make intercourse less 
comfortable or even painful. Women might also feel a burning sensation 
during vaginal penetration or discover vaginal bleeding afterward. Longer 
foreplay sometimes helps stimulate natural lubrication or women can 
try water-based lubricants such as K-Y jelly, or talk to a physician about 
estrogen cream or estrogen replacement therapy. Vaginal penetration helps 
maintain lubrication and elasticity if done regularly. If a woman hasn’t 
been sexually active for a while because of illness or absence from a mate, 
it’s a good idea to talk to the partner about slowly moving back to having 
intercourse to minimize pain, or to opt for other ways to be intimate. 

    6.3.2       Physical changes in men 
 As   men age, it might take longer to achieve an erection. Erections may be 
less fi rm and may not last as long. Aging also increases the time between 
possible ejaculations. Trying different positions may make intercourse eas-
ier for both partners. If a man is having problems maintaining an erection 
or reaching orgasm a doctor can discuss medications that can help men 
achieve and maintain an erection. Partners can help distinguish physical 
from other aspects of erectile problems by noting that healthy men have an 
erection while they sleep every 90 minutes or so. When an erection fails to 
take place during sleep, as it does for about 10% of all men, it may suggest 
a physical problem such as diabetes, high blood pressure, cardio-vascular 
problems, spinal injuries, or medications that inhibit sexual functioning 
including medications for depression, high blood pressure, antihistamines, 
acid-blocking drugs, and drugs used to treat sleep problems. 

    6.3.3        Psychological changes in men and 
women as they age 

 Often   the same sexual problems that affect men and women earlier in 
life affect them as they age. Feeling embarrassed or ashamed about 
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sexual needs and performance anxiety may affect a person’s ability to 
become aroused. Changes in appearance might also affect the ability to 
emotionally and physically connect with a partner. A poor body image 
often reduces sex drive because one of the partners no longer feels wor-
thy of sexual attention from the other partner. The stress of worrying 
too much about how one will perform can trigger impotence in men or 
a lack of arousal in women. Urging clients experiencing sexual diffi -
culties to take things slowly can help reduce performance anxiety  –  the 
main cause of sexual diffi culties in the young and the old. 

    6.4        SUGGESTIONS FOR HELPING OLDER ADULTS 
IMPROVE THEIR SEX LIVES 

1.   Help clients expand their defi nition of sex  to include touch, 
sensual massage, masturbation, and oral sex.  

2.   Help clients improve communications with partners.  When 
sexual problems exist it can be helpful to have partners discuss 
any physical or emotional changes they may be going through, 
and what partners can do to accommodate those changes during 
intimacy. Communication itself can be arousing.  

3.   Make changes in sexual routines.  Simple changes can improve 
one’s sex life, including changing the time of day when a couple 
usually has sex to a time when both partners have the most energy 
(for example, mornings, when a couple has just had a refreshing 
night of sleep). Because it might take longer to become aroused, 
couples might take more time to set the stage for romance, such 
as a romantic dinner or an evening of dancing.  

4.   Managing expectations.  If a couple hasn’t had sex very often 
as younger adults, they shouldn’t expect to have a great deal of 
sex as older adults. Partners who enjoyed frequent sex when they 
were younger are more likely to continue to do so as they age.  

5.   Caring for one’s health.  Older couples should be urged to have a 
healthy diet and regular exercise to keep their bodies fi t, since this 
keeps a person ready for sex at any age. Couples should also be 
urged to avoid alcohol, since it often decreases sexual functioning 
in men and women. Illegal drugs such as marijuana and cocaine 
impair sexual functioning, as do a number of prescription drugs. 
Couples on medication should be urged to determine sexual side 
effects from doctors, pharmacists and websites where side effects 
are discussed. If a medication has a sexual side effect, perhaps 
other medications with less adverse effects might be used.  



6.   Sex and single older adults.  Almost half of the people 65 and 
older in the USA are single. New romances can be exciting and 
may lead to sexual intimacy, but couples should be urged to prac-
tice safe sex. Contrary to popular belief, AIDS is not a younger 
person’s disease. According to a Mayo Clinic report, people over 
50 make up about 19% of the AIDS cases in the USA. All sex-
ually active people  –  no matter their age  –  can contract STDs. 
Couples should be urged to stay monogamous with a new part-
ner, practice safe sex by using condoms, and both partners should 
be tested for HIV. Older adults are less likely than are younger 
adults to have ever been tested. 

 According   to  Perman (2006) , many older adults simply date with-
out necessarily wanting to remarry. Living Apart Together (LAT) is a 
form of relationship in which partners defi ne themselves as a couple, 
see each other often but maintain separate residences. Creating this 
form of relationship may stem from job demands, responsibilities to 
family members, etc., but for others it provides suffi cient intimacy but 
also time to see friends, have secure fi nances, and be involved in activi-
ties they enjoy, but which their partners may not. For women, maintain-
ing their own homes constitutes a resource base that provides fi nancial 
security and avoids co-mingling fi nances and the problems that may 
arise from misunderstandings about money, unequal responsibilities, or 
broken relationships. 

 Some   states have wisely given older adults the opportunity to have 
domestic partnerships in which one of the partners might receive the 
medical benefi ts of the other. Many people who enter into domestic 
partnerships have a form of pre-nuptial agreement that serves to pro-
tect them fi nancially should the relationship end. Entering a domestic 
partnership has many of the legal constraints of marriage but fewer of 
the benefi ts. Income tax, for example, must be paid as a single tax payer 
and joint returns are disallowed under federal and state guidelines.  

    6.5        DETERMINING THE CAUSE OF SEXUAL DIFFICULTIES 
IN OLDER ADULTS 

    Huffstetler (2006)  suggests that the theory of deconstruction helps 
older adult clients with sexual problems understand the historical rea-
sons they may be experiencing sexual problems and to rewrite their per-
sonal narratives about their sexual lives and their experiences with love 
and intimacy by developing alternative meanings in order to  “ exam-
ine the meaning of sexuality in their own lives and to determine ways 
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to  overcome any taboos related to sexual expression ”  (p. 10). Sexual 
assessment tools might also be helpful in fi rming up a diagnosis. The 
 Clinical Effectiveness Group (2005)  using best evidence suggests that 
the following information is necessary to establish a fi rm diagnosis of 
sexual problems: 

1.   Presenting complaint:  Start the sexual history with less intrusive 
questions regarding presenting concerns and symptoms before 
asking more sensitive questions regarding sexual behavior. The 
reason for attendance should be ascertained. After this has been 
determined, the clinician should then ask direct questions regard-
ing the duration and nature of any reported symptoms ( Clinical
Effectiveness Group, 2005, p. 3 ).

2.   Attitudes toward love:  It’s important to obtain a history of the 
client’s experiences with love. Often those experiences and the 
attitudes and beliefs that underlie them may have a great deal to 
do with current problems in sexuality and intimacy. In obtaining 
the history, the following should be ascertained: 

       ●      Their description of romantic love.  
       ●       Have any of their partners met that description and if so indi-

cate why and who they were.  
       ●       Did marriage or long-term relationships develop from a love 

experience?  
       ●      Any unrequited loves?  
       ●      Any love experiences that were heart-breaking? 
       ●      Any divorces? Find out why a marriage ended in divorce.  
       ●       Children? How many and what is the quality of the 

relationship?
       ●      Relationships with ex-spouses or long-time relationships.     
3.   Sexual history:  The following are important pieces of informa-

tion that might explain why the client is having a sexual problem 
now: 

       ●      Attitudes of parents toward love and sexuality.  
       ●       Religious or other barriers to the enjoyment of sex which asso-

ciate sex with guilt and denial.  
       ●       Physical limitations, which have made sexual relations 

problematic.
       ●      First sexual experience and how it affected the client.  
       ●       Early experiences and whether any resulted in a sexual 

problem.



       ●       Any sexual problems preceding the problem the client is cur-
rently having.  

       ●      Sexual histories with spouses or sexual partners.  
       ●      Whether having children affected sexuality.  
       ●      Period of not having sex and why.  
       ●       If the client is male, has he ever had sexual contact with 

another man?  
       ●       Has the client been sexually molested? If so, at what age and 

what was the impact?  
       ●      Sexually transmitted infections or brief sexual encounters.  
       ●       Has the client been tested for HIV/AIDS, Hepatitis B, or any 

other STD? When and what was the diagnosis?  
       ●      Past medical problems, surgeries and medications. 
       ●       Past use of counseling for sexual and non-sexual problems. 

Reasons for counseling and changes made, if any.     
4.   Current sexual issues:  In this part of the sexual history it’s vital 

that accurate information be obtained. Having the client’s partner 
come to the interview may be helpful, particularly if the partner 
is experiencing unhappiness because of the sexual problem. The 
following topics should be covered: 

       ●       What is the current sexual problem? Be sure to have the client 
be very specifi c.  

       ●       How long has it been since the client last had intercourse or 
other sexual activities?  

       ●      How long has the problem lasted? 
       ●       What has the client done to resolve the problem and how effec-

tive have those attempts been?  
       ●      Are they currently in a relationship? 
       ●       Defi ne the relationship (marriage, steady committed, partner, 

occasional sexual partner).  
       ●      The client’s assessment of the relationship. 
       ●       What has the client’s sexual partner done to help or harm the 

problem (if the client has a sexual partner)?  
       ●       Has the client sought professional help? If so from whom and 

with what impact?  
       ●       Current medications, surgeries or medical problems that might 

create problems in sexual functioning.  
       ●       Are there positions or sexual acts the client fi nds unacceptable 

and would not be willing to try? Ask the same question about 
the client’s sexual partner.      
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       A CASE STUDY: LOSING SEXUAL INTEREST IN A 
PARTNER      
 The   following case involves a 67-year-old male and a 64-year-old female 
who have been married for 35 years and are the parents of three grown 
and successful children. The wife tells the first part of the case, followed 
by the husband. 

    Her Story 
    “ We’ve been married over 35 years and have what I think is an excep-
tional life by any measure. We have good friends, loving children, and 
we’re financially in very good shape. Jack started losing interest in having 
sex with me two years ago. When I asked why our sex life wasn’t as good 
as it used to be (we’d previously had sex at least three times a week), he 
said that he’d just didn’t have much of a sex drive, yet I caught him mas-
turbating at the computer on one of those porn sites. I didn’t say any-
thing, but I know he goes into those sites once or twice a day. It’s hurtful 
to me that he masturbates instead of having sex with me, but I can’t get 
up the courage to discuss it. He seems happy with me otherwise, but I 
miss sex and I’m feeling pretty rejected a lot of time. ”   

    His Story 
    “ I love my wife but the truth is that I don’t find her attractive any more. 
She’s put on a lot of weight and she looks old to me. She’s losing her 
hair and when I see her naked it repulses me. After 35 years the passion 
wanes but this is much more serious, I think. The thought of having sex 
with her makes me physically ill and a couple of times, during oral sex, 
I’ve gotten so ill I’ve vomited. I masturbate while looking at porno sites. 
It seems a harmless way to deal with my sexual needs, but my guess is 
that Jackie knows and resents it. I can’t get myself to talk to her about it 
since I think it would break her heart, and anyway, it makes me feel like a 
complete ass. ”   

    Intervention 
 The   clinician who ultimately saw this couple did so for the purpose 
of divorce mediation since Jackie, much against her true wishes but 
because of deeply hurt feelings, initiated divorce proceedings against 
Jack. The clinician, a licensed and highly experienced clinical social 
worker, quickly realized that neither partner wanted a divorce, but that 
the sexual problem was daunting. Jack had no desire to have sex with 
other women and felt fine masturbating to porn sites. Jackie finds that 
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an unacceptable solution. The worker asked the couple to discuss their 
sexual problem. Jack said,  “ You’ve put on at least 100 pounds since we 
married. You don’t dress up or put on makeup the way you used to. You 
wear old lady clothes, and you never try and look nice for me. Your sleep 
apnea, which the doctor said was due to your weight, requires that you 
wear a breathing mask at night. How appealing do you think that is 
for me? ”  

 Jackie   responded by saying,  “ If I lost weight and started to look better 
would that even make a difference? Much of the weight I’ve put on hap-
pened in the past couple of years when you clearly didn’t want to have 
sex with me. And when this all started, I was dressing up and I looked 
good but you stopped having interest in me anyway, so stop putting 
the blame for your problem on me. You just find those bimbos on the 
Internet a lot sexier than a 64-year-old woman, any 64-year-old woman. 
Admit it. ”  

 Jack   told Jackie,  “ Maybe that’s true. Maybe young women turn me on 
but we have a relationship I treasure. I’ve never been unfaithful, I still love 
you. You want to break up a marriage because after 35 years we don’t 
have a sex life? That seems pretty extreme to me. Do you think you’ll go 
out there in the world and a prince charming who wants to have sex 
with you all the time will come along? ”  

    “ No, ”  Jackie replied,  “ no I don’t, but I won’t have to live with the humili-
ation of sleeping with a man who doesn’t want to touch me, will I? ”  

 In   further discussions Jackie agreed to lose weight and begin taking 
better care of her self. She joined a tennis club, began working out and 
went to people who would help her choose more attractive clothing and 
better makeup. Jack agreed to stop using porn sites and to stop mastur-
bating. As Jack’s sexual needs increased and Jackie began looking better, 
the sex life they enjoyed earlier slowly began to return. The clinician who 
worked with them said: 

    “ You see a lot of older adults like Jack and Jackie who still love one 
another but the passion has left and it’s hurtful. Many of them describe 
their partners as roommates or business partners. I went to the litera-
ture and read what little I could find on older sexuality and discovered 
that sexual distance often develops when partners begin to find one 
another unattractive. I also felt that with Jack not masturbating he would 
pay more attention to Jackie to have his sexual needs met if Jackie did 
something to improve her attractiveness to Jack. She readily agreed to 
lose weight since she felt uncomfortable and unattractive at her cur-
rent weight. Joining a weight loss program and the tennis club helped 
her lose weight and improve her self-esteem. She also began to discover 
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that as she lost weight and dressed more attractively that men in her 
age group began to look at her in ways they hadn’t in awhile. Jack also 
noticed, which helped improve the frequency of sexual contact. Feeling 
a bit worried that someone might take Jackie away from him increased 
his desire to please her. It’s not an ideal solution, since you would hope 
that love, mutual concern, and the desire to please one another would 
resolve this problem naturally without the need for a professional. In my 
experience sex is a difficult thing for people to talk about to one another. 
Sometimes simple solutions such as the one that worked here are called 
for. We still don’t know a lot about older sexuality and few older adults 
seek help when they have sexual problems, believing that it’s all about 
aging and nothing can be done to help. Perhaps as the number of older 
men and women increases and a new openness develops as people 
live longer that more older adults will seek help. Certainly doctors, who 
more often work with older adults than human service professionals can 
help matters by discussing sexual problems and, when appropriate, refer 
people for help. ”      

       6.6        LOVE IN A TIME OF OLDER ADULTHOOD: A 
PERSONAL STORY 

 We   were in our middle fi fties when we met by Internet dating  –   “ One 
and Only ” ! Of course, neither of us knew it then because we were both 
lying about our ages and had subtracted a neat ten years for purposes of 
the introductory bio. 

 Each   of us thought that the qualities of vitality, sensuality and sexu-
ality might only be found in someone in that younger decade. 

 Both   David and I had given a lot of thought to our search for a part-
ner  …  for  “ into the golden years. ”  

 Casualties   of earlier failures, we had both been married and divorced 
twice. I had been single for fi ve years after concluding a ten-year sec-
ond marriage that I cheerfully described as  “ lousy, ”  and David had been 
out of a marriage for about three years but was still jointly raising two 
pre-teen children. He had a less than cordial relationship with his chil-
dren’s mother. 

 Looking   back, I think we had both made similar earlier mistakes in 
choosing a mate. Certainly, I had opted for physical attraction and sex-
ual activity  –  not grasping that a lack of complementarity of intellectual 
and emotional styles would give rise to the later ever- widening abyss 



of non-communication in almost every aspect of daily life. My ex and 
I really didn’t have that much in common, and while we still thought 
of one another as pretty nice people, we had no real interest or reason 
to be together. Tired of the emptiness of daily individual pursuits, we 
parted.

 In   David’s case, he had married a young woman almost 19 years his 
junior. Over time she seems to have grown up  –  and away  –  in much 
the same fashion as I had experienced, until they were yoked together 
in a dry, frustrating monotony of daily non-connection. Ultimately they 
parted with pain and rancor and two children to raise in a newly non-
conventional family situation. 

 Each   in our own way still yearned for a  “ fi nal partner. ”  And, in that 
person we hoped for compassion, intellect, friendship, mutual values, 
similar goals and especially the capacity for a deep trusting bonding 
on which to rely. That list was really headed by the unspoken  “ I really 
want to feel excited and sexy (but I don’t want to pay the price again for 
a poor choice). ”

 For   my own part I’d taken a year off to be with my mother during 
her waning days and was feeling sad and hurt at her loss. I’d parted 
ways with a serviceable boyfriend who just wasn’t available to make 
the leap to committed loving. 

 So  , for a year, after a friend showed me about internet dating, I 
dated. I met a lot of very nice men but not anyone who  “ turned me on. ”  
I realized then that in addition to the more abstract qualities for which 
I was searching, there was that drop-dead essential component called 
 “ chemistry. ”  Additionally, I reviewed my past relationships and con-
cluded that all had been begun only on the basis of this  “ chemistry, ”  
and look where they were now! 

 Later  , when David and I had already met and began exchanging 
thoughts, he too recognized that something in his selection process had 
also failed similarly. Of course, he gets handicap points for just being a 
man and being so much more visually stimulated, but nonetheless our 
processes were very similar. 

 By   the time our paths crossed, David too had been dating for over 
a year and was really jaded. He’s a jock kinda guy, once described as 
a man’s man, who doesn’t cook for himself and mopes when not in a 
relationship that gives him the opportunity to live out a number of role 
activities by which he defi nes himself, such as caretaking, supporting, 
and sharing the popcorn at the occasional movie. He had seen my bio 
on the dating site but wrote me off as GU (geographically  undesirable).
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He told me later that he’d thought me attractive, but was just too tired 
and was going to let the ad lapse and spend the rest of his life in a 
monastic moue. 

 But   I contacted him! I’d decided that not only did this man’s bio 
indicate some of the right things, I liked his looks! 

 Aha  , there was that chemistry thing again, but this time I wanted to 
see if I could have it all  –  attraction together with stability, maturity, and 
character. This was a package I earnestly believed I could deliver, and I 
was confi dent that if it was explored in a conscious, persistent pattern, it 
was defi nitely possible. 

 David   and I exchanged e-mails, then phone calls. But both of us 
wanted to have an in-person meeting as soon as possible. He did the 
gentlemanly thing and drove the 40 minutes to my neighborhood. 
Yes, I know, GU is something that is generally measured in state lines 
and international boundaries, but this was one fatigued knight errant, 
and the distance between our little communities looked more like the 
stretch across the great plains than a pleasant tootle along the Southern 
California coast. 

 He   made it, parking in front of my little house on a Sunday after-
noon while I was watering the roses awaiting his arrival. We rushed into 
one another’s arms, pledged our undying troth and have lived happily 
ever after. 

 Well  , not exactly. 
 David   parked in front of my little house, strolled laconically up the 

drive and commenced an hour of being aloof and standoffi sh. First he 
was unfriendly at my pleasant welcome, simply shrugging and main-
taining a distance. Then, after entering my house, he looked around and 
offered,  “ So? You rent here? ”

 Sure  , I was surprised and somewhat baffl ed by this diffi dence. But 
patience is a virtue that I’d grown into and I immediately decided to 
wait a bit and depend on the earlier long-distance conversations we 
had shared to show their true colors. I’ve lived all my life with animals, 
large and small, and I know that once injured, any animal with any 
sense is cautious and tentative in returning to try again. 

 Since   that original meeting we’ve been together almost 24/7. We did 
spend the requisite time with beach walks and talks, candlelit dinners 
and hand holding at the movies, but we also almost immediately started 
meeting real-life issues head-on. These issues had previously triggered 
old, established patterns in each other which had led to less than happy 
results in the past. 



 David   had children marching quickly into teen-angst. His parent-
ing skills were limited, and mine were nonexistent as I had never raised 
children of my own. We clashed on beliefs about confl ict resolution and 
emotional style. We both fell back into patterns, on his part consisting 
of angry outbursts, and on my part consisting of fl ight. After awhile I 
just kept a bag packed. This hurt us both and threatened to break a bond 
we both wanted to keep. We had periods of comfort and pleasure in one 
another’s company, fi nding ever more areas in which we shared similar 
or complimentary interests and enjoyments, and devastating eruptions 
of emotional lava in areas of disagreement. 

 Finally   we got the message. We’re TOO OLD FOR THIS! 
 By   this time we were no longer in our middle fi fties –  we were both 

approaching 60. We had to admit to ourselves and to one another that 
time was running out. 

 So   we sat down and decided to combine our styles in an effort to 
attain our mutual goal  –  happiness together. 

 We   looked at the  “ big picture, ”  that we each continued to be 
attracted to one another intellectually, emotionally and sexually. We 
affi rmed that it is the big picture –  the company of one another  –  that is 
most important, and that continuing devastating confl ict will so damage 
our little ship of state that it might sink. NOT ACCEPTABLE. 

 So   then, what and how to fi x? Well, we looked at what we were 
DOING. David was doing anger and I was doing fl ight. Both activities 
drove the other crazy. We looked at where these practices had originated  –
not new to our relationship! David was repeating a pattern learned in 
early childhood in which his mother had modeled nastiness and vitu-
peration, taking no-prisoners attack verbiage as her expression of frus-
tration or disappointment. I was still trying to run away from an angry 
and violent father as I had done when I was a toddler. So, we made a 
conscious decision to declare them “ old baggage, ”  didn’t matter exactly 
from where  –  just doesn’t work here. In fact, hurts more than it helps. 

 David   agreed to modify his pattern of anger by not lashing out at me 
and I agreed to put away my suitcases and to call for a sit-down discus-
sion of any  “ problem. ”  

 Now  , when either of us fl ips back into some old emotional pat-
tern of disgruntlement, we are committed to immediately recognizing 
it, acknowledging that it is a pattern, and breaking away from it so as 
not to damage the other person or the relationship. We simply promised 
ourselves and one another that we would not allow the old misunder-
standings of how to treat a signifi cant other to kill our love. 
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 In   this way we are affi rming, as constantly as possible, our belief 
in and commitment to the other person and to the relationship that we 
enjoy. 

 And   we DO ENJOY. 
 In   every way, as we are kinder to, more entertained by, and accept-

ing of our partner. We are so enriched and comforted by the friendship 
that continues to grow. 

 Unexpected   fallout from our venture is that sensuality and sexuality 
has been enhanced. 

 By   knowing David better every day, by letting down my own bar-
riers and defenses, I feel safer and less “ different ”  from him. And con-
sequently I spend more time feeling that we are interacting facets of a 
 “ whole, ”  so touching, sex, listening to each other, and sharing space all 
become moments of fulfi llment and contentment.  –  CJR  

    6.7       SUMMARY 
 This   chapter explores the issues of love and intimacy in older adult-
hood. Data are provided showing that many older adults maintain robust 
sexual lives. Physical and emotional issues that may interfere with love 
and intimacy are provided along with a case study exploring an older 
couple whose love life has become troublesome with a treatment inter-
vention and a personal story of older love.  

    6.8       QUESTIONS FROM THE CHAPTER 
1.     Isn’t it a little, well, disgusting to think about really old people 

making love?  
2.     People fall in love in their 70’s and 80’s? That seems pretty 

unlikely. Why would they do that? 
    3.     It seems obvious that people who have been together a long time 

would begin to fi nd their attraction to a spouse or mate diminished. 
What attracts us early in life often shifts as we age. Don’t you agree? 

4.     I thought you were supposed to get wiser as you age. Why would 
there be old people out there who are as crazy when they love 
someone as they were when they were young?  

5.     The personal story certainly makes older love look awfully 
complicated. Shouldn’t love be easier the older you get because 
you’re wiser and you have more life experience?   
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     7.1       INTRODUCTION 
Because  of better health that allows many people to continue working, 
forced layoffs because of age discrimination that stereotypes older 
workers as less competitive, and fi nancial problems that prevent some 
workers from early retirement, many older adults face workplace issues 
that are confusing, diffi cult to resolve, and at times, fi lled with work-
place bias and ageism. As  Mor-Barak and Tynan (1993)  argue,  “ Despite 
this interest in continued employment by employers and older adults, 
older workers are more likely to lose their jobs than younger workers in 
instances such as plant closings and corporate mergers ( Beckett, 1988 ) ”  
(p. 45). The authors go on to point out that many businesses can’t or 
won’t deal with life events faced by older workers such as  “ widowhood 
and caring for ailing spouses, and as a result many older workers are 
forced to retire earlier than planned ”  (p. 45). 

 Writing   about the loss of work and its impact on older men,  Levant 
(1997)  says that as men lose their good-provider roles, the experience 
results in  “ severe gender role strain ”  (p. 221) that affects relationships 
and can be disruptive to the point of ending otherwise strong marriages. 
Because older adults are more likely to lose high-level jobs due to
downsizing and ageism, social contacts decrease and many otherwise 
healthy and motivated workers must deal with increased levels of isola-
tion and loneliness.  Schneider (1998)  points out that many Americans 
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are workaholics and that when work is taken away or jobs are diminished 
in complexity and creativity, many older adults experience a decrease in 
physical and mental health. And while early retirement is touted as a 
way to achieve the good life at an early age, the experience is a complex 
and even a wrenching one, in which older adults who are fi nancially able 
to retire often have little ability to handle extra time, have failed to make 
sound retirement plans, and fi nd out quickly that not working takes away 
social contacts, status, and a way to organize time. 

    Heller (1993)  reports that the loss of roles when older adults no 
longer work can be devastating:  “ A major problem is that individuals 
lose institutional roles with age (e.g., forced retirement at age 65) and 
fi nd that their contribution to society is devalued, not on the basis of 
personal attributes or behavior but because age has moved them to the 
role of a non-participant in society ”  (p.125).  Heller (1993)  suggests that 
 “ [t]he challenge for society will be to fi nd ways for elderly citizens to 
perform useful social roles in mediating structures of neighborhood, 
family, and voluntary social organizations  –  roles that convey a contin-
ued sense of competence and esteem ”  (p. 125). 

 For   many healthy, work-oriented, and motivated older adults, volunteer 
and civic roles are not at all what they are looking for. They want to continue 
to work, to contribute, and to receive the status and benefi ts related 
to work. The fact that social security has a benefi t scale based on birth 
date will make it unlikely for many workers in their forties and fi fties to 
retire early. Current economic problems that have reduced savings and 
pensions also suggest that older workers will continue to work well past 
their mid-sixties. But continued work beyond retirement age has negative 
ramifi cations for workers who have worked at physically and emotionally 
demanding jobs and have seen their bodies and nervous systems wear out. 
For many of them, working well into their seventies may be diffi cult if 
not impossible. Many older adults who work at menial jobs to supplement 
social security benefi ts and savings fi nd the experience unenlightening, 
demeaning, and physically draining. 

    Zedlewski and Butrica (2007)  report that more than 10 million 
healthy older adults without care-giving responsibilities, who would 
like to work or volunteer, are engaged in neither even though more than 
half are under the age of 75 and 90% have some paid work experience. 
Engagement in work or volunteerism improves health and mortality 
through increased cognitive activity, exposure to stimulating environ-
ments, and social interactions (Hultsch et al., 1999;  Kubzansky et al., 
2000 ). Additionally, enhanced social status ( Thoits and Hewitt, 2001 )



and greater access to social, psychological, and material resources can 
also be positively affected by work and volunteerism ( Wilson, 2000 ). 

    Zedlewski and Butrica (2007)  believe that many older workers 
would enjoy a paid work or volunteer position. The authors argue that 
funding for training programs that target low-income older adults and 
broader communication networks that connect older adults to available 
volunteer and work opportunities are needed. The author’s write, 

 Policymakers must understand the payoff s of keeping older adults 
engaged. Longer careers increase retirement incomes, generate 
greater tax revenue, and reduce net Social Security payouts. Increased 
volunteerism improves physical and mental health, potentially reduces 
public health care costs, and benefi ts those receiving the services 
older adults provide. Investments in training older adults for new work 
and volunteer opportunities will have large personal, community, and 
national economic rewards. ( Zedlewski and Butrica , 2007, p. 8 )    

    7.2       RETIREMENT STRESS 
    Mor-Barak and Tynan (1993)  suggest that retirement at a specifi c age is 
an  “ artifact of the Social Security laws that has acquired certain conve-
niences, leading to its perception and adoption as ‘ normative ’  ”  (p. 49) 
and that it “ enables employers to dispense with the services of older 
workers gracefully, avoiding the administrative diffi culties of selectively 
fi ring often  ‘ faithful ’  workers ”  (p. 49) while allowing older workers to 
 “ salvage ”  self-respect because retiring at a specifi c age means you a 
member of a class of workers who were let go by mandate from the 
workforce rather than being individually removed. However, 

 [T]hese conveniences do not mean that the current retirement sys-
tem is benefi cial for everyone. Retirement, which was once seen as 
a great achievement for the worker, is now viewed as an obstacle by 
people who feel they can and want to continue participating in the 
work force. Improved health and longer life expectancy prolong the 
period in which older adults can be productive in society. In addition, 
the larger variety of jobs not demanding physical strength enables 
more older people to continue working. These changes call for policy 
alterations to provide older adults with options and real choices with 
respect to work and retirement. ( Mor-Barak and Tynan, 1993, p. 49 )   

 It   is often assumed that retirement is a pleasant experience, and 
for many people it is, but the process itself can be daunting and the 
 decision itself can be so diffi cult to make that approximately 30% of 
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all retirees perceive it as being very stressful ( Atchley, 1975 ;  Boss é  
et al., 1991 ;  Braithwaite et al., 1986 ). If 30% of adults over the age 
of 65 perceive retirement as a very stressful event, that means that 
currently more than 10 million people have experienced stress when 
making the decision to retire. This fi gure may grossly underestimate 
retirement stress because many people retire before age 65. 

 Factors   that have been associated with retirement stress include forced 
retirement, worker burnout and job unhappiness, a belief that a new job 
will be just as unrewarding and stressful as a current position, early retire-
ment, retirement because of ill health, and fi nancial diffi culties. Forced 
retirement or retirement where workers are given strong messages that 
they are unwanted have been associated with greater diffi culties adjusting 
( Atchley, 1982 ;  Walker et al., 1981 ), lower satisfaction with retirement 
( Isaksson, 1997 ), adverse psychological reactions ( Sharpley and Layton, 
1998 ), and increased stress ( Isaksson, 1997 ;  Sharpley and Layton, 1998 ). 

 Workers   who retire early have been found to be less satisfi ed with 
their lives than people who continue to work well into their sixties 
and seventies ( Palmore et al., 1984 ). Individuals who are forced to 
retire because of ill health predictably report lower levels of morale 
( Braithwaite et al., 1986 ), higher stress scores ( Boss é  et al., 1991 ),
and are at greater risk for emotional diffi culties ( Sharpley and Layton, 
1998 ).  Martin et al. (1988)  found that the lower the socioeconomic 
status of men, the more negative the impact of retirement overall. 
Individuals who experience a substantial loss of income during retire-
ment tend to experience poor morale ( Richardson and Kilty, 1991 ) and 
poor adjustment (Palmore et al., 1985). Many people who fi nd their 
retirement plans changed because companies no longer honor pension 
plans or have grossly changed pension plans also report lower satisfac-
tion with retirement and greater levels of stress. 

    Reeves and Darville (1994)  found that well-adjusted retirees report 
more social support than retirees who are less well-adjusted ( Reeves  &  
Darville, 1994 ).  Fletcher  &  Hansson (1991)  report that retirees who 
expected to have very little personal control over their lives during retire-
ment not only had more negative views of retirement but also feared 
the event.  Glamser (1976)  found that those who expected retirement 
to be a positive experience held a positive attitude about retirement, while 
those expecting retirement to be a negative experience held negative 
attitudes about their retired lives. 

 The   issue of early retirement is one in which substantial involvement 
of helping professionals should exist. Early retirement is a complex issue 



for many older adults who may feel diminished and mistreated at work 
and see retirement as a way of coping with low morale and stress. Often 
it isn’t a good solution since many early retirees have not thought through 
retirement as a life style change and may still desire to work, although 
in new organizations, but may believe that their age makes new employ-
ment unlikely. Financial incentive plans for early retirement that seem 
lucrative may in fact offer a person less fi nancial security in the long run 
and reduced social security and pension benefi ts. Work is important to 
most people since it offers status and a daily schedule. When those two 
important factors are taken away, many early retirees feel unimportant 
and confused about how they plan to spend the day. As a nurse told a 
colleague when he mentioned his plan to retire early,  “ You have 30 good 
years ahead of you, ”  she said,  “ What are you going to do with yourself? ”
He immediately forgot about early retirement and decided to handle his 
current job unhappiness by going elsewhere, and it worked. 

    Atchley (1999)  propose six phases of retirement consisting of the 
following: 

1.     In the pre-retirement phase, workers become aware that retire-
ment is approaching and in the years prior to retirement, save 
money, dream of life after retirement, and begin to gradually pre-
pare for this change in life.  

    2.     The honeymoon phase takes place immediately after the actual 
retirement event and is characterized by enjoyment of free time and 
the ability to do everything the retiree has wanted to do for years. 

3.     The disenchantment phase occurs when the retiree completes 
activities, trips and time with family, activities they had always 
wanted to do, and now feels depressed because there is a lack of 
new activities to remain engaged in and excited about, and bore-
dom and unhappiness then set in.  

4.     The disenchantment period leads to a reorientation phase dur-
ing which the retiree begins to develop a more realistic attitude 
toward the use of time, and priorities are set that contribute to the 
next phase.  

5.     In the stability phase, a retirement routine is developed that may 
include work, recreational activities, new learning opportunities 
and other activities that keep the retiree content and involved.  

6.     The terminal phase or the end of retirement occurs when illness 
or disability prevents the retiree from actively caring for himself 
or herself. 
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    7.3        BEST EVIDENCE FOR WORK WITH 
RETIREMENT-RELATED STRESS 

 Because   of the stressful nature of retirement,  Nuttman-Schwartz (2007)  
suggests that helping professionals involve family members in  retirement 
planning. The researcher writes,  “ The results [of his study] showed  family 
perceptions ’  contribute to postretirement adjustment. Thus, in order to 
help the retirees to accept their retirement transition, it  suggests that the 
pre-retirement intervention should focus on the family as a whole, espe-
cially when retirees plan their future ”  (p. 192). According to the author, 
pre-planning with family is particularly important when the retiree shows 
signs of loneliness and depression before retirement, because those emo-
tional states may continue and even worsen after retirement. 

    Carpenter et al. (2006)  found that adult children sometimes know 
their parents ’  preferences for retired life but are often unaware of 
many important issues, particularly those issues that pertain to achiev-
ing a high quality of life. The researchers suggest that families engage 
themselves in discussions of late-life issues and fi nd out parental pref-
erences. The authors recognize that families may not have these discus-
sions  “ because of time constraints, discomfort bringing up topics that 
imply eventual impairment, or simply because families lack the tools 
to have productive discussions about preferences ”  (p. 562). The authors 
suggest a family process to reevaluate and accommodate the changing 
needs and preferences of older adults as they consider and move into 
retirement. The researchers conclude by saying that “ [b]ecause most 
children inevitably play some role in guiding the psychosocial care of 
their parents, it is imperative to fi nd ways to improve their knowledge 
about parent preferences and values ”  (p. 562). 

    Smith and Moen (2004)  interviewed over 400 retired couples. 
Although 67% of the individual spouses said they were satisfi ed with 
retirement, 59% of the couples surveyed said they were jointly satisfi ed. 
Those couples most likely to report joint retirement satisfaction were 
retired wives whose husbands were not infl uential in their retirement 
decision. When a spouse retired and the other spouse was expected to 
stop work and move to a new locale as part of the overall retirement 
plan, satisfaction with retirement decreased as did marital satisfaction. 
Understandably, retirement should be a joint decision and both partners 
should have an equal say in how retirement might affect their lives. 

  Bakalar (2006)  reports on a study of 280 socially disadvantaged 
men with low-level jobs who were interviewed about life satisfaction 



from adolescence until an average age of 75. The researchers found that 
 happiness in retirement didn’t depend on good health or  having a large 
income in this group of men. Men who found retirement  satisfying were 
more than twice as likely to report enjoying relationships,  volunteering, 
and having hobbies among their favorite activities than were those who 
found retirement unrewarding. Men who were unhappily retired said 
that they occupied their lives with what the researchers called  “ autistic 
 activities ”  such as watching television, gambling, or caring for them-
selves. Forty-three percent of the happiest retirees said they found pur-
pose in  community service, while only seven percent of those who found 
retirement unsatisfying did so. The researchers concluded that many of 
the issues that contribute to satisfaction after retirement are quite different 
from those that assure a contented and economically secure middle age. 

  Gellene (2007)  reported a study done at Rush Medical Center in 
Chicago, which found that loneliness often precedes dementia in sub-
jects over the age of 80. The study found that the risk of dementia 
increased 51% for every one-point increase on a fi ve-point scale of lone-
liness. The same study found that in men and women aged 50 – 67, sub-
jects who rated themselves as very lonely had blood pressure readings 
fully 30-points higher than subjects in the study who didn’t rate them-
selves as being lonely. Although rates of loneliness among older adults 
might be higher than other age groups because of the death of loved ones 
and health problems, loneliness is a problem for older adults who were 
either lonely before they retired or who fi nd that the loss of work reduces 
their network of friendships. This may be even truer among those who 
relocate after retirement and fi nd it diffi cult to make friends.
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        EVIDENCE-BASED PRACTICE WITH JOB 
DISSATISFACTION IN AN OLDER ADULT: A CASE STUDY      
 Jason   Stewart is a 63-year-old professor of counseling at a third-tier 
public university in the Midwest. He has been feeling burned out and 
unhappy about his job, believing that the students he trains are quite 
inferior, and that most students have lost their idealism and only want 
to be private practitioners and make a great deal of money. He chose 
 counseling as a career to help others and to make the world a better 
place, ideas that seem old fashioned in the current climate of cynicism 
and narcissism he finds among the students he teaches. His feelings of 
burnout and unhappiness have been gaining in strength since Jason was 
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passed over for the chairmanship of his department five years-ago. He is 
now wondering if he should quit work  completely or seek another job, 
and has come for treatment to help him decide on a course of action. 
Jason has no hobbies other than reading mysteries, watching films, and 
writing articles and books. He admits that he thinks therapy is  “ non-
sense ”  and wants the worker to use a brief problem-focused approach to 
resolve his problem, consistent with the notion of life coaching.  Glicken 
(2005, p. 127)    describes life coaching as follows: 

    1.     Life coaching focuses on here-and-now problems. It doesn’t assume 
that a problem has its origins in the past, and it tries to find quick and 
logical solutions.  

    2.     Life coaching is very practical. It uses advice, homework, and search-
ing for answers in the literature and on the Internet. Personal coaches 
often suggest that clients keep logs or write down ideas that are then 
shared with the coach (or therapist). This technique seems efficient for 
many men who believe that taking personal responsibility for change 
will speed up the process.  

    3.     Life coaching encourages the use of behavioral charting to analyze 
a problem and to track success. Charting is a way of problem solving 
that is often familiar to men.  

    4.     Coaching assumes that clients are emotionally healthy and 
 functioning well but just need some practical and supportive assis-
tance with problem-solving. Compare this to therapy that assumes 
dysfunction, describes people in unhealthy ways, and often uses 
labels. Whether people are emotionally healthy or not is something 
no one can tell for certain at the start of treatment. It should soon 
become apparent whether problems need deeper and more long-
term approaches as the client tries to use coaching and finds that it 
either doesn’t help or the material focused on is difficult for the client 
to apply to his life.  

    5.     Coaching is very positive and optimistic. It believes that problems 
can be resolved in a short period of time and that the client has the 
 necessary inner resources and skills to resolve the problem with just a 
little direction from the coach. Compare this to descriptions of  therapy 
as an often long-term, painful, in-depth process, and you can see why 
many men would prefer coaching.  

    6.     Coaching seems very much like the social encounters men have in 
their daily lives.  

    7.     Everyone understands the term  “ coaching, ”  while therapy is still a 
term with many misconceptions and, among some cultures and men, 
 negative connotations.    



 Jason  ’s therapist has used this type of brief, problem-focused treat-
ment with a few clients and has found it superficial at best. Still, it 
seemed only fair that he take into consideration what Jason wanted and 
to work with him. The initial sessions went very well. Jason was highly 
motivated, did a great deal of reading about early retirement and older 
adult burnout, and found that it wasn’t unusual for people in the human 
services to feel burned out and unhappy with their jobs after many years 
of tough, loyal, and successful work without very much financial or emo-
tional payoff. As Jason read, talked to the therapist, and made behav-
ioral charts, he began to complain about feeling depressed.  “ I still don’t 
know what to do, ”  he said, and wondered if the worker had any sugges-
tions. He did. Why not enter the job market and see if he could find a job 
where his skills could be put to better use and where the students were 
academically stronger? 

 Jason   did just that and, much to his surprise, he was a finalist for several 
very high-level positions in tier 1 universities. He spoke to the worker about 
the experience.  “ I wanted something better, but now I’m scared. I don’t 
think I want to work that hard, and I’m worried that having been in a medi-
ocre university makes me unprepared to deal with high-level faculty and 
students. The thought of moving makes me feel old and tired. ”  

 The   worker listened to Jason for several sessions as he discussed his 
confusion and concern about his job possibilities. She told him that 
it seemed as if the pull to stay was stronger than the pull to leave. Was 
there a way he could stay at his university and perhaps change what he 
was doing and begin to work less? Jason explored these options and 
came back with an idea: 

    “ I found out that we have an early retirement plan where you can get 
your pension and social security and still work for five years up to 50% of 
the time and get paid part-time using your current salary and benefit lev-
els as a base. At the end of the five-year period, you can work part-time 
but at a lower salary rate. I think I could do that and perhaps it would 
help me deal with retirement. The problem is that I don’t want to keep 
teaching, so I went to my chair and discussed the plan. He wants me to 
spend the 50% creating new curriculum and trying to deal with the prob-
lems of poor students. He doesn’t think we have enough diversity and 
he wants to see if we can admit more idealistic students and hire more 
idealistic faculty. Everyone was feeling the same way I did, he told me, 
which was a great surprise to me. He said that the reason I was passed 
over for the chair’s position had nothing to do with me or the faculty. The 
faculty wanted me but the administration wanted  someone younger. It 
pissed me off to find out about ageism, but I thought it was because they 
didn’t like me. Five years to ease myself into retirement would give me time 
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to write books and to do some traveling. I live alone and maybe it’s time 
to find someone who can offer companionship and intimacy. I’ve put off 
those needs since I divorced 20 years ago and I feel very lonely at times. ”  

 The   worker thought his idea was a good one and wondered how he 
might find someone to be in his life.  “ I was reading a mystery novel by 
the Swedish writer Henning Mankell called  Firewall  (1998) ”  he said,  “ and 
his main character, a cop called Kurt Wallander, is like me: lonely and set 
in his ways but in need of someone in his life. The detective uses a dating 
service and finds someone. I started thinking about women who have 
given me some indication that they are interested in me. Maybe I’ll just 
follow up and see if I can find someone that way. I don’t think I could 
ever use a dating service at my age, but we’ll see. And I need to start 
going to our national conferences. I met my wife that way and we did 
pretty well for almost 20 years; not bad in this day and age. ”  

    Discussion 
 The   therapist shared the following remarks about her client:  “ Jason is a 
healthy man. There’s nothing wrong with getting burned out on a job or 
feeling unhappy about it. He tested the waters and decided he didn’t want 
to take a job with even more potential for burnout and stress. Having 
made that decision, he found an alternative position. We don’t know 
whether or not it will work but it seems like a good alternative to mov-
ing and dealing with even more stress than he has in his life now. Did I 
feel comfortable using the parameters he set down initially for treatment? 
Sure. Clients have to be invested in what they do and coaching, or at least 
his read on coaching, seemed feasible to me. Why assume that there are 
larger problems in his life when a brief, problem-focused approach might 
work? Using charts and reading is Jason’s way to problem-solve. But as he 
found out, there’s a difference between problem-solving and dealing with 
inner turmoil. You can know what to do logically but it can still make you 
anxious and uncertain. I have confidence in my clients to do what’s best 
for them. Therapy is a process, and part of that process is to go through a 
series of steps to determine what to do about a problem so that you arrive 
at a point where the client does what he or she thinks is right for them 
now. My job is to facilitate the process and see that the client doesn’t 
avoid any of the necessary steps. 

    “ Has Jason done well? I spoke to him several weeks ago. He’s been 
out of therapy for a year and called to chat. He said that he’s happy that 
he went to work half-time and likes the time off. He isn’t terribly happy 
about the work he’s doing and finds that he just isn’t interested in 
counseling anymore. His writing is going well and he may just focus on 
writing, but he isn’t certain. He’s been dating, but hasn’t found  anyone 



special. He sounds happier than when I first saw him, but he still has his 
down days. I asked if he wanted to come back and see me, but he said 
that he was OK with where we left things and that it had helped. He just 
didn’t think the problems he was having warranted more therapy since 
the best thing for him now was to keep testing the waters to find the 
right solutions. He also said that our work together helped him a great 
deal. He was stuck then and now he wasn’t. 

    “ Do I think Jason has made substantial movement? I do. Could he have 
made more movement had he stayed in therapy longer? I don’t think so 
since clients usually leave therapy when  they  feel ready, not when the 
therapist does. Are there underlying issues to deal with that could make 
him more successful as he ages? I don’t know. Jason grapples with life 
in his own way, and in therapy with older adults you have to be careful 
not to step over the line. The line is that point when therapy becomes 
aversive because the subject matter either strays from what the client 
wants or because it causes more unhappiness. We focused on his many 
strengths. By doing this Jason ended treatment understanding  several 
things: (1) there is nothing wrong with becoming tired of the work you 
do; (2) that he has many skills; (3) that he has options; (4) his personal 
life is very important and perhaps working on it might improve his 
overall happiness; (5) he could go to other jobs if he wanted; and, (6) 
not  wanting to add to one’s stress level by moving and taking on new 
responsibilities is perfectly fine. It seems to me that’s quite a bit to gain 
from treatment, and my view is that he did quite well and should he 
need additional help, he’ll get it. ”         
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    7.4        BRIDGE JOBS BETWEEN LONG TERM CAREERS AND 
TOTAL RETIREMENT 

 According   to  Zedlewski and Butrica (2007)  research evidence increas-
ingly shows that older adults who regularly work after retirement enjoy 
better health and live longer, thanks to stimulating environments and a 
sense of purpose. In support of this position, Calvo (2006)  found that 
paid work at older ages reduces morbidity and improves health.  Tsai
et al. (2005)  followed a sample of early retirees for 30 years and found 
that they experienced higher morbidity rates than workers who retired 
later.  Dhaval et al. (2006)  indicate that complete retirement takes a toll 
on physical and mental health. The reasons why work improves health 
and mortality suggest increased cognitive activity, exposure to stimu-
lating environments and social interactions ( Kubzansky et al., 2000 ), 
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enhanced social status ( Thoits and Hewitt, 2001 ), and greater access 
to social, psychological, and material resources ( Wilson, 2000 ). Some 
work activities help older adults develop knowledge and skills that boost 
their self-images and mental outlooks ( Harlow-Rosentraub et al., 2006 ).

 Once   older adults reach age 65, most will opt for retirement ( Ekerdt, 
1998 ). Although some individuals move from full-time work to full-
time leisure, a substantial number remain in the labor force ( Hansson
et al., 1997 ). Many of these working  “ retired ”  adults are in bridge-
type jobs, which act as transitions between long-term career positions 
and total retirement ( Feldman, 1994 ;  Mutchler, Burr et al., 1997 ).
Because of downsizing, employers have been offering incentives to 
induce or force costly older workers into early retirement so that many 
older adults have left the labor force before reaching retirement age 
(  “ Business: The jobs challenge, ”  2001 ). By the late 1990s, early retire-
ments accounted for more than 80% of total retirements ( Seymour, 
1999 ). A signifi cant number of these early retirees participate in some 
form of bridge employment ( Feldman, 1994 ). 

 Bridge   jobs may be part-time work, self-employment, or temporary 
work and often involve a combination of fewer hours, less stress or respon-
sibility, greater fl exibility, and fewer physical demands ( Feldman, 1994 ). 
Bridge jobs offer possible remedies to older adults who are concerned 
about their fi nancial security and to employers who face a labor shortage. 
Increased life expectancy, the high level of dependence on Social 
Security, and the increased number of workers not covered by pension 
plans contribute to the fi nancial insecurity of older workers ( Committee 
for Economic Development, 1999 ). To maintain desired incomes in retire-
ment, older Americans have to save more during their working years and/
or retire later in life, including taking bridge employment. 

    Ulrieh and Brott (2005)  studied the following strategies made by 
retirees to transition into bridging jobs: 

1.     The majority of the participants planned for their fi nancial future 
but did not consider what they wanted to do after they retired and 
they failed to take advantage of their community’s career and job 
search resources.  

2.     Some individuals did not have to start over again because they 
were able to build on their past career experience, marketable 
skills, reputations, and personal skills.  

    3.     Participants discovered that a bridge job sometimes introduced 
unwanted changes, such as lower pay, lack of career  advancement, 



diffi culties in forming close work relationships, separation from 
former career fi elds, and loss of responsibilities. 

4.     Without suffi cient planning or reaching out to available resources, 
many participants found it diffi cult to switch to a new career. 
They had a hard time moving into a new job if the job titles did 
not match their long-term career titles or if they defi ned their 
occupational fi eld too narrowly.  

5.     Many did not fully investigate a job opportunity before they 
accepted employment and were disappointed after a period of 
time on the job.  

6.     Participants were reluctant to move into new jobs because they 
lacked the appropriate technological skills or they questioned 
their ability to learn these new skills.  

7.     Taking employment-related tests was viewed as an unpleasant 
experience for these older adults.  

8.     At the end of their long-term career or during their transition to 
a bridge job, many participants speculated that their careers and 
their transition efforts were affected by subtle age discrimination, 
such as younger employees questioning their capabilities.  

9.     Regardless of these challenges, participants benefi ted greatly 
from their bridge jobs. They credited their bridge jobs for making 
them feel better about themselves, giving them a more balanced 
life, and helping them enjoy their work. They felt better about 
themselves because they continued to learn, make a difference to 
others, had an opportunity to demonstrate their competency, and 
felt healthy.    

    Ulrieh and Brott (2005)  indicate a need for clinicians to address the 
unique needs of older workers who are redefi ning retirement through 
bridge employment. The challenges for clinicians are twofold: how 
to encourage older workers to take advantage of career counseling 
services, and how to effectively help older workers with the decision 
to continue working full-time, take bridge employment, or fully retire. 
 Ulrieh and Brott (2005)  suggest the following strategies clinicians 
could consider for encouraging older workers to seek career services: 
(a) develop a targeted message when presenting to community and 
employee groups; (b) establish relationships with individuals and 
organizations that provide retirement and fi nancial planning; (c) seek 
opportunities to present at retirement planning events; and, (d) network 
with employers who sponsor retirement planning workshops.  
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    7.5       PERSONAL STORY: WORKING AFTER RETIREMENT 
    “ I drive two hours each way from my home to teach courses each 
semester at a major university. Driving down the mountain from my 
house in the Arizona backcountry is stunning. You go by Dead Bug 
Wash, Black River Canyon, Horse Thief Canyon, and vistas that make 
you want to hug the scenery. It’s a little like you felt as a kid watching 
a John Wayne movie only you have a cup of coffee with you and you’re 
listening to a tape by Alison Krauss so beautiful and touching that you 
want to play it for your students when you see them. 

    “ On the way to class I stop at the factory outlet stores outside of 
Phoenix for coffee and fi nd myself buying clothes I need but would 
never buy because …  well. because I never thought of myself as some-
one who wanted to look especially good for others. Academics are just 
not into clothes. Now that I have some decent clothes to wear I fi nd 
myself enjoying the pleasure of dressing well (sort of well, anyway). 
I’ve lost a lot of weight so the pleasure is that much better. 

    “ Once I get to campus I have a Starbucks coffee in the library, check 
my e-mail before class, and notice the serious working class students 
at a bank of computers. School is no picnic and most of them work 
second jobs, sometime full-time, to pay their tuition. It’s hard to think 
that many of them have parents affl uent enough to pay their university 
expenses, yet here they are. It makes me feel optimistic about the future 
to see such hard working young people. 

    “ I go to my classes, and while I don’t feel I’m as good as I could 
be because I’m a bit tired from the drive, the students are happy to see 
me. They’ve begun to realize that I spend much more time with them 
than their full-time teachers, and that I respond to e-mails and grade 
their papers very quickly. Several students have told me they never get 
responses from their teachers, and when I respond as soon as they send 
an e-mail, it’s startling, but in a nice way. 

    “ To help me remember lecture material I audiotape my lectures, play 
a bit of what I’ve recorded in class, and then expand on the material. 
It seems like a good approach and the students don’t appear to mind. 
I record my lectures the day before classes in the morning when I’m 
fresh and then listen to them in the car while driving to teach. Many 
times I tell jokes when I record and fi nd myself laughing at the puns 
and bad jokes I tell students. 

    “ I’ve become very good at using the academic Internet program 
Blackboard  and spent a few days with the help of an IT person  learning
the mysteries and benefi ts of that great teaching tool. Because of the 



long drive, I’ve decided to offer the occasional Internet class so that 
certain assignments and examinations can be done on line. The students 
like the freedom and their work is much improved. 

    “ I make a paltry sum of money for teaching, but the money goes for 
the frivolous things I never felt comfortable buying before: clothes, a 
new tennis racquet, better tennis shoes, hiking gear so I can hike these 
beautiful Arizona mountains, particularly the many hiking trails in and 
around Sedona. I feel rich with the extra money, and it makes me very 
generous. I fi gure that what I make is play money because I get such 
pleasure from it, so why shouldn’t other people benefi t? 

    “ I’ve tried to volunteer but I’m still tied to the notion that you should 
be paid for your labor if you are to be valued. I’ve begun consulting for 
a new university in my town that will offer a fi rst year of college to 
young adults in recovery. The money is nice, the work is very interest-
ing, and I feel valued. Between all of that and the books I write, my 
plate is full. I have time to work out, to hike, and to go to political and 
social events, but the work sustains me and makes me feel that, although 
I’m retired, I’m really still working but for myself and not the large 
organizations that treat older adults so badly. It’s a wonderful feeling, 
one I dreamed of when I was working full-time at stressful jobs. 

  “ I think work is a necessary part of the aging process. I don’t think 
volunteer work has the same emotional value as paid work, but that’s me. 
And it’s not the amount of money you make, it’s the fact that you can now 
focus on what you love doing. There is no amount of money that can equal 
the feeling of complete independence to pick and choose what excites you. 

    “ It isn’t growing old that worries us older people, it’s the fear we’ll 
grow old and be bored. To have work that still excites you, that’s one 
of the best rewards. That, and someone who loves you without reserva-
tion. ”   –  MDG  

    7.6       SUMMARY 
 This   chapter discusses issues pertaining to work, retirement and ageism 
in the workplace. Many older men and women would like to continue 
working, but at jobs that utilize talents and dreams and are different 
than the jobs they’ve held much of their lives. For many older adults, 
work after retirement is not a choice but a necessity caused by limited 
income after retirement. Data are provided showing that older adults do 
better if they work or volunteer in measures of physical and emotional 
health. A case study and a personal study explore some of the compli-
cating factors, positive and negative related to work for older adults. 
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    7.7       QUESTIONS FROM THE CHAPTER 
1.     Shouldn’t older people retire and leave work to young people? 

If older people keep working where are the jobs going to be for 
young men and women?  

    2.     Older people should volunteer but they should be able to do work 
that they’re prepared and trained to do without having to go through 
the hoops of licensure and state certifi cation. Do you agree? 

3.     Ageism is one of those politically correct terms that liberals use 
to describe conditions they think are unfair, but isn’t it the job 
of business to prefer young people who have stamina and good 
health? Let’s face it, older workers aren’t as strong, energetic or 
willing to work long hours as young people. Don’t you agree?  

4.     When I retire I’m going to take it easy and travel. I don’t get why 
anyone who’s worked all their life at hard jobs would want to 
continue working. Would you?  

5.     I have a professor who must be in his seventies and he falls asleep 
and can’t remember anyone’s name. Sometimes he forgets what 
he’s talking about. I just think people should be made to retire 
when they can’t do the job anymore. What do you think? 
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    8.1       INTRODUCTION 
 We   often think of aging as a time of increased loneliness and  isolation.
Spouses have sometimes passed away or become too frail to offer 
companionship, and adult children are involved in their own lives and 
haven’t time to be with parents. It is not uncommon in our  society
for older adults to have a limited role, and aging brings with it the 
 isolation of not having family or family nearby. Illness often prompts 
an  additional sense of isolation and aloneness, and romance and inti-
macy are sometimes increasingly limited. According to the literature, 
these conditions often lead to loneliness in older adults. 

 Estimates   of the prevalence of loneliness range from 7% to 84% 
in studies where older people are asked if they feel lonely ( Wenger, 
1983 ;  Sheldon, 1984 ).  Prince et al. (1997)  found that available  studies 
of adults over age 65 indicate that 5% to 15% report frequently feel-
ing lonely and an additional 20% to 40% report occasional feelings 
of  loneliness. However, 50% of adults aged 80 or over often feel very 
lonely. Because of the tendency to give positive answers when the 
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opposite may be true, we should interpret these fi ndings cautiously 
and accept that rates of loneliness may be higher than those found in 
surveys. 

 In   explaining the reasons for loneliness and the large number of 
lonely older adults,  Seligman and Csikszetmihalyi (2000)  note that 
Americans  “ live surrounded by many more people than their ancestors 
did, yet they are intimate with fewer individuals and thus experience 
greater loneliness and alienation ”  (p. 9).  Ostrov and Offer (1980)  sug-
gest that American culture emphasizes individual achievement, com-
petitiveness, and impersonal social relations, and that loneliness may 
be quite pronounced in the face of such socially alienating values. 
 Saxton (1986)  argues that in contemporary American society there is 
a decline in the face-to-face, intimate contacts with family members, 
relatives, and close friends, which were much more prevalent several 
decades ago.  Mijuskovic (1992)  views American society as highly 
mechanized with “ impersonal institutions, disintegration of the family 
as a result of a high divorce rate, high mobility rates with its impact on 
family and community ties; the fast-paced living and self-centeredness 
of the  culture interferes with people’s ability to establish and maintain 
 fulfi lling relationships ”  ( RokAch, 2007, p. 184 ). 

 Martin   Seligman (2002) worries that Americans have become so 
caught up in a personal sense of entitlement that even helping profes-
sionals have gone along with, and in fact encouraged,  “ The belief that 
we can rely on shortcuts to happiness, joy, rapture, comfort, and ecstasy, 
rather than be entitled to these feelings by the exercise of  personal
strengths and virtues, which results in legions of people who, in the 
middle of great wealth, are starving spiritually ”  ( ABCNews.COM, 
2002 , online). Seligman argues that  “ Positive emotion alienated from 
the exercise of character leads to emptiness, to inauthenticity, to depres-
sion, and, as we age, to the gnawing realization that we are fi dgeting 
until we die ”  ( ABCNews.COM, 2002 , online). 

 Robert   Putnam ( Stossel, 2000 ) believes that this focus on self is 
producing a country without a sense of social connectedness where, 
 “ Supper eaten with friends or family has given way to supper gobbled in 
solitude, with only the glow of the television screen for  companionship ”
(p. 1). According to Putnam, 

 Americans today have retreated into isolation. Evidence shows that 
fewer and fewer contemporary Americans are unionizing, voting, 
rallying around shared causes, participating in religious services, 



inviting each other over, or doing much of anything collectively. 
In fact, when we do occasionally gather  –  for twelve-step support 
 encounters and the like  –  it’s most often only as an excuse to focus 
on ourselves in the presence of an audience. ( Stossel, 2000, p. 1 )   

 Putnam   believes that the lack of social involvement negatively affects 
school performance, health and mental health, increases crime rates, 
reduces tax responsibilities and charitable work, decreases  productivity, 
and  “ even simple human happiness  –  all are demonstrably affected by 
how (and whether) we connect with our family and friends and neigh-
bors and co-workers ”  ( Stossel, 2000, p. 1 ). 

 Commenting   on the importance of understanding culture and the 
way cultures organize family life, belief systems, and closeness to 
 others as factors in creating loneliness,  RokAch (2007)  writes, 

 Loneliness research tends to focus on individual factors, that is, 
either on personality factors or on lack of social contacts (Jylha and 
Jokela, 1990). However, loneliness could be expressive of an individ-
ual’s  relationship to the community. It is conceivable, then, that the 
diff erence between cultures and the ways in which social relations 
are organized within them will result in cross-cultural variations in 
the way people experience loneliness. The diff erence of the social 
 tapestry, interpersonal interactions and the support networks which 
are available to individuals in various cultures are bound to aff ect the 
causes of loneliness. (p. 174)   

 Although   loneliness in older adults may have social and cultural 
antecedents, many lonely people report feeling lonely and rejected by 
others from a very early age, and even in the presence of others. Among 
lonely older people who have experienced loneliness from an early age, 
the absence of social contacts as they age creates a sense of despair that 
should not be confused with depression. The loneliness they  experience 
is a feeling of separateness and not fi tting in that sometimes worsens 
with age. This type of loneliness may have its roots in failure to bond 
with parents or parental rejection. A case later in the chapter describes 
the treatment for this type of loneliness.  

    8.2        DEFINITIONS AND CAUSATION OF LONELINESS 
AND ISOLATION 

    Murphy (2006)  describes loneliness  “ as a condition with distressing, 
depressing, dehumanizing, detached feelings that a person endures 
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when there is a gaping emptiness in his or her life due to an unfulfi lled 
social and/or emotional life ”  (p. 22).  Uruk and Demir (2003)  defi ne 
loneliness as “ an unpleasant experience that occurs when a person’s 
network of social relationships is signifi cantly defi cient in either qual-
ity or quantity ( Peplau and Perlman, 1984 ) ”  (p. 179). The authors add 
that loneliness is  “ the psychological state that results from discrepan-
cies between one’s desire for and one’s actual composition of rela-
tionships ”  (p. 179).  Young (1982)  defi nes loneliness as the  “ perceived 
absence of satisfying social relationships, accompanied by symptoms of 
psychological distress that are related to the perceived absence ”  (p. 380) 
while  Sermat (1978)  defi nes loneliness  “ as an experienced discrepancy 
between the kinds of interpersonal relationships the individuals per-
ceive themselves as having and the kind of relationships they would like 
to have ”  (p. 274). A second aspect of the defi nition of loneliness is the 
 distinction between issues that may serve as catalysts for loneliness, 
such as the loss of friends, spouses and family members, and disposi-
tional factors such as shyness, introversion, or high expectations and 
demands that make individuals more vulnerable to loneliness. 

    Uruk and Demir (2003)  report a strong correlation between parents
who have little time to spend with their children or fail to form attach-
ments with their children, and the development of loneliness in 
 adolescence that often continues into adulthood and later life.  Joiner
et al. (1999)  believe that loneliness stems from a lack of pleasurable 
engagement and, as a result, a painful disconnection from trying to 
engage. The authors call this the “ bedrock ”  of loneliness. Similarly, 
 Jones and Carver (1991)  believe that loneliness affects  “ one’s opinion 
about  people, life, and society in a manner suggesting that lonely people 
 subscribe to negativistic, apathetical, and pessimistic views ”  (p. 400). 

  Weiss (1973)  distinguishes loneliness due to emotional isolation 
from loneliness due to social isolation. Emotional isolation appears in 
the absence of a close emotional attachment (often related to a lack of 
parental attachment), while social isolation appears in the absence of an 
engaging social network (often related to a lack of peer support, friend-
ships, and close social networks). Relationships with parents and peers 
constitute two different social contexts in which loneliness develops. 
 Rubin and Mills (1991)  believe that loneliness develops when a pattern 
made up of social anxiety, lack of dominance, and social isolation results 
in peer rejection and negative self-perception.  Olweus (1993)  reports 
that when children blame their own incompetence for negative social 
 experiences with peers, which result in rejection, the end effect is often 



social withdrawal, feelings of isolation, and depression.  Rotenberg et al. 
(2004)  found considerable evidence that loneliness correlates highly with 
lack of trust, particularly in young women. The author’s note, 

 As we expected, the relationship between loneliness and trust is 
stronger for girls than it is for boys. The trust measures accounted for 
57% of loneliness for girls but only 18% of loneliness for boys. These 
patterns are consistent with the hypothesis that if girls do not believe 
or rely on their same-gender peers to keep intimacies confi dential 
and to fulfi ll promises then they are cut off  from their preferred and 
prevalent form of interaction (i.e., same-gender close-peer networks) 
and therefore are highly prone to loneliness. Finding this pattern 
with girls and not with boys also is consistent with the notion that 
girls are more inclined to establish a network of close peers than are 
boys. Close peer networks may be normatively expected for girls, and 
thus they may be distinctly at risk for loneliness because they dem-
onstrate both low trust beliefs in same-gender peers and low levels 
of reciprocal trusting behaviors with peers. (p. 235)   

 Rotenberg et al. (2004) report that these    fi ndings have implications 
for social functioning during  adulthood.  “ Women have larger intimacy 
networks than do men and, therefore, the observed association between 
loneliness and trust beliefs in same-gender peers may be stronger for 
women than for men during adulthood as well ”  (p. 235). 

    Ekwall (2005)  believes that it is important to differentiate social 
 isolation from loneliness. Social isolation by choice is defi ned as alone-
ness, and can be understood as the desire to live in a way isolated 
from others. Social isolation without choice is defi ned as loneliness, 
and can best be understood as a desire to have contact with others, but 
because of social, emotional, or geographic barriers, an inability to 
do so. McWhirter (1990) suggests that older adult loneliness can take 
place in both the presence and absence of social contact. Akerlind 
and Hornquist (1992)  believe that social support research emphasizes 
external  factors and the availability of social support while loneliness 
research emphasizes internal negative emotions about relationships or 
defi cits in relationships. Regardless of the reason, loneliness and social 
isolation in older adults have been shown to be major negative infl uence 
on psychosocial well-being.  

    8.3       THE IMPACT OF LONELINESS ON OLDER ADULTS 
    Russell (1996)  found a relationship between loneliness, chronic illness, 
and lower self-rated health status in older adults.  McWhiter (1990)  
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found links between loneliness and suicide and suicidal ideation. 
Older adult loneliness has been found to increase alcohol abuse 
( Akerlind and Hornquist, 1992 ) and depression ( Russell, 1996 ).  Copel 
(1988)  suggests that loneliness can reduce a sense of self-worth and 
inhibit the ability to develop and maintain interpersonal relationships. 
 Peters and Liefbroer (1997)  found that older adults not involved in a 
partner relationship were lonelier than older adults with a partner and 
that the loss or lack of a partner affected males more than females. 
Men rely on their spouses for social support, suggesting the absence 
of a multifaceted social network when compared to that of women. 
The dependence on spouses for support and companionship can lead 
to extreme loneliness when spouses die, prolonging bereavement, 
and widowed men remarrying at a much higher rate than women. 
 Martikainen and Valkonen (1996)  found that the death of a spouse 
affected everyday tasks such as housecleaning, preparing food, and 
taking needed medication. Anderson and Diamond (1995)  found that 
older widowed men experienced diffi culties in everyday tasks such as 
cooking and meal planning. Many of the widowed men in this study 
who thought they were good cooks found it diffi cult to cook or even 
plan a meal. 

  Gellene (2007)  reports a study done at Rush Medical Center in 
Chicago that found loneliness often preceded dementia in subjects 
over the age of 80. The study found that the risk of dementia increased 
51% for every one-point increase on a fi ve-point scale of loneliness. 
Interestingly, the study found that subjects who indicated high rates of 
loneliness often did so when there were people around them, suggest-
ing that perceptions of loneliness have a much stronger impact than the 
actual existence of social networks. Autopsies of subjects with demen-
tia indicated no sign of strokes or Alzheimer’s disease. The same study 
found that in men and women ages 50 – 67, subjects who rated themselves 
as very lonely had blood pressure readings fully 30 points higher than 
subjects in the study who didn’t rate themselves as being lonely. High 
blood pressure contributes to cardiovascular problems associated with 
heart attacks and strokes. 

 The   Brown University Long-Term Care Quality Advisor (1998) 
reports that elderly individuals who indicated a high degree of loneli-
ness tended to be admitted to nursing homes sooner than those who are 
not as lonely. The researchers interviewed 3,763 rural Iowans  –  all over 
age 65, none of whom were living in a nursing home at the time of the 
fi rst interview. Contact was maintained with the members of the group 



once a year for four years, and nursing home admission was noted. The 
report noted that 

 One of the values of this study [is] that loneliness was determined 
before people went to a nursing home. Loneliness did not occur 
because the people became  “ sick or couldn’t get around, ”  says one 
of the authors, Dr Robert Wallace, a University of Iowa professor of 
preventive medicine.  “ It suggests that loneliness may be a precursor 
to mental and physical deterioration. It also suggests that interven-
tions to prevent loneliness should be explored in order to keep older 
people independent. ”  (p. 3)   

 In   a study of over 600 older adults in two rural counties of western 
Arizona,  Adams (2007)  reports that almost one-third (29.6%) of the 
respondents reported that they felt lonely, sad, empty or depressed for 
two weeks or longer in the last 12 months. To a question about the best 
part of aging, almost 80% of those surveyed said,  “ there is no best part. ”  

  Bennett (1980)  reports that social isolation among older adults has long 
been recognized as a problem that diminishes their well-being because of 
its association with problems of low morale, poor health, and the risk of 
premature institutionalization.  Sorkin et al. (2002)  found that social isola-
tion and loneliness compromised immune functioning and have been linked 
to cardiovascular disease. Additionally, lonely people are more likely to 
suffer from cardiovascular disease because their lifestyles may include 
little or no exercise, unhealthy eating habits, alcohol abuse, and the lack of 
a support network. Feeling love and support from others helps encourage 
lonely older adults to maintain physical health ( Blazer, 2002 ). 

    Blazer (2002a)  reports that loneliness may be a risk factor for the 
low-level, sub-clinical depression that continues to be a leading men-
tal health problem for older adults.  Cohen (2000)  suggests that loneli-
ness in later life may be thought of as a “ near-depression ”  and advises 
mental health professionals to reconsider the research and interventions 
used to treat loneliness.  Blazer (2002b)  indicates that loneliness may 
lead to depression when there are “ age-related losses or challenges ”  or 
the at-risk experiences noted earlier in the chapter (p. 316). 

 However  , in a meta-analysis of the research on loneliness and aging, 
 Pinquart and S ö rensen (2001)  found that loneliness, at least among 
the young-old adults (those below 75), is not as great as stereotypes of 
aging suggest. When it did exist, it was associated with the following 
risk factors: a reduction in the quality and quantity of social contacts; 
limitations imposed by health problems; institutionalization; and lower 
income. The older one is, the more these risk factors increase  loneliness
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because social contacts become diffi cult to sustain. The authors did not 
fi nd a strong correlation between loneliness and the quality of social 
contacts with children, or what has been called  “ intimacy at a distance. ”  
The authors believe that preventing loneliness in older adults can be 
accomplished by providing transportation so that social contacts can 
be maintained, and by encouraging long-held relationships to continue, 
even if only by telephone and e-mail.  

    8.4       TREATING LONELINESS 
 It   is natural to assume that depression and loneliness may be interrelated 
since most depressed people also experience feelings of severe loneli-
ness and social isolation.  Powell et al. (2001)  studied the effectiveness of 
treatment with clients experiencing long-term mood disorders. They con-
cluded that self-help groups were very important providers of positive 
management of mood disorders because social support forces otherwise 
lonely and isolated people to interact with others, often at a fairly inti-
mate level. In considering demographic issues as a predictor of the ability 
to cope with mood disorders, the researchers failed to fi nd any specifi c 
indicator other than the level of education which, the authors believe, is 
an important aspect of dealing with the disorder. Surprisingly, daily func-
tioning was inversely related to the number of out-patient contacts, sug-
gesting that, as people improve, they see less need for professional help. 
Support from families and friends also failed to predict outcomes. 

 Since   early detection of depression is essential in learning to cope 
with feelings of loneliness and depression,  Duffy (2000)  reports several 
important predictors of depression: 

 A family history of major aff ective disorder is the strongest, most reli-
able risk factor for a major aff ective illness. Other factors associated 
with aff ective disorders include female sex (risk factor for unipolar ill-
nesses), severe life events and disappointments, family dysfunction, 
poor parental care, early adversity, and personality traits. 

 Based on the current state of knowledge, emphasis on identifying 
and treating mood disorders as early as possible in the course and 
particularly early-onset (child and adolescent) cases and youngsters 
at high risk (given a parent with a major mood disorder) is likely to be 
an eff ective strategy for reducing the burden of illness on both the 
individual and society. (p. 345)   

  Duffy (2000)  also reports beginning evidence that brief, family-based 
psycho-educational interventions decrease the negative impact of parental 



mood disorders in children and improve family  functioning in mood-
disordered children. Individual treatment and family psycho-educational 
interventions in adult bipolar patients often decrease relapse rates and 
improve overall family functioning. Duffy notes that while early identifi -
cation of children at risk of mood disorders is necessary,  “ the most effec-
tive strategy for reducing the burden of illness on individuals and society 
is not clear ”  (p. 346). However, the serious impact of mood disorders 
on the individual and their families, and the high risk of suicide, justify 
a need to develop new and more effective interventions. In the mean-
time, early interventions that utilize education,  identifi cation of family 
members at risk, and family interventions, may decrease the seriousness 
of the condition and reduce fears and misconceptions among family 
members.  Harrington and Clark (1998)  indicate that early intervention 
through the use of appropriate medications and mood disorder therapies 
may actually reduce the severity and reoccurrence of mood disorders. 

    Adams et al. (2004)  studied loneliness in retirement communities 
and discovered that while  “ residence in congregate facilities affords 
social exposure, it does not guarantee access to close relationships, 
so that loneliness may be a result ”  (p. 475). The authors did fi nd that 
when retirement communities sponsored social and leisure activities to 
keep older adults from being lonely and used strategies to keep them 
engaged with family and friends living outside the community, such 
activities could indirectly prevent more serious health and mental health 
problems. The strategies mentioned by the authors included  “ sending 
reminder notes to designated family and friends encouraging them to 
call or visit, holding social events where residents may invite a guest, 
and regularly offering informal support or informational groups at the 
facility for close friends or family members of residents ”  (p. 483). 
 Blazer (2002b)  suggests the establishment of support groups designated 
for those who are most likely to be lonely, including residents who have 
recently relocated, the bereaved, or those who are shy or lack social 
skills.  Andrews et al. (2003)  suggest the use of  “ befriending schemes ”  
where volunteers meet weekly with lonely elderly persons. All of these 
efforts have potential to help lonely and isolated older adults, according 
to the literature. 

 Studying   the importance of educational achievement, Hobfoll 
(2002) suggested that people who experience diffi culty or failure 
in school early in life come to devalue education and may choose to 
 discontinue advanced levels of training that may, as a consequence, 
lead to vulnerability to stressors and negative psychological  outcomes.
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 Lazarus and Folkman (1984)  found that people who appraise  situations
as  potentially threatening do so because they fail to acquire suffi -
cient resources often resulting in negative psychological outcomes. 
Consequently,  education may represent an important resource contrib-
uting to positive well-being in later life. 

 It   is often assumed that loneliness is directly related to social 
 support and that having an intimate relationship with a spouse or 
loved one inhibits feelings of loneliness.  Bishop and Martin (2007) 
 studied the emotional well-being of 227 older adults ages 65 – 94 living 
 independently in the community who had never been married, divorced 
or widowed to determine the psychological impact of educational 
achievement. They found a direct relationship between educational 
attainment and positive well-being including reduced feeling of loneli-
ness. The authors report that 

 Three key outcomes emerged from the present study. First, past 
educational attainment appeared to directly reduce vulnerability to 
neuroticism and stress. Second, greater expression of neurotic per-
sonality traits and feelings of stress directly increases susceptibility to 
loneliness, whereas greater social support directly decreases loneli-
ness. Third, past educational attainment indirectly reduces feelings 
of loneliness. Each of these fi ndings provides support for educational 
attainment as a relevant factor of subjective wellbeing and warrant 
further discussion relative to unmarried marital status. (p. 910)    

    8.5        THE INTERNET AS A WAY OF COPING 
WITH LONELINESS 

 The   use of the Internet has dramatically increased in older adults. 
 Kadlec (2007)  reports that in adults over the age of 50, 54% use the 
Internet and 24% have high-speed hookups. That’s up sharply from 
38% and 5% in 2002. Almost everyone who goes on line (87%) uses 
e-mail, although there is a big dropoff at present in adults over the age 
of 70.  Kadlec (2007)  reports that retired people are online an average 
of nine hours a week and that the numbers and amount of time spent on 
the Internet will increase as computer-savvy adults age. 

 White   et al. (2002) believe that the Internet and, more specifi cally, 
e-mail, has the potential to increase social support and the emotional 
well-being of older adults in the following ways: they can use  computers
to communicate often, cheaply, and easily with family, friends, and 
 others who have computers; they can get information about a variety 



of issues, particularly health and fi nancial issues on the Internet; they 
can explore hobbies and fi nd out information about their  community;
and they can meet new people and broaden their support system 
through chat rooms and bulletin boards. The authors write,  “ In essence, 
 relatively isolated and disabled older adults can reconnect, strengthen 
and broaden their connection with the outside world by incorporating 
computer technology into their lives ”  (p. 214). 

 In   a study done by White et al. (2002) to teach lonely frail older 
adults with a mean age of 71 to use the Internet, the authors report that 
60% of the total sample and 74% of those who completed the nine-
hour training course were using the Internet weekly within fi ve months. 
Because of problems with the testing instruments used, a statistically 
signifi cant relationship between using the Internet and a decrease in feel-
ings of loneliness was not found. However, the authors write,  “ Looking 
only at the intervention group and comparing users to non-users there 
were trends toward decreased loneliness and depression ”  (p. 219). In 
summary, the author’s noted that 

 [T]he Internet is an exciting new technology with much potential for 
enriching the lives of many older adults. As a source of information, 
social activity, and interpersonal communication, the Internet may 
expand the constrained boundaries of congregate housing, retire-
ment communities, and even skilled care nursing facilities. Depending 
on the older user, this expansion may include more frequent contacts 
with family and friends, new opportunities to pursue former interests, 
as well as avenues to meet new friends and to  “ travel ”  to places no 
longer accessible due to health limitations. (p. 220)  
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        USING EVIDENCE-BASED PRACTICE WITH 
LONELINESS AND ISOLATION: A CASE STUDY      
 What   happens when older adults who have been successful in many 
aspects of their lives are unable to shake severe feelings of loneliness 
when they retire? The following case study deals with that issue and 
begins with a 70-year-old male discussing life-long feelings of loneliness 
and how he’s coping with those feelings following retirement. Thanks to 
Sage Publications for permission to reprint this case first found in  Glicken 
(2006, p. 176 – 178) . 

 Dr   Jacob Goldstein is a divorced 70-year-old former English  professor 
who has just retired to a community of scholars and researchers built 
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by a large research university in the southwest to help retired university 
 faculty and administrators continue their scholarly work and to have 
social and  professional contacts with other scholars. Dr Goldstein chose 
the  community because he thought the university affiliation would make 
the people  similar to those he’d worked with all of his life. He spoke to the 
author about what he describes as life-long loneliness and how he is cop-
ing with it in  retirement. He told me: 

    “ I think people who grow up in very troubled families never quite 
get the hang of intimate relationships. In my family, we were so busy 
 surviving poverty and the illness of my mother that none of us really 
mastered the ability to be loved or to love someone in return. My father’s 
favorite saying was that it was better to be home by yourself reading a 
good book than to be out with bad friends. Of course, he considered 
all my friends to be bad so I spent my childhood reading books, pretty 
much alone. 

    “ People sometimes think I’m arrogant because I’m so stand-offish, but 
I’m really very shy and introverted. I don’t think people react well to me. 
I’m never invited to dinner by colleagues, or asked out for coffee, or any 
of the things that tell me others find me appealing. Sometimes it’s very 
hurtful. Even so, I’ve been successful at work and wrote several well-
received scholarly books and several less well received novels and books 
of poetry before retiring from an Ivy League college as a full professor. 
Before I retired, and even now, I experience loneliness when I’m not 
working on books. It can be a killer. I’ve tried everything including going 
to as many social function as possible to fill my time, but I feel even more 
alone and isolated when I’m with people I don’t know. It’s hard to explain 
being lonely when you’re around people. 

    “ I’ve gone for therapy, of course, but most of the time it’s so superficial 
and completely misses the mark that it ends up hurting me more than 
helping. You go to a therapist and it’s like falling in love. You have high 
expectations, and when they’re not met and you’ve put in so much time 
and energy to get another person to listen, to maybe even  like  you a little 
and they don’t, it hurts. 

    “ Every once in a while I meet a lady and we enjoy a brief moment or 
two before the relationship ends. I’m seeing someone now and,  knowing 
it’s going to end sooner or later, I take the nights we spend together 
and I think of them as a collection of fine wines, or beautiful  paintings, 
or  wonderful memories; her mature body silhouetted against the 
 moonlight, the strength of her legs, the loveliness of the nipples on her 
breasts. I know she’s going to see me for what I really am and get rid of 
me. And then, instead of having the warmth of her companionship, I’ll 
be alone again. 



    “ I fight feeling down all the time. I force myself to get up in the  morning 
and write or go to coffee at the community center where there are 
some guys like me who are single and want to kibitz a bit. I don’t find it 
 satisfying and I haven’t made any friends since I’ve been here. I joined the 
tennis club, but I play with people who don’t seem to want to develop 
a social relationship. Because of the heat for much of the year, we play 
at 6:00 a.m. and, when we’re done, I go home to my empty condo. My 
 girlfriend comes over at night after work, but I feel lonely with her as well. 
We haven’t much to say so we watch TV in silence. I always experience a 
feeling of mild despair. I wouldn’t call it a depression, but it’s always there. 

    “ I’m seeing a therapist now to help me with the adjustment to not 
working. It’s helping, I think. She’s been working on the origins of my 
loneliness and I’m astonished at how powerful it is to review the events 
in my life through fresh eyes. Knowing more about myself now, I’ve come 
to believe that I have to fight the urge to give up and to keep trying my 
best. My therapist has done a good job of getting me to continue going 
to social events even though I feel like giving up. I have to admit it’s pay-
ing off some. I have a tendency to assume that other people I don’t know 
don’t like me when, perhaps, I’m distancing myself from them. So I prac-
tice not doing that. It’s helping me have social contacts I would not have 
been patient enough to develop before I went into therapy. My therapist 
has urged me to read about loneliness and to join Internet chat rooms of 
other lonely people. It’s an eye opener to find out that other people feel 
the same way I do, many of them even more successful than me. 

    “ My therapist also urged me to join a self-help group. At first I thought 
it was a dumb idea. All I could think was that it would be like AA:  ‘ Hi, my 
name is Jake and I’m lonely. ’  It wasn’t like that at all. I’ve met some very 
nice people. We go to concerts and movies together. A few of the men 
and I meet for dinner once a week and, after talking about loneliness, 
we started talking about us. It was amazing to find such nice but hurting 
people. I’ve never really had a good and true friend but the guys feel that 
way to me. Who would have guessed? 

    “ My therapist is a very gentle person but under the gentleness she’s 
firm and direct. I was very touched to find out that she read one of 
my novels. We talked about it and used it in therapy because there 
were many themes of isolation and loneliness in the book. She had 
 perceptions of it I didn’t even have. I’ve always had a low opinion of 
therapy until this experience and now I think it’s just great because we 
have this equal relationship and she really wants to hear what I think. I’ve 
been an educator all my life and what she’s doing sort of feels like very 
sophisticated mentoring. I don’t even know what kind of therapist she is, 
she’s just awfully good. 
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    “ I don’t think there’s an easy answer to loneliness other than to keep 
on working at it. You keep on trying, you don’t allow yourself to feel too 
sorry for yourself, and you take each day as it comes. I know those are 
clich é s, but sometimes there is truth in a clich é . As someone who was 
raised on the messages my mother got from the radio soap operas, 
I believe that sometimes the Tooth Fairy takes your lost dreams and 
replaces them with gold. ”  

    Discussion with the Therapist 
 Dr   Goldstein’s therapist told me the following:  “ People who have lifelong 
problems with loneliness have a bit of paranoia about other people. They 
expect the worst and, when it happens, they’re not surprised. When he 
called for an appointment and told me he was having trouble fitting in 
with others in the retirement community, I did a lot of reading about 
retirement and loneliness. I also tried to imagine how difficult it would 
be to retire after a long work life and to come somewhere and resettle all 
by myself. That takes a lot of energy and positive thinking. I also read one 
of Dr Goldstein’s novels. It was a wonderful novel about lonely  people. 
It told me a lot about him. I mentioned I’d read his novel and he was 
thrilled. He wanted to know if it told me anything about him. I told him 
it did and the discussion was really a breakthrough. He was much more 
open to the suggestions I made and worked very hard at dealing with 
shyness and a sense that others don’t like him. It’s tough work because it’s 
almost a habit for him to think that social events will end badly and that 
people won’t like him. He was the professor of the year for three years at 
a very prestigious university and yet he thinks others don’t like him and 
avoid him. He’s begun to see the signals he gives others to stay away and 
they, of course, do. Now he’s giving off positive messages and, much to 
his amazement, people are reaching out to him. Intimacy is still a prob-
lem. His relationship with his lady friend feels very rigid and unemotional. 
He doesn’t like it and they’ve begun to talk about coming for relationship 
therapy. All in all, I think he’s a very lonely and isolated man, but he’s try-
ing and the results are paying off. Will they continue? I think they will. 
I plan on doing a lot of follow-up after he leaves treatment. Lonely people 
have spent many years practicing being lonely. In some ways it’s satisfy-
ing to retreat inside their homes rather than face social  challenges. But 
we live in hope and I have a good sense that Dr Goldstein will handle this 
challenge much as he’s handled other: with inner resolve, dignity, and 
great effort. ”         



    8.6        A PERSONAL STORY: ISOLATION FROM 
AN ADULT CHILD 

 The   following letter was written by an older mother (63) to her adult 
daughter (38) asking why the daughter seemed to be leaving her mother 
out of her life. The mother is feeling very lonely and had felt that an 
important contact as she aged would be her daughter’s family. She now 
fi nds that isn’t the case and wrote this letter to share her distress with 
her daughter. The correspondence continues with her daughter’s reply 

and then a short response, not sent to her daughter, by her mother.         

    THE MOTHER’S LETTER 

     Dear Leah: 

 I hope you don’t mind if I send you email at work. I do it partly 
because you don’t seem to check your email at home very often, and 
also because you share that email address with John. 

 Some months ago I decided, as I told you, that I would try to make a 
point of calling you every Sunday. Most of the time when I call, you 
either aren’t there or no one answers, in which case it is often  several 
days before you return my call. Also, I try to call after I think Molly 
(5) is in bed, but before you are in bed. When that might be is just a 
guess on my part. I try to call when Molly isn’t around, not because 
I don’t want to talk to her, but because it seems to be diffi  cult for 
you to talk on the phone when she is there and awake. She seems to 
demand your attention while you are on the phone, and it makes it 
tough for you and I to chat. 

 Anyway, in my trying to fi gure out when the best time might be 
to call, it seems in my mind that I see a rather narrow window. 
Consequently, because of what I see as that narrow window, and my 
admitted propensity to simply forget, I haven’t been calling you as 
often as I intended, and would have liked. 

 Now, when I do think about calling, although I tend to think about 
it at the  “ wrong time, ”  I fi nd myself ruminating about why you never 
seem to call me. I imagine that if I were to ask you that question, you 
would tell me you are simply too busy. In my imaginary conversation 
with you, I would then protest that you  can’t  be so busy in your life 
that you never have time to call your mother. 
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 Then I fi nd myself rather shocked that I seem to have become the 
kind of mother who whines that  “ her kids never call! ”  But, here I am, 
doing just that. 

 I occasionally look back on the days when you lived with me while 
you were in graduate school, and how we spent so much time 
together, going to the theater, to the coff eehouse on Sunday 
 mornings, taking walks in the neighborhood, going on 5       K and 10       K 
runs, and lots of other things. I know we both have our own very 
diff erent lives now, as it should be, but I truly do miss those days. 
We were very close, and I loved being with you, and I was, and am, 
exceedingly proud to have you as my daughter. 

 During the few years after Molly was born and before I met David, 
I was out at your house almost every other weekend, partly I  suppose 
because I loved being with Molly and you, and partly because it 
seemed I had no other life. Toward the end of that time, I wondered 
whether I was coming out too often  –  if I was becoming a pest to 
you. I had visions of you groaning and rolling your eyes at the pros-
pect of mom coming out there AGAIN. 

 Anyway, at the risk of being a whining mother, I wanted to tell you 
how I feel, that it is rather hurtful to me that you rarely pick up the 
phone to call. If it is merely because your life is too busy, perhaps you 
need to reassess your life, and consider the possibility that you may 
have too much on your plate. Or, more importantly, if you are angry 
at me, I would very much like for us to talk about it. 

 I couldn’t bear for us to be estranged or for you to be angry with me. 

 Love, 

 Mom    

    THE DAUGHTER’S RESPONSE (AS TOLD TO THE AUTHOR 
BY THE MOTHER) 
  “ Leah wrote me back and said she always calls me back as soon as she 
can. She said that starting a new business had taken all of her time. She 
reminded me that she also works 30 hours a week and has a 5-year-old 
daughter who has school, activities, homework, etc. She said she  usually
doesn’t even sit down until 8:30 p.m. and because she doesn’t have a 
desk job where she can check e-mails or call back right away it some-
times takes a few days before she can call or write back. 

  “ She said that as soon as David came into my life that I stopped 
 coming to see her. She said that happy as she was for me that I had 



 someone in my life, it was me who disappeared, not her and that it was 
me who created the distance. The importance that she and Molly had in 
my life has changed and Molly hardly knows who I am because I’m not 
around much. 

    “ She also said the reason she doesn’t call more often is that she 
doesn’t really know what to say and because by the time she rests, 
she’s exhausted. She always wants to talk to me but her personal space 
 window is not wide and that when she calls she tries to do it when she 
can provide quality time. ”   

    THE MOTHER’S RESPONSE (NOT SENT TO HER DAUGHTER BUT 
SHARED WITH THE AUTHOR) 
  “ I guess Leah’s response made me angry and hurt. I thought what 
I wrote was straightforward, asking that we resolve whatever issues 
were between us. What I got instead was a blaming letter. It was my 
fault and not hers. I know other parents who have done the same thing 
and gotten the same response. I wanted to try and work things out but 
I guess the best thing to do is to ignore her letter and get on with my life. 
It’s pretty hurtful, and I haven’t given up, but for the time being maybe 
it’s just best for us to have some distance and maybe it’ll work itself out. 

    “ I guess you have to give children space, even adult children, and 
maybe I expect more than she’s willing to give, but I’d be lying if 
I said it didn’t hurt. David has had similar problems with his daughter 
but over the years he’s managed to deal with it and his relationship with 
his daughter is much better now. He said he’d tried to make changes 
by being very positive and by focusing on her rather than him. I guess 
when this has blown over that’s really what I’ll do. Maybe I’ve taken 
too much for granted. You’re a mother and you expect a child to be sen-
sitive to you. Maybe the best thing to do is deal with my sense of loss 
and loneliness for the old relationship we had and do what I need to do 
to expand my close relationships. I’ve actually begun to do that and it 
feels pretty wonderful. I joined a tennis club, play 2 – 3 times a week, 
and have made a very dear friend. Maybe it does one a favor to have 
children distance themselves from you because it forces you to get on 
with your life knowing that you might have to do it without the close 
involvement of your children. ”   –  PHF    

    8.7       SUMMARY 
 This   chapter about loneliness provides reasons for social isolation that 
sometimes leads to depression in older adults. Internal and external 
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 reasons for loneliness are explored and a case is presented of a lonely 
older man and the EBP treatment he receives for loneliness and why 
it seems to be helping him. A personal story explores the complicated 
relationship of a mother and daughter whose relationship is causing the 
mother to feel lonely and isolated from her family.  

    8.8       QUESTIONS FROM THE CHAPTER 
1.     In the letters the mother and daughter exchanged, I agree with the 

daughter. I think parents should let their kids grow up and, once 
they’re grown, let us live our own lives without expecting that 
kids will be a big part of their parent’s lives. It’s called letting go. 
Don’t you agree?  

2.     The lonely people I know are always complaining about other 
people snubbing them. I think it’s paranoid and I think the main 
problem that lonely people have is that they imagine people 
behaving in ways that just aren’t true. What do you think?  

3.     How can anyone be lonely when there are so many places to go 
and things to see? Maybe if they just realized how good life is 
they’d feel less lonely. Do you agree?  

4.     I think lonely people are just depressed. Isn’t one of the 
 symptoms of depression loneliness? Maybe we should eliminate 
the word lonely and substitute depressed and then we’d be able to 
help them better. What do you think?  

5.     I know people who like being by themselves. Don’t we make 
too big a deal out of expecting people to be social when lots of 
 people just aren’t and prefer it that way?     
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    9.1        INTRODUCTION 
 As   the following data indicate, the abuse and neglect of older adults is a 
very serious and growing problem.  The National Center on Elder Abuse 
Incidence Study (2005)  estimated that in 2004, 565,747 elderly per-
sons, age 60 and over, experienced abuse, neglect and/or self-neglect in 
domestic settings compared to 472,813 reports documented in the 2000 
APS Survey. This represents a 19.7% increase in total reports. There 
were 461,135 investigations for adults of all ages in the 2004 study, rep-
resenting a 16.3% increase from the 2000 Survey when states reported 
396,398 investigations. For the 2004 study, 191,908 reports of abuse 
were substantiated for victims of all ages. This compares to 166,019 
substantiated reports in 2000. Of the 42 states that could provide both 
the number of reports investigated and substantiated, the substantiation 
rate was 46.2%. This percentage is very similar to the 48.5% substan-
tiation rate from the 2000 Survey. The median substantiation rate indi-
vidual states was 35.1%.  
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  According   to The National Center on Elder Abuse Incidence Study 
(2005) neglect of the elderly was the most frequent type of elder maltreat-
ment (48.7%); emotional/psychological abuse was the second (35.5%); 
physical abuse was the third (25.6%); fi nancial/material exploitation was 
the fourth (30.2%); and abandonment was the least common (3.6%). 
Adult children comprised the largest category of perpetrators (47.3%) 
of substantiated incidents of elder abuse; spouses followed second by 
19.3%; other relatives were third at 8.8%; and grandchildren followed last 
with 8.6%. Three out of four elder abuse and neglect victims suffer from 
physical frailty. About one-half (47.9%) of the substantiated incidents of 
abuse and neglect involved elderly persons who were not physically able 
to care for themselves, while 28.7% of victims could marginally care for 
themselves. 

    Levine (2003)  believes that over 80% of all incidents of elder 
abuse go unreported because of fear of abandonment, institutionaliza-
tion, and severe repercussions from the abuser ( Cyphers, 1999 ).  Welfel 
et al. (2000)  report that a large number of older adults are unaware of 
the availability of services, or their rights, and that in some communi-
ties, services are almost nonexistent. The problem of proper reporting is 
complicated by the fact that many abusing caretakers were themselves 
abused by the older adult when they were children and are now seeking 
revenge. Knowing this, some older adults fi nd it diffi cult to report abuse 
by the very people they abused, believing that child abuse trumps elder 
abuse. In fact, caregiver resentment is the strongest predictor of poten-
tially harmful caregiver behavior ( Shaffer et al., 2007 ). 

 Abuse   and neglect in nursing homes and other care facilities is also 
a serious problem, one that increases in severity as growing numbers of 
older adults suffer from Alzheimer’s and dementia. Clearly substandard 
care needs to be reported and improved, and human service professionals
should be very clear regarding their obligation to enforce high standards 
on all facilities caring for elderly patients.  

    9.2        LEGAL DEFINITIONS OF ADULT ABUSE 
AND NEGLECT 

 The   following defi nitions come from The 2004 Survey of State Adult 
Protective Services: Abuse of Adults 60 Years of Age and Older (2006, 
pp. 27 – 30): 

Abandonment:  The desertion of an elderly person by an individual 
who has assumed responsibility for providing care for an elder, or 
by a person with physical custody of an elder.  



Abuse:  The infl iction of physical or psychological harm or the 
knowing deprivation of goods or services necessary to meet 
essential needs or to avoid physical or psychological harm.  

Emotional/psychological/verbal abuse:  The infl iction of anguish, 
pain, or distress through verbal or nonverbal acts. Emotional/
psychological abuse includes, but is not limited to, verbal 
assaults, insults, threats, intimidation, humiliation, and harass-
ment. In addition, treating an older person as an infant; isolating 
an elderly person from his/her family, friends, or regular activi-
ties; and enforced social isolation are examples of emotional/psy-
chological abuse.  

Financial or material abuse/exploitation:  The illegal or improper 
use of an older person’s or vulnerable adult’s funds, property, or 
assets. Examples include, but are not limited to, cashing an older/
vulnerable person’s checks without authorization or permission; 
forging an older person’s signature; misusing or stealing an older 
person’s money or possessions; coercing or deceiving an older 
person into signing any document (e.g., contracts or will); and 
the improper use of conservatorship, guardianship, or power of 
attorney.  

Neglect:  The refusal or failure to fulfi ll any part of a person’s obli-
gations or duties to an elder. Neglect may also include failure of 
a person who has fi duciary responsibilities to provide care for an 
elder (e.g., pay for necessary home care services) or the failure 
on the part of an in-home service provider to provide necessary 
care. Neglect typically means the refusal or failure to provide an 
elderly person/vulnerable adult with such life necessities as food, 
water, clothing, shelter, personal hygiene, medicine, comfort, 
personal safety, and other essentials included in an implied or 
agreed-upon responsibility to an elder.  

Self-neglect:  An adult’s inability, due to physical or mental impair-
ment or diminished capacity, to perform essential self-care tasks 
including (a) obtaining essential food, clothing, shelter, and med-
ical care; (b) obtaining goods and services necessary to maintain 
physical health, mental health, or general safety; and/or (c) man-
aging one’s own fi nancial affairs. Choice of lifestyle or living 
arrangement is not, in itself, evidence of self-neglect.  

Vulnerable adult:  A person who is either being mistreated or in 
danger of mistreatment and who, due to age and/or disability, is 
unable to protect himself or herself. Though most adult protec-
tive service (APS) programs serve vulnerable adults regardless 
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of age (based either on their  age or incapacity), some serve only 
older persons. A few programs serve only adults aged 18 – 59 
who have disabilities that keep them from protecting themselves. 
Interventions provided by APS include, but are not limited to, the 
following: receiving reports of adult abuse, neglect, or exploita-
tion; investigating these reports; assessing risk; developing and 
implementing case plans; monitoring services; and evaluating the 
impact of intervention. Further, APS may provide or arrange for 
a wide selection of medical, social, economic, legal, housing, law 
enforcement, or other protective emergency or supportive ser-
vices (NAAPSA, 2001). 

    9.3       INDICATORS OF ELDER ABUSE 
 Older   adult victims of abuse and neglect often suffer from depression, 
hopelessness, unhappiness, shame, and guilt ( NCEA, 1998 ).  Dyer 
et al. (2000)  found that abused and neglected older adults had signifi -
cantly higher scores on the Geriatric Depression Scale when compared 
with those who had not experienced abuse. Consistent with signs of 
depression, The National Center for Elder Abuse (1998)  reports that 
the most likely indicators of elder abuse include continual and unex-
plained crying and nonspecifi c fears about the home they live in and 
the people they live with. The NCEA report says that indications of 
physical abuse include  “ bruises, welts, lacerations, rope marks, broken 
bones and fractures, untreated injuries, broken eyeglasses, laboratory 
fi ndings of medical overdose, and reports of being hit, slapped, kicked, 
or mistreated ”  (The National Center for Elder Abuse, 1998, The Basics 
Section, p.1)  . 

 Additional   indicators of possible abuse are a sudden change in 
the older person’s behavior or a caregiver’s refusal to permit visitors. 
Signs of sexual abuse include  “ bruises around the breast or genitals, 
unexplained venereal diseases, unexplained vaginal or anal bleeding, 
and torn or bloody clothing ”  ( NCEA, 1998 ). Examples of emotional 
abuse include non-responsiveness, sucking, biting, or rocking behavior. 
Neglect and self-neglect are often evidenced by  “ dehydration, malnu-
trition, untreated bedsores, poor hygiene, unattended health problems, 
unsafe living conditions, or unsanitary living conditions ”  ( NCEA, 
1998 ). Indications of fi nancial exploitation include sudden changes 
in banking practices, the inclusion of additional names on an elder’s 



 banking card, unauthorized withdrawals, abrupt changes in the will, the 
unexplained disappearance of funds or valuables, unexplained transfers 
of funds to family members, and forged signatures on fi nancial docu-
ments ( NCEA, 1998 ). 

    Marshall et al. (2000)  warn that abuse is not always obvious. Clues 
that something might be wrong include client stories that appear 
rehearsed and clients who seem cautious and fearful when sharing 
information. Frequent hospitalizations may also indicate recurrent 
abuse ( Marshall et al. 2000 ).  Cyphers (1999)  analyzed Adult Protective 
Services statistics and found that women had a higher incidence of 
physical, emotional, and sexual abuse than men and a much greater 
probability of fi nancial abuse and self-neglect. 

 Not   surprisingly,  Jogerst et al. (2000)  found that elder abuse was 
much more likely to occur in older adults with high rates of poverty 
who lived with families that had histories of violence, substance abuse, 
and mental illness.  Quinn and Tomita (1997)  found that older adults liv-
ing with spouses or relatives were three times more likely to be abused. 
Relatives who were dependent on the victim for fi nancial support or 
housing were often at greater risk of becoming abusive ( Levine, 2003 ; 
 Wolf, 1998 ) and that the onset of new cognitive impairments in an elder 
increased the likelihood of abuse.  

    9.4       ABUSIVE CARETAKERS 
    Ramsey-Klawsnik (2000)  believes that there are fi ve types of abusive 
caretakers: Overwhelmed, impaired, narcissistic, bullying, and sadistic 
offenders. The author defi nes each type of abuser as follows: 

    1.   Overwhelmed caretakers  commonly want to give adequate care 
but discover that the care needed goes beyond their abilities and 
may lead to verbal and physical abuse. Overwhelmed caregivers 
are often aware of their abusive behavior but may fi nd it diffi cult 
to seek help, often because they fear the loss of the fi nancial assis-
tance they receive for taking care of the older adult. Other reasons 
include lack of sleep and limited leisure or personal time. Older 
adults who are demanding and the lack of medical supplies, fi nan-
cial resources, and assistance also increase stress for caretakers. 

2.   Impaired caretakers  may mean well but they have physical and 
emotional problems that make caretaking problematic. Unlike the 
overwhelmed caretaker, the impaired caretaker may be unaware 
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 of how badly they are treating the older adult in their care and 
tend to be neglectful or do a poor job of administering medica-
tion ( Ramsey-Klawsnik, 2000 ). An educationally oriented inter-
vention may help impaired caretakers, along with assistance in 
some of the services they provide plus a good deal of support that 
focuses on their positive caretaking accomplishments.  

3.   Narcissistic offenders  are only  “ interested in exploiting the 
older person and his or her assets. The mistreatment in which 
they engage tends to be chronic, escalates over time, and takes 
the form of neglect and fi nancial exploitation ”  ( Thompson and 
Priest, 2005 , p. 120).  

4.   Bullying offenders  mistreat older adults because they have 
power over them and feel justifi ed in abusing others. Because 
their victims are often frightened of the bully’s behavior they 
go to extremes to placate them. Frequently used forms of abuse 
include sexual abuse, physical and emotional abuse, fi nancial 
abuse, and neglect.  

5.   Sadistic caretakers  humiliate, terrify, and harm older adults in 
their care and lack remorse or guilt for their behavior.    

  Ramsey-Klawsnik (2000)  believes that impaired and overwhelmed 
caretakers are the most responsive to help. Narcissistic, bullying, and 
sadistic caretakers often don’t want to give up control or take responsi-
bility for their behavior and are therefore unmotivated for treatment. To 
complicate the caretaking picture,  Cyphers (1999)  found that adult chil-
dren were responsible for more than 50% of substantiated cases of domes-
tic violence, abuse and neglect of their parents and grandparents. While 
the proportion of abusive caretakers by gender is almost equal ( Cyphers, 
1999 ;  Marshall et al., 2000 ), women tend to neglect older victims while 
men are more likely to use physical, sexual, or emotional abuse and to 
engage in fi nancial exploitation ( Cyphers, 1999 ;  NCEA, 1998 ). 

    9.5       INTERVENTIONS WITH CARETAKERS 
 Typically  , when caretaker abuse is discovered, the victims are removed 
from the home and placed in more stable settings. This is true of more 
obvious forms of abuse, but when caretakers are tired or stressed out and 
aren’t doing a fully competent job, there are a number of interventions 
that can help. Certainly giving caretakers time out and assistance in the 
form of others helping the caretaker reduces some of the stress. Better 
fi nancial supports may also relieve some of the economic drain. Family 



 interventions, which include the older adult, and training in caretak-
ing could also be an aide to overwhelmed caretakers. The strengths 
approach might work well with caretakers who want to do a good job 
but just lack the time, energy, and sometimes, the ability. 

 In   explaining the strengths perspective  Van Wormer (1999)  notes 
that,  “ [a]t the heart of the strengths perspective is a belief in the basic 
goodness of humankind, a faith that individuals, however unfortunate 
their plight, can discover strengths in themselves that they never knew 
existed ”  (p. 51).  Van Wormer (1999, pp. 54 – 56)  goes on to suggest the 
use of the following strengths techniques with clients: 

 1. Seek the positive in terms of people’s coping skills, and you will 
fi nd it. Look beyond presenting symptoms and setbacks and 
encourage clients to identify their talents, dreams, insights, and 
fortitude.

 2. Listen to the personal narrative. Through entering the world of 
the storyteller, the practitioner begins to grasp the client’s reality, 
at the same time attending to signs of initiative, hope, and frustra-
tion with past counterproductive behavior that can help lead the 
client to a healthier outlook on life. The strengths therapist, by 
means of continual reinforcement of positives, seeks to help the 
client move away from what  van den Bergh (1995, p. xix)  calls 
 “ paralyzing narratives. ”  

 3. In contradistinction to the usual practice in interviewing [abu-
sive caretakers], which is to protect yourself from being used or 
manipulated, this approach would have the practitioner temporar-
ily suspend skepticism or disbelief and enter the client’s world 
as the client presents it, showing a willingness to listen to his or 
her own explanations and perceptions. This approach ultimately 
encourages the emergence of the client’s truth. 

 4. Validate the pain where pain exists. Reinforce persistent efforts to 
alleviate the pain and help people recover from the specifi c inju-
ries of oppression, neglect, and domination. 

 5. Don’t dictate: collaborate through an agreed upon, mutual discov-
ery of solutions among helpers, families, and support networks. 
Validation and collaboration are integral steps in a consciousness-
raising process that can lead to healing and empowerment.     

  Moxley and Washington (2001)  suggest that the advantage of using 
the strengths perspective with chemically dependent clients, some of 
whom are abusive, is that it provides an alternative to labeling which has 
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 dubious validity or value, and that it doesn’t blame the client or focus on 
the client’s defi ciencies.  “ Labeling, diagnosis, and blaming the victim can 
introduce into the process of treatment and into the treatment relationship 
itself a cynicism about the potential for change that can contaminate the 
thinking of both helpers and recipients and, as a consequence, limit their 
willingness to engage in the transformational process of change the prac-
tice of recovery demands ”  ( Moxley and Washington, 2001 , p. 251). 

    Brun and Rapp (2001)  report that quantitative studies suggest posi-
tive outcomes when strengths-based case management is used with 
people who have substance-abuse problems. Substance abuse is often 
associated with physical and sexual abuse, particularly domestic vio-
lence. Those outcomes reported by the authors include lessened drug 
use, retention in treatment programs, and improved functioning at work. 

    Sherman and Newman (1979)  suggest that prevention is the best 
way to stop elder abuse. In their study, considerable effort was placed 
on helping caretakers before the burden became great by offering train-
ing and advice in the early stages of the older adult’s stay with care-
takers. Most of the caretakers (70%) in their study had no experience 
helping the elderly, particularly elderly clients with multiple physical 
and emotional problems. The authors found that training, follow-up vis-
its, and supportive help kept most placements stable and that from the 
caretakers ’  points of view the quality of the follow-up rather than the 
quantity was most helpful. By helpful, caretakers reported that workers 
who offered support, advice, and encouragement, and were available 
to them by phone, were far more helpful than workers who were only 
interested in whether health and nutritional standards were being met.  

    9.6        TREATING ABUSED OLDER ADULTS: EFFECTIVE 
INTERVENTIONS 

 Even   when older adults are referred because of their abuse, the range of 
treatment options seems limited.  Thompson and Priest (2005)  complain 
that  “ little attention has been paid to treating elder abuse; consequently, 
a dearth of interventions and preventions exists ”  (p. 123). The authors 
believe it is imperative that we develop more effective ways of help-
ing abused older adults. Because of the dramatic increase in the number 
of older adults and their extended life spans, many families with lim-
ited resources fi nd it diffi cult to provide adequate care. As the economic 
realities of caring for older adults increases, and with it the pressures on 
family life, the authors believe that elder abuse will increase. 



  While   effective approaches for working with older adult victims of 
abuse are limited, several seem to offer some hope. In a general discussion 
of treatment,  Papadopolous and LaFontaine (2000)  suggest that interven-
tion should involve a combination of individual therapy, family therapy, 
and relationship counseling that focuses on behavioral skills training, 
cognitive restructuring, and emotional control. The authors also suggest 
that we attempt to empower caregivers by recognizing their needs and 
working with them to help older family members.  Browne and Herbert 
(1997)  emphasize positive reminiscences as an approach for enhancing 
compassion and attachment between the caregiver and the older adult. 
 Wolf (1998) , however, believes that we need to acknowledge and address 
the depression, sadness, shame, and guilt experienced by victims of elder 
abuse by focusing on enhancing the strengths and life skills of victims. 

    Reay and Browne (2002)  applied an education and anger manage-
ment intervention by fi rst assessing confl ict, strain, depression, anxiety, 
and the cost of caring in 29 caretakers who abused and neglected older 
relatives. The educational intervention was done in a single 90-minute 
session with a psychologist who gave comprehensive information about 
the victim’s illness, the services and resources available, and the nature 
of caring for older individuals. The anger management component was 
also done in a single 90-minute session by a psychologist and focused 
on the nature, stages of anger, and anger management skills. Pre-test, 
post-test, and a 6-month follow-up showed a reduction in strain, depres-
sion, anxiety, and confl ict tactics. However, the study lacked a control 
group and the sample size was small. 

    Davis and Medina-Ariza (2001)  report a fi eld study to reduce repeat 
incidents of elder abuse. Randomly selected public housing projects 
(30 of 60) in New York City received educational material about elder 
abuse, while others did not. Some households that reported elder abuse 
to the police were selected by lottery to receive a follow-up home visit 
from a police offi cer and a domestic violence counselor. Data on post-
report abuse were collected at 6 and 12 months periods after the initial 
report to the police. According to the authors, the interventions were 
diffi cult to implement because of delays in services and lack of coop-
eration of victims or their caretakers. Only 50% of targeted households 
received full home visits, on average 56 days after the initial call to 
police, and only 6% of the elderly residents at targeted housing projects 
attended educational presentations. The interventions showed no mea-
surable effects on the victim’s knowledge of elder abuse issues or of 
available social services. Nonetheless, households that received home 
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 visits and were in housing projects that received public education called 
the police signifi cantly  more  often, and also reported signifi cantly 
higher  levels of physical abuse to research interviewers than control 
households. Households that received home visits only (but were not in 
projects receiving public education) also called the police  signifi cantly 
more  often than control households, but did not report more abuse to 
interviewers. These increased calls to police were found 6 months after 
the trigger incident but disappeared by 12 months. 

 The   authors offer several explanations for the fi ndings. The most 
plausible may be that the combined interventions incited abusers rather 
than deterring them (the study did not provide direct evidence on this 
point, however, because abusers were not interviewed). The researchers 
speculate that elder abuse victims are often dependent on their abusers in 
multiple ways and when compared with domestic violence victims, may 
have even less hope of gaining independence from their abusers. 

    The National Center on Elder Abuse (2005)  studied the impact of 
a counseling program serving abused elders that used intensive brief 
psychotherapy. In the evaluation, both the clients who participated in 
the Elder Abuse Counseling Program and the counselor were asked 
to assess the impact of program participation on mental health status, 
behavior, co-morbidities, and risk status. Data analyses revealed signifi -
cant improvements in all areas that were assessed. In addition, client 
satisfaction was high for both individual and group counseling sessions. 
These results suggest that an intervention program involving counseling 
for elder abuse victims can bring about positive results. 

 In   agreement with  Thompson and Priest (2005) , the study noted that 
material on treating abused elders was seriously lacking. For reasons 
that may have to do with dismissing abused elders as unable to benefi t 
from interventions other than changes in their living situation and bet-
ter health care, the authors suggests that the following beliefs must be 
operable among human service professionals before clinical interven-
tions can be developed: 

1.     A belief that abused elders have emotional reactions to their 
abuse and can benefi t from clinical interventions. The idea that 
elderly people can’t benefi t from clinical help is untrue.  

2.     A belief that older abused adults want to discuss their lives and, 
in particular, their abuse. Often the abusers are their own chil-
dren. The opportunity to resolve problems with children could 
lead to better long-term relationships with family.  



3.      Abused older adults may have many years to live. Helping to 
resolve the emotional effects of their abuse can result in great 
benefi t for longer, healthier, and happier lives.  

4.     When caretakers are the children of older adults, abused older 
adults may not have treated their caretakers well as children and 
the children are gaining revenge on older relatives for their treat-
ment as children. The opportunity to resolve long-standing prob-
lems can help both victims and caretakers.  

5.     We have a growing body of research on the effectiveness of sev-
eral types of therapy with depression, bereavement, and anxiety 
in older adults. Many of these treatments can be used with abused 
elders and are discussed in detail in following chapters.  

6.     The lack of best evidence to help abused elders is a type of age-
ism all too common in our society. It points to a belief that older 
people don’t have the same needs, feelings, desires, hopes, and 
dreams as younger people. The lack of concern for elders is a 
way of negating their existence and, in many ways increases the 
probability that abuse will take place.  

    7.     Workers need to begin identifying effective interventions and share 
them with colleagues. Small pieces of research and research with 
single subject designs would be ideal for this type of endeavor. 
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        EVIDENCE-BASED PRACTICE WITH AN ABUSED OLDER 
ADULT: A CASE STUDY      
 Loretta   Bascom is an 82-year-old former accountant who lives with 
her daughter Mildred (52), son-in-law Jim (53), and grandson Alec (19). 
Loretta was living independently when her hip broke and surgical com-
plications extended her stay beyond the 100 days covered by Medicare. 
With a very long recuperation awaiting her and no funds for a continued 
stay in a rehabilitation facility, Loretta was forced to live with her only rel-
ative, her daughter Mildred. 

 The   stay has been fraught with problems, not least of which are 
Mildred’s unwillingness to help her mother bathe, exercise, and have 
clean clothes and bedding as well as Loretta’s son-in-law’s attempt to take 
over Loretta’s finances. Loretta pays her daughter $1,000 a month, which 
is most of her social security check, leaving Loretta with only a few hun-
dred dollars for medication and medical supplies. 

 Loretta   was seen by the hospital social worker when she developed 
bedsores and her daughter began to worry that the infection would 
spread to her family. Loretta cried when the social worker saw  her. She 
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could not understand why she was being treated so badly by her daugh-
ter and son-in-law, believing that she had been a good mother and had 
helped her daughter on a number of occasions when her daughter 
was in financial difficulty. Loretta maintained that she had always been 
respectful of the need to allow her daughter and family space to live 
their own lives without her  “ meddling. ”  

 In   reporting her history with her daughter, Loretta said that Mildred 
had made many mistakes in her life and had abused drugs and alco-
hol as a teenager and young adult. Loretta had often helped her out of 
legal difficulties and paid a small fortune for legal help. She recognized 
Mildred’s limitations as a caretaker but could not think of an alternative 
because of her limited finances and lack of friends who could help her. 
She admitted that she had been feeling too depressed to do much of 
anything and wondered if the worker could help. 

 The   worker said that the first thing to understand was that Mildred’s lack 
of care was indicative of neglect and that the unhappy living situation would 
certainly interfere with her recovery. She strongly urged Loretta to consider 
other living arrangements and wondered if Loretta had a preference for 
where she would like to live. Loretta had found an assisted living facility that 
she thought would be ideal but the cost was in excess of her social security 
check. The worker wondered if Loretta would like her to check into finan-
cial arrangements with the facility as well as other forms of financial help. 
Loretta said that would be a good idea and thanked the worker. 

 The   worker said that it might also be important to discuss, in more 
detail, Mildred’s behavior since it had, in the worker’s opinion, a great deal 
to do with Loretta’s depression. Loretta cried a bit and said,  “ I can’t say I’m 
surprised, I’m just hurt. Mildred has never been one to help others and she 
certainly hasn’t been helpful to me as I age. I knew better than to live with 
her but being hospitalized, hurting so much, and then not having money 
to go elsewhere, I asked Mildred for help and, to my surprise she said yes. ”  

    “ It must have been tough to ask, ”  the worker replied. 
    “ It was, but what else could I do? I thought I’d figure something out 

and be out of Mildred’s house soon enough, but then I got depressed 
and I just couldn’t figure anything else to do. ”  

 The   worker thought it might be a good idea to discuss Loretta’s 
options and said that perhaps having the doctor talk to her about 
depression might be helpful since he might have a suggestion for med-
ication. Loretta agreed that she would like some help with medication 
but asked if the worker could talk to her about the situation with Mildred 
and her family. She always felt that she was a pretty normal person. 
She knew about Mildred’s deficiencies and accepted them but couldn’t 
understand why they were bothering her so much now. The worker 



 promised she would see Loretta the next day and made an appointment 
for an hour session. 

 After   the initial meeting the worker went to the literature and found 
that  Gallagher-Thompson et al. (1990)  had followed elderly clients for 
two years after completion of treatment for depression and found that 
52% of the  clients receiving cognitive treatment, 58% of the clients 
receiving behavioral treatment, and 70% of the clients receiving brief 
dynamic treatment had no return of depressed symptoms two years 
after treatment. The authors reported that these rates of improvement 
were consistent with a younger population of depressed clients. 

 Believing   that Loretta was asking for help in understanding Mildred’s 
behavior, the next meeting was spent in a discussion of the relation-
ship between mother and daughter. As they delved into the relation-
ship, it became clear that Mildred had always resented her mother’s 
support and acceptance and that Mildred’s sense of failure was such 
that her mother’s positive behavior wasn’t thought to be genuine. 
Many times over the years Mildred had complained that her mother 
was covering up her negative feelings about Mildred. As much as 
her mother denied this, Mildred persisted. It also became clear that 
Mildred believed that her choice of husbands was poor and that her 
mother tacitly agreed. 

 As   they continued the discussion over several sessions, Loretta seemed 
to have closure on the subject and began to ask for help in finding a new 
living arrangement.  “ Why stay in a place where I’m not wanted? ”  she 
asked.  “ I love my daughter, but I’m also sure if I stay there it’ll be the end 
of me and I still have some living to do. ”  

 The   worker was able to arrange for Loretta to receive assistance to go 
to the assisted living facility she had found. A social worker on staff con-
tinues to work with Loretta and they often discuss the mother – daughter 
relationship and other life issues Loretta finds necessary to understand. 
With the worker’s help, she has discovered a wealth of information on 
the Internet about aging and mother – daughter relationships. She has 
also joined a self-help group on the Internet for abused elders and corre-
sponds daily with several members of the group who have similar prob-
lems with their daughters. The members come from all over the world 
and it’s exciting for Loretta to have such diverse friends. 

 After   six months in the assisted care facility, Loretta has been able to 
find a small apartment where she lives independently with weekly visits 
from the public health nurse and a public health social worker. She con-
tinues to discuss her daughter and reports that Mildred has been very 
conciliatory about her mother’s leaving the home but Loretta guesses 
her daughter just misses the $1,000 a month. In any event she has a 
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 good relationship with her grandson who visits often and, in Loretta’s 
words,  “ More than makes up for my daughter’s shortcomings. ”  

    Discussion 
 I   spoke to the worker who explained her choice of treatment approaches. 
She told me that  “ while I consider myself someone who does very brief 
behaviorally-oriented work, from her work success and past absence of 
any emotional problems, Loretta seemed able to make life changes with-
out much direction from me. She wanted to find out why her daughter 
was being so neglectful and why their relationship had been so difficult. 
This seemed important to her, and while I found several studies sup-
porting the use of behaviorally or educationally oriented approaches, I 
used the brief form of dynamic therapy discussed by  Plopper (1990)  who 
found that brief dynamic treatment was as effective as cognitive or edu-
cationally-oriented approaches with older adult clients suffering from 
depression. I thought the following discussion of brief dynamic therapy 
by  Landreville and Gervais (1997)  was very helpful: 

 [T]here is evidence to suggest that brief psychodynamic psy-
chotherapy is as effective as behavioral or cognitive therapies 
for treating depression in the elderly (Thompson et al., 1987). 
Psychodynamic treatment, which aims at providing clients with 
both support and a personal understanding of their current dif-
ficulties, emphasizes the importance of interpreting the patient’s 
emotional experience through the therapeutic relationship. As 
stated by  Rodin et al. (1991) , this relationship can be helpful to 
medical patients not only by alleviating depression but also by 
facilitating relationships with other caregivers (i.e., physicians, 
occupational therapists, nurses, etc.). These authors describe three 
phases in the psychodynamic treatment of depression in the medi-
cally ill which are also relevant to disabled older adults: (a) the facil-
itation of grief and mourning; (b) the provision of meaning; and (c) 
the achievement of a sense of mastery over the feelings associated 
with the physical disorder. (p. 203)   

    “ I thought this would be something I could accomplish over the sev-
eral weeks Loretta was hospitalized and before she was transferred to a 
rehabilitation setting, and it seemed to work. Listening to what the client 
wants from us is particularly important. I think workers often discount 
older adults and communicate with them as if they were talking to chil-
dren. Although she’s in a difficult situation, Loretta is a bright, attentive, 
and assertive woman with a great deal of self-motivation and direction. 



 Finding out more about her relationship with her daughter was just what 
she needed to help her move away from a very difficult situation. 

    “ I should add that I spoke to Mildred and told her that the medical 
staff was concerned that her mother was being neglected and that she 
would move elsewhere. Mildred blamed her mother and said that she 
was lazy and unwilling to do things for herself. I felt her behavior defined 
her as a narcissistic caretaker only  ‘ interested in exploiting the older per-
son and his or her assets. The mistreatment in which they engage tends 
to be chronic, escalates over time, and takes the form of neglect and 
financial exploitation ’  ( Thompson and Priest, 2005 , p. 120). As a man-
dated reporter I contacted the county department of aging with a formal 
report, but by the time it reached the  department and action was taken, 
Loretta was living elsewhere. However, Mildred and her husband received 
a severe written reprimand and were told that they would not be allowed 
to care for older adults in the future. I explained my actions to Loretta who 
seemed saddened by it all but accepting. ”         
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    9.7       COMMUNITY SERVICES 
 Treatment   alone is not the only answer to elder abuse or to its pre-
vention. Elder abuse needs to be addressed on a broader level and 
community-based educational interventions should be offered to both 
older adults and potential caregivers focusing on issues associated with 
their care and the possibility of abuse. With this knowledge, caregiv-
ers will be better equipped to decide if they are capable of caring for 
older relatives.  Kosberg and Garcia (1995)  believe that understanding 
potentially aversive consequences may deter older family members 
from choosing to live with relatives. Should this happen, it is important 
that affordable housing for older adults, foster care, and group living are 
available as substitutes to living with relatives. As important as the liv-
ing situation is the ability to receive supportive services for caregivers. 
Such services may include day care, senior citizen centers, and home 
health services. Having other people to talk to is a necessary way to 
reduce stress and share solutions. 

    Reay and Browne (2002)  suggest a three-stage approach to 
community-based services, which could also limit the frequency of elder 
abuse. In stage one, nursing and day residential services would be cre-
ated or enhanced to provide caregivers with breaks and time outs. They 
also suggest the availability of overnight care and a confi dential hotline 
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to discuss problems in caring with older relatives. Stage one would also 
 emphasize the rights, safety, and health of older people and the reduc-
tion of the stigmas of aging that stereotype older adults as senile, rigid, 
physically decrepit and slow.  Reay and Browne (2002)  believe that 
stereotypes about older adults often lead to elder abuse and neglect 
because they continue a societal bias against older men and women. 

 At   stage two,  Reay and Brown (2002)  suggest increased screening and 
identifi cation, noting that many older people are admitted to the hospital 
with physical injuries consistent with abuse or neglect that are not investi-
gated. At stage three, interventions should involve a thorough assessment 
of the client’s needs. Unfortunately, tertiary interventions for elder abuse 
commonly involve removing the older individual from home and plac-
ing him or her in a hospital or a residential facility, even though the older 
client would prefer to remain in the home. ( Bergeron, 2000 ;  Quinn and 
Tomita, 1997 ). Practitioners should understand that abusive behaviors 
are often learned and repeated in families, and caregivers may respond to 
elderly parents in the same abusive way their parents responded to them 
as children ( Schwiebert et al., 2000 ). If this behavior cannot be changed, 
and often it can’t, then the correct thing to do is to help clients fi nd a safe 
place to live where the cycle of abuse will stop. 

    9.8       RESEARCH QUESTIONS 
    Bonnie (2002)  believes that before we can successfully deal with elder 
abuse and neglect that we need strong research efforts aimed at older 
adults. Among the questions he believes we need to study are the 
following: 

1.   The need to defi ne elder abuse and neglect for policy, treat-
ment, and prevention purposes.  Bonnie believes that legal defi -
nitions and responses should be grounded in empirical studies of 
conduct that pose the most serious risks to older adults. He won-
ders if we know enough about elder abuse to construct necessary 
treatment approaches with good outcome potential, and acknowl-
edges the need for good longitudinal studies of vulnerable elders 
who have (and have not) been mistreated.  

    2.   The need to collect data in a systematic way that monitors 
occurrences of mistreatment in various settings, including 
emergency rooms and long-term care facilities.  Bonnie believes 



 that issues of defi nition and measurement need to be studied and 
resolved in order to implement useful surveillance systems. 

3.   The need to identify elders who are being neglected or 
abused for the purpose of effective intervention and pre-
venting further harm.  Bonnie suggests that a key to protecting 
vulnerable elders from mistreatment is careful screening and indi-
vidual assessment. Two challenges arise with screening and case-
identifi cation. The fi rst is to develop ways to identify hidden mis-
treatment, while the other is to differentiate natural conditions 
and illnesses associated with aging from mistreatment. While 
burns and ligature marks are often reliable indicators of mistreat-
ment, fractures may not necessarily suggest maltreatment. Bonnie 
believes that mistakenly attributing nutritional defi ciencies to an 
illness when it is in fact a sign of neglect can prolong suffering. 
On the other hand, mistakenly identifying a spontaneous bruise 
or other injury as intentionally infl icted is an error that is likely to 
have legal implications and hurt innocent caretakers. 

4.   Prevent mistreatment before it occurs or escalates in severity.
We need to study the effects of policies and programs to prevent 
elder mistreatment by prioritizing concerns about harmful nurs-
ing home care and the occurrence of mistreatment.  

5.   Assessing cost-effective preventive and protective interven-
tion.  Bonnie indicates that we should study programs to reduce 
morbidity and mortality, including Medicare and Medicaid, and 
that we begin now to lay a foundation to analyze data that might 
help us understand whether social and medical programs actually 
achieve a desirable end result. 

    9.9       SUMMARY 
 This   chapter on elder abuse discusses the frequency of abuse, caretak-
ers who abuse elders, and treatment interventions with caretakers and 
victims. The lack of research data on interventions with abused elders 
is noted and suggestions are given as to how points of view about aging 
need to change to prompt more research. A case study applying EBP is 
provided along with a discussion of the case by the worker. Legal defi -
nitions of elder abuse are also given, as well as research questions that 
need to be answered for the human services to reduce the frequency of 
abuse. Community and policy interventions are also provided.  
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    9.10        QUESTIONS FROM THE CHAPTER 
1.     Given the large amount of elder abuse, do you think ageism is the 

primary reason for the lack of practice research and best evidence 
to treat elder abused? Provide other reasons.  

2.     It appears from the chapter that most abusive caretakers cannot 
be helped and only those who are stressed or lack knowledge 
stand much of a chance of changing their abusive behavior. Do 
you agree with this assessment? If so, why, and if not, why not? 

    3.     Lack of training to be a caretaker seems to be a primary reason for 
neglect. What information, values and skills might be included in a 
training program for caretakers? 

4.     In the case study, the worker makes a quick decision that the 
daughter is a narcissistic person who won’t change her neglectful 
behavior toward her mother. Provide information from the case 
study to indicate that the daughter is untreatable.  

5.     Would it be true to say that most human service profession-
als would prefer not to work with older adults (only 3% of all 
social work graduate students specialize in aging), and that 
working with abused elderly is the least likely type of work with 
older adults most human service professionals want to perform? 
Provide supportive evidence for your answer.     
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    10.1       INTRODUCTION 
 Large   numbers of depressed older adults often go undiagnosed and 
untreated because symptoms of depression are often thought to be phys-
ical in nature and professionals frequently believe that older adults are 
neither motivated for therapy nor fi nd it an appropriate treatment. This 
often leaves many older adults trying to cope with serious depressions 
without adequate help. As this chapter will indicate, the numbers of 
older adults dealing with depression are considerable and growing as 
their numbers increase in the USA. Health problems, loss of loved ones, 
loss of status related to work, fi nancial insecurities, lack of a support 
group, a growing sense of isolation and a lack of self-worth are common 
problems among the elderly that lead to serious symptoms of depres-
sion. Two case studies at the end of the chapter provide additional infor-
mation about the causation and treatment of depression in older adults. 

    10.2       DEPRESSION IN OLDER ADULTS 
 While   symptoms of depression are consistent across age groups,  Wallis 
(2000)  suggests that older adults may express depression through 
such physical complaints as insomnia, eating disorders, and digestive 
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 problems. They may also show signs of lethargy, have less incentive to 
participate in the activities they enjoyed before they became depressed, 
and experience symptoms of depression while denying that they are 
depressed. Mild and transient depression brought on by situational 
events usually resolve themselves in time, but moderate depression 
may interfere with daily life activities and can result in social with-
drawal and isolation. Severe depression may result in psychotic-like 
symptoms including hallucinations and a loss of being in touch with 
reality ( Wallis, 2000 ). The DSM-IV ( APA, 1994 ) does not distinguish 
depression in older adults from depression in the younger population, 
and the subtle as well as the overt signs of depression in the elderly 
are not discussed. This lack of differentiation of depression among age 
groups makes diagnosis more problematic and is one possible explana-
tion of why depression is often not treated when elderly clients have 
co-existing medical problems. Whether the medical problem results 
in the depression or the depression contributes to the medical prob-
lem is diffi cult to determine and remains an area requiring more study. 
Clearly, however, older adults have intrusive health and mental health 
issues that may cause depressed feelings and may lead to changes in 
functioning.

    Zalaquett and Stens (2006)  believe that depression is often undiag-
nosed and untreated in older adults causing “ needless suffering for the 
family and for the individual who could otherwise live a fruitful life ”
(p. 192). The authors point out that we have suffi cient evidence that 
longstanding depression predicts earlier death while recovery leads to 
prolonged life. Suicide is a signifi cant risk factor for older adult cli-
ents suffering from depression. Depression, according to the authors, 
may increase the risk of physical illnesses and disability. Un ü tzer 
et al. (2003) report that depression affects between 5% and 10% of 
older adults who visit a primary care provider and is a chronic, recur-
rent problem affecting many older adults, especially those with poor 
physical health. The authors note that late life depression has been 
associated with substantial  “ individual suffering, functional impair-
ment, losses in health-related quality of life, poor adherence to medical 
treatments and increased mortality from suicide and medical illnesses ”
(p. 505). 

 In   a study of older adults living in a specifi c community,  Blazer et al. 
(1987)  found that 8% had symptoms of depression or other disorders 
serious enough to warrant treatment. Older adults in acute health care 
facilities had rates of depression of 5 – 15%, while residents of long-care 



facilities had symptoms, not captured in current descriptions of major 
depression, of 25% ( Blazer, 1993 ).  Wallis (2000)  reports a depression 
rate of 6% among older adults, nearly two-thirds of who are women. 
Wallis notes that depression is more prevalent among an older popu-
lation because of loss of loved ones, health problems, and the inabil-
ity to live independently. According to Wallis, 75% of older adults in 
long-term care have mild to moderate symptoms of depression.  Mills
and Henretta (2001)  indicate that more than two million of the 34 mil-
lion older Americans suffer from some form of depression, yet late-life 
depression is often undiagnosed or under-diagnosed. 

    Casey (1994)  reports a study that found rates of suicide among 
adults 65 and older almost double that of the general population, and 
that the completion rate for suicide among older adults was 1 in 4 as 
compared to 1 in 100 for the general population ( Casey, 1994 ), suggest-
ing that older adults are much more likely to see suicide as a fi nal solu-
tion rather than a cry for help. Older adults who commit suicide often 
suffer from major depression, alcoholism, severe medical problems, and 
social isolation ( Casey, 1994 ). Although adults aged 65 and older com-
prise 13% of the US population, they account for 18% of the total num-
ber of suicides that occurred in 2000. The highest rate of suicide (19.4 
per 1,000) was among people aged 85 and over, a fi gure that is twice 
the overall national rate. The second highest rate (17.7 per 100,000) 
was among adults aged 75 to 84. 

    Hepner et al. (2007)  found that primary care physicians do well in 
detecting and initiating treatment for depression but provide substan-
tially  “ lower-quality care in terms of completion of a minimal course of 
treatment for depression (especially among elderly persons) or assess-
ment and treatment of psychiatric co-morbid conditions ”  (p. 324). In 
addition, the researchers found little evidence of appropriate responses 
to suicidal ideations, low rates of referral to mental health specialists 
for complex patients, and low rates of completion of treatment even 
though 85% of the patients were open to receiving treatment (p. 327). 
The authors note that 

 When patients did access mental health specialists, nearly half did 
not report receiving any elements of evidence-based (cognitive-
behavioral) therapy, such as being helped to reduce negative 
thoughts. We found rates of treatment completion (46%) that were 
in the range reported by other investigators, such as Charbonneau 
and colleagues, who reported 45% completion of antidepressant 
treatment. ( Hepner et al., 2007 , pp. 326 – 327)   
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 Older   adults also have a considerably higher suicide completion 
rate than other groups. While for all age groups combined there is one 
completed suicide ending in death for every 20 attempts, there is one 
completed suicide ending in death for every four attempts among adults 
who are 65 and older (Beeler, 2004). The Centers for Disease Control 
(2005) reports that 14.3 of every 100,000 people age 65 and older died 
by suicide in 2004, higher than the rate of about 11 per 100,000 in the 
general population. Non-Hispanic white men aged 85 and older were 
most likely to die by suicide, with an astonishing rate of 49.8 suicide 
deaths per 100,000 persons in that age group.  

    10.3       REASONS FOR OLDER ADULT DEPRESSION 
 To   determine whether there are factors other than generalized health 
problems or issues of isolation that cause depression,  Mills and Henretta 
(2001)  found signifi cant differences along racial and ethnic lines. Many 
more Hispanics and African Americans over the age of 65 report that 
their health is only fair or poor as compared with non-Hispanic white 
elderly.  Axelson (1985)  reports that Mexican Americans tend to see 
themselves as  “ old ”  much earlier in life than other groups (e.g., at about 
age 60, as compared with age 65 for Black Americans and age 70 for 
White Americans). Axelson believes that attitudes and expectations about 
aging  “ may put the Hispanic elderly at increased risk of what has been 
called psychological death, meaning a giving up or disengagement from 
active involvement in life ”  (Found in  Mills and Henretta, 2001 , p. 133). 

 Social   support networks for older adults are also a factor in positive 
health and mental health.  Tyler and Hoyt (2000)  studied the emotional 
impact of natural disasters on older adults who had pre-disaster indica-
tions of depression and found that subjects with consistent social supports 
had lower levels of depression before and after a natural disaster than 
depressed subjects without social supports. In describing why many older 
people who have been symptom-free and, indeed, are considered to be 
resilient in the face of serious traumas,  Kramer (2005)  believes that resil-
ience may move into depression many years after a successfully coped-
with trauma. “ Depression, ”  he writes,  “ is not universal even in terrible 
times. Though prone to mood disorders, the great Italian writer Primo 
Levi, who committed suicide at the height of his success at age 67, was 
not depressed in his months at Auschwitz ”  (p. 53). Kramer continues, 

 I have treated a handful of patients who survived horrors arising 
from war or political repression. They come to depression years after 



enduring extreme privation. Typically such a person will say:  “ I don’t 
understand it. I went through___, ”  and here he will name a shameful 
event of our time.  “ I lived through  that  and in those months, I never 
felt  this . ”   This  refers to the relentless bleakness of depression, the self 
as hollow shell. Beset by great evil, a person can be wise, observant 
and disillusioned and yet not be depressed. Resilience confers its 
own measure of insight. (p. 53)   

 Not   surprisingly,  Mavandadi et al. (2007)  found a strong relation-
ship between negative social interactions with older adults, and physi-
cal pain and depression. The authors conclude that “ negative exchanges 
with social network members may be sources of acute stress or chronic 
strain that could detract considerably from psychological well-being ”
(p. 815). Negative exchanges might include messages that convey 
displeasure and criticism, blaming the older adult for their pain and 
depression, making suggestions that appear critical and unlikely to help 
to the older adult, and a lack of concern about the pain they are in. The 
researchers urge treatment personnel to be aware of the relationship 
between pain, negative social interactions and depression, and report 
that when social interactions improve as a result of treatment, pain and 
depression subside.  

    10.4        BEST EVIDENCE FOR TREATING DEPRESSION IN 
ELDERLY CLIENTS 

    Gallagher-Thompson et al. (1990)  followed elderly clients for two years 
after completion of treatment and found that 52% of the clients receiv-
ing cognitive treatment, 58% of the clients receiving behavioral treat-
ment, and 70% of the clients receiving brief dynamic treatment had no 
return of depressed symptoms two years after treatment. The authors 
report that these rates of improvement are consistent with a younger 
population of depressed clients. However,  Huffman (1999)  reports high 
rates of recurrence of depression in older adults following treatment. In 
subjects over 70 who received psychotherapy and a placebo as an anti-
depressant, the recurrence rate for depression was 63% within a three-
year period of time. For subjects 60 – 69, the recurrence rate was 65%. 
Subjects treated with just an antidepressant and scheduled offi ce visits 
to check on their progress did least well, with a 90% recurrence rate for 
both age groups ( Huffman, 1999 ). 

    Lebowitz et al. (1997)  found that certain types of psychother-
apy are effective treatments for late-life depression. For many older 
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adults, especially those who are in good physical health, combin-
ing interpersonal psychotherapy with antidepressant medication 
appeared to provide the most benefi t. The authors note that about 
80% of older adults with depression recovered with this kind of 
combined treatment and had lower recurrence rates than with psy-
chotherapy or medication alone. The authors report another study 
of depressed older adults with physical illnesses and problems with 
memory and thinking that showed combined treatment was no more 
effective than medication alone. Apparently, the more cognitively 
and physically healthy the client, the more likely that therapy will be 
benefi cial. 

    Lenze et al. (2002)  studied the effectiveness of interpersonal treat-
ment in conjunction with antidepressives with depressed elderly clients. 
Not surprisingly, given the lack of awareness of late-onset depression 
in elderly clients, they report that,  “ [T]o our knowledge, this is the 
fi rst report concerning social functioning in a controlled randomized 
study of elderly patients receiving maintenance treatment for late-life 
depression ”  (p. 467). The authors found improved social adjustment 
attributable to combined interpersonal psychotherapy and mainte-
nance medication. While improvement in social functioning could not 
be related directly to therapy, maintenance of the gains made in social 
functioning seemed directly related to therapy. The most signifi cant 
gains reported by the authors were in the areas of interpersonal confl ict 
role transitions and abnormal grief. 

    Kennedy and Tannenbaum (2000)  report compelling evidence that 
older patients experience a variety of emotional problems including 
depression, anxiety, caregiver burden, and extended bereavement. The 
authors believe that many elderly clients can benefi t from psychothera-
peutic interventions and suggest that adjustments for clinical practice 
with elderly clients should include consideration of “ sensory and cog-
nitive ”  problems, the need for closer collaboration with the clients ’
family and other care providers, and a belief by the clinician, shared 
with the elderly client and his or her family, that treatment will result 
in improved functioning and symptom reduction to offset stereotypes 
that elderly clients with emotional problems are untreatable or unlikely 
to improve. The authors suggest that work with elderly clients also 
requires skill with a variety of approaches, including work with cou-
ples, families, and groups and that the use of pharmotherapy may pro-
duce very positive results with late-onset social and emotional problems 
experienced by elderly clients. 



    Zalaquett and Stens (2006)  believe we have  “ a great body of data 
supporting the use of medication and/or psychosocial therapy to help 
the person with [late life] depression return to a happier, more fulfi ll-
ing life . . . and shorten the time to recovery ”  (p. 192).  Pinquart and 
S ö rensen (2001)  suggest that using psychosocial therapy with older 
adults is valuable because it decreases depression and promotes gen-
eral psychological well being. The National Institutes of Health’s  (NIH) 
Consensus Panel on Diagnosis and Treatment of Depression in Late 
Life (1992)  found that there are many different treatments of depression 
in older adults that have been shown to be safe and effective. 

    O’Connor (2001)  reports that older clients usually get better after 
their fi rst episode of depression but that the relapse rate is 50%. Clients 
with three episodes of depression are 90% more likely to have addi-
tional episodes. O’Connor suggests that we need to accept depression 
as a chronic disease and that therapists must be prepared to “ give hope, 
to reduce shame, to be mentor, coach, cheerleader, idealized object, 
playmate, and nurturer. In doing so, inevitably, we must challenge 
many of our assumptions about the use of the self in psychotherapy ”  
(p. 508).  O’Connor (2001)  also suggests that depressed clients seek 
approval from therapists and that the effective therapist give such sup-
port warmly and genuinely through smiles, nods, and recognition that 
the client has “ accomplished something diffi cult, an indication that you 
share the patient’s valuation of what he/she has accomplished, an emo-
tional mirroring of the patient’s pride  –  these can have powerful impact 
on the depressed patient ”  (p. 522). 

    Plopper (1990)  believes that brief and focused approaches to the 
treatment of depression are preferable to intensive psychodynamic 
psychotherapy. However, there is evidence to suggest that brief psy-
chodynamic psychotherapy is as effective as behavioral or cogni-
tive therapies for treating depression in the elderly ( Thompson et al., 
1987 ). Psychodynamic treatment, which aims at providing clients with 
both support and a personal understanding of their current diffi culties, 
emphasizes the importance of interpreting the patient’s emotional expe-
rience through the therapeutic relationship. 

    Roth and Fonagy (1996)  report that group therapies with older adults 
experiencing depression showed promise of reducing symptoms of 
depression. In one study, psychodynamic group therapy and cognitive 
behavioral group therapy approaches were compared and found to be 
equally effective in reducing levels of depression. Another study reported 
by  Roth and Fonagy (1996)  evaluated the effectiveness of self-help 
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books with mildly to moderately depressed older adults ( Scogin et al., 
1989 ). Participants were randomly assigned to a cognitive bibliotherapy 
group, a behavioral bibliotherapy group, or a delayed treatment control 
group. Participants in the cognitive bibliotherapy group received a cog-
nitive therapy self-help book, and participants in the behavioral biblio-
therapy group received a behavioral therapy self-help book. Participants 
were told to read the books and were contacted in four weeks with fol-
low-up questions to determine the impact of the books on depression. 
The results suggested “ a clinically signifi cant change ”  in depression 
with both cognitive and behavioral therapy self-help books. Gains con-
tinued at six-month and two-year follow ups. 

   Table 10.1    ( Zalaquett and Stens, 2006 , p. 197) shows our current 
state of research-based knowledge about treatments that work best with 
older adults experiencing depression.

 In   summarizing treatment effectiveness with older clients experienc-
ing depression,  Myers and Harper (2004)  report that many interventions 
have been found effective with older adults  “ diagnosed with subclinical 
or clinical depression. These include reminiscence; individual behavioral, 
cognitive, and brief psychodynamic therapies; group psychodynamic and 
cognitive-behavioral therapies; and self-help bibliotherapy ”  (p. 210).

 Table 10.1          Psychosocial Treatments for Major Depression and 
Dysthymia in Older Adults  

   Therapy  Major depression  Dysthymia  Maintenance 

   CBT  Probably effi  cacious  Potentially useful/
helpful 

 Incomplete 
evidence 

   IPT  Incomplete evidence  Potentially useful/
helpful 

 Useful with 
medication 

   BCT  Probably effi  cacious  No data  No data 

   RT  Potentially useful/helpful  No data  No data 

   Family  Incomplete evidence  Incomplete 
evidence 

 Incomplete 
evidence 

   Group  Has been researched with 
incomplete evidence 

 Incomplete 
evidence 

 Incomplete 
evidence 

  Note: CBT      �      cognitive-behavioral therapy; IPT      �      interpersonal therapy; BDT      �      brief 
dynamic therapy; RT      �      reminiscence therapy  
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      CASE STUDY: EVIDENCE-BASED PRACTICE WITH 
A DEPRESSED OLDER ADULT MALE AND AN 
EVALUATION OF TREATMENT EFFECTIVENESS      
 The   following case study and discussion first appeared in Glicken (2005, 
pp. 227 – 231). The author thanks the publisher for granting permission to 
use this material. 

 Jake   Kissman is a 77-year-old widower whose wife, Leni, passed 
away a year ago. Jake is emotionally adrift and feels lost without Leni’s 
companionship and guidance. He has a troubled relationship with two 
adult children who live across the country and has been unable to turn 
to them for solace and support. Like many older men, Jake has no real 
support group or close friends. Leni’s social circle became his, but after 
her death, her friends left Jake to fend for himself. Jake is a difficult man 
who is prone to being critical and insensitive. He tends to say whatever 
enters his mind at the moment, no matter how hurtful it may be, and 
then is surprised that people take it so badly.  “ It’s only words, ”  he says. 
 “ What harm do words do? It’s not like smacking somebody. ”  Before he 
retired, Jake was a successful salesman and can be charming and witty 
but, sooner or later, the disregard for others comes through and he ends 
up offending people. 

 Jake  ’s depression shows itself in fatigue, feelings of hopelessness, 
irritability, and outbursts of anger. He doesn’t believe in doctors and 
never sees them.  “ Look what the  “ Momzers ”  (bastards) did to poor Leni. 
A healthy woman in her prime and she needed a surgery like I do. They 
killed her, those butchers. ”  Jake has taken to pounding on the walls of his 
apartment whenever noise from his neighbors upsets him. Complaints 
from surrounding neighbors have resulted in the threat of an eviction. 
Jake can’t manage a move to another apartment by himself and some-
one from his synagogue contacted a professional in the community who 
agreed to visit Jake at his apartment. Jake is happy that he has company, 
but angry that someone thought he needed help.  “ Tell the bastards to 
stop making so much noise and I’ll be fine. The one next door with the 
dog, shoot her. The one on the other side who bangs the cabinets, do 
the same. Why aren’t  they  being kicked out? ”  

 The   therapist listens to Jake in a supportive way. He never disagrees 
with him, offers advice, or contradicts him. Jake is still grieving for his 
wife and her loss has left him without usable coping skills to deal with 
the pressures of single life. He’s angry and depressed. To find out more 
about Jake’s symptoms, the therapist has gone to the literature on anger, 
depression, and grief. While he recognizes that Jake is a difficult cli-
ent in any event, the data he collected helped him develop a strategy 
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for working with Jake. The therapist has decided to use a strengths 
approach ( Weick et al., 1989 ;  Saleebey, 1992 ;  Glicken, 2004 ) with Jake. 
The strengths approach focuses on what clients have done well in their 
lives and uses those strengths in areas of life that are more problematic. 
The approach comes from studies on resilience, self-healing, and on suc-
cessful work with abused and traumatized children and adults. 

 Jake   has many positive attributes that most people have ignored. 
He was a warm and caring companion to Leni during her illness. He is 
secretly very generous and gives what he has to various charities with-
out wanting people to know where his gifts come from. He helps his chil-
dren financially and has done a number of acts of kindness for neighbors 
and friends, but in ways that always make the recipients feel ambivalent 
about his help. Jake is a difficult and complex man and no one has taken 
the time to try and understand him. The therapist takes a good deal of 
time and listens closely. 

 Jake   feels that he’s been a failure at life. He feels unloved and unap-
preciated. He thinks the possibility of an eviction is a good example 
of how people  “ do him in ”  when he is least able to cope with stress. 
So the therapist listens and never disagrees with Jake. Gradually, Jake 
has begun discussing his life and the sadness he feels without his wife 
who was his ballast and mate. Using a strengths approach, the therapist 
always focuses on what Jake does well and his generosity, while Jake 
uses their time to beat himself up with self-deprecating statements. The 
therapist listens, smiles, points out Jake’s excellent qualities, and waits 
for Jake to start internalizing what the therapist has said about him. 
Gradually, it begins to work. Jake tells the therapist to go help someone 
who needs it when Jake’s anger at the therapist becomes overwhelm-
ing. Jake immediately apologizes.  “ Here you’re helping me and I criti-
cize. Why do I do that? ”  he asks the therapist. There are many moments 
when Jake corrects himself or seems to fight an impulse to say some-
thing mean-spirited or hurtful to the therapist, who tells him,  “ Jake, you 
catch more flies with honey than you do with vinegar. ”  To which Jake 
replies,  “ So who needs to catch flies, for crying out loud? Oh, I’m sorry. 
Yeah, I see what you mean. It’s not about flies, it’s about getting along 
with people. ”  

 Gradually  , Jake has put aside his anger and has begun talking to 
people in the charming and pleasant manner he is so capable of. The 
neighbors who complained about him now see him as a  “ doll. ”  Jake’s 
depression is beginning to lift and he’s begun dating again, although 
he says he can never love anyone like his wife.  “ But a man gets lonely. 
So what are you supposed to do, sit home and watch soap operas all 
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day? Not me. ”  The therapist continues to see Jake and they often sit 
and quietly talk about Jake’s life.  “ I was a big deal once. I could sell 
an Eskimo an air conditioner in winter. I could charm the socks off 
people. But my big mouth, it always got in the way. I always said 
something that made people mad. Maybe it’s because my dad was so 
mean to all of us, I got this chip on my shoulder. Leni was wonder-
ful. She could put up with me and make me laugh. When she died, I 
was left with my big mouth and a lot of disappointments. You want to 
have friends, you want your kids to love you. I got neither, but I’m not 
such an  “ alte cocker ”  (old fart) that I don’t learn. And I’ve learned a lot 
from you. I’ve learned you can teach an old dog new tricks, and that’s 
something. So I thank you and I apologize for some things I said. It’s 
hard to get rid of the chip on the shoulder and sometimes it tips you 
over, that big chip, and it makes you fall down. You’re a good person. I 
wish you well in life. ”  

       Discussion 
 Most   of the treatment literature on work with older depressed adults 
suggests the use of a cognitive approach. Jake’s therapist felt that 
the oppositional nature of Jake’s personality would reject a cogni-
tive approach. Instead, a positive and affirming approach was used 
that focused on Jake’s strengths because  “ [M]ost depressed patients 
acutely desire the therapist’s approval, and it is an effective therapist 
who gives it warmly and genuinely ”  ( O’Connor, 2001 , p. 522). While 
much of the research suggests the positive benefits of cognitive ther-
apy, the therapist found the following description of cognitive therapy 
to be at odds with what might best help Jake.  Rush and Giles (1982)  
indicate that cognitive treatment attempts to change irrational think-
ing through three steps: (1) identifying irrational self-sentences, ideas 
and thoughts; (2) developing rational thoughts, ideas and perceptions; 
and (3) practicing these more rational ideas to improve self-worth and, 
ultimately, to reduce depression. While this approach might work with 
other older clients, the therapist believed that Jake would take offense 
and reject both the therapy and the therapist, finding them preachy 
and critical. 

 Instead  , the therapist decided to let Jake talk, although he made com-
ments, asked questions to clarify, and made connections that Jake found 
interesting and oddly satisfying.  “ No one ever said that to me before, ”  
Jake would say, shaking his head and smiling.  “ You learn something new 
everyday, don’t you. ”  The therapist would always bring Jake back to the 
positive achievements in his life which Jake would initially toss away 
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         10.5        EVALUATING ONE’S OWN PRACTICE WITH OLDER 
DEPRESSED ADULTS 

 Because   the literature on the treatment of older adult depression is 
somewhat limited, therapists are encouraged to individualize treatment 
by working cooperatively with the client to fi nd an approach that works. 
It also makes sense to track client change and to set goals for treatment. 
Evaluating one’s own practice is always important, but it’s particu-
larly important with older clients whose depressed feelings may have a 
highly negative impact on health and may increase the risk of physical 
deterioration and even suicide. 

 One   way to evaluate practice effectiveness is through the use of 
goal attainment scaling with single subject design. In single subject 
research, we are only interested in studying one subject at a time. The 
following discussion explains single subject research and presents a 
goal attainment scale specifi cally developed for treating Jake’s depres-
sion. A more complete discussion of single subject research and goal 
attainment scaling can be found in a book on social research by the 
author ( Glicken, 2003 ).

with comments like,  “ That was then when I paid taxes, this is now when 
I ain’t gotta penny to my name. ”  Soon, however, Jake could reflect on his 
positive achievements and began to use those experiences to deal with 
his current problems. In discussing the conflict with one of his neighbors, 
Jake said,  “ Maybe I should bring flowers to the old hag. Naw, I can’t bring 
flowers, but she’s no hag. I’ve seen worse. What about flowers? Yeah, 
flowers. Down at Vons I can buy a nice bunch for a buck. So it costs a 
little to be nice. Beats getting tossed out on my keester. ”  Or he would tie 
something he had done when he was working to his current situation. 
 “ I had something like this happen once. A customer complained to my 
boss, so I go over and ask her to tell me what she’s mad about so I can fix 
it, and she does, and it gets fixed. Sometimes you gotta eat a little crow. ”  
As Jake made connections and as he began to trust the therapist, this 
process of self-directed change reinforced his sense of accomplishment 
and led to a decrease in his depression. It also led to a good deal of soul 
searching about how he had to make changes in his life now that his 
wife was gone.  “ So maybe I should stop feeling sorry for myself and take 
better care. What do you think? ”  
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    10.6        SINGLE SUBJECT APPROACHES TO EVALUATE 
DEPRESSION IN OLDER ADULTS 

    10.6.1       Single subject research 
 Single   subject research is only interested in determining how well a sin-
gle client does in treatment. Unlike empirical designs that require a con-
trol group, in single subject research, subjects act as their own control 
groups. While generalizing fi ndings to other clients or showing a cause –
 effect relationship between treatment and client change as a result of a 
single case is not possible in single subject research, if enough people 
using a similar treatment approach have similar results, it may be pos-
sible to show a link between treatment and improvement rates, but not a 
direct correlation. Correlations require stringent research methodologies 
that are not evident in single subject research.  

    10.6.2       AB Designs 
 The   most common single subject design is the AB design which has the 
following steps: 

1.     A steady state is determined that indicates how long the condition 
we are treating has existed.  

2.     A baseline measure or pre-test is then taken before the treatment 
begins.  

3.     The treatment approach is agreed upon with the client.  
    4.     A time line is determined indicating how long the treatment will last.  
    5.     A post-test is given to measure change when treatment is completed.  
6.     Further post-tests might also be given to determine how long 

the change lasts after intervals of six months, 12 months and 24 
months following the end of treatment.  

    7.     If the steady state (how long the condition existed  before  treat-
ment began) is long enough, it would suggest that changes taking 
place once treatment is initiated are the result of the treatment and 
not because of some intervening or capricious events. We can say 
this because change that does not occur over a long period of time 
before treatment (the steady state) and now changes with the onset 
of treatment, can logically be thought to have occurred because 
of the treatment. The longer a depression lasted before treatment 
begins, the more likely it is that any improvement is the result of 
the treatment. 
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    10.6.3       Goal attainment scaling 
 Goal   attainment scaling is used when the therapist and client agree 
on goals of treatment that are measurable and are then used to moni-
tor progress in achieving those goals. Goal attainment scaling is only 
used for observable behaviors that are easy to measure and have rel-
evance from the research literature. For example, much of the research 
literature on treating depression suggests that a goal of treatment should 
be an increase in social contacts. This would therefore be a logical and 
measurable goal of treatment. The amount of improvement we expect 
in our clients should be based on the length of time the client has expe-
rienced depression and the severity of the problem. The longer our 
treatment continues, the higher our expectation should be for change. 
While goal attainment scaling is often used with single subject designs 
in which we are only interested in the improvement rate of an individ-
ual client, evaluating a suffi cient number of clients using a single sub-
ject design might suggest links between treatment for a specifi c type of 
problem and its effectiveness with similar clients.  

    10.6.4       Baseline measures 
 A   baseline measure is a pre-test measuring the behaviors to be changed 
over the course of treatment. Baseline measures should be behavioral 
in nature. Some examples might be weight, blood pressure, grades, 
exercise regimens, and blood-alcohol content. Happiness, morale, or 
work satisfaction would all be examples of behaviors that are diffi cult 
to measure because they are so subjective in nature. Goal attainment 
scaling is concerned with changes in behavior that can be directly 
observed in a person’s life and can therefore be measured. The client 
with a weight problem is weighed every session. The client who agrees 
to walk two miles a day must have a card signed by someone from 
a health facility who has observed the two-mile walk and will verify 
it on paper. Independent verifi cation is always necessary in measuring 
change.

    10.6.5       Post-tests 
 The   same set of goals used at the beginning of treatment must be used 
to determine change when treatment ends. Post-tests following the end 
of treatment and taken several more times in an 18 – 24 month period of 
time will indicate the behavioral gains the client has made and main-
tained as a result of treatment.  
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    10.6.6       Goals of treatment 
 Goals   are done conjointly with the client in the fi rst session of treat-
ment. The goals must be easily measured with no reliance on subjective 
client feedback. They must also be directly related to the new behaviors 
the clients must practice to change the presenting problem. For exam-
ple, diet, exercise and social activities may lead to lower rates of anxi-
ety and depression. 

    10.7        A GOAL ATTAINMENT SCALE MEASURING 
IMPROVEMENT IN JAKE’S DEPRESSION 

 In   the following goal attainment scale we might use with Jake, we are 
using the CES-D Instrument to measure depression (the dependent 
variable) and various behaviors we think will decrease his depression 
as independent variables. The four independent variables are positive 
social interactions with his neighbors, increased contact with his chil-
dren, attending meetings and social events in his condo complex, and 
swimming as a form of exercise to decrease levels of depression. We’ve 
chosen swimming because of a nearby heated pool and because Jake 
likes to swim but avoids the pool since he must interact with people he 
dislikes. If the client exercises and improves the number of social con-
tacts as a positive result of our treatment, then, hopefully, the dependent 
variables (the CES-D score) should improve. All four independent vari-
ables can be verifi ed by talking to the lifeguard at the pool, checking 
his phone records for calls to his children, checking receipts at social 
events, and by talking to neighbors. More examples of Goal Attainment 
Scaling (GAS) may be found in  Glicken (2003) . 

   10.7.1        Directions for creating a sale: intervals and 
weightings 

On a goal attainment scale, 0% represents the client’s functioning at 
the start of treatment. Each increment of 25% represents our “hoped 
for” levels of improvement. For purposes of calculating improve-
ment rates, the intervals between the percent of gain made must be 
equal. In the following goal attainment scale, intervals on the CES-D 
are fi ve points, while intervals of the other variables included on the 
scale should be consistent with what is realistic, attainable, and will 
lead to a reduction in his depression. One hundred percent improve-
ment is our agreed upon improvement rate when a goal has been 
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fully achieved. “W” (weighting) is the importance of each variable. 
For computational purposes, total weightings cannot surpass 1.0. The 
CES-D is a depression instrument with good validity and reliability 
that should show improvement as the other four variables improve. 
Social contact and exercise should increase as the depression lessens. 
The dependent variable (the depression scale) has a higher weighting 
than the independent or treatment variables (exercise, calls to his chil-
dren, social events, and positive social contacts). Indications that the 
depression is lifting are more signifi cant than the treatment inputs but 
are, in and of themselves, an indication that the depression is decreas-
ing in severity.

          10.7.2        How to calculate the overall gain made on a goal 
attainment scale 

 To   calculate the total rate of improvement as a result of our treatment 
of our depressed client Jake, some arbitrary improvement rates are pro-
vided for each variable on the goal attainment scale, followed by an 
interpretation of the meaning of the data. 

1.   Improvement rate on the CES-D      �      75% . Multiply 0.075 by 
0.5      �      37.5% gain.  

2.   Improvement rate in positive social contacts with neigh-
bors      �      50% . Multiply 0.050 by 0.2      �      10% gain. 

3.   Improvement rate in contacts with his children      �      50%.
Multiply 0.050 by 0.1 times      �      5% gain.  

4.   Number of laps per day      �      25%.  Multiply 0.025 by 0.1      �      2.5% 
gain.

5.   Social events improvement rate      �      75%.  Multiply 0.075 by 
0.1      �      7.5% gain.    

 Add   all the percentages of improvement together for a total improve-
ment rate after six months of treatment for depression as follows: 

CES-Dw�  37.5%
Social contacts with neighbors �  10%
Contacts with children      �      5%
Swimming laps �  2.5%
Social events �  7.5%
Total      �      62.5% of the contracted for goals were achieved after 

six months of treatment.
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 Table 10.2          A Goal Attainment Scale Measuring Success in Reducing Depression  

   CES-D score  Positive interactions 
with neighbors per day 

 Telephone contact with 
children per month 

 Swimming laps per day  Social events attended 
per week 

   ( W       �      0.5)  ( W        �      0.2)  ( W       �      0.1)  ( W       �      0.1)  ( W  �  0.1) 

   0% baseline score �  35 on 
the CES-D 

 0%      �      0 positive 
interactions 

 0% �  0 contacts per 
month 

 0%      �      0 laps per day  0%      �      0 social events per 
week 

   25% improvement      �      30 
on the CES-D 

 25% improvement      �      1 
positive interaction per 
day 

 25% improvement      �      1 
contact per child per 
month 

 25% improvement      �      4 
laps per day 

 25% improvement  � 1 
social events per week 

   50% improvement      �      25 
on the CES-D 

 50% improvement      �      2 
positive interactions per 
day 

 50% improvement      �      2 
contacts per child per 
month 

 50% improvement �  8 
laps per day 

 50% improvement �  2 
social events per week 

   75% improvement �  20 
on the CES-D 

 75% improvement      �      3 
positive interactions per 
day 

 75% improvement      �      3 
contacts per child per 
month 

 75% improvement �  16 
laps per day 

 75% improvement �  3 
social events per week 

   100% improvement �  15 
on the CES-D 

 100% improvement      �      4 
positive interactions per 
day 

 100% improvement      �      4 
contacts per child per 
month 

 100% improvement      �      24 
laps per day 

 100% improvement      �      4 
social events per week 
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    10.7.3       What this tells us 
 Jake   has achieved more than a 60% gain in the goals we jointly set. 
There is a 75% improvement rate on the depression scale (the CES-D), 
but scores on psychological tests may be prone to the halo effect (the 
improvement that comes when any intervention is provided but rap-
idly decreases after treatment ends) and social desirability (the ten-
dency to say you’re less depressed than you actually are). The client has 
improved in all other areas. The swimming of four laps per day may be 
a realistic level for him. At the very least, he’s going to the pool every 
day, which is certainly a good sign. He has improved in all other areas 
measured by the scale but, most specifi cally, in attending social events. 
This isn’t surprising since he can attend an event and not interact with 
others. Still, all of his goals show progress, and given where he was 
functioning at the beginning of treatment, his improvement rate is sig-
nifi cant. Post-tests at predetermined intervals will help us track whether 
his level of improvement is maintained or shows signs of deterioration. 
If deterioration is apparent, treatment should be reinitiated and goals of 
treatment reevaluated.   

    10.8       SUMMARY 
 This   chapter on EBP with depressed older clients points out the 
frequency and severity of depression in older adults and the high 
rate of completion of suicide, particularly in aging men. The chap-
ter also notes the effi cacy of treatment with older depressed clients 
and shows how single subject research with goal attainment scaling 
can be a simple and effective way of evaluating treatment progress. 
Two case studies show the cause of depression in two older adult 
clients and the way EBP approaches best evidence for use in treat-
ment decisions.  

    10.9       QUESTIONS FROM THE CHAPTER 
1.     Wouldn’t the amount of depression in an older population be 

reduced if we had free health care, low-cost housing, and support 
groups for elders?  

    2.     Why would a physician not refer an older adult client with depression 
for therapy? Do you think the same thing would happen to a younger 
client? Does the lack of referral for therapy suggest low esteem for 
therapy? 



    3.     How can therapy possibly help older adults deal with deteriorating 
health and the diminished capacity to do physical activities that 
were so easy for them to do when they were younger, but are now 
so diffi cult? 

4.     The goal attainment scaling approach seems unlikely to show 
cause – effect relationships between treatment and client improve-
ment. Can you think of some research approaches that might 
actually show a cause – effect relationship and would therefore be 
more useful in producing best evidence?  

5.     The case study describing Jake seems to suggest that we should 
not confront older adults who have self-destructive behaviors. 
How can we change their conduct if we don’t let them know that 
it’s harmful? 
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    11.1       INTRODUCTION 
 The   prevalence of anxiety disorders has usually been thought to 
decrease with age, but recent fi ndings suggest that generalized anxiety 
is actually a more common problem among the elderly than depression. 
A study reported by  Beekman et al. (1998)  found that anxiety affects 
7.3% of an elderly population as compared to 2% for depression in the 
same population.  Lang and Stein (2001)  estimate that the total number 
of older Americans suffering from anxiety could be in excess of 10%. 
Since many anxious elderly people do not meet the criteria for anxiety 
found in a number of research studies, the prevalence of anxiety-related 
problems in the elderly could be as high as 18% and constitutes the most 
common psychiatric symptom for older adults ( Lang and Stein, 2001 ). 
Anxiety and depression among older adults frequently co-exist with com-
mon physical manifestations including chest pains, heart palpitations, 
night sweats, shortness of breath, essential hypertension, headaches, and 
generalized pain. Because physicians often fail to diagnose underlying 
symptoms of anxiety and depression in elderly patients, the emotional 
component of the symptoms are frequently not dealt with. Defi nitions 
and descriptions of anxiety used to diagnose younger patients often fail 
to capture the unique stressors that older adults must deal with. Those 
stressors include the fragile nature of life while attempting to cope with 
limited fi nances, failing health, the death of loved ones, concerns about 
their own mortality, and a sense of uselessness and hopelessness as their 
roles as adults become dramatically altered due to age and retirement. 
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 However  , in a large sample of elderly subjects,  Himmelfarb and 
Murrell (1984)  found a low correlation between age, physical health, 
and anxiety.  Wagner and Lorion (1984)  found that  “ death anxiety ”  
does not exist among all older adults but may be more prevalent among 
women, married people, African-Americans, less educated older adults, 
and less affl uent elders. The reader is cautioned that both studies noted 
above are older studies and may not accurately refl ect the way older 
adults currently react to physical health and fears of death. However, 
 Smith et al. (1995)  report that 

 Community studies of the elderly have found that anxiety symptoms 
in primary care patient populations ranged from 5% to 30%. And 
many such patients suff er from co-morbid depression. Late life anxi-
ety does exist, and it may have a variety of causes. Old age can be a 
time of  “ intense ”  anxiety resulting from feelings of loneliness, worth-
lessness, and uselessness. Ill health, the loss of friends and loved 
ones, and fi nancial problems all can contribute to the development 
of anxiety symptoms. (p. 5)   

    Lang and Stein (2001)  found that women have higher rates of anx-
iety across all age groups, and that older adults who have had anxi-
ety problems in the past are more at risk of the problem worsening as 
they age. Agoraphobia may also be more likely to have late-life onset 
as a result of physical limitations, disabilities, unsafe neighborhoods, 
and other factors that make some older adults fearful of leaving home. 
Because anxiety in the elderly may have a physical base, or may real-
istically be connected to concerns about health, Kogan et al. (2000)  
provide some guidelines for distinguishing an anxiety disorder in the 
elderly from anxiety related to physical problems. A physical cause 
of anxiety is more likely if the onset of anxiety comes suddenly, the 
symptoms fl uctuate in strength and duration, and if fatigue has been 
present before the symptoms of anxiety were felt. The authors identify 
the following medical problems as reasons for symptoms of anxiety: 
(1) medical problems that include endocrine, cardiovascular, pulmo-
nary, or neurological disorders; and (2) the impact of certain medica-
tions, most notably stimulants, beta-blockers, certain tranquilizers and, 
of course, alcohol. 

 An   emotional cause of anxiety is more likely if the symptoms have 
lasted two or more years with little change in severity and if the person 
has other co-existing emotional symptoms. However, anxiety may cycle 
on and off, or a lower level of generalized anxiety may be present which 



causes the elderly client a great deal of discomfort. Obsessive concerns 
about fi nancial issues and health are common and realistic worries that 
trouble elderly clients. The concerns may be situational or they may be 
constant but not serious enough to lead to a diagnosis of anxiety; none-
theless, they cause the client unhappiness and may actually lead to phys-
ical problems including high blood pressure, cardio-vascular problems, 
sleep disorders, and an increased use of alcohol and over-the-counter 
medications to lessen symptoms of anxiety. 

 The    Surgeon General’s Report on mental health (1999)  reminds us 
that some disorders such as anxiety that currently have lower rates of 
occurrence in older adults will very likely increase as veterans of the 
wars in the mid-east currently experiencing PTSD begin to age. As an 
explanation of the relationship between PTSD and later life anxiety, 
a study by  McFarlane and Yehuda (1996)  indicated a rate of 15% in 
symptoms of PTSD 19 years after combat exposure in Vietnam. In addi-
tion, research indicates that PTSD can manifest itself for the fi rst time 
long after the traumatic event ( Aarts and Op den Velde, 1996 ), raising 
the possibility that additional older adult clients with symptoms of anxi-
ety will be identifi ed in the future.  

    11.2       DIAGNOSING ANXIETY IN OLDER ADULTS 
 The   DSM-IV (APA, 1994) defi nes 12 types of anxiety disorders in the 
adult population. They can be grouped under seven headings: 

1.   Panic disorders with or without agoraphobia . The chief char-
acteristic of panic disorder is the occurrence of panic attacks 
coupled with fear of their recurrence. In clinical settings, agora-
phobia is usually not a disorder by itself, but is typically associ-
ated with some form of panic disorder. Patients with agoraphobia 
are afraid of places or situations in which they might have a 
panic attack and be unable to leave or to fi nd help. About 25% 
of patients with panic disorder develop obsessive-compulsive 
disorder (OCD). Agoraphobia is an abnormal anxiety regarding 
public places or situations from which the patient may wish to 
fl ee or in which he or she would be helpless in the event of a 
panic attack.  

2.   Phobias.  These include specifi c phobias and social phobia. 
A phobia is an intense irrational fear of a specifi c object or situ-
ation that compels the patient to avoid it. Some phobias concern 
activities or objects that involve some risk (for example, fl ying or 
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driving), but many are focused on harmless animals or other 
objects. Social phobia involves a fear of being humiliated, judged, 
or scrutinized and manifests itself as a fear of performing certain 
functions in the presence of others, such as public speaking or 
using public lavatories.  

3.   Obsessive-compulsive disorder (OCD).  This disorder is marked 
by unwanted, intrusive, and persistent thoughts or repetitive 
behaviors that refl ect the patient’s anxiety or attempts to control 
it. It affects between 2 and 3% of the population and is much 
more common than was previously thought. A compulsion is a 
repetitive or ritualistic behavior that a person performs to reduce 
anxiety. Compulsions often develop as a way of controlling or 
 “ undoing ”  obsessive thoughts. An obsession is a repetitive or per-
sistent thought, idea, or impulse that is perceived as inappropriate 
and distressing.  

4.   Stress disorders . These include post-traumatic stress disorder 
(PTSD) and acute stress disorder. Stress disorders are symptom-
atic reactions to traumatic events in the patient’s life.  

5.   Generalized anxiety disorder (GAD) . GAD is the most com-
monly diagnosed anxiety disorder and occurs in as many as 7% 
of healthy older adults in the community. GAD is characterized 
by diffi culty relaxing, constant anticipation of the worst, and dif-
fi culty controlling this worry or concern. For GAD to be diag-
nosed, symptoms must be present for at least six months and 
occur more days than not. Psychological symptoms may include 
uncontrollable worry or nervousness, edginess, irritability, and 
diffi culty concentrating. GAD manifests itself in physical symp-
toms including fatigue, low energy, muscle tension, restlessness, 
and diffi culty sleeping. 

6.   Anxiety disorders due to known physical causes . These include 
general medical conditions or substance abuse.  

7.   Anxiety disorder not otherwise specifi ed . This last category is 
not a separate type of disorder, but is included to cover symptoms 
that do not meet the specifi c DSM-IV criteria for other anxiety 
disorders.

 All   DSM-IV anxiety disorder diagnoses include a criterion of sever-
ity. The anxiety must be severe enough to interfere signifi cantly with 
the patient’s occupational or educational functioning, social activities or 
close relationships, and other customary activities. 



  Pingitore and Sansone (1998)  suggest the following steps to diagnose 
an anxiety disorder in older adults: 

1.     Consider the possibility of a medical problem as the cause of the 
older adult’s anxiety-related symptoms. If there is no evidence of 
a medical problem;  

2.     Consider the possibility of the role of substance use or drug inter-
actions in the client’s anxiety.  

3.     If this is not the case, determine if the symptoms are better 
explained by another psychiatric disorder such as adjustment dis-
order, depression, or manic symptoms.  

    4.     If this is not the case, decide if the symptoms can be diagnosed 
using a  “ not otherwise specifi ed ”  category. If the full criteria are met 
for  “ panic disorder without agoraphobia, ”  for example, the category 
 “ anxiety disorder not otherwise specifi ed ”  would not be considered. 

5.     Select the proper DSM diagnostic code. 

    11.3        BEST EVIDENCE FOR THE TREATMENT OF ANXIETY 
WITH AN OLDER ADULT POPULATION 

    Beck and Stanley (1997)  and  Stanley and Novy (2000)  report positive 
results with anxious older clients using cognitive-behavioral therapy 
and relaxation training. Benefi ts for older clients experiencing anxiety 
appear as positive as they are with younger clients.  Smith et al. (1995) 
have found that older adults respond well to psychotherapy for anxi-
ety,  “ especially if it supports their religious beliefs and encourages life 
review that helps to resolve both hidden and obvious confl icts associ-
ated with specifi c events in the patient’s life history ”  (p. 6). The authors 
recommend medications only after all options have been considered. 
Most anxiety problems in younger clients are treated with benzodiaz-
epines but have only a  “ marginal effi cacy for chronic anxiety and are 
especially bad for older adults because the body accumulates the drug 
and may produce excess sedation, diminished sexual desire, worsen-
ing of dementing illness, and a reduction in the general level of energy ”  
( Smith et al., 1995, p. 6 ). The authors also warn that Prozac may actu-
ally cause anxiety as a side-effect and recommend pinpointing the cause 
of the anxiety problem before considering the use of medications. 

 Although   the benefi ts of cognitive-behavioral approaches seem 
positive,  Lang and Stein (2001)  recommend that treatment of anxiety 
in older adults should be tailored to the individual needs and cognitive 
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abilities of the client. Some older clients resent advice given by pro-
fessionals younger than they are. They may fi nd relaxation approaches 
inappropriate or childish. Systematic desensitization may be seen as 
unrelated to their situation or to the origins of their anxiety, and they 
may view changes in the way they are told to perceive life events as 
dangerous to their survival since long-held beliefs and behaviors have 
often served them well in the past. Being asked to view a situation 
with clarity and rationality may suggest to the older adult that workers 
believe they are lying about an event. Older adults may discount psy-
chological explanations for their anxiety and prefer to think that it has a 
physical origin. All of these cautionary suggestions should be taken into 
account when working with anxious older adults or one runs the risk of 
having psychological treatments dismissed completely. 

 A   suggestion to encourage better acceptance of any intervention is 
to give clients reading materials to help them understand the origins of 
their anxiety and the approach most likely to help relieve their symp-
toms. Testimonials from other clients might also be helpful, or sugges-
tions made by other professionals they trust could help the client accept 
treatment. Keep in mind that older adults are like all of us. They may 
be suffering, but they also fear that accepting new ways of approaching 
life may actually increase their level of anxiety. However, as  Lang and 
Stein (2001)  report, there are harmful side effects to the long-term use of 
many anti-anxiety medications. While some of the cognitive-behavioral 
approaches used in the treatment of anxiety may not always fi t an older 
adult’s frame of reference, it’s wise to let them know about medical treat-
ments and the potential for harm as one way to acknowledge that medi-
cations have risks that should be considered, just as there are associated 
risks in doing nothing.

        CASE STUDY: ANXIETY IN AN ELDERLY CLIENT      
 Irma   Kolb is a 71 year-old resident of a 55-and-over condominium com-
plex in San Diego, California. Irma’s husband passed away four years 
ago, and since then Irma has experienced generalized but manageable 
anxiety. She takes a mild tranquilizer to help control her anxiety. Several 
weeks after the condo complex was sold to new owners, Irma discov-
ered that the unit she and her husband had rented for almost 15 years 
was due for renovation. The condo company which owns the complex 
will move her, at its expense, to another unit, and when her unit is 
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completed, the company will move her back at its expense and she will 
continue paying the very low rent she presently enjoys. The notification 
of a temporary move threw Irma into a severe anxiety state with panic 
attacks. Her friends have promised to help her pack, and several employ-
ees who know and like Irma have promised to pack dishes and other 
breakable items at no cost. Many of her friends are also experiencing 
anxiety because of the disruption in their lives brought on by the ren-
ovations, but Irma’s level of obsessive worry and panic has become so 
overwhelming that she was hospitalized for a week to try to lower her 
anxiety level and to regulate suddenly severe chest pains and high blood 
pressure, neither of which have a somatic cause. 

 Irma  ’s son and daughter live on the east coast. They have tried to 
speak to her by phone and to assure her that everything will be fine. 
They point out how lucky she will be to live in a nicer condo without 
having to pay higher rent, but she is convinced that this is the first step 
in an attempt to get rid of renters who pay low rents. Many of her friends 
feel the same way and the level of worry is high in the complex. Irma has 
begun to feel that she will be forced out of her home because of the high 
rents she believes will be initiated over the next few years, and that she 
will end up on the streets as a homeless person. Her social security pen-
sion allows her little more than her rent, and she lives a very limited but 
satisfying lifestyle surrounded by friends and good neighbors in a com-
munity with excellent weather and medical care she likes and uses easily. 

 Since   her hospitalization, she is unable to do most of the activities she 
did before she was hospitalized, and sits at home obsessively worrying 
and unable to do the packing that needs to be done over the next week. 
When her friends come to help, she sits immobilized with anxiety and isn’t 
able to give directions or instructions. The condo complex has given her 
notice that if she isn’t ready to move in a week, she will be evicted from her 
home and lose her right to return when the renovations are completed. 

    Intervention: Case Management 
 One   of Irma’s friends who volunteers at a local family service agency 
in San Diego contacted the head of services for the elderly. This per-
son immediately sent a case manager to Irma’s home. The case man-
ager confirmed that Irma was immobilized with anxiety, contacted her 
friends and the employees who had offered to help her move, and asked 
them to help organize the move. The agency has a fund for emergency 
help if anyone needs to be hired to help with the move. The case man-
ager also called the utility companies and changed Irma’s service and 
made other changes of address brought on by the move (her bank, 
social security, health care provider, etc.). She and Irma walked to the 



230 Evidence-Based Practice with Older Clients Experiencing Anxiety

temporary unit and were happily surprised to see that it was exactly like 
her current unit. The case manager made a diagram of Irma’s home so 
that she could place her furniture in exactly the same position as her cur-
rent home. The case manager assured the condominium company that 
Irma would be moved in time and had them send a letter to Irma assur-
ing her that she would be able to move back to her renovated unit at her 
current rent. The case manager had several retired volunteers who were 
licensed therapists spend time with Irma to offer support and any practi-
cal help with concerns that Irma may have had. 

 In   the course of the successful move and in the months following 
the move, Irma shared with the volunteer therapists that her family had 
been evicted many times from homes in Germany before World War II 
because they were Jewish and, having nowhere to go, the family often 
lived on the streets. Irma was just a small child then but the fear of once 
again living on the streets was a painful reminder of life in Germany and 
the hardships her family endured. Those hardships included starvation, 
dealing with extreme cold, and taunts and beatings from the Germans 
who had so recently been their neighbors and friends. Irma’s fears were 
enhanced when the condo company threatened to evict her. 

 The   president of the condominium company personally met with Irma 
and her neighbors to apologize for the incident and to once again assure 
them that they would not have their rents raised. Their city councilman 
and representatives from the local television stations were also pres-
ent. The apology and the meeting went a long way to help ease Irma’s 
anxiety. When her condo unit was renovated, Irma returned to find it 
a lovely, modern unit. A formal letter guaranteed her current rent for a 
year with the promise that yearly raises would not exceed the 4% Irma 
and her neighbors had experienced in the past. The letter said the com-
pany hoped Irma would stay at the complex for as long as she wished 
and called her a good neighbor and a great renter. 

 Irma   continues on in therapy with several of the volunteer therapists 
who use a supportive and positive approach with Irma. They praise her 
resilience in dealing with a difficult life event and her ability to cope with 
life after what she endured as a child in Germany. She continues using 
a more substantial anti-anxiety medication and sees her physician fre-
quently to monitor any health problems. Her blood pressure is lower 
than it was when she experienced her first anxiety attacks but it is still 
too high and a beta-blocker is being used for her hypertension and to 
lower her level of anxiety. Her chest pains continue at a reduced level 
and while there is seemingly no physical reason for the pain, her doctor 
takes it seriously and wants Irma to see him often so they can be pro-
active if a problem arises. Irma has been encouraged by her doctor to 
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 exercise and diet, which she has done by joining a health group at her 
complex. She walks two miles every day and has lost 15 pounds. The 
benefit of her new health consciousness is a reduction in her blood pres-
sure, reduction her level of anxiety, and fewer episodes of chest pain. 

 In   discussing her work with Irma, the case manager, a licensed clinical 
social worker, said the following: 

    “ Elderly people have many realistic reasons to worry. Finances, health 
problems, loneliness, family loss, and little sense of contribution are com-
mon concerns for older people. Unlike many other cultures, the elderly 
are not revered in America and have a limited role in life, even though 
they’ve had successful lives and have made major contributions. At our 
agency, we view clients like Irma and her response to the move as a seri-
ous sign of difficulty. We’ve found that direct intervention is often nec-
essary before clients can mobilize their own coping skills. We believe 
strongly in using our retired volunteers, many of whom are licensed 
therapists. They visit clients in their homes and provide a high level of 
supportive help that serves to energize clients and allows them to bet-
ter utilize their own coping skills. We advocate directly for clients but we 
only do for them what they can’t do for themselves. We’ve found that 
with highly anxious elderly clients, managing the case requires interac-
tion with everyone involved with the client, particularly the client’s health 
care provider. As an agency, we often interact with other social, mental 
health, and health care agencies about the best care for elderly clients. 

    “ What we’ve sadly discovered is that many professionals still think 
of the elderly as somehow less cognitively able than younger clients. 
Stereotypes about the elderly of having diminished capacities to cope 
with life are very common. Professionals often think that medication 
is the only answer and that therapy is inappropriate for older persons. 
However, many older clients have resilience, intelligence, and skills that 
haven’t diminished at all over the years. What they often need is help in 
an emergency, and some honest concern for them once the emergency 
is over. We’ve tracked our case management clients for many years. An 
approach that utilizes immediate help in a crisis, some homemaker care 
when needed, direct advocacy when the client can’t do certain things 
for themselves, supportive therapy, and a belief that older people have 
the motivation, intelligence, and ability to change when faced with 
problems has resulted in few of our elderly clients requiring nursing 
care or moving into states of dementia. We think that active people live 
longer, are healthier, and have happier lives. In return for our services, 
our clients who are able volunteer to help others. It’s a  quid-pro-quo  that 
has resulted in extraordinary longevity and life meaning for our older 
adult clients. ”
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             11.4       A PERSONAL STORY ABOUT SOCIAL ANXIETY 
    “ I’m 68 and I’ve been anxious in social situations for as long as I can 
remember. I don’t feel anxiety when I do professional presentations or 
in my work life, but when it comes to meeting people at parties, I feel 
like that famous story about William Faulkner at a party in Hollywood 
who was so uncomfortable that he kept backing up toward the balcony 
of the home where the party was being held until he fell over the bal-
cony and landed in the swimming pool. That’s the way I feel at parties. 
It’s agony. I avoid parties or social activities where I don’t know people, 
and even if I  do  know them, I assume they’ll ignore me or avoid me, 
which is even worse. 

    “ My brother and sister both feel the same way, so I have to guess 
that these feelings of anxiety have much to do with our upbringing as 
Jewish people in a small anti-Semitic town where my immigrant parents 
moved from Eastern Europe in the 1920s. My parents didn’t want us 
socializing with non-Jewish people, whom they said would never accept 
us. I think we all felt like outsiders. Even as a kid I didn’t think people 
liked me much and I still feel that way. One of my friends says that I 
put up a shield that tells people to lay off. It might be true, but whatever 
I do, the end result is that social events are agony and I feel awful about 
myself when I go, and just as awful when I decide to avoid them. 

    “ Maybe I’m an anxious person to begin with. I worry a lot, and I 
always seem to think the worst is going to happen. For several years in 
my mid-forties I was on medication for generalized anxiety that was so 
bad I went into therapy. It didn’t help much and neither did the medica-
tion. Gradually, as I divorced and eliminated many of my responsibili-
ties, I became a lot less anxious. I sleep well now and I’m productive, 
but until my early fi fties I guess you could say I was pretty anxious. 

    “ I also notice that I obsess about people and the slights I imagine 
they’ve done to me. I feel absolute blinding hatred for anyone who’s 
critical of me. If I play golf and someone says something mean or 
obnoxious about the way I play, or look, or the clothes I wear, I think 
about it for weeks. It’s all I can do not to wrap my nine iron around 
their head. Who knows where this hostility comes from? I don’t, and 
I’ve been through enough therapy that I should know by now. 

    “ I’ve concluded that life isn’t a bowl of cherries and that Forrest 
Gump was wrong. It’s tough, and you have to hang on tight or you’ll 
just fl y off into space and never be seen again. I guess I feel that way 
often  –  that I’m invisible and when I die, no one will even remember 
me. I don’t know. You work hard, you try your best, you do the things 



References 233

no one else can do, and still you end up feeling unloved and unwanted. 
It’s like a knife in your heart where your feelings live. The anxiety mys-
tifi es me. What am I anxious about? I don’t know. Maybe magically 
something will happen and I won’t care what other people say or think 
about me. Maybe I’ll get it right when I’m 70. Two years to go. It can’t 
happen soon enough. ”   –  HBF.  

    11.5       SUMMARY 
 This   chapter discusses the serious problem of anxiety in older adults. 
Diagnostic suggestions are made to distinguish anxiety brought on by 
both physical and social causes. A case study using case management 
and a personal story explore older adult anxiety and the very real pain it 
causes older adults.  

    11.6       QUESTIONS FROM THE CHAPTER 
        1.     Older men seem to be less anxious than older women. Doesn’t that 

prove that men get smarter about life as they age than women? 
2.     The personal story sounds like the guy is lonely and anxious but 

still hopeful. Isn’t a positive way of looking at life and being opti-
mistic the best cure for anxiety? What could he possibly get out 
of treatment that he doesn’t already know?  

3.     I’d worry a lot too if I were facing serious illness and the death 
of friends and spouses. Isn’t it natural for older people to worry a 
lot?

4.     Don’t you think people worry more when they can’t control their 
lives? Isn’t that true of older people, too?  

5.     Doesn’t it make sense that people who worry a lot probably use 
substances to help them stop worrying so much? Isn’t that true of 
older adults who I hear drink a lot and use a lot of anti-anxiety 
drugs to calm themselves down? Shouldn’t we be doing more to 
help older folks stop abusing substances?      
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    12.1       INTRODUCTION 
 This   chapter discusses older adult substance abuse, best evidence for 
treatment effectiveness, and includes a case study showing the use of 
EBP with an alcohol-abusing older adult. Many of the myths about 
older adults and substance abuse are also discussed and dispelled. 

    Blow (2007)  believes that the misuse of alcohol and prescription 
drugs among adults 60 and older is one of the fastest growing health 
problems facing the USA. He argues that  “ even as the number of older 
adults suffering from these disorders climbs, the situation remains 
underestimated, under-identifi ed, under-diagnosed, and under-treated ”  
(p. 1). Blow notes that substance abuse often has a serious impact on 
the health of older adults and writes: 

 The reality is that misuse and abuse of alcohol and other drugs take 
a greater toll on aff ected older adults than on younger adults. In 
addition to the psychosocial issues that are unique to older adults, 
aging also ushers in biomedical changes that infl uence the eff ects 
that alcohol and drugs have on the body. Alcohol abuse, for example, 
may accelerate the normal decline in physiological functioning that 
occurs with age. In addition, alcohol may elevate older adults ’  already 
high risk for injury, illness, and socioeconomic decline. (p. 2)    

 C h a p t e r  |  t w e l v e 
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    Sorocco and Ferrell (2006)  suggest that there are two widely-held 
myths regarding alcohol use among older adults: (1) that it is an infre-
quent problem; and (2) that when older adults have drinking problems, 
treatment success is limited. In fact, according to the authors,  “ alcohol 
abuse among older adults is one of the fastest-growing health problems 
facing this country and even a one-time brief encounter of 15       min or 
less can reduce nondependent problem drinking by more than 20% ”
(p. 454). 

 According   to the National Institute for Alcohol Abuse and Alcoholism 
(NIAAA, 1997) roughly 49% of all adults aged 60 years and older drink 
alcohol. Among those aged 60 – 64 responding to a national survey on 
drug use and health sponsored by  SAMHSA (2004) , 50% used alcohol 
in the past month, and 35% of individuals aged 65 or older used alcohol 
in the past month. Seven percent of adults aged 65 or older reported 
binge drinking, and 1.8% reported heavy drinking. Binge drinking is 
defi ned as fi ve or more drinks on the same occasion on at least one day 
in the past month. Heavy drinking is defi ned as fi ve or more drinks on 
the same occasion on each of fi ve or more days in the past 30 days. 

    Adams et al. (1996)  report that among community-dwelling, non-
institutionalized older adults, 2 – 15% have been shown to exhibit symp-
toms consistent with alcoholism. The estimated use of alcohol increases 
signifi cantly for primary care patients where 10 – 15% of the older adult 
patients met the criteria for problem drinking.  Oslin (2004)  considers 
drinking problematic if it leads to physical, social, or emotional prob-
lems.  Sorocco and Ferrell (2006)  estimate that  “ a minimum of one in 
every 10 older patients in a medical setting most likely suffers from an 
alcohol problem ”  (p. 454) and predict that by 2030, when the popula-
tion of older adults will exceed 70 million, that the problem will be 
much greater than it is at present. 

 Although   the data on older adult alcohol abuse suggests a grow-
ing problem,  Sorocco and Ferrell (2006)  note how diffi cult it is to pin-
point alcohol abuse in this population. Even though a third of all heavy 
drinkers begin their patterns of alcohol abuse after age 60 ( Barrick and 
Connors, 2002 ), many symptoms of problem drinking  “ mimic ”  physical 
problems common to this age group, including depression and demen-
tia. Because of stereotypes of older adults by health care professionals, 
doctors are often unlikely to screen for alcohol problems, particularly 
in women and patients who are well educated or affl uent. Because alco-
hol abuse is still considered a morally offensive problem, clients and 
their families may feel  “ ashamed ”  to discuss the problem with their 



physicians. As a result of stereotypes that older adults want to be left 
alone or have few opportunities for happiness, some clinicians believe 
that drinking is one of the few pleasures left to older men and women. 

 In   a large-scale meta-analysis of errors made in diagnosing sub-
stance abuse by physicians,  Banta and Montgomery (2007)  found that 
regardless of the specialty, the elderly are less likely to receive substance 
abuse treatment. The authors suggest that  “ Substance abuse among older 
adults may be underestimated due to perceived stigma of abuse and the 
fact that its symptoms are similar to dementia and depression ”  (p. 587). 
The authors indicate that increased detection of older adult substance 
abuse may be found by using the screening tools for substance abuse 
developed and tested in primary care settings suggested by  Nemes et al. 
(2004) , which can be administered verbally, as pencil and paper tests, 
or as computerized screening instruments. 

 An   additional fi nding of note in the study of the diagnosis of substance 
abuse by physicians is that African-Americans and Hispanics older adults 

 were less likely than whites to have a substance abuse diagnosis 
which further corroborates national studies which found that African-
Americans and Hispanics were more likely than Whites to have no 
access or delayed access to substance abuse and mental health treat-
ment. Additionally African-American older adults were less likely than 
White adults to receive mental health counseling during outpatient 
visits. Potential under-treatment is of concern since ethnic minori-
ties tend to experience worse health and social consequences from 
drinking. ( Nemes et al., 2004, p. 587 )   

 There   are a number of negative consequences of older adult prob-
lem drinking.  Oslin (2004)  reports that even small to moderate amounts 
of alcohol can increase the risk of hypertension, sleep problems, and 
malnutrition. The risk of falls increases with alcohol consumption and 
signifi cantly increases when 14 or more drinks are consumed per week 
( Mukamal et al., 2004 ). Older adults are quite vulnerable to the nega-
tive effects of alcohol because they take more medications than younger 
people and are therefore at risk for drug or alcohol interactions. Because 
of slower metabolic and clearance mechanisms, older people are also 
more likely to experience adverse drug and alcohol interactions. Slower 
metabolic and clearance mechanisms delay their resolution.  Onder et al. 
(2002)  studied alcohol consumption among a population of older adults 
65 – 80 years of age and found that even moderate consumption of alco-
hol increased the risk of an adverse drug reaction by 24%.  
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    12.2       DIAGNOSTIC MARKERS OF SUBSTANCE ABUSE 
 All   adults aged 60 years or older should be screened for alcohol-use prob-
lems at their annual physical exam ( SAMHSA, 1998 ). Patients younger 
than 60 should be screened if they are experiencing major life changes. 
Retirement issues, loss of work, divorce and empty nest syndrome are a 
few major life issues that can affect people in their fi fties. Younger indi-
viduals exhibiting physical symptoms suggestive of an alcohol-use dis-
order should also be evaluated for alcohol use, particularly when blood 
pressure has increased or other signs of cardiovascular problems seem 
to have a sudden onset. 

    Sorocco and Ferrell (2006)  report that certain clinical symptoms 
may suggest alcohol problems, including the following: 

 [T]herapy that is not working for a normally treatable medical illness 
(e.g., hypertension); insomnia or chronic fatigue related to poor sleep; 
diarrhea, urinary incontinence, weight loss or malnutrition; com-
plaints of anxiety (related to undiagnosed withdrawal), with frequent 
use of or request for anxiolytics, sedatives, or hypnotics; unexplained 
postoperative agitation, anxiety, confusion, or new-onset seizures 
(also suggestive of withdrawal). Among older adults, there also are 
several cognitive signs of alcohol abuse such as consistent intellec-
tual defi cits on tasks that involve frontal lobe activity, perceptual-
motor defi cits, and memory defi cits — particularly, short-term memory 
impairment ( SAMHSA, 1998 ). Most interesting, verbal and arithmetic 
skills generally remain unimpaired among older adults with alcohol-
use problems. (p. 456)    

 The   DSM-IV uses the following diagnostic markers to determine 
whether substance use is abusive. A dysfunctional use of substances 
causing impairment or distress within a twelve-month period as deter-
mined by one of the following: 

1.     frequent use of substances that interfere with functioning and the 
fulfi llment of responsibilities at home, work, school, etc.;  

2.     use of substances that impair functioning in dangerous situations 
such as driving or the use of machines;  

    3.     use of substances that may lead to arrest for unlawful behaviors; and  
    4.     substance use that seriously interferes with relations, marriage, child-

rearing and other interpersonal responsibilities (APA, 1994, p. 182). 

 Substance   abuse may also lead to slurred speech, lack of coordina-
tion, unsteady gait, memory loss, fatigue and depression, feelings of 
euphoria, and lack of social inhibitions (APA, 1994, p. 197). 



    12.2.1       Short tests 
    Miller (2001)  reports that two simple questions asked of substance 
abusers have an 80% chance of diagnosing substance abuse:  “ In the 
past year, have you ever drunk or used drugs more than you meant to? ”
and,  “ Have you felt you wanted or needed to cut down on your drinking 
or drug abuse in the past year? ”  Miller reports that this simple approach 
has been found to be an effective diagnostic tool in three controlled 
studies using random samples and laboratory tests for alcohol and drugs 
in the blood stream following interviews. 

    Stewart and Richards (2000)  and  Bisson et al. (1999)  suggest that 
four questions from the CAGE questionnaire are predictive of alcohol 
abuse. CAGE is an acronym for Cut, Annoyed, Guilty, and Eye-Opener 
(see the questions below). Since many people deny their alcoholism, 
asking questions in an open, direct and non-judgmental way may elicit 
the best results. The four questions are: 

1.   Cut:  Have you ever felt you should cut down on your drinking?  
2.   Annoyed:  Have people annoyed you by criticizing your 

drinking?
3.   Guilty:  Have you ever felt guilty about your drinking?  
4.   Eye-Opener:  Have you ever had a drink fi rst thing in the morn-

ing (eye-opener) to steady your nerves or get rid of a hangover? 
( Bisson et al., 1999, p. 717 ).

    Stewart and Richards (2000)  write,  “ A patient who answers yes to 
two or more of these questions probably abuses alcohol; a patient who 
answers yes to one question should be screened further ”  (p. 56). Not 
everyone is certain that the CAGE instrument, developed in the late 
1970s to distinguish heavy from moderate drinkers, is an effective diag-
nostic tool.  Bisson et al. (1999)  write:  “ If the CAGE had any utility as 
an instrument informing on the prevalence or incidence of heavy drink-
ing within the population, it would have discriminated between heavy 
and non-heavy drinkers. Our results show that this is not the case ”  
(p. 720). The authors think the instrument is less than accurate because 
many people have a new awareness of alcoholism and have tried to do 
something to limit their alcohol use. Additionally, the instrument asks 
about last year’s alcohol consumption. Since subjects may have changed 
their alcohol-related behavior, the answers may be misleading. Alcohol 
consumption has also decreased somewhat nationally. Consequently, 
a direct series of questions answered truthfully may fail to distinguish 
those who drink heavily from those who drink moderately because 

12.2 Diagnostic markers of substance abuse 239



240 Evidence-Based Practice with Older Adults Who Abuse Substances

the responses from both groups may tend to be the same. This fi nding 
supports the concern that short questions may not be accurate in diag-
nosing substance abuse and that diagnosis requires an in-depth social, 
emotional, and medical history in which the guidelines of the DSM-
IV provide direction for the types of historical and medical issues one 
might look for. Perhaps this lack of an in-depth history is why  Backer 
and Walton-Moss (2001)  found that fully 20 – 25% of all patients 
with alcohol-related problems were treated medically for the symptoms 
of alcoholism rather than for the condition itself, and that a diagnosis of 
alcohol abuse was never made in almost one-fourth of all alcoholics 
seen for medical treatment. 

 Another   instrument to assess alcohol use is The MAST-G ( Blow 
et al., 1992 ), which was specifi cally developed for use with older adults. 
Questions on the instrument are all geared to life situations among older 
adults that may have acted as catalysts for excessive alcohol use. An exam-
ple is item #20, which asks if drinking has increased after experiencing a 
loss. The MAST-G consists of 24 yes or no items which may take some 
older adults a long time to complete. The 10-item version Short Michigan 
Alcoholism Screening Test-Geriatric (SMAST-G) is also available. Two 
or more yes responses on the SMAST-G indicate an alcohol problem 
( Blow, 1991 ). 

    12.2.2       Psychosocial variables 
 A   serious problem caused by the lack of a complete psychosocial 
history is that services are often withheld from elderly patients with 
substance abuse problems.  Pennington et al. (2000)  report that older 
patients referred to a psychiatric service with a diagnosis of alcohol 
abuse failed to receive the clinical assessment recommended by the 
American Geriatric Society. Rather than being treated for alcoholism 
as a primary problem, most elderly clients abusing alcohol (four out 
of fi ve) were treated for depression or associated medical problems. 
The authors believe that the reason elderly patients are not adequately 
screened for alcohol abuse is that  “ some health professionals harbor 
a misguided belief that older people should not be advised to give up 
established habits, or they may be embarrassed to ask older patients 
personal questions about alcohol use ”  ( Pennington et al., 2000, p. 183 ), 
even though those behaviors may be self-injurious and possibly 
dangerous to others. 

 Writing   about female alcohol abuse,  Backer and Walton-Moss 
(2001)  report that,  “ Unlike men, women commonly seek help for 



alcoholism from primary care clinicians. Further, the development 
and progression of alcoholism is different in women than in men. 
Women with alcohol problems have higher rates of dual diagnoses, 
childhood sexual abuse, panic and phobia disorders, eating disor-
ders, posttraumatic stress disorder, and victimization. Early diagno-
sis, brief interventions, and referral are critical to the treatment of 
alcoholism in women ”  (p. 13). The authors suggest the following 
diagnostic markers for female alcoholics: since women metabolize 
alcohol differently than men, women tend to show signs of becom-
ing intoxicated at a later age than men (26.5 versus 22.7), experi-
ence their fi st signs of a recognition of alcohol abuse later (27.5 
versus 25), and lose control over their drinking later in life (29.8 
versus 27.2). The mortality rate for female alcoholics is 50 – 100% 
higher than it is for men. Liver damage occurs in women in a shorter 
period of time and with lower amounts of intake of alcohol.  Backer 
and Walton-Moss (2001)  report that  “ female alcoholics have a higher 
mortality rate from alcoholism than men from suicide, alcohol-
related accidents, circulatory disorders, and cirrhosis of the liver ”  
(p. 15). Use of alcohol by women in adolescence is almost equal to 
that of male adolescents, suggesting equal rates of alcohol abuse in 
older men and women.  Backer and Walton-Moss (2001)  suggest that 
while men use alcohol to socialize, women use it to cope with nega-
tive moods and are likely to use alcohol in response to specifi c stress-
ors in their lives.  

    12.2.3       Early abuse of substances 
    Grant and Dawson (1997)  report that heavy use of alcohol in ado-
lescence is a very strong predictor of life-long alcoholism and indi-
cate that 40% of young adults aged 18 – 29 years who began drinking 
before the age of 15 were considered to be alcohol-dependent as com-
pared to roughly 10% who began drinking after the age of 19. While 
 Kuperman et al. (2001)  suggest that early substance abuse is often 
predictive of alcoholism, the reasons for alcohol use offered by the 
authors (family and peer problems) are evident in adolescents who 
do not develop alcohol and drug problems and are common behav-
iors in a society where many adolescents are rebellious and partake 
in risky behaviors. Nonetheless, the wise clinician will be aware that 
early and frequent use of alcohol has a fairly high probability of lead-
ing to prolonged alcohol use and will understand its importance when 
screening clients.  
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    12.2.4       Related medical problems 
    Stewart and Richards (2000)  conclude that a number of older adult 
medical problems may have their origins in heavy alcohol and drug 
use. Head injuries and spinal separations as a result of accidents may 
have been caused by substance abuse. Because heavy drinkers often 
fail to eat, they may have nutritional defi ciencies that result in psy-
chotic-like symptoms including abnormal eye movements, disorgani-
zation, and forgetfulness. Stomach disorders, liver damage, and severe 
heartburn may have their origins in heavy drinking because alcohol 
destroys the stomach’s mucosal lining. Fifteen percent of all heavy 
drinkers develop cirrhosis of the liver and many develop pancreati-
tis. Weight loss, pneumonia, muscle loss because of malnutrition, and 
oral cancer have all been associated with heavy drinking.  Stewart and 
Richards (2000)  indicate that substance abusers are poor candidates 
for surgery. Anesthesia and pain medication can delay alcohol with-
drawal for up to fi ve days postoperatively.  “ Withdrawal symptoms can 
cause agitation and uncooperativeness and can mask signs and symp-
toms of other postoperative complications. Patients who abuse alcohol 
are at a higher risk for postoperative complications such as exces-
sive bleeding, infection, heart failure, and pneumonia ”  ( Stewart and 
Richards, 2000, p. 58 ). 

    Stewart and Richards (2000, p. 59)  provide the following blood 
alcohol levels as measures of the impact of alcohol in screening for 
abuse: 

●      0.05% (equivalent to one or two drinks in an average-sized per-
son)  –  impaired judgment, reduced alertness, toss of inhibitions, 
euphoria.

●      0.10%  –  slower reaction times, decreased caution in risk taking 
behavior, impaired fi ne-motor control. Legal evidence of intoxi-
cation in most states starts at 0.10%.  

●      0.15%  –  signifi cant and consistent losses in reaction times.  
      ●      0.20%  –  function of entire motor area of brain measurably depressed, 

causing staggering. The individual may be easily angered or emotional.  
●      0.25%  –  severe sensory and motor impairment. 
●      0.30%  –  confusion, stupor.  
●      0.35%  –  surgical anesthesia. 
●      0.40%  –  respiratory depression, lethal in about half of the 

population.
●      0.50%  –  death from respiratory depression (p. 59). 



    12.3        BEST EVIDENCE FOR THE TREATMENT OF 
SUBSTANCE ABUSE 

    12.3.1       Short-term treatment 
    Herman (2000)  believes that individual psychotherapy can be helpful 
in treating substance abusers and suggests fi ve situations where therapy 
would be indicated: 

1.     as an appropriate introduction to treatment;  
2.     as a way of helping mildly or moderately dependent drug 

abusers;  
3.     when there are clear signs of emotional problems such as severe 

depression since these problems will interfere with the substance 
abuse treatment;  

4.     when clients progressing in 12-step programs begin to experience 
emerging feelings of guilt, shame, and grief; and  

5.     when a client’s disturbed interpersonal functioning continues 
after a long period of sustained abstinence and therapy might 
help prevent a relapse.    

 One   of the most frequently discussed treatment approaches to addic-
tion in the literature is brief counseling.  Bien et al. (1993)  reviewed 32 
studies of brief interventions with alcohol abusers and found that, on 
the average, brief counseling reduced alcohol use by 30%. However, in 
a study of brief intervention with alcohol abusers,  Chang et al. (1999) 
found that both the treatment and control groups signifi cantly reduced 
their alcohol use. The difference between the two groups in the reduc-
tion of their alcohol abuse was minimal. In a study of 175 Mexican-
Americans who were abusing alcohol,  Burge et al. (1997)  report that 
treated and untreated groups improved signifi cantly over time, raising 
questions about the effi cacy of treatment versus natural recovery. In an 
evaluation of a larger report by  Consumer Reports  on the effectiveness 
of psychotherapy,  Seligman (1995)  notes that  “ Alcoholics Anonymous 
(AA) did especially well …  signifi cantly bettering mental health profes-
sionals [in the treatment of alcohol and drug related problems] ”  (p. 10). 

    Bien et al. (1993)  found that two or three 10 – 15 minute counsel-
ing sessions are often as effective as more extensive interventions with 
older alcohol abusers. The sessions include motivation-for-change strat-
egies, education, assessment of the severity of the problem, direct feed-
back, contracting and goal setting, behavioral modifi cation techniques, 
and the use of written materials such as self-help manuals. According to 
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 Fleming et al. (1997) , brief interventions have been shown to be effec-
tive in reducing alcohol consumption, binge drinking, and the frequency 
of excessive drinking in problem drinkers. Completion rates using brief 
interventions are better for elder-specifi c alcohol programs than for 
mixed-age programs ( Atkinson, 1995 ), and late-onset alcoholics are 
more likely to complete treatment and have somewhat better outcomes 
using brief interventions ( Liberto and Oslin, 1995 ). 

 Miller   and Sanchez (1993) summarize the key components of brief 
intervention using the acronym FRAMES: feedback, responsibility, 
advice, menu of strategies, empathy, and self-effi cacy. 

1.   Feedback:  includes an assessment with feedback to the client 
regarding the client’s risk for alcohol problems, his or her rea-
sons for drinking, the role of alcohol in the patient’s life, and the 
consequences of drinking.  

2.   Responsibility:  includes strategies to help clients understand the 
need to remain healthy, independent, and fi nancially secure. This 
is particularly important when working with older clients and cli-
ents with health problems and disabilities.  

3.   Advice:  includes direct feedback and suggestions to clients to 
help them cope with their drinking problems and with other life 
situations that may contribute to alcohol abuse.  

4.   Menu:  includes a list of strategies to reduce drinking and help 
cope with such high-risk situations as loneliness, boredom, fam-
ily problems, and lack of social opportunities.  

5.   Empathy:   Bien et al. (1993) strongly emphasize the need for a 
warm, empathic, and understanding style of treatment. Miller 
and Rollnick (1991) found that an empathic counseling style pro-
duced a 77% reduction in client drinking as compared to a 55% 
reduction when a confrontational approach was used.  

6.   Self-effi cacy:  this includes strategies to help clients rely on their 
inner resources to make changes in their drinking behavior. Inner 
resources may include positive points of view about themselves, 
helping others, staying busy, and good problem-solving coping 
skills.

 Some   additional aspects of brief interventions suggested by 
 Menninger (2002)  include drinking agreements in the form of agreed-
upon drinking limits that are signed by the patient and the practitioner, 
ongoing follow-up and support, and appropriate timing of the inter-
vention with the patient’s readiness to change. Completion rates for 



elder-specifi c alcohol treatment programs are modestly better than for 
mixed-age programs ( Atkinson, 1995 ). Late-onset alcoholics are also 
more likely to complete treatment and have somewhat better outcomes 
( Liberto and Oslin, 1995 ). Alcoholics Anonymous may be helpful, par-
ticularly AA groups that are specifi cally oriented toward the elderly. 

  Babor and Higgins-Biddle (2000)  discuss the use of brief interven-
tions with people involved in  “ risky drinking ”  who are not as yet classi-
fi ed as alcohol dependent. Brief interventions are usually limited to three 
to fi ve sessions of counseling and education. The intent of brief interven-
tions is to prevent the onset of more serious alcohol-related problems. 
According to  Babor and Higgins-Biddle (2000) ,  “ [m]ost programs are 
instructional and motivational, designed to address the specifi c behavior 
of drinking with information, feedback, health education, skill-building, 
and practical advice, rather than with psychotherapy or other specialized 
treatment techniques ”  (p. 676).  Higgins-Biddle et al. (1997)  analyzed 
14 random studies of brief interventions that included more than 20,000 
risky drinkers. They report a net reduction in drinking of 21% for males 
and 8% for females. To improve the effectiveness of short-term inter-
ventions,  Babor and Higgins-Biddle (2000)  encourage the use of early 
identifi cation of problem drinking, life-health monitoring by health and 
mental health professionals, and risk counseling that includes screening 
and brief intervention to inform and motivate potential alcohol abus-
ers of the risk of serious alcohol dependence and to help change their 
alcohol use. This approach requires a high degree of cooperation among 
health and education personnel who are often loathe to identify older 
adults as having  “ at risk ”  alcohol problems because they fear that doing 
so will exacerbate the problem through public identifi cation and often 
believe, sometimes incorrectly, that more moderate drinking will take 
place as the older adult recognizes the problem and deals with it. 

    Fleming and Manwell (1998)  report that people with alcohol-related 
problems often receive counseling from primary care physicians or nurs-
ing staff in fi ve or fewer standard offi ce visits. The counseling consists 
of objective information about the negative impact of alcohol use as 
well as practical advice regarding ways of reducing alcohol dependence 
and the availability of community resources.  Gentilello et al. (1995) 
report that 25 - 40% of the trauma patients seen in emergency rooms 
may be alcohol dependent. The authors found that a single motivational 
interview, at or near the time of discharge, reduced drinking levels and 
re-admission for trauma during six months of follow up.  Monti et al. 
(1999)  conducted a similar study with 18- and 19-year-olds admitted 
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to an emergency room with alcohol-related injuries. After six months, 
all participants had decreased their alcohol consumption; however,  “ the 
group receiving brief intervention had a signifi cantly lower incidence 
of drinking and driving, traffi c violations, alcohol-related injuries, and 
alcohol-related problems ”  ( Monti et al., 1999, p. 3 ). 

 Cognitive  -behavioral approaches are another form of short-term 
treatment where clients are taught to overcome addiction to alcohol. 
In cognitive-behavioral approaches, the client is taught to identify the 
situations that lead to drinking and to re-think those situations in more 
positive and rational ways. Perceptions of stressful events are important 
and clients are taught to logically rethink the situation and to reduce the 
stressful impact that may bring with it alcohol abuse. The Gerontology 
Alcohol Project (GAP) ( Dupree et al., 1984 ) is an example of the 
cognitive-behavioral approach used to treat alcohol-related problems. 
GAP uses a day-treatment approach with older alcoholics and emphasizes 
self-management, skill acquisition, and social support. At a 12-month 
follow up, 75% of the participants in GAP maintained their drinking 
reduction goals and increased the size of their social support network. 
 Rice et al. (1993)  found that cognitive-behavioral therapy was signifi cantly 
more effective for adults ages 50 and over than relationship enhancement 
and vocational-enhancement therapies in reducing alcohol dependence. 

    Lu and McGuire (2002)  studied the effectiveness of out-patient 
treatment with substance abusing clients and came to the following 
conclusions:

1.     the more severe the drug use problem before treatment was initi-
ated, the less likely clients were to discontinue drug use during 
treatment when compared to other users;  

2.     clients reporting no substance abuse three months before admis-
sion were more likely to maintain abstinence than those who 
reported abstinence only in the past one month;  

3.     heroin user were highly unlikely to sustain abstinence during 
treatment while marijuana users were less likely to sustain absti-
nence during treatment than alcohol users;  

4.     clients with  “ psychiatric problems ”  were more likely to use drugs 
during treatment than clients without psychiatric problems;  

5.     clients with legal problems related to their substance abuse had 
reduced chances of improving during the treatment;  

6.     clients who had multiple prior treatments for substance abuse 
were less likely to remain abstinent during and after treatment;  



7.     more educated clients were more likely to sustain abstinence after 
treatment; and  

8.     clients treated in urban agencies were less likely to maintain 
abstinence than those treated in rural agencies. 

    12.3.2       Longer-term treatments 
    Connors et al. (2002)  report that treatment attrition among substance 
abusers is such a pervasive problem in programs offering treatment 
services that it affects our ability to determine treatment effective-
ness.  Baekeland and Lundwall (1975)  report dropout rates for inpatient 
treatment programs of 28% and that 75% of the outpatient alcoholic 
patients in their study dropped out of treatment before their fourth ses-
sion.  Leigh et al. (1984)  report that of 172 alcoholic outpatients studied, 
15% failed to attend their initial appointment, 28% attended only a ses-
sion or two, and 19% attended only three to fi ve times. In studying 117 
alcoholism clinic admissions,  Rees (1986)  found that 35% of the clients 
failed to return after their initial visit and that another 18% terminated 
treatment within 30 days. 

 To   try and reduce the amount of attrition in alcohol treatment pro-
grams,  Connors et al. (2002)  randomly assigned 126 clients entering 
an alcohol treatment program to one of three groups to prepare them 
for the treatment program: a role induction (RI) session, a motivational 
interview (MI) session, or a no-preparatory session control group (CG). 
They found that clients assigned to the motivational interview,  “ attended 
more treatment sessions and had fewer heavy drinking days during and 
12 months after treatment relative to control group ”  (p. 1161). Clients 
assigned to the motivational interview also were abstinent more days 
during treatment and in the fi rst three months following treatment than 
the control group but the difference, unfortunately, did not last for the 
remaining nine months of follow up. Clients assigned to the role induc-
tion group did no better than the control group in any of the variables 
studied.

 In   describing the motivational interview,  Connors et al. (2002, 
p. 1164)  indicate that it consists of the following: 

(a)     eliciting self-motivational statements; 
    (b)     refl ective, empathic listening;  
    (c)     inquiring about the client’s feelings, ideas, concerns, and plans;  
    (d)      affi rming the client in a way that acknowledges the client’s 

serious consideration of and steps toward change;  
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    (e)      defl ecting resistance in a manner that takes into account the 
link between therapist behavior and client resistance;  

    (f)     reframing client statements as appropriate; and 
    (g)     summarizing.    

    Kirchner et al. (2000)  considered the factors related to entry into 
alcohol treatment programs following a diagnosis of alcoholism. They 
found that many patients who might benefi t from treatment were not 
referred by their medical providers because of a belief that treatment 
wasn’t effective, even though a number of  “ well-designed and meth-
odologically sound studies have repeatedly shown that treatment for 
alcohol-related disorders can be effective not only for reducing the con-
sumption of alcohol but also for improving the patient’s overall level of 
functioning ”  (p. 339). The authors also report that improved detection 
of alcoholism, the fi rst step in the provision of services, is negatively 
infl uenced by a number of factors, including older age, non-Caucasian 
ethnicity, the severity of the alcohol use, lower socioeconomic status, 
and male gender. Drug and alcohol use to self-medicate for psychiat-
ric disorders is also a key predictor of detection as are alcohol-related 
medical problems such as liver disorders, high blood pressure and 
adult-onset diabetes.  Herman (2000)  reports that the reasons substance 
abusers enter treatment are usually external in nature and include legal 
problems with drug use (license suspension because of drunk driving), 
marital problems, work-related problems, medical complications caused 
by drug and alcohol abuse, problems with depression and anxiety that 
lead to self-medicating with alcohol and drugs, and referral by mental 
health professionals (a major reason women enter treatment programs).  

    12.3.3       Treatment strategies 
    Herman (2000)  believes that the primary strategy in the treatment of 
substance abuse is to initially achieve abstinence. Once abstinence is 
achieved, the older adult substance abuser can begin to address relation-
ship problems that might interfere with social and emotional function-
ing.  Herman (2000)  believes that the key to treatment is to match the 
client with the type of treatment most likely to help. He suggests that 
the following phases exist in the treatment of substance abuse: 

Phase 1:  Abstinence.  
Phase 2:  Teaching the client coping skills to help prevent a relapse 

through cognitive-behavioral techniques that help clients man-
age stressful situations likely to trigger substance abuse. These 



techniques may include recognizing internal cues that lead to 
substance abuse (depression and feelings of low self-esteem); 
managing external cues (responses by others and inter-personal 
relationships); avoiding peers who are likely to continue to abuse 
substances and encourage the client to do the same; and, alter-
native behaviors that help the client avoid drug use (substituting 
substance abuse with exercise, or attending social events where 
alcohol isn’t available).  

     Phase 3:  Since the underlying problems that contribute to substance 
abuse are often deeply internalized feeling of low self-worth, depres-
sion, and self-loathing, therapy should help the client deal with 
internalized pathologies that are likely to lead to relapse. The thera-
pies that seem most effective in doing this are cognitive-behavioral 
therapies, the strengths approach, and affective therapies including 
Gestalt therapy ( Herman, 2000 ). Herman also suggests the use 
of psychodynamic therapy but research evidence of the effective-
ness of this form of treatment with substance abuse is not overly 
positive. 

 In   a review of 30 years of research, the  National Institute on Drug 
Abuse (1999)  reports that the following are necessary elements of effec-
tive treatment of substance abuse: 

1.     correctly matching the client with the appropriate treatment 
approach;

2.     providing treatment that is readily available and may be useful in 
treating other psychosocial problems experienced by the client;  

3.     the treatment plan is comprehensive, the length of treatment is 
adequate, and the treatment plan is regularly reviewed;  

4.     medication is available if needed;  
5.     treatment is more than helpful with detoxifi cation;  
6.     treatment is useful for involuntary clients;  
7.     there is frequent monitoring of the patient’s substance use;  
8.     there is an assessment made of HIV/AIDS and other potential 

diseases; and  
9.     treatment is offered again even after multiple relapses. (Found in 

 Lennox and Mansfi eld, 2001, p. 169 )    

 Other   factors found to provide best evidence of treatment effective-
ness include the following:  Dahlgren and Willander (1989)  compared 
women-only and mixed-gender treatment groups. Clients in the women-
only group remained in treatment longer, had higher completion rates, 
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and had improved bio-psychosocial rates as compared to women who 
were in mixed-gender programs.  Burtscheidt et al. (2002)  studied the 
treatment effects of long-term treatment by comparing nonspecifi c sup-
portive therapy with two different forms of behavioral therapy (coping 
skills training and cognitive behavioral therapy). One-hundred-and-
twenty patients were randomly assigned to each of the three therapy 
approaches and were seen in treatment for 26 weeks with a follow-up 
period of two years. Patients receiving behavioral therapy showed con-
sistently higher abstinence rates. Differences in treatment effectiveness 
between the two behavioral therapies could not be established. The 
study also established that cognitively impaired and severely personality 
disordered clients experienced less benefi t from any of the therapies 
than other clients. The authors conclude that behavioral treatment had 
the best long-term effects and met high client acceptance, but that a 
great deal still needs to be done to develop even more effective behav-
ioral therapies for clients who abuse substances.  

    12.3.4       Natural recovery 
    Granfi eld and Cloud (1996)  estimate that as many as 90% of all prob-
lem drinkers never enter treatment and that many end their abuse of 
alcohol without any form of treatment ( Hingson et al., 1980 ;  Roizen 
et al., 1978 ;  Stall and Biernacki 1989 ).  Sobell et al. (1993)  report that 
82% of the alcoholics they studied who terminated their addiction did so 
by using natural recovery methods that excluded the use of professional 
treatment. As an example of natural recovery techniques,  Granfi eld and 
Cloud (1996)  report that most ex-smokers discontinue their tobacco use 
without treatment ( Peele 1989 ) while many addicted substance abusers 
 “ mature-out ”  of a variety of addictions including heavy drinking and 
narcotics use ( Snow 1973 ;  Winick 1962 ).  Biernacki (1986)  reports that 
people who use natural methods to end their drug addictions utilize a 
range of strategies, including discontinuing their relationships with drug 
users, avoiding drug-using environments (Stall and  Biernacki, 1986 ),
having new goals and interest in their lives ( Peele, 1989 ), and using 
friends and family to provide a support network ( Biernacki, 1986 ).
 Trice and Roman (1970)  indicate that self-help groups with substance 
abusing clients are particularly helpful because they develop and con-
tinue a support network that assists clients in maintaining abstinence 
and other changed behaviors. 

    Granfi eld and Cloud (1996)  studied middle class alcoholics who 
used natural recovery alone without professional help or the use of 



self-help groups. Many of the participants in their study felt that some 
self-help groups were overly religious while others stressed a belief 
that alcohol abuse is a disease that suggested a lifetime struggle. The 
subjects in the study believed that some self-help groups encouraged 
dependence on the group and that associating with other alcoholics 
would probably complicate recovery. In summarizing their fi ndings, 
 Granfi eld and Cloud (1996)  report that: 

 Many [research subjects] expressed strong opposition to the sugges-
tion that they were powerless over their addictions. Such an ideology, 
they explained, not only was counterproductive but was also extremely 
demeaning. These respondents saw themselves as effi  cacious people 
who often prided themselves on their past accomplishments. They 
viewed themselves as being individualists and strong-willed. One 
respondent, for instance, explained that  “ such programs encourage 
powerlessness ”  and that she would rather  “ trust her own instincts than 
the instincts of others. ”    (p. 51)   

    Waldorf et al. (1991)  found that many addicted people with jobs, strong 
family ties, and other close emotional supports were able to  “ walk 
away ”  from their very heavy use of cocaine.  Granfi eld and Cloud 
(1996)  indicate that many of the respondents in their study had a great 
deal to lose if they continued their substance abuse and that their sample 
consisted of people with stable lives, good jobs, supportive families and 
friends, college educations, and other social supports that gave them 
motivation to  “ alter ”  their drug-using behaviors. 

    12.3.5       Self-help groups 
    Humphreys (1998)  studied the effectiveness of self-help groups with 
substance abusers by comparing two groups: one receiving in-patient 
care for substance abuse, and the other attending self-help groups for 
substance abuse. At the conclusion of the study, the average participant 
assigned to a self-help group (AA) had used $8,840 in alcohol-related 
health care resources as compared to $10,040 for the inpatient treat-
ment participants. In a follow-up study,  Humphreys (1998)  compared 
outpatient services to self-help groups for the treatment of substance 
abuse. The clients in the self-help group had decreased alcohol con-
sumption by 70% over three years and consumed 45% less health care 
services (about $1,800 less per person). Humphreys (1998)  believes 
that  “ From a cost-conscious point of view, self-help groups should be 
the fi rst option evaluated when an addicted individual makes initial 
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contact with professional services (e.g., in a primary care appointment 
or a clinical assessment at a substance abuse agency or employee assis-
tance program) ”  (p. 16). Additional data on the effectiveness of self-
help groups may be found in Chapter 14.

        CASE STUDY: EVIDENCE-BASED PRACTICE WITH AN 
OLDER ADULT SUBSTANCE ABUSER      
 Wanda   Anderson is a 69-year-old single woman who lives in an upscale 
retirement community in Arizona. Wanda was a successful real estate 
agent in Kansas City for many years and decided to sell her home at the 
height of the real estate boom in 2005 and buy a nice home in a retire-
ment community. Wanda moved to her new home in January, 2006, and 
was ecstatic to find 70-degree weather and many activities in which 
she could not participate in Kansas City during the winter. However, 
her first summer in Arizona was a shock with temperatures hovering in 
the 100 – 115-degree range for almost six months without stop. During 
the hot months, Wanda found that many people left for cooler climates 
and that her fantasy of many close friends to accompany her on  “ adven-
tures ”  evaporated. She was alone and there were few people with whom 
she could socialize. The community had a bar with a happy hour where 
cheap drinks and food were available, and Wanda began going every 
afternoon around 4:00 p.m. and staying increasingly later. 

 Wanda   had never been much of a drinker, but after going to happy 
hour almost every day for a year, she found that thinking about having 
a drink gave her great joy. She couldn’t wait until 4:00 p.m. to begin. The 
bar was only a short distance from her home and she either walked or 
drove her electric golf cart. Driving home from the bar in her cart about 
11:00 p.m. when most people were asleep, Wanda missed a turn and 
her cart went down a steep embankment. She and a friend were to go 
walking at 6:00 a.m. the next morning before the summer heat became 
unbearable. Not finding Wanda at home, the friend contacted security 
and, after a long search, they found Wanda unconscious at the bottom 
of the embankment with the cart lying partially on top of her. 

 Wanda   was rushed to the hospital and, thankfully, her injuries were 
limited to a broken arm and a number of cuts and bruises. More serious 
was the fact that her blood pressure and blood sugars were extremely 
high. Wondering about the possibility of alcohol abuse, the attending 
physician checked her alcohol level and even after many hours without 
alcohol, found it high. He also found evidence of the onset of liver 
damage and possible heart problems. 



 When   Wanda was awake, the doctor and a social worker interviewed 
her about her accident and her alcohol consumption. At first she was 
very defensive, but after a few minutes of avoiding their questions she 
admitted that she drank 10 – 15 drinks, usually Martinis, every day at the 
bar and had even begun having a few drinks before happy hour. A social 
worker and nurse met with Wanda three additional times over the course 
of a three-day stay in the hospital. They gave her information about the 
health impact of drinking and did a screening test to determine Wanda’s 
level of abusive drinking. They concluded that she was at very high risk 
of becoming an alcoholic since her drinking impaired her judgment and 
was thought to be responsible for high blood pressure and high blood 
sugar readings consistent with adult-onset diabetes. 

 A   psychosocial history taken by the social worker revealed that Wanda 
was painfully lonely and that the drinking seemed to be a response to 
early retirement without a plan for what she would do with herself after 
a lifetime of hard, successful work. The history also revealed that Wanda 
had come from a family of alcoholics, had vowed to keep her drinking 
limited, but now realized she was romanticizing about alcohol the way 
many members of her family had. Wanda had her driver’s license revoked 
and her ability to drive her golf cart in the retirement community grounds 
was curtailed to daylight hours and only if someone was with her. She was 
told by the retirement community CEO that the bylaws of the community 
required her to go for counseling and that she had to maintain sobriety 
for six months before she could have full use of her cart privileges. She 
was also banned from any of the bars in the retirement community. 

 Wanda   met with her substance abuse counselor and for the first few 
sessions was very angry and could only talk about the  “ hoity-toity ”  CEO 
and who did he think he was? She’d seen lots of men like him and she 
would just like to tell him a thing or two. But in the third session, Wanda 
broke down and cried, telling the counselor she made a mistake retiring 
and leaving her support network in Kansas City. Little did she know, she 
told the counselor, that she had an aversion to  “ old people ”  and hated it 
here in the community. She thought she’d meet a man but most of the 
men were either  “ jerks, and the same Casanovas she’d been meeting 
most of her life ”  or too old and sick to be any fun. She’d spent her first 
18 years taking care of  “ drunks ”  and she never wanted to take care of 
anyone again. Still, she was lonely and loneliness was everything it was 
cracked up to be. 

 The   first item on the agenda was to focus on resolving the alcohol 
problem and the issues that seemed to bring about the late-life drinking 
problem. After some discussion Wanda pointed out that she didn’t like 
the words  “ alcoholic or drunk ”  since they were words used to describe 
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members of her family. She did agree that she was drinking too much 
and that the drinking had health and mental health implications. The 
worker asked that Wanda do what she had done so often in her lifetime 
and that was to take control of her problem by assertively looking for 
more information that she could use in counseling. Wanda agreed and 
the worker gave her a list of articles on the Internet she might read for 
the next session and encouraged Wanda do her own reading about late 
life drinking problems, loneliness, and early retirement. 

 From   the work of  Kuperman et al. (2001) , they agreed that Wanda had 
a number of problems that should be dealt with, including feelings of 
loneliness, lack of work to keep her occupied, little ability to handle lei-
sure time, and alcohol abuse. They decided that a cognitive-behavioral 
approach would work best, with homework assignments and cognitive 
restructuring as additional aspects of the treatment. Wanda was intrigued 
with an article she found on the strengths approach and showed the 
therapist an article by  Moxley and Olivia (2001)  that they both found 
quite useful. Another article on self-help groups by  Humphreys (1998)  
convinced them that a self-help group for older adult alcohol abusers 
might also be helpful. Finally, Wanda brought up the issue of understand-
ing the impact her alcoholic family had on her current situation. Several 
articles on the dynamic approach to treatment were suggested which 
Wanda read and found relevant. 

 After   months of treatment, during which time Wanda would often avoid 
answering questions directly or would go off on tangents, she began to 
talk about her feelings and admitted that she has continued drinking 
heavily. She also drives, although her license has been suspended. She 
feels strong when she drinks, and loves the peaceful feeling that comes 
over her as she gets drunk. Like her parents, she romanticizes her drinking 
and can hardly wait to have her first drink of the day. Sometimes she 
drinks when she wakes up and often drinks rather than eats. She is aware 
that this cycle of drinking to feel better about herself can only lead to 
serious life problems, but she doesn’t think she’s capable of stopping. 
A number of women in the community are secret drinkers, she tells the 
counselor, and like many of them, drinking is one of the few pleasures 
they have. Life has stopped having meaning and, faced with many years 
of living alone and doing nothing, she finds solace in alcohol. 

 Her   counselor has seen the same pattern in older adult alcoholics 
and has allowed for the fact that the problem will take much longer to 
resolve because Wanda lacks a support group. The therapist thought that 
an older adult support group of problem drinkers would help Wanda but 
found out from Wanda that all the members have continued drinking 
and have even formed a club, of sorts, to drink together. 



 During   one session several months into treatment, the counselor 
admitted to Wanda that the treatment wasn’t helping Wanda with her 
drinking. While Wanda read articles and came prepared to discuss them, 
it was an intellectual exercise and it wasn’t helping Wanda change her 
behavior. Wanda pleaded with the counselor not to give up on her. She 
was the only person in Wanda’s life with whom Wanda could talk. She 
didn’t know what she would do if the counselor gave up on her and had 
openly considered suicide as an option. 

 The   session was electric, as Wanda spoke of her early life, her 
co-dependency, and how it had made relationships impossible. She 
had lied about her drinking and had a pattern of binge drinking from 
early adolescence, but had never done anything about it. She thought 
of herself as a tough-minded woman who had lapses, only this relapse 
wasn’t going away. She promised to  “ hunker down ”  and get to work, 
and she did. On her 70th birthday, she passed six months of sobriety 
and had her cart privileges back. With the counselor’s recommendation 
she also got her driver’s license back. She has joined a real estate firm 
selling re-sales in the retirement community and is busier than ever. 
And she has found a man her age who she considers her best friend 
and companion. In the time she has available after work, they take 
advantage of the wonderful cultural events in the community. During 
the hottest months of the summer, they go to the mountains. Little 
happens during those months at work. If someone contacts the agency 
she can handle it on the Internet and by phone. 

 Wanda  ’s counselor said,  “ I want to applaud the professionals Wanda 
worked with in the hospital. Even thought the treatment was brief, 
it made a lasting impact on her to hear that she was considered an 
alcoholic, and it did bring her into treatment along with the loss of her 
license and the recognition in the retirement community that she had 
a drinking problem. That’s exactly what you hope for in serious alco-
holics who are in denial. It took Wanda longer to turn the corner and 
get down to work than most younger adults. The reason, I’ve come to 
believe since I see the same thing in other older substance abusers, is 
that there is a sense of hopelessness in many older adults. They accept 
cultural stereotypes that older people have no useful function, and 
they tend to give up. They also think that retirement will be a magi-
cal time when they’ll meet interesting people, have intimate relation-
ships, and are active much of the time. That isn’t always the case and 
many people retire before they are ready because they’re burned out 
and angry about their jobs. They don’t realize that work gives them a 
schedule and fills in free time that many older adults haven’t learned 
to handle. 
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    “ I’m never surprised when people tell me that they have a history of 
drinking even though they deny it early in treatment. I wonder about 
late-onset alcoholism and, while I’m sure it exists, many older people 
with no actual history of drinking problems find alcohol aversive both 
in taste and in its effect. I think Wanda is one of many tough-minded 
successful women in our society who fill their lives so full that when they 
take a break and try and relax, many emotional issues come up they’d 
rather not deal with. So they work hard, have lots of acquaintances, 
and stay very busy. When they retire, many years of denial and ignoring 
problems begin to have an impact. The fact that Wanda read the articles 
I suggested and came prepared to discuss them gave her a large body 
of information. When she was ready to begin changing, the material she 
read came in very handy”. 

    “ I don’t want to define Wanda as a success story. Alcohol isn’t her only 
problem. When she becomes too tired to work or fill up her time with 
other activities, it wouldn’t surprise me if she had a relapse. Right now, 
she’s had a scare and she’s very motivated. I’ve referred her for therapy 
that’s more insight-oriented to help her understand the impact of her 
early life, but she’s put it off. I suspect she’s had some very bad traumas 
and maybe she can avoid discussing them but I think sooner or later 
they’ll come back to haunt her. ”         

    12.4       RESEARCH PROBLEMS AND BEST EVIDENCE 
 A   major problem with the treatment of substance abuse is the lack 
of best evidence because of compelling research problems.  Clifford 
et al. (2000)  suggest that many research studies on the effectiveness of 
treatment for substance abuse have numerous methodological problems 
and write,  “ It is recommended that treatment outcome studies be inter-
preted cautiously, particularly when the research protocols involved 
frequent and intensive follow-up interviews conducted across extended 
periods of time ”  (p. 741). As an example of the type of research errors 
made in substance abuse research,  Ouimette et al. (1997)  compared 
12-step programs such as AA with cognitive-behavioral programs and 
programs that combined both approaches. One year after completion 
of treatment, all three types of programs had similar improvement 
rates when alcohol consumption was measured. Participants in the 
12-step program had more “ sustained abstinence ”  and better employ-
ment rates than the other two programs, but  Ouimette et al. (1997)  
caution that readers should not make more of these fi ndings than is 



warranted because of non-random assignment of patients to the different 
treatment types. Clifford et al. (2000)  indicate that many substance 
abuse studies have methodological problems that affect their validity 
and include infrequent follow up, compounding effects that may sug-
gest better results than are warranted, the lack of quality data, and 
research protocols that are infl uenced more by existing politics and 
social correctness than science.  

    12.5       SUMMARY 
 In   this chapter on EBP and older adult substance abuse, research fi nd-
ings are reported that suggest disagreement regarding the effectiveness 
of certain types of treatment, particularly very brief treatment with high-
risk abusers. However, promising research on natural recovery and self-
help groups suggests that treatment effectiveness may be consistently 
positive with these two approaches. Research issues are discussed that 
make the development of best evidence on the effi cacy of all forms of 
treatment of substance abuse questionable, and the suggestion is made 
that before we can develop best evidence, more effective studies must 
take place that include adequate research designs and controls. A case 
study is provided that demonstrates the use of EBP with substance-
abusing older adult clients.  

    12.6       QUESTIONS FROM THE CHAPTER 
1.     In the case presented, the client admitted she had been a binge 

drinker since adolescence. The worker indicated that she was 
dubious about late-life onset of heavy drinking and wasn’t sur-
prised when Wanda fi nally admitted to binge drinking. Does this 
case make you wonder if the data indicating that 35% of all heavy 
drinking begins after age 60   is true?  

2.     Brief treatment of substance abuse fl ies in the face of what many 
people believe about the long-term addictive nature of alcohol 
and drug dependence. What’s your view about the effectiveness 
of brief treatment?  

3.     Is it fair to criticize the lack of adequate research for self-help 
groups treating addictions? Shouldn’t we take at face value the 
overwhelmingly positive feedback from participants that they 
work very well?  

4.     The idea that people will walk away from their addictions 
when they’re ready is contraindicated in studies of weight loss. 
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In these studies, people cycle back and forth and fail to sustain 
weight loss. Might not the same thing be said about addictions to 
substances?

5.     Focusing on positive behavior seems like a worthy way to treat 
substance abusers, but aren’t there dangerous behaviors (unpro-
tected sex, automobile accidents, negative effects on health) that 
need to be stopped immediately, and don’t they require a type of 
 “ tough love? ”      
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    13.1       INTRODUCTION 
 A   number of studies provided in this chapter suggest that spirituality 
and religious involvement may have a positive infl uence on health and 
mental health even though the helping professions have generally sep-
arated themselves from religious and spiritual ideologies. Despite this 
sense that spirituality and religious involvement somehow lie outside 
of the orthodox notions of what human service professionals should do 
with the two issues in their practice, researchers agree that it has been a 
neglected area ( Canda, 1988 ). 

 This   chapter will consider the evidence of the impact of religion 
and spirituality on health and mental health. It will also look at the role 
of the human services in dealing with issues of religious and spiritual 
belief. Several case studies are provided to help the reader better under-
stand the relationship between religion and spirituality and practice. 
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 A section at the end of the chapter considers the special research ques-
tions posed in an attempt to understand best evidence that spirituality 
and religion may serve a benefi cial role in the lives of people.  

    13.2        DEFINITIONS OF SPIRITUALITY AND RELIGIOUS 
INVOLVEMENT 

 Confusion   sometimes exists over the appropriate defi nitions of spiritual-
ity and religious belief.  Glicken and Fraser (2004)  defi ne  spirituality   “ as 
the means by which one fi nds wholeness, meaning, and purpose in life. 
It arises from an innate longing for fulfi llment through the establishment 
of loving relationships with self and the community. Spirituality sug-
gests harmony with self, others, and the world ”  (p. 65). Using a some-
what different defi nition,  Manheimer (1994)  writes that  “ Spirituality, 
while certainly overlapping with church or synagogue affi liation, refers 
to a psychological and personal inward experience that may be totally 
independent of institutional membership ”  (p. 72). 

    Derezotes (1995)  defi nes  religious involvement  as  “ A system of 
beliefs, rituals, and behaviors, usually shared by individuals within an 
institutionalized structure. It is an external expression of faith ”  (p. 1). 
 George et al. (2000, p. 105)  report an attempt by the  National Institute 
of Aging, in conjunction with the Fitzer Work Group (1997) , to defi ne 
spirituality and religious involvement. They found the following com-
mon elements in the defi nitions of both: 

1.     Religious/spiritual preference or affi liation: Membership in or 
affi liation with a specifi c religious or spiritual group.  

2.     Religious/spiritual history: Religious upbringing, duration of par-
ticipation in religious or spiritual groups, life-changing religious 
or spiritual experiences, and  “ turning points ”  in religious or spiri-
tual participation or belief.  

3.     Religious/spiritual participation: Amount of participation in for-
mal religious or spiritual groups or activities.  

4.     Religious/spiritual private practices: Private behaviors or activi-
ties, including but not limited to prayer, meditation, reading 
sacred literature, and watching or listening to religious or spiri-
tual radio or television programs.  

5.     Religious/spiritual support: Tangible and intangible forms of 
social support offered by the members of one’s religious or spiri-
tual group.  



6.      Religious/spiritual coping: The extent to which and ways in 
which religious or spiritual practices are used to cope with stress-
ful experiences.  

7.     Religious/spiritual beliefs and values: Specifi c religious or spiri-
tual beliefs and values.  

8.     Religious/spiritual commitment: The importance of religion/
spirituality relative to other areas of life and the extent to which 
religious or spiritual beliefs and practices serve to affect personal 
values and behavior.  

9.     Religious/spiritual motivation for regulating and reconciling rela-
tionships: Most measures in this domain focus on forgiveness, but 
other issues may be relevant as well (e.g., confession, atonement.  

10.     Religious/spiritual experiences: Personal experience with the 
divine or sacred, as refl ected in emotions and sensations (p. 105). 

    13.3        THE IMPACT OF SPIRITUALITY AND RELIGIOUS 
INVOLVEMENT ON THE HEALTH AND MENTAL 
HEALTH OF OLDER ADULTS 

    Blazer (1991)  found that 90% of all older adults surveyed describe 
spirituality and religion as one of their most frequently used coping 
and support mechanisms. Musick (1996) found that the use of religion 
and spirituality as coping mechanisms may be even more prevalent 
in racial and ethnic minority elderly than in white elderly. Religion 
and spirituality have been described as a  “ buffer against depression, a 
way to maintain meaning at the end of life, a mechanism for prepara-
tion for death and dying, increased happiness and life satisfaction and 
higher levels of adjustment for older adults ”  ( Lewis, 2001 , p. 232). 
Musick (1996) report that religious beliefs and spirituality have been 
linked to positive physical health and inversely related to physical ill-
nesses. Koenig et al. (1996)  report that religiously committed older 
adults are healthier, abuse alcohol less often, have lower blood pres-
sure, experience fewer strokes, and have longer survival rates than 
those older adults not committed to religion. Lewis (2001)  writes, 
 “ Therefore, it seems that utilizing religion and spirituality in coun-
seling with religiously and spiritually committed older adults would 
be especially useful when discussing coping mechanisms for dealing 
with mental health concerns or developmental issues [concerns about 
aging] ”  (p. 231). 
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     George et al. (2000)  report a growing body of research showing 
the positive health benefi ts of religious involvement. According to the 
authors, religious involvement was found to reduce the likelihood of 
disease and disability in 78% of the studies attempting to determine the 
existence of a relationship between religion and health. The positive 
health benefi ts of religion were particularly noted with certain medical 
conditions, including coronary disease and heart attacks, emphysema, 
cirrhosis, and other varieties of liver disease ( Comstock and Partridge, 
1972 ;  Medalie et al., 1973 ), hypertension ( Larson et al., 1989 ), and 
disability (       Idler and Kasl, 1992, 1997 ). In these studies,  “ the stron-
gest predictor of the prevention of illness onset is attendance at reli-
gious services ”  ( George et al., 2000 , p. 108). The authors also point 
to a relationship between religious observance and longevity, noting 
that  “ multiple dimensions of religion are associated with longevity, but 
attendance at religious services is the most strongly related to longev-
ity ”  (p. 108). 

    Ellison et al. (2001)  studied the relationship between religious 
involvement and positive health and mental health outcomes. Among 
their key fi ndings were the following: 

1.     there is a positive relationship between church attendance and 
well-being, and an inverse association with distress;  

2.     the frequency of prayer is inversely related to well-being and only 
slightly positively related to distress;  

3.     a belief in eternal life is positively related to well-being but unre-
lated to distress;  

4.     church-based support networks are unrelated to well-being; and  
5.      “ [t]here is limited evidence of stress-buffering effects, but not 

stress-exacerbating effects, of religious involvement ”  ( Ellison 
et al., 2001 , p. 215)    

    Gartner et al. (1991)  comprehensively reviewed over 200 psychiatric 
and psychological studies and concluded that religious involvement has 
a positive impact on both health and mental health. In another review 
of the literature,  Ellison et al. (2001)  concluded that,  “ there is at least 
some evidence of mental health benefi ts of religion among men and 
women, persons of different ages and racial and ethnic groups, and indi-
viduals from various socioeconomic classes and geographical locations. 
Further, these salutary effects often persist even with an array of social, 
demographic, and health-related statistical controls ”  (p. 215). 



  Manheimer (1994)  reports that church membership plays a signifi -
cant role in the health and mental health of ethnic and racial minorities. 
According to  Manheimer (1994) , church attendance is a strong predictor 
of happiness among older African Americans while social activities in 
church contribute to life satisfaction and personal adjustment. As  Haight 
(1998)  notes in her study of the spirituality of African American children: 

 Available empirical evidence suggests a relationship between social-
ization experiences emanating from the African American church and 
a number of positive developmental outcomes. For example,  Brown 
and Gary (1991)  found that self-reports of church involvement were 
positively related to educational attainment among African American 
adults. In an interview study of African American urban male ado-
lescents,  Zimmerman and Maton (1992)  found that youths who left 
high school before graduation and were not employed, but who 
attended church, had relatively low levels of alcohol and drug abuse. 
In a questionnaire administered to African American adults ( Seaborn-
Thompson and Ensminger, 1989 ), 74% responded  “ very often ”  or 
 “ often ”  to the statement,  “ The religious beliefs I learned when I was 
young still help me. ”  On the basis of data from the 1979 – 80 National 
Survey of Black Americans, Ellison (1993) argued that participation 
in church communities is positively related to self-esteem in African 
American adults. (p. 215)   

    Baetz et al. (2002)  studied the level of religious interest of psy-
chiatric inpatients to determine whether religious commitment had 
an impact on selected outcome variables. In the study, 88 consecutive 
adult patients (50% men) admitted to an inpatient facility were inter-
viewed about their religious beliefs and practices. Patients with a Beck 
Depression score of 12 or more were included for outcome analy-
sis. The researchers report the following results: (1) frequent worship 
attendees had fewer symptoms of depression, shorter hospital stays, 
were more satisfi ed with their lives, and had much lower rates of cur-
rent or lifetime use of alcohol when compared to subjects with less fre-
quent or non-existent worship attendance; and (2) the authors believe 
that worship may protect clients against greater severity of symptoms, 
longer hospital stays, increased satisfaction with life, reduced severity 
of symptoms, and enhanced quality of life among psychiatric patients. 

  Kissman and Maurer (2002)  report that  “ [p]eople with strong faith, 
regardless of religious persuasion, live longer, experience less anxiety, 
cope better with stressful life events, have lower blood pressures and 
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 stronger immune systems ( Koening, 1998 ;  Dossey, 1997 ). ”   Krucoff and 
Crater (1998)  found that coronary surgery patients who were prayed for 
by congregations had a better recovery rate when compared with patients 
in a control group where prayer was not used.  George et al. (2000)  report 
that religious involvement and spirituality have been shown to reduce the 
onset of illness. Once the illness is present, recovery is faster and longevity 
is greater than in those who are not involved with religion or spirituality. 
The authors write that healthy religious involvement may positively 
affect the course of an illness and lead to longer survival after heart trans-
plants ( Harris et al., 1995 ); reduce risk of repeated heart attacks which 
might be fatal or non-fatal ( Thoresen, 1990 ); reduce death rates among 
women with breast cancer ( Spiegel et al., 1989 ); increased the ability to 
cope with pain ( Kaczorowski, 1989 ;  Landis, 1996 ;  O’Brien, 1982 ); and 
may prove to be the most signifi cant reason for better medical recoveries 
and outcomes ( George et al., 2000 ). 

 Religious   involvement appears to be associated with faster and more 
complete recovery from mental illnesses, substance abuse/dependence, 
and depression ( George, 1992 ;  Koenig, in press ;  Koenig et al., 1998 ).
Compared to patients who report no or low levels of religious involve-
ment, those who report stronger religious involvement are more likely 
to recover and to do so more quickly. Evidence indicating a relationship 
between religious or spiritual involvement with recovery from substance 
abuse is based upon studies of Alcoholics Anonymous (AA) and other 
12-step programs ( Emrick, 1987 ;  Montgomery et al., 1995 ;  Project 
Match Research Group, 1997 ). According to  George et al. (2000) ,  “ A 
central component of these programs is the belief that one has no per-
sonal control over the addiction, but that there is a higher power who 
can help the individual to conduct it ”  (p. 109). The authors indicate that 
all of the studies cited are multivariate studies that control for a vari-
ety of intervening variables and that longitudinal studies following sub-
jects over a long period of time confi rm the existence of a relationship 
between spirituality and religious involvement and better recovery for 
mental illness, depression, and substance abuse. 

 One   of the criticisms of studies involving the impact of religious and 
spiritual involvement is that methodologies are problematic. However, 
 George et al. (2000)  indicate that the studies cited above were multivar-
iate (other factors that might affect improved health results were con-
trolled for), and that longitudinal studies showing the long-term impact 
on health of religious/spiritual involvement continue to show a strong 



 relationship. The authors also indicate that the evidence for the impact 
of religious/spiritual involvement on mental health is even stronger than 
it is for physical health.  

    13.4        DISSENTING VIEWS ABOUT THE BENEFIT OF 
RELIGIOUS INVOLVEMENT AND PRAYER 

 Although   the evidence presented thus far suggests a positive relation-
ship between church attendance and positive health and mental health 
benefi ts,  Rauch (2003)  reports that the proportion of people who say 
they never go to religious services has increased 33% from 1973 to 
2000. To further confuse the relationship between religious attendance 
and health and mental health benefi ts, Rauch quotes Theology Professor 
John G. Stackhouse, Jr. as saying:  “ Beginning in the 1990s, a series of 
sociological studies has shown that many more Americans tell pollsters 
they attend church regularly than can be found in church when teams 
actually count. In fact, actual church-going may be half the professed 
rate ”  ( Rauch, 2003 , p. 34). This suggests that the validity of research on 
church attendance and positive health and mental health benefi ts may 
be in doubt. 

 Furthermore  , there is some evidence that certain religious beliefs 
may cause harm.  Simpson (1989)  found that a sample of Christian 
Scientists died at younger ages than their peers while  Asser and Swan 
(1998)  studied child deaths in families refusing medical care in favor of 
faith healing and found much higher rates of death. Both sets of authors 
believe that there are healthy and unhealthy uses of spirituality and reli-
gious involvement but have thus far been unable to determine precisely 
what they are and how health and mental health are affected. 

    Dembner (2005)  reports that researchers studied 748 patients who 
were undergoing heart procedures such as angioplasty or cardiac cath-
eterization. Congregations of various religions at locations outside the 
hospital were randomly assigned to pray for half of the patients, with-
out the patients or their doctors knowing into which group they fell. 
The patients weren’t told because the researchers wanted to separate 
any impact of prayer from possible placebo effects. The prayers fol-
lowed the traditions of the congregation involved, and continued for 
fi ve to 30 days. The congregations were told the name, age, and illness 
of the patient. Over a six-month period, the study found no difference 
in serious side effects, death rate, or readmissions between the patients 
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 who had received prayers and those who had not. In a further review of 
the benefi ts of prayer,  Dembner (2005)  reports that a review of 17 past 
studies of  ‘  ‘ distant healing, ”  published in 2003 by a British researcher, 
found no signifi cant effect for prayer or other healing methods. 

 The   largest studies have focused on cardiac care. In one study of 990 
cardiac patients conducted at Saint Luke’s Hospital in Kansas City, Mo., 
and published in 1999, researchers found prayer did not affect hospital 
length of stay, but did improve health based on a composite score of mea-
sures that the researchers created for the study. A study of 799 patients 
at the Mayo Clinic in Rochester, Minn., published in 2001, found prayer 
made no difference in the outcomes of patients after discharge from the 
cardiac care unit. The study looked at the number of deaths, cardiac 
arrests, and repeat hospitalizations, among other outcomes. 

    13.5        WHY DOES RELIGIOUS AND SPIRITUAL 
INVOLVEMENT IMPACT HEALTH AND MENTAL 
HEALTH? 

    Ellison and Levin (1998)  suggest three reasons for the benefi cial impact 
of religious involvement and spirituality. 

1.   Controlling health-related risks . Some religions have specifi c 
prohibitions against at-risk health behaviors. These prohibitions 
may include the use of tobacco and alcohol, premarital sexual 
experiences and other risky sexual activity, use of foods that may 
contribute to high cholesterol and heart problems, and strong 
prohibitions against the use of illegal drugs. Many religions 
encourage good health practices. The Mormons, Seventh Day 
Adventists, and other religious adherents with strict prohibitions 
concerning health-related behaviors are healthier and live longer, 
on average, than members of other faiths and those who are unin-
volved in religion (       Enstrom, 1978, 1989 ;  Gardner and Lyon, 1982 ;
 Lyon et al., 1976 ;  Phillips et al., 1980 ). However,  George et al. 
(2000)  indicate that strict prohibitions on health-related behav-
iors only explain 10% of the reasons that religious and spiritual 
beliefs have a positive impact on health and mental health.  

2.   Social support . A second possible reason that religion may affect 
health and mental health is the fellowship, support, and social 
bonds developed among people who are religiously affi liated. 
When compared to their nonreligious peers, people who regularly 
attend religious services report: (a) larger social networks;  (b)



more contact with those social networks; (c) receipt of more help 
from others; and (d) more satisfaction with their social support 
network (   Zuckerman et al., 1984 ). Despite this, social support 
provides only a 5 – 10% explanation of the relationship between 
religion and health ( Idler, 1987 ;  Zuckerman et al., 1984 ).

3.   Life meaning or the coherence hypothesis . A third expla-
nation for the health benefi ts of religion is that people who are 
religious understand “ their role in the universe, the purpose of 
life, and develop the courage to endure suffering ”  ( George et al., 
2000 , p. 110). The authors call this the  “ coherence hypothesis ”  
and note that the connection between a sense of coherence about 
the meaning of life and one’s role in the universe affects 20 – 30% 
of a client’s health and mental health, largely because it buffers 
clients from stress ( Antonovsky, 1980 ;  Idler, 1987 ; Zuckerman 
et al., 1980).    

 Other   writers have noted the positive impact of spirituality and reli-
gious belief when serious illness is present. Kubler-Ross (1969, 1997) 
suggested that coping with the possibility of death and disability often 
leads to life-changing growth and new and more complex behaviors 
that focus on the meaning of life.  Greenstein and Breitbart (2000)  write, 
 “ Existentialist thinkers, such as Frankl, view suffering as a potential 
springboard, both for having a need for meaning and for fi nding it ”  
(p. 486).  Frankl (1978)  believed that life meaning could be found in 
our actions, our values, and in our suffering. Commenting on the mean-
ing of suffering,  Frankl (1978)  wrote that even while facing imminent 
death, there is still the opportunity to fi nd meaning in the experience. 
 “ What matters, then, is the stand he takes in his predicament, the atti-
tude we choose in suffering ”  ( Frankl, 1978 , p. 24). However,  Balk 
(1999)  believes that three issues must be present for a health or mental 
health crisis to create coherence:  “ The situation must create a psycho-
logical imbalance or disequilibrium that resists readily being stabilized; 
there must be time for refl ection; and the person’s life must forever 
afterwards be colored by the crisis ”  (p. 485). 

 One   further study of the coherence hypothesis is a recent longitu-
dinal study of a Catholic order of women in the Midwest by  Danner
et al. (2001) . The study found that a person’s positive view of life 
and life meaning can have a signifi cant impact on physical and emo-
tional health. The authors found that positive and affi rming personal 
  statements  written by very young women entering the religious order 
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correlated with a life span as long as 10 years beyond the mean length 
of life for women in the religious order and as much as 20 years or lon-
ger than the general population. Many women in a sample of 650 lived 
well into their nineties, while six women in the order were over 100 
years of age. The authors believe that the reasons for longer life could 
be explained by good nutritional and health practices and a communal 
environment that focused on spirituality and helping others. 

    Emery and Pargament (2004)  believe that there are fi ve reasons reli-
gion and spirituality are so important to older adults: 

1.     Religion offers personal stability  –  as part of a sacred tradition 
religion, may provide older adults with a sense of continuity in 
the midst of rapidly unfolding changes of late life.  

2.     Religion offers intimacy and belonging to a large social network 
that may provide friendships and the opportunity for intimate 
relationships.

3.     Feeling close to God offers many older adults a sense of intimate 
support and understanding.  

4.      “ In spite of social, physical, and psychological change and loss, 
confronted with transitions that may be diffi cult to comprehend, 
religion offers individuals a larger framework of meaning and 
a benevolent and hopeful vision of past, present, and future ”
( Emery and Pargament, 2004 , p. 6).  

5.      “ Through a relationship with God, people can experience a 
greater sense of effi cacy and control. Congregational involvement 
can also empower the elderly by building on their experience, 
wisdom, and talents ”  ( Emery and Pargament, 2004 , p. 7).     

    13.6        SHOULD ISSUES OF RELIGION AND SPIRITUALITY 
BE INCLUDED IN THE WORK OF HUMAN SERVICE 
PROFESSIONALS WITH OLDER ADULTS? 

 Although   the prior research discussed in this chapter indicates that reli-
gious involvement and spirituality may have a positive impact on health 
and mental health, there is a lack of agreement about whether helping 
professionals should learn about both issues in their training or even 
include either in their work with clients. In a study of 53 social work fac-
ulty members,  Dudley and Helfgott (1990)  found that those opposed to 
a course on spirituality were concerned about confl ict with the mission 
of social work, problems stemming from the separation of church  and 
state, and concerns that religious and spiritual material in the curriculum 



would confl ict with the personal beliefs of faculty members and stu-
dents.  Sheridan and Wilmer (1994)  asked educators from 25 schools 
of social work questions regarding the inclusion of religious and spiri-
tual content in social work programs. The majority (82.5%) supported 
inclusion in a specialized elective course. In another study,  Sheridan
et al. (1992)  surveyed 328 social work practitioners and found that 83% 
received little training in religion and spirituality during their graduate 
studies, although a third of their clients discussed religious or spiritual 
concerns during treatment. 

    Sheridan (2000)  found that 73% of the social workers surveyed had 
generally positive attitudes about the appropriateness of discussing reli-
gion and spirituality in practice. Forty-three percent of the respondents 
said that religion played a positive role in the lives of their clients, while 
62% said that spirituality played a positive role in the lives of their cli-
ents. Spirituality was reported to play a harmful role in their clients ’
lives only 12% of the time, while religion was reported detrimental 
to client functioning 21% of the time ( Sheridan, 2000 ). A majority of 
the social workers responding said that they had used spiritually and 
religiously based interventions with clients even though most (84%) 
reported little or no prior instruction. However, over half of the respon-
dents had attended workshops and conferences on religion and spiritu-
ality after their professional training was completed. 

    Amato-von Hemert (1994)  believes we should include material on 
religious involvement and spirituality in graduate training and writes, 
 “ Just as we train and evaluate how workers address issues of class, 
gender, and race, we must maintain our professionalism by training 
workers to deal with religious issues ”  (p. 16).  Tobias et al. (1995)  say 
that,  “ Today’s multiethnic America encompasses a wide-ranging spiri-
tual orientation that is, if anything, diverse ”  (p. 1), while  Dudley and 
Helfgott (1990)  suggest that,  “ Understanding spirituality is essential to 
understanding the culture of numerous ethnic groups that social work-
ers help ”  (p. 288). 

 In   trying to fi nd a defi nition of practice that includes religious and 
spiritual content,  Boorstein (2000)  reports that a study by  Lajoie and 
Shapiro (1992)  came up with more than 200 defi nitions of transpersonal 
(spiritual) psychology. However, the authors summarized those defi ni-
tions by writing that, “ Transpersonal psychology is concerned with 
the study of humanity’s highest potential, and with the recognition, 
understanding, and realization of intuitive, spiritual, and   transcendent 
states of consciousness ”  (p. 91). Boorsten (2000) notes the following 
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difference between traditional psychotherapy and spiritually based psy-
chotherapy: (1) Traditional psychotherapy is pessimistic. For example, 
Freud said that psychoanalysis attempts to convert  “ neurotic misery to 
ordinary misery ”  ( Boorstein, 2000 , p. 413); (2) spiritually-based psy-
chotherapy tries to help clients gain awareness of the existence of joy, 
love and happiness in their lives; and (3) spiritually-based therapy is 
concerned with life meaning and not just symptom removal. 

 Older   adults tend to underutilize mental health services.  Tobias 
et al. (1995)  suggests that one reason is that older adults believe coun-
selors will ignore or ridicule spiritual concerns and that it will not be 
useful for end-of-life issues. To deal with the need to discuss spiritual 
concerns,  Lewis (2001)  suggests the use of the Life Review Technique 
(LRT). Lewis describes LRT as follows: 

 In general, the life review is one type of reminiscence therapy ( Haight 
et al., 1998 ), but is diff erent from reminiscence in that it is an active, 
rather than passive process. Specifi cally, memories are recalled, eval-
uated, and then reintegrated into the individual’s self-concept dur-
ing synthesis ( Webster and Young, 1988 ). Developmentally, the life 
review facilitates integrity as  “ a recalled and evaluated past may lead 
to a new organization and acceptance of self both past and present ”  
( Webster and Young, 1988 , p. 320). In summary, the technique con-
sists of asking the therapy client existential questions such as  “ who 
are you? ”  and  “ how have you lived your life? ”  for the purpose of tak-
ing stock of the past and integrating life experiences into the individ-
ual’s present identity (see  Butler, 1963 , for a fuller description of the 
life review process). (pp. 234 – 235)   

 Research   on LRT with older adults has shown that it helped in pre-
venting despair, as measured by depression and hopelessness scales 
( Haight et al., 1998 ) and that it promoted integrity, as measured by psy-
chological well-being, with the effect lasting for a year ( Haight et al.,
1998 ).  Lewis (2001)  says that advantages of using LRT  “ include its 
fl exibility to accommodate many topics, applicability to older adults 
of diverse backgrounds, and use in either individual, family, or group 
counseling settings ”  (p. 234). 

 Finally  ,  Bracki and Thibault (1990)  write,  “ For  older adults , reli-
gion is a signifi cant part of everyday life. To ignore this aspect of the 
whole person is to miss both a strength for coping with adversity and 
loss and a support system important enough to enhance quality of life ”
 (p. 55). The authors believe that many clinicians are uncomfortable 



with  discussions of religion and spirituality because professional train-
ing may have  “ fostered the idea that the topic was not valuable and even 
to be avoided. This is a professional and personal issue with which the 
counselor must come to terms ”  (p. 58). The authors continue by not-
ing that while no counselor can fully understand all religions and their 
nuances and beliefs, it is important to be “ attuned to the languages of 
the various religions that are most likely to be infl uencing clients, to 
understand the traditions of the religions and to understand what the 
expectations of a specifi c religion might be for a given client ”  (p. 58) so 
that we can determine if the client is using religion in a way that aids or 
detracts from good health and mental health.  

    13.7       DISSENTING VIEW 
 In   a dissenting view of the inclusion of religious and spiritual issues in 
practice,  Sloan and Bagiella (2001)  conclude that while interest in the 
impact of religious involvement and spirituality on health is great, 

 The empiric support required to convert this interest into recom-
mendations for health practice is weak and inconclusive at best, with 
most studies having numerous methodological shortcomings. Even 
if there were methodologically solid fi ndings demonstrating associa-
tions between religious and spiritual activities and health outcomes, 
problems would still exist. (p. 33)   

 The   authors point out the following methodological problems in 
trying to demonstrate a positive relationship between religious and 
spiritual involvement and improved health benefi ts: First of all,  “ We 
have no idea, for example, whether recommending that patients attend 
religious services will lead to increased attendance and, if so, whether 
attendance under these conditions will lead to better health outcomes ”
( Sloan and Bagiella, 2001 , p. 34). Many factors infl uencing health are 
beyond the scope of practice. While marital status is strongly associated 
with health effects, most practitioners would  “ recoil ”  at recommend-
ing marriage because of its positive relationship to health. Furthermore, 
 “ Recommending religion to patients in this context may be coercive ”  
( Sloan and Bagiella, 2001 , p. 34) since it creates two classes of people: 
those who comply and those who don’t. This may lead to the implica-
tion that poor health may be linked to insuffi cient spiritual or religious 
involvement. The authors conclude that,  “ the absence of compelling 
empiric evidence and the substantial ethical concerns raised suggest that, 
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at the very least, it is premature to recommend making religious and spir-
itual activities adjunctive treatments ”  ( Sloan and Bagiella, 2001 , p. 34). 

    13.8       CONCLUSIONS 
 In   summary, there is compelling evidence that many older adult clients 
have strong religious and spiritual beliefs that play an important role 
in the way they cope with social, emotional, and physical diffi culties. 
While many practitioners understand and value the importance of reli-
gious and spiritual beliefs, few feel prepared to work with either issue 
and most feel that professional education should include content related 
to understanding and applying knowledge related to spirituality and 
religious beliefs. However, concerns are raised when faculties are asked 
how material will be taught given the diverse nature of faculties and stu-
dent bodies in the helping profession.

        CASE STUDY: RELIGIOUS ISSUES DISCUSSED IN 
TREATMENT      
 Isaac   Grossman is a 67-year-old man seen in treatment for problems of 
depression, anxiety and substance abuse. In the course of gathering 
information for a psychosocial history, Isaac told the therapist that he had 
been sexually molested outside his synagogue in Poland when he was 10 
years old and has been unable to attend religious services since. He used 
to find great meaning in his religion and realizes that a terrible event has 
shaken his willingness to take part in something that he thinks is impor-
tant for his well-being. Isaac asked the therapist if they could talk about 
the molestation and his subsequent absence from religious participation. 
The therapist agreed but told Isaac that the actual reentry into the func-
tions of the religion would be a decision that he alone could make. 

 Isaac   said that because of the intense anti-Semitism in Poland when 
he was molested by a non-Jewish army officer in the Polish Army, it was 
impossible to file charges against the man. Although he realizes that it’s 
irrational to blame his religion or God, still, he had just attended services 
when the molestation happened and because of official anti-Semitism in 
Poland, being Jewish made him powerless to do anything about the moles-
tation. Had God cared, he reasoned, this would not have happened to him. 

 Isaac   spent the last two years of the Second World War in a concen-
tration camp. He was then repatriated and spent the final years of his 
adolescence in Israel, where he joined the Israeli Army and became 
proficient in the art of assassination. He along with other former 
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 concentration camp inmates then living in Israel formed a death squad in 
which Nazis and SS members and collaborators were killed. Isaac tracked 
down the army officer who molested him and tortured and killed him. 
He felt that this act of revenge would wipe the slate clean but instead his 
personal life slowly deteriorated. He worked at a menial job in Israel, one 
well below his ability, and began to drink heavily and experience depres-
sion. Out of desperation to turn his life around, he recently moved to the 
USA to be close to his children. The experience has not been a good one 
and the children openly resent him. They think he’s a sad old drunk and 
they much prefer their mother, who left Isaac when the children were 
still small. Isaac now feels hopeless and has toyed with the idea of sui-
cide but can’t quite get himself to follow through. 

 Using   a cognitive approach to treatment, Isaac’s progress in treatment 
has been very limited and, believing that it could be a key to his prob-
lems and that he might progress at a faster pace, the therapist began 
discussing Isaac’s religious beliefs. In the midst of an early discussion, 
Isaac burst out crying and said that the thoughts he was having were 
too painful for him to manage and asked that they not talk about reli-
gion anymore. The next week he came for treatment prepared to discuss 
the issue that had upset him so. It wasn’t only the molestation that had 
troubled Isaac, he told the therapist, it was the reason Isaac’s parents 
had used with him for not reporting his molester to the police. Perhaps, 
they explained, Isaac was partly responsible and had led the man on. 
He should ask God’s forgiveness for his sinful behavior. And, they said, 
Poland being what it was, did Isaac want to cause problems for other 
Jews? Isaac told the therapist that he had never stopped believing that 
he was a sinful and flawed human being, and because no one in the 
synagogue pushed his parents to report the molestation, he now saw 
his fellow Jews as unkind and selfish. The religion had not led to acts of 
kindness toward him and, after the molestation, he was ostracized by the 
congregants. He didn’t think he could ever believe in any religion again, 
but he had nothing to take its place and felt spiritually adrift. 

    “ You have to believe in something, ”  he told the therapist,  “ or how can 
you survive? When I was in the camps I believed in retribution and it 
didn’t get me anywhere. Maybe if I could find something to believe in 
the problems I’m having will go away. ”  

 The   therapist referred Isaac to a community group that discussed 
spirituality. Many of the people in the group had feelings about religion 
that were similar to his. Perhaps the group could serve as a substitute for 
his religious needs. Isaac reluctantly attended the group meetings but 
came back with ambivalent feelings.  “ I don’t know what to say, ”  he told 
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his therapist.  “ It’s like being in synagogue without the sermons and the 
ceremonies. People in the group believe in something, but I can’t be cer-
tain what it is. They say negative things about religion, but they have no 
substitute that makes any sense to me. And most of them are very angry 
at religion. They think that whatever they believe now is a substitute, 
but I can’t see that it is. I think we should talk about my other problems. 
Religion is a dead issue to me now. ”  

    Discussion 
 Should   the therapist have discussed religion with Isaac? Certainly Isaac 
asked her to. Why the feeling of dead-endedness then? Perhaps the 
issues that Isaac wanted to talk about had more to do with his reasons for 
leaving his religion. That seems like a safer and more productive avenue 
of discussion. And rather than offering the spirituality group as a substi-
tute, perhaps the therapist might have asked Isaac to define his religious 
and spiritual beliefs and to use them as a guide for finding a like-minded 
group of people. Finally, the need to understand his parent’s behavior 
and a religious philosophy of human behavior that makes victims into 
perpetrators seems more in keeping with the therapist’s area of exper-
tise. Perhaps focusing on Isaac’s reaction to his parents and his relation-
ship with them may have also proven more beneficial. Finally, Isaac’s lack 
of progress in treatment may be completely unrelated to his religious 
experiences. Perhaps the issue of religion is a smokescreen to prevent 
discussion of other more compelling issues, such as his feelings of fail-
ure as a parent and a man. The fact that he killed his molester, but that it 
resulted in no real improvement in Isaac’s functioning, is a good indica-
tion that what Isaac needs to discuss only marginally has to do with reli-
gion and probably relates more to the impact of the molestation and his 
adaptation to it. Issues of religious and spiritual belief are important mat-
ters in people’s lives, but in therapy they may be secondary to other more 
pressing problems that if resolved, may ultimately lead to the resolution 
of religious and spiritual conflict. And finally, perhaps the therapist might 
have consulted the literature to find similar cases or spoken to a rabbi 
who might have been able to offer advice and direction. When in doubt, 
seeking information and advice seems the professional thing to do.     

        13.9       PROBLEMATIC RESEARCH ISSUES 
 Many   unresolved research issues still remain as we consider the rel-
evance of religious involvement and spirituality in overall health and 
mental health. Those issues are as follows: 

1.     Is there clear evidence that religion plays an important role 
in health and mental health? This is still a fairly new fi eld, and 



 do we have suffi cient evidence to suggest a link? Not all of the 
research to date has been positive, nor has it found a relationship 
between positive health and religious involvement. In a review 
of the available correlational studies that attempt to link religion 
with positive mental health,  Batson and Ventis (1982)  write:    

 Being more religious is not associated with greater mental 
health or happiness or with greater social compassion and con-
cern. Quite the contrary, there is strong evidence that being 
more religious is associated with poorer mental health, with 
greater intolerance of people who are diff erent from ourselves, 
and with no greater concern for those in need. The evidence 
suggests that religion is a negative force in human life, one we 
would be better off  without. (p. 306)  

2.     We need clear defi nitions about the distinctions between religious 
belief and spirituality. Most of us consider ourselves to be spiri-
tual people. If that’s the case, we should all be healthier than we 
really are. This raises a fundamental research problem. If you 
ask people whether they are healthy, most people will say yes. 
When you ask them if they are spiritual or religious, most peo-
ple will also say yes. If this is the case, how can we determine a 
link between religious involvement, spirituality, and well-being? 
Most research studies use self-reports to do this, but one wonders 
about their accuracy. If we’re trying to show connections 
with mental health, we have to prove that people are spiritual 
and/or religious and we need behavioral measures of well-being. 
How might we do this, since most measures of well-being are 
based on self-reports or on instruments that lack reliability and 
validity? These several research issues suggest great diffi culty in 
showing links between well-being and spiritual or religious convic-
tions, beliefs and involvement. The wise consumer will pay great 
attention to a study’s methodology before using the fi ndings. 

    3.     Do all religious groups have an equally positive impact on health 
and mental health? We know that some religious groups are 
antagonistic toward gays and lesbians. Some groups are exclu-
sionary and believe that non-members are inferior. Some religious 
groups have moral codes that demand such high commitment that 
most people break those codes with resulting feelings of guilt. 
Can these groups have a positive impact on the health and mental 
health of participants? In responding to these issues, George et al.
(2000)  note that,  “ [g]roups of people who feel that their 
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 religion has harmed them should be studied in depth. It also would 
be helpful to study people who profess no religious or spiritual 
involvement. These patterns may have different implications for 
health ”  (p. 112). 

4.     Do religious affi liation and spirituality actually answer questions 
about life meaning considered so important to good health and 
mental health? Many people see religious attendance as  primarily
a social experience and not as an existential one.  Rauch (2003) 
fi nds that many people have only a vague notion of the theol-
ogy of their religion and then are tolerant of other people’s belief 
to such a degree that Rauch has coined the term,  “ apatheist ”  to 
describe someone  “ Who cares little about one’s own religion 
and has an even stronger disinclination to care about other 
people’s ”  (p. 34).  

5.     Is it religious attendance that impacts health? That appears to be 
a rather vague concept. We all know people who attend religious 
services and are not ethical, healthy, or spiritual. And how do we 
resolve the dilemma of people saying they attend religious ser-
vices when they don’t? These concerns have major signifi cance 
for attempts to relate religious attendance to better health and 
mental health.  

6.     Does becoming spiritual or religious late in life have any rel-
evance for overall health? For religious affi liation and spirituality 
to be signifi cant, shouldn’t it occur early in life when the posi-
tive effects of either would have their most compelling impact? 
 George et al. (2000)  believe that we need to know more about 
a person’s religious or spiritual history. Most current research 
focuses on a person’s current religious or spiritual involvement, 
but to really see a connection between religious involvement and 
well-being, designs must be longitudinal in nature and should 
consider a person’s life course.  George et al. (2000)  write,  “ Does 
a lifetime of religious involvement have greater health benefi ts 
than a shorter, more recent history of spirituality? What about 
dramatic changes in one’s involvement (e.g., conversion experi-
ences, switching denominations, losses of faith)? Any or all of 
these might have differential effects on health ”  (p. 112).  

7.     Are men, women, and diverse ethnic and racial groups equally 
affected by religious/spiritual involvement? Was the composition 
of religious groups studied in the research offered in this chapter 



 mostly mainstream? And if so, how would marginal groups fare 
whose practices are sometimes thought to be cultish, disturbing, 
and even unlawful?  

8.     Is SES a better explanation for good health and mental health 
than religious and spiritual involvement? Are healthy commu-
nities more important to health and mental health than religious 
and/or spiritual involvement? A good study should factor in all 
the probable variables to explain well-being and test them against 
one another to determine which of the variables has the most 
positive or negative impact. Religious and spiritual involvement 
may be infl uenced by where one lives, the safety of a community, 
friendships, support networks, and fi nances, to name only a few 
potential reasons for good physical and emotional health. Some 
congregations require very high membership dues or tithing of a 
certain amount of income, requirements that may actually drive 
people away from religion. Might the greater the amount one 
pays for dues be a stronger infl uence than positive associations 
with the religious experience? Might tithing represent a sort of 
spiritual investment in the future that is more superstitious than 
real? If one tithes or pays higher dues, might this encourage peo-
ple to believe that their experiences in life and in the afterlife will 
be more positive? In other words, is the amount of money paid a 
more powerful infl uence on well-being than the actual religious 
experience?  

9.     Does membership in groups that give people a sense of purpose 
(self-help groups, therapy groups, community action groups, 
political groups, charitable involvement) have an equally positive 
impact on health and mental health when compared to religious 
involvement and spirituality?  

10.     While some of the writers in this chapter suggest that helping 
professionals should discuss issues of religion and spirituality 
with clients, is that a good idea and might the practitioner lose 
objectivity in the process? Clinicians working with clients who 
have a fundamentalist approach to religion may have a diffi cult 
time containing their bias. Religious discussions may also lead 
to proselytizing by the practitioner. These issues certainly need 
to be explored more fully before clinicians are encouraged to 
become involved in issues pertaining to religious and spiritual 
beliefs.
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11.     Are people who are inclined to become spiritually or religiously 
involved more likely to be physically and emotionally healthy 
to begin with? The study of the religious order of women in the 
Midwest seems to suggest this.  

12.     Is there a hierarchy in power between religious involvement and 
spirituality? Is one more signifi cant to well-being than the other? 
How do we deal with people who are deeply ambivalent about 
religion, have no real philosophy regarding life meaning, and 
don’t think of themselves as spiritual but are, nonetheless, very 
good people who are also physically and emotionally healthy?  

    13.     And a fundamental fi nal question: Is it even possible to study the 
impact of religious and spiritual involvement because of the meth-
odological problems inherent in such research? Going to church, 
saying you believe in God, and fi nding meaning in religious obser-
vances are not easily quantifi able issues. Just saying that a relation-
ship exists between attendance and better health may be entirely 
spurious. Can methodologies be constructed that avoid spurious 
arguments and provide meaningful answers? This is a fundamental 
question we need to ask when we continue research efforts to fi nd 
the relationship between religious involvement, spirituality, and 
well-being.     

       EVIDENCE-BASED PRACTICE WITH A 
FUNDAMENTALIST CLIENT: A CASE STUDY      
 Joan   Byers is a 69-year-old woman whose anxiety and panic attacks 
brought her to a mental health clinic in rural Arkansas. She is being 
seen for the first time by a clinical social worker. Joan believes she is 
being punished by God for the sins she committed as a young women 
when she had an abortion after an affair with a married man. Joan has 
felt increasing guilt about the abortion since her daughter lost a child 
when Joan’s son-in-law accidentally ran the child over in the driveway 
of their home. Joan belongs to a fundamentalist church that is generally 
antagonistic toward mental health services and therapy, believing that 
the church and God can cure everything and that therapists are basically 
sinful people who are Godless in their beliefs. Joan is assigned to a social 
worker without strong religious beliefs. 

 The   worker allowed Joan to talk about her fears that the worker would 
try and change her beliefs, and that in the process Joan would alienate 
God even more so than she’s alienated him now. The worker told Joan that 
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these were good concerns to have and if she ever felt she was discourag-
ing Joan from her religious beliefs that she should confront the worker in 
no uncertain terms. Joan wants some suggestions from the worker about 
how to lessen her anxiety and panic attacks. She refuses to take medica-
tion, saying that it’s something the Devil would give her to make her lose 
her belief in God. After taking a psychosocial history and setting some 
goals for treatment, the worker made an appointment for the next day. 

 The   worker immediately went to the literature to find treatment 
approaches that might reduce Joan’s anxiety without alienating her, 
and found a description of the Life Review Technique (LRT).  Lewis (2001)  
says  that LRT can be useful in resolving past conflicts.  Webster and 
Young (1988)  believe that the life review can  “ help clients reach a sense 
of acceptance or integrity ”  ( Tobias et al. (1995) , p. 218).  Lewis (2001)  
notes that  “ discussing spirituality as part of a life review may erode the 
misperception that a psychologist would ignore spiritual concerns in 
counseling, build trust, and facilitate the development of the therapeutic 
relationship ”  (p. 235). 

 The   next day the worker asked Joan to tell her about Joan’s journey 
toward her religious beliefs. Joan was able to do this and provided the 
worker with a fairly concise personal history in the process. Her abortion 
had prompted a search for meaning that had included many different 
churches and religions.  “ When I found The Gospel of the Church of Jesus 
Christ it seemed right for me. It’s strict and there’s no compromising, but 
when I let Jesus into my life it made a lot of pain go away and I felt con-
tent until this awful tragedy with my grandson. Then all the bad feelings I 
had about myself, they just came back. I asked the preacher about it and 
we prayed together and read scripture, but God had left me then and it 
didn’t do no good. Seeing how much I was hurting, the preacher said I 
should see a doctor, which I did, and he said I should come here for help. 
I told the preacher, and the people in the church had a meeting. They 
decided that if I could find someone who would respect my beliefs that it 
would be fine so long as I asked Jesus to be with me and to comfort me. ”  

 The   worker asked Joan if she wanted to talk about the abortion in 
more detail.  “ Well, it hurts, you know, but I was in love with the man. I 
knew he was married, but my young heart had gone wild and I hadn’t 
accepted Jesus yet, so I didn’t have no support in my life to be strong. It 
was a sin to get pregnant and a worse sin to kill my baby. No other way 
to see it. I should suffer for my sins and God is right to make me so upset. 
Still, I got to work, old as I am, and if this worrying gets any worse, I can’t 
be at my job. At my age, I’ll never get another one. ”  

 The   worker wondered if her pastor had given her any advice that she 
could use to help with the anxiety.  “ Yup, he said God was testing me and 
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if I came through this as good as I came through the abortion and find-
ing my way to Jesus, then I’d be a cinch to be in heaven with my Savior 
and my baby. He said my baby was alive in heaven and just waiting for 
me. ”  Joan said she had tried everything in her to capture the strength 
she’d had earlier in life but the anxiety only got worse. The worker won-
dered if Joan had any ideas why. Joan thought for a minute or two and 
said,  “ I’m old, and sad, and I don’t have the strength I had when I was 
young. And maybe I wonder if my beliefs are really strong enough. I 
mean lots of times I think I go to church for the social events and I know 
that my beliefs aren’t so strong; not as strong as some. Maybe God is 
testing me. ”  

  They   spoke more about Joan’s life. The worker asked if Joan could 
think of a reason why God was testing her. Joan thought for a long time 
and then began to cry. Between her tears she said,  “ I never liked that son-
in-law of mine. He’s mean to my daughter and he drinks. I wanted to take 
my daughter away from him before this ever happened and I couldn’t do 
it. When my grandson got killed, my son-in-law was drunk. He just run 
over the baby and kept driving, and no one has seen him since. And I 
feel that the whole thing was my fault, I truly do. ”  

 Joan   came back several days later and told the worker that her anxiety 
had improved.  “ I don’t know why but I never admitted to anyone that I 
felt responsible for my grandson’s death. You let me think about that and 
to set myself right with Jesus. I went home and I prayed, and you know 
what? I could feel a big weight off my shoulders. After I prayed, I opened 
the Bible and this is the first thing I came to:  ‘ For everything there is a 
season and a time for every matter under heaven. A time to be born, and 
a time to die; a time to kill, and a time to heal ’  (Ecclesiastics 3.1). I saw it 
as a sign, and when I woke up the next morning, I felt better. Maybe not 
as good as gold, but much better, and I thank you. My faith is stronger 
than ever and I feel better. Maybe it’s a miracle that you was the one I 
worked with. ”  

 Joan   left therapy after three sessions. Several days after Joan’s last 
appointment the pastor of the church called the worker and asked if they 
could chat a bit about how the clinic could work with some of the folks 
in the church who once in a while had problems that were beyond 
his ability to help. If Joan could get so much better and have her faith 
restored, other people might benefit. The worker met with the pas-
tor who invited her to a service and to talk after the service about what 
she did and how she worked. The visit went well and periodically mem-
bers of the church would call and ask to only see her. She, of course, 
always agreed but thinks it’s ironic that someone who has very weak 



         13.10       SUMMARY 
 This   chapter reports a number of positive studies showing a relation-
ship between religious and spiritual involvement and better health and 
mental health. Concerns are raised about methodological problems and 
whether positive fi ndings suggest a role for mental health practitioners. 
The chapter notes the attempts to change curricula in programs train-
ing helping professionals to include content on religious and spiritual 
beliefs and the diffi cult nature of the process. Even so, many profes-
sionals believe that these issues are fundamental to client well-being 
and that the effective practitioner should know about religious and spir-
itual belief and use them, in some fashion, in their work with clients. 
Two case studies of clients with religious concerns are provided along 
with the approach to treatment used by each worker.  

    13.11       QUESTIONS FROM THE CHAPTER 
1.     Do you think religious and spiritual issues should be acknowl-

edged and even discussed in our work with older adult clients? 
Give compelling reasons why you do or don’t feel this way.  
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feelings about religion would find themselves identified as the  “ religious 
counselor. ”  

    Discussion 
 In   discussing her work with Joan, the worker said that she felt very 
uncomfortable talking to Joan about religious issues. She still does but 
 “ people with fundamentalist beliefs sometimes have serious emotional 
problems. You can’t turn them away, and you certainly don’t want to 
challenge their beliefs or you’ll very likely drive them away. So you lis-
ten and if you can be neutral about religion and understand that it’s an 
important factor in some people’s lives, then you get your cues from the 
client. Clients let you know what they want, and what they usually want 
is not to hurt so much emotionally. That’s my job  –  to lessen pain. I think 
 I can do that while respecting people’s beliefs and not creating need-
less conflict by challenging those beliefs. And I think there is a growing 
literature to guide our work with religious issues that can be very useful. 
If you work in a part of the country where people take their beliefs very 
seriously you know that to be condescending or superior about religion 
is going to alienate clients and then, who have you helped and whose 
needs have you met? ”     
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2.      Much of the chapter deals with the religious experience. Research 
on spirituality seems much less in evidence and was only men-
tioned in passing. Why do you think this is the case? 

    3.     How would you explain people who regularly attend religious ser-
vices, are observant, but are not  “ good ”  people (they’re unethical, 
unhelpful to others, bigoted, self-centered, do illegal things, etc.)? 

4.     How can religions that have unhealthy beliefs about other people 
have a healthy impact on participants, particularly older adults 
facing end-of-life issues?  

5.     Would you become involved in discussions of religious and spiri-
tual practices with clients? If so, would there be limits to the dis-
cussion? What might they be?      
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    14.1       INTRODUCTION 
 This   chapter discusses the benefi ts of self-help groups in the treatment 
of health and mental health problems for older adults. Because there is 
such passion for self-help groups in the absence of supportive data, the 
chapter considers the available research information on the treatment 
effectiveness of self-help groups and the reasons self-help groups have 
become so popular in the USA. In suggesting the need for cooperation 
among human service professionals and self-help groups, Humphreys 
and Ribisl (1999)  note that  “ self-help groups can provide benefi ts that 
the best health care often does not: identifi cation with other sufferers, 
long-term support and companionship, and a sense of competence and 
empowerment ”  (p. 326). However,  Kessler et al. (1997a)  caution that 
self-help groups will “ never be a substitute for professional care. Such 
groups should not be looked to as a cheap and quick fi x to the health 
care crisis ”  (p. 27).  
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    14.2       DEFINING SELF-HELP GROUPS 
    Wituk et al. (2000)  write that  “ self-help groups consist of individuals 
who share the same problem or concern. Members provide emotional 
support to one another, learn ways to cope, discover strategies for 
improving their condition, and help others while helping themselves ”  
(p. 157). The authors indicate that an estimated 25 million Americans 
have been involved in self-help groups at some point during their lives 
( Kessler et al., 1997a ). Positive outcomes have been found in groups 
treating substance abuse ( Humphreys and Moos, 1996 ), bereavement 
( Caserta and Lund, 1993 ), care giving ( McCallion and Toseland, 1995 ), 
diabetes ( Gilden et al., 1992 ), and depression (       Kurtz, 1990, 1997 ).
 Riessman (2000)  reports that, “ More Americans try to change their 
health behaviors through self-help than through all other forms of pro-
fessional programs combined ”  (p. 47). 

    Kessler et al. (1997b)  indicate that 40% of all therapeutic sessions 
for psychiatric problems reported by respondents in a national survey 
were in the self-help sector, as compared to 35.2% receiving specialized 
mental health services, 8.1% receiving help from the general physicians 
medical sector, and 16.5% receiving help from social service agencies. 
 Wuthnow (1994)  found that self-help groups are the most prevalent 
organized support groups in the USA today. The author estimated that 
eight to ten million Americans are members of self-help groups and that 
there are at least 500,000 self-help groups in the USA. 

  Fetto (2000)  notes a study done by the University of Texas at Austin 
that found that approximately 25 million people will participate in self-
help groups at some point in their lives, and that eight to 11 million  people 
participate in self-help groups each year. Men are somewhat more likely 
to attend groups than women and Caucasians are three times as likely to 
attend self-help groups as African-Americans. This number is expected 
to be much higher with the full use of the Internet as a tool for self-help. 
Participants most likely to attend self-help groups are those diagnosed 
with alcoholism, cancer (all types), diabetes, AIDS, depression, and 
chronic fatigue syndrome. Those least likely to attend suffer from ulcers, 
emphysema, chronic pain and migraines, in that order ( Fetto, 2000 ). 

 Riessman   (1997) identifi es the following principles defi ning the 
function and purpose of self-help groups: 

1.     members share a similar condition and understand each other;  
2.     members determine activities and policies that make self-help 

groups very democratic and self-determining;  



3.     helping others is therapeutic;  
4.     self-help groups build on the strengths of the individual  members,

the group, and the community, charge no fees, and are not 
commercialized;

5.     self-help groups function as a social support system that helps 
participants cope with traumas through supportive relationships 
between members;  

6.     values are projected that defi ne the intrinsic meaning of the group 
to its members;  

    7.     self-help groups use the expertise of members to help one another; 
8.     seeking assistance from a self-help group is not as stigmatizing 

as it may be when seeking help from a health or mental health 
provider; and  

9.     self-help groups focus on the use of self-determination, inner 
strength, self-healing, and resilience. 

    Wituk et al. (2000) , studied the characteristics of self-help groups 
and report the following: 

1.     groups had been in existence an average of eight years and 30% 
met weekly with an average attendance of 13 participants;  

2.     20 new members joined the group in the prior year;  
3.     68% of the participants were female, and minority participation 

was proportionally in keeping with the minority population of the 
regions studied;  

4.     group outreach was usually done by word of mouth, but some 
groups used newspaper ads and radio and television spot ads;  

5.     34% of the groups were peer led with some professional 
 involvement, 28% were led by professionals, and 27% had no 
professional involvement, while 86% of the groups had two or 
more members acting in leadership capacities;  

6.     the primary function of the groups was to provide emotional and 
social support to members (98% of the groups reporting), while 
32% provided information and education, and 58% provided 
advocacy services for members and their families;  

7.     77% of the groups felt that networking with the larger  community
was important and did this through guest speakers, buddy 
 systems, training seminars open to the public, and social events 
open to the community;  

8.     a large majority of the groups held meetings in very easily 
 accessible places. Many offered childcare during meetings, 
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   transportation, and bi-lingual meetings for non-English-speaking
  participants;  

9.     over half the groups had national affi liations and reported a 
great deal of help from these organizations through brochures, 
newsletters, conferences and workshops, but very little helped 
with fi nances or information about advances in research;  

10.     75% of the groups had local affi liations with hospitals, churches, 
and social service agencies; and  

11.     the self-help groups were very well connected to the profes-
sional community. 

    14.3        THE INDIGENOUS LEADERS OF SELF-HELP 
GROUPS 

  Patterson and Marsiglia (2000)  note remarkable similarities in the charac-
teristics of two cohorts of natural helpers coming from two distinct geo-
graphic locations in the USA. Those similarities include offering assistance 
to family and friends before it was asked for, an attempt to reduce stress 
in those helped and a desire to help strengthen coping skills.  Lewis and 
Suarez (1995)  have identifi ed the primary functions of indigenous helpers 
as buffers between individuals and sources of stress, providers of social 
support, and information and referral sources and lay consultants. Waller 
and Patterson (2002)  believe that indigenous helpers strengthen the social 
bond that holds communities together through a sense of civic responsibil-
ity that increases the well-being of individuals and communities. 

    Patterson et al. (1972)  found that natural helpers used one of three 
helping styles: (1) active listening and encouragement, emphasizing 
positives about the client, and suggesting alternative solutions to prob-
lems; (2) direct intervention by doing something for the client that has 
an immediate impact; and (3) a combination of numbers one and two in 
a way that fi ts the client’s needs.  Memmott (1993) , however, found little 
difference between natural helpers and professionals, although natural 
helpers were more inclined to advocate and intervene on behalf of the 
client than professionals, tended to think much less about causal reasons
for a client’s problems than professionals, and used direct  methods of 
help that were atheoretical but often sound. 

 Robert   Bly (1985) suggests that we seek out others in the  community, 
our close family, or people in our work environment for advice and 
 support. He calls these natural helpers  “ People of Wisdom, ”  because they 
listen well, are empathic and sensitive, and are known for their  expertise 



in solving certain types of problems. We gravitate to these people 
because they help us in unobtrusive and informal ways, which are often 
profoundly subtle since the lack of formal training by natural helpers is 
offset by their kindness, patience, common sense, and good judgment. 

 When   older adults were used as volunteers, the evaluation of the 
Family Friends program found that volunteer home visitors age 55 and 
older signifi cantly reduced hospitalization rates among chronically ill 
and disabled children and improved the overall well-being of parents 
and families ( Rinck and Naragon, 1995 ). When adolescents with behav-
ioral problems or struggles in school were linked with older mentors 
in the Across Ages program, they showed improved class attendance, 
more positive attitudes toward school, and reductions in substance 
use ( Rogers and Taylor 1997 ). More generally,  Wheeler et al. (1998) 
reviewed 37 studies across a variety of program models and found that 
85% of the individuals served by older adults showed signifi cantly 
improved results. Nonprofi ts increasingly rely on volunteers, a signifi -
cant portion of whom are older adults. 

 Over   6 in 10 nonprofi ts report working with volunteers between the 
ages of 65 and 74 (VolunteerMatch, 2007). Volunteers who manage or 
deliver social services allow nonprofi ts to save money and get more 
done, extending the reach of their staff and stabilizing their resources 
( Rabiner et al., 2003 ). Finally, both paid work and formal volunteer 
activities benefi t the economy.  Johnson and Schaner (2006)  value formal 
volunteering activities among older adults at $44.3 billion in 2002. Paid 
work also increases the retirement security of older adults. Even a few 
additional years can signifi cantly boost retirement income, especially 
among lower-paid workers ( Butrica et al., 2006 ).
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        CASE STUDY: AN OLDER ADULT INDIGENOUS LEADER 
STARTS A SELF-HELP GROUP FOR DEPRESSED OLDER 
ADULTS      
 Thanks   to Sage Publications for permission to use this case, which first 
appeared in Glicken (2005, pp. 269 – 271)  . 

 Jack   Holden is a 71 year-old leader of a support group for older adults 
with chronic depression. Jack has been depressed much of his life and 
has come to believe that it’s a condition he has to live with, much as he 
would if he had diabetes or heart problems. Jack is a kind and empathic 
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person, and after reading about a support group for depressed people 
in another community, Jack volunteered his time to organize a similar 
group in his community. In preparing for this commitment, Jack met 
with a number of other leaders of various types of support groups in 
the community and attended meetings of a local volunteer organization 
in town to get additional ideas. He wrote to a national organization for 
depressed people asking for assistance in setting up a group. They sent 
him a kit that explained how one might go about developing a group 
that included many practical ideas about advertising, screening people, 
where to hold meetings, and how to plan an agenda. Jack was able to 
use free ads in local newspapers and some spot ads on radio and televi-
sion. Even so, the response was slow and Jack almost gave up. After four 
months, he had 10 names of people over 60 who wanted to be part of 
the group and who were willing to help in its organization. 

 The   group met over a two-month period and, much to Jack’s delight, 
they were willing to work hard, entered into some very useful discussions 
about the mission and focus of the group, and asked Jack to be their 
leader under the supervision of a professional from the community who 
had agreed to help. The professional gave Jack some books to read on 
group leadership, and the national association Jack had contacted held 
a one-week leadership workshop for new leaders. Jack found the expe-
rience invaluable. During the first several meetings of the new self-help 
group, the professional observed the group, but after that she assured 
Jack that what he was doing was just fine. She agreed to meet with 
him periodically to discuss the group and to enter into a loose supervi-
sory arrangement. She assured Jack that if there was a crisis, he could 
always call and that they would immediately meet to discuss it. They also 
decided that if any member was unwilling to promise not to commit sui-
cide, if this came up in discussion or if group members were concerned 
about the possibility that the professional would be contacted, a further 
assessment would be done by the professional. Thankfully, this has never 
happened in the three years the group has been actively meeting. 

 Gradually  , the group has settled in with about 15 regular members, 
most of whom are dealing with issues related to failing health, retirement 
and the illness of a significant other. That’s about all Jack thinks he can 
handle at one time. A few people have left the group because it hasn’t 
worked for them, but others have taken their place. There are 20 people 
on the waiting list and Jack is trying to organize another group to be led 
by one of the current members with very strong leadership skills. The 
group meets once a week for two hours in the evening. All of the mem-
bers have suffered from chronic depression for more than two years, and 
all of the members actively see professionals in therapy or are being seen 



medically to monitor medication. The mission of the group is to offer sup-
port, encouragement, help with problem solving, to plan social events to 
help group members stay socially active, and to disseminate and discuss 
research information about depression. All the members are responsible 
for sending one another new articles or research reports via the Internet 
at least once or twice a month. The group has become so adept at finding 
new literature that many have brought information to their therapists or 
psychiatrists that were new even to them. The professionals have found 
that group members who take a very active role in their treatment are 
also people who do much better in their lives, even though they continue 
to feel depressed some of the time. Depression, for many of the partici-
pants, is a struggle, but one they have learned to live with as a result of a 
combination of professional care and the self-help group. 

 The   group believes that it should evaluate whether its work is helpful 
and has developed a testing instrument that measures life functioning in 
several key areas, including excessive sleep, exercise, weight, blood pres-
sure, attendance at social events, reports from spouses, mates, or friends 
providing a weekly social functioning measure, and a 20-question 
depression inventory with good reliability and validity called the CES-D 
( Radloff, 1977 ). A copy of the CES-D can be found in the Appendix to 
this chapter. Over time, the use of an evaluation mechanism has shown 
a gradual improvement in social functioning. People exercise more, 
maintain normal weight, sleep less than before joining the group, and 
have less depression through reports from others and on scores from 
the depression instrument. Depression hasn’t gone away completely for 
most participants, but they have learned to live with it and to get on with 
their lives more successfully than before. 

 This   author observed the group. It is a kind, supportive, and warm 
group and many people have benefited from Jack’s unobtrusive and 
affirming leadership approach. One group member said:      

 Jack is so warm and kind, it fi lters down to the group. People 
come here and they’re pessimistic and hopeless about their 
depression, but after a few weeks, Jack’s optimism is contagious. 
We all suff er together and depression is an awful thing, but we 
love one another, we love Jack, and we all live with the hope that 
we will get better. If Jack left, we’d fall apart. Maybe that’s not a 
good thing to admit but Jack is the glue that holds us together. 
I don’t mind saying that. He’s a wonderful person, and that he 
suff ers from depression like the rest of us makes us love him that 
much more. There are days when he’s too depressed to lead the 
group and others fi ll in. We have a buddy system that gives us 
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people to talk to when things get too tough. We go out together 
for dinner and socialize some. It’s like the extended family many 
of us don’t have anymore. We’re lonely and isolated people and 
having this group is the best thing that’s ever happened to me. 
And I’m glad that we have to maintain our contacts with profes-
sionals. It’s a safety valve, in my opinion. Depressed people run a 
high risk of committing suicide. Were it not for the group and the 
professionals we work with, I couldn’t promise not to do it if the 
feeling came over me really strongly. But the support network 
we’ve developed and the professional help keep us from going to 
extremes, and they give us hope. And for people who feel down 
most of the time, that’s saying a lot.    

    14.4        BEST EVIDENCE OF THE EFFECTIVENESS OF 
SELF-HELP GROUPS 

 The   Surgeon General’s Report on Mental Health and Older Adults 
( Satcher, 1999 ) indicates that: 

 Despite the scant body of research, there is reason to believe that 
support and self-help group participation is as benefi cial, if not more 
benefi cial, for older people with mental disorders. Older people tend 
to live alone and to be more socially isolated than are other people. 
They also are less comfortable with formal mental health services. 
Therefore, social networks established through support and self-help 
groups are thought to be especially vital in preventing isolation and 
promoting health. Support programs also can help reduce the stigma 
associated with mental illness, to foster early detection of illnesses, 
and to improve compliance with formal interventions. (p. 1)   

    Kessler et al. (1997a)  report that while the research is somewhat 
limited on the subject of the effectiveness of self-help groups,  “ the 
little available data suggest that self-help groups are sometimes able 
to promote emotional recovery from life crises ( Emrick et al., 1993 ;
 Galanter, 1984, 1988 ;  Lieberman and Borman, 1991 ;  Videcka-Sherman 
and Lieberman, 1985 ), [although] methodological limitations make 
it impossible to draw fi rm conclusions ( Levy, 1984 ;  Humphreys and 
Rappaport, 1994 ) ”  (p. 30). Recognizing the methodological limitations 
of the research reports summarized next is important for the reader to 
understand, because self-help groups are not under the same obligation
to test for effectiveness as their professional counterparts. For that 



reason alone, there are a number of explanations for methodological 
limitations in determining best evidence of the effectiveness of non-
professionally led self-help groups. They include the following: 

1.     Self-help groups pride themselves on confi dentiality and some-
times discourage research because it can be intrusive;  

2.     most self-help groups don’t think of themselves as competing 
with professional helpers and trying to prove their effectiveness 
isn’t seen as part of their mission;  

3.     there is no real way to force people to accept research respon-
sibilities when services are led by volunteers, free to the public, 
and make no claims to be alternatives to professional help;  

4.     the research process sets up barriers to the functioning of self-
help groups that may subtly or overtly change the way a group 
operates;

5.     many people attend self-help groups to avoid the way profes-
sional treatment sometimes compromises individuality. Adding 
a research component may make people feel as if they have lost 
their uniqueness;  

6.     self-help groups are loosely organized and run. People come and 
go as they please. It’s diffi cult to make research effective in an 
atmosphere where the experimental group has only a very loose 
attendance pattern; and  

7.     as  Kessler et al. (1997a)  report, more than half of the people 
attending self-help groups also receive professional help, making 
it diffi cult to determine whether self-help, the professional help, 
or a combination of both causes improvement. With these cave-
ats in mind, let’s consider the data to date on the effectiveness of 
self-help groups. 

    14.4.1       Substance abuse 
 In   an evaluation of a large study by  Consumers Reports  on the 
 effectiveness of psychotherapy,  Seligman (1995)  concluded that, 
 “ Alcoholics Anonymous (AA) did especially well  …  signifi cantly 
bettering mental health professionals [in the treatment of alcohol 
and drug related problems] ” (p.10).  Humphreys and Moos (1996) 
found that during three years period of study, alcoholics who  initially
chose Alcoholics Anonymous over professional help had a 45% 
($1,826) lower average per-person treatment cost than those receiving 
 professional treatment. Even with the lower costs, A.A. participants had 
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reduced alcohol consumption, fewer number of days intoxicated, and 
lower rates of  depression when compared to alcoholic clients  receiving 
professional help. In follow-up studies, these fi ndings were consistent 
at one year and three years after the start of the study.  Humphreys et al. 
(1994)  report that African-American participants ( N       �      253) in Narcotics 
Anonymous and Alcoholics Anonymous showed  improvements over 
twelve months in six problem areas (employment, alcohol and drug 
use, and legal,  psychological, and family problems). African- American 
group members had much more improvement in their medical, alcohol, 
and drug  problems than did African-American patients not involved in 
self-help groups. 

 In   a meta-analysis of more than 50 studies,  Emrick et al. (1993) 
report that AA members who were also professionally treated were 
somewhat more likely to reduce drinking than are those who did not 
attend AA meetings. Membership in AA was also found to reduce phys-
ical symptoms and to improve psychological adjustment.  Alemi et al. 
(1996)  assigned two groups of pregnant women with substance abuse 
histories to either a self-help group meeting bi-weekly or to self-help 
groups operated over a bulletin board accessed by telephone. Bulletin 
board participants made signifi cantly fewer telephone calls and visits to 
health care clinics than did the group assigned to participate in the face-
to-face group. Both groups had similar health status and drug use at the 
end of the study. 

    Christo and Sutton (1994)  report that members of Narcotics 
Anonymous who stayed off drugs for three years or more as a result 
of their involvement in the group had the same level of anxiety and 
self-esteem as a random sample of people who had never been drug 
addicted.  McKay et al. (1994)  report on African-American partici-
pants in self-help groups for substance abuse after a seven-month fol-
low-up. Participants with high rates of attendance at group meetings 
reduced their use of alcohol and drugs by half as much as those who 
were poor attenders of meetings. Both groups were similar in their use 
of substances prior to the start of their group involvement  .  Tattersall 
and Hallstrom (1992)  report on a self-help group offering telephone 
counseling and a support group formed to help members reduce their 
reliance on tranquilizers. Members had been addicted to tranquil-
izers for more than 12 years on average. Most members of the group 
reported that the symptoms for which tranquilizers had initially been 
prescribed had lessened and that 65% were at least moderately satisfi ed 



with their withdrawal from tranquilizers as self-evaluated by their quality 
of life.  

    14.4.2       Medical problems 
    Riessman (2000)  reports on a project to use self-help groups with older 
patients suffering from heart disease. Initially the project used patient-
led groups to help keep patients on their diet and exercise regimens, 
but Reissman says that it soon became apparent that,  “ participation in 
the groups themselves was one of the most powerful interventions ”  
(p. 48).  Spiegelet al. (1989)  studied 86 older women receiving treatment 
for metastatic breast cancer. Fifty of the 86 women were randomly cho-
sen to supplement their ontological care with a weekly support group. 
The support groups were lead by a psychotherapist with breast cancer 
in remission and a psychiatrist or social worker. The sessions offered 
an opportunity to talk about living life fully, improving communication 
with signifi cant others, coping with death, discussing grief, and control-
ling pain through self-hypnosis. Support group members lived twice as 
long as controls, for an average of 18 months longer.  Nash and Kramer 
(1993)  studied 57 African-Americans who were involved in self-help 
groups for sickle-cell anemia. Those involved the longest had the few-
est psychological symptoms and the fewest problems from the disease, 
particularly in work and relationships.  Hinrichsen and Revenson (1985) 
compared older scoliosis patients in a self-help group who had under-
gone bracing or surgery with patients having the same treatment who 
were not in a self-help group. Participants in the self-help group had a 
more positive outlook on life, better satisfaction with their medical care, 
fewer psychosomatic symptoms, better self-esteem, and fewer feelings 
of  “ shame and estrangement. ”   

    14.4.3       Caregiver groups 
  Toseland et al. (1989)  divided 103 adult women caring for frail older 
relatives into three conditions: participation in a peer-led self-help 
group, participation in a professionally led support group, and no partic-
ipation in either group. Groups met for eight weekly two-hour sessions. 
Both groups focused on enhancing coping skills. Compared to non-
participants, women who participated in either type of group expe-
rienced signifi cantly greater (1) increases in the size of their support 
network; (2) increases in their knowledge of community resources; 
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(3) improvement in their interpersonal skills and ability to deal with the 
problems of caregiving; (4) improvement in their relationships with their 
care receivers; and (5) decreases in pressing psychological problems. 

    14.4.4       Groups for older adults 
  Lieberman and Bliwise (1985)  compared participants (86 women and 
22 men) in peer-led and professionally-led SAGE (Senior Actualization 
and Growth Explorations) self-help groups for the elderly to those who 
were on a waiting list to join the groups. Members of both types of SAGE 
groups felt they achieved their desired goals to a greater extent than those 
in the waiting-list group. Participation in either SAGE group also reduced 
psychological problems, such as nervousness and depression.  Caserta 
and Lund (1993)  found that widows and widowers over age 50 who par-
ticipated in bereavement self-help groups ( n       �      197) experienced less 
depression and grief than non-participants ( n       �      98) if their initial levels 
of interpersonal and coping skills were low. Those with initially high 
interpersonal skill levels also benefi ted from participation if they partici-
pated in the groups for longer than eight weeks.  Lieberman and Videka-
Sherman (1986)  followed 36 widowers and 466 widows, 376 of whom 
were members of the bereavement self-help group THEOS. Over a period 
of one year, THEOS members who formed social relationships with other 
group members outside group time experienced less psychological dis-
tress (depression, anxiety, somatic symptoms) and improved more in 
psychological functioning (well-being, mastery, self-esteem) than did 
non-members and members who did not form such relationships. 

    Marmar et al. (1988)  studied bereaved older women who sought 
treatment for grief after the death of their husbands. The participants 
were randomly assigned to either professional psychotherapy ( n       �      31) 
or self-help groups ( n       �      30). Self-help groups worked just as well as 
the therapy. Participants and non-participants in the self-help groups 
reduced stress-specifi c and general psychiatric symptoms such as 
depression equally. They also experienced similar improvements in 
social adjustment and work functioning.  Vachon et al. (1980)  studied 
women over a two-year period ( N       �      162) whose husbands had died 
within the past month. Half of these women were assigned to partici-
pate in a  “ widow-to-widow ”  program. After six months in the program, 
participants were more likely than non-participants to feel more healthy 
and to feel  “ better, ”  and less likely to anticipate a diffi cult adjustment 
to widowhood. After 12 months, participants were more likely than 
non-participants to feel  “ much better, ”  to have made new friends, and 



to have begun new activities, and were less likely to feel constantly 
anxious or to feel the need to hide their true emotions. Participation 
facilitated adjustment both inside the person (in their relationship with 
themselves) and outside the person (in their relationships with others).   

    14.5        Q AND A WITH THE AUTHOR ABOUT THE MEANING 
OF THESE STUDIES 

 The   following mock question-and-answer exercise is offered to help the 
reader better understand the limitations, meaning, and practical use of 
reported fi ndings on the effi cacy of self-help groups. Thanks to Sage 
Publications for permitting the use of this material which fi rst appeared 
in somewhat modifi ed form in Glicken (2005, pp. 277 – 280)  . 

Question   (Q):  Do these studies prove anything? 
Answer  (A):  Probably not. What they  do  show is that people in self-

help and support groups report better functioning and a higher level of 
life satisfaction. Whether that’s the case remains to be seen. Self-reports 
are notoriously susceptible to social desirability. People say positive 
things about self-help groups even though there may be no empirical 
evidence that change in social functioning has actually taken place. The 
halo effect is also likely to infl uence responses. People in any type of 
treatment often report better results than may be the case because, in the 
short run, they may actually feel better and because, in the case of self-
help groups, they may feel a sense of loyalty to the group that encour-
ages them to report better social functioning than may be the case. 
Whether better functioning has actually occurred in the studies cited in 
this chapter requires evidence that only an empirical study can provide. 
Saying  that you feel better is not the same as actually  being  better when 
social functioning is considered. 

 Methodological   problems are considerable in the measurement of 
self-help group effectiveness.  Ouimette et al. (1997)  compared 12-step 
programs such as AA with cognitive-behavioral programs and programs 
that combined both approaches. One year after completion of treat-
ment, all three types of programs had similar improvement rates related 
to alcohol consumption. Participants in 12-step had more  “ sustained 
abstinence ”  and better employment rates than the other two programs, 
but  Ouimette et al. (1997)  caution the reader not to make more of these 
fi ndings than are warranted because of non-random assignment of 
patients to the different types of treatment. A careful look at many other 
substance abuse treatment studies suggests similar methodological con-
cerns in a fi eld where empirically based studies are essential if we are 
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to believe and then use the results in treatment.  Clifford et al. (2000) 
reinforce concerns about research methodologies used to study sub-
stance abuse programs when they point out that  “ [i]t is recommended 
that treatment outcome studies be interpreted cautiously, particularly 
when the research protocols involve frequent and intensive follow-up 
interviews conducted across extended periods of time ”  (p. 741) because 
many external variables can confound the results and  suggest improved 
functioning as a result of treatment when other factors are more 
 suggestive of the reasons the client has improved. 

Q  :  Shouldn’t we feel elated by studies that people live longer or use 
substances less as a result of self-help groups? 

A  :  Not until the evidence is substantiated by empirical studies using 
random selection and very scientifi c methodology. Certainly one should 
not say that self-help groups are more effective than professional help 
given the weakness of self-help research to date. Statements such as the 
following are not warranted:  “ The emergence of self-help groups may 
refl ect a societal response to failures within the mental health commu-
nity. Self-help groups have developed where society has fallen short in 
meeting the needs of its members. ”  ( Felix-Ortiz et al., 2000, p. 339 ). 

Q  :  But aren’t we being too harsh? Isn’t it likely that self-help 
groups, through support and affi liation, help people feel more accepted, 
appreciated, and cared for, and isn’t that important for positive mental 
health?

A  :  Certainly, but self-help groups may have short-term benefi ts that, 
in the long run, aren’t likely to continue, or may actually cause harm. T-
Groups and the encounter movement come to mind as examples. 

Q  :  But what’s wrong with short-term results if they’re positive? 
Can’t we say the same thing about professional treatment? 

A :  There’s nothing wrong with short-term results and professional 
treatment may have the same limited results as self-help groups. But the 
studies cited don’t permit us to make long-term predictions because they 
don’t show cause – effect relationships between self-help groups and long-
term improvement rates. A belief that self-help groups can replace pro-
fessional help, without appropriate data, is troubling since it gives people 
confi dence in a treatment that may not actually help and may, in some 
cases, do harm. During the current health care crisis, suggesting that self-
help groups may replace professional help because it works better may 
leave a large number of clients who desperately need professional help 
without that option because managed care might increasingly rely on self-
help groups to treat a number of serious social, emotional, and medical 
problems. 



Q:  So what’s the answer? 
A  :  Much more research but, in the meantime, a sense of optimism 

that perhaps self-help groups are an alternative or at least an adjunct to 
professional help. 

Q  :  Why feel optimistic in view of the weak research data to support 
the benefi ts of self-help groups? 

A :  A preponderance of positive results tends to suggest that  something 
works. It may not prove that something works, but the weight of the evi-
dence suggests that many self-help groups do help. This should make us 
optimistic without making us true believers. EBP is a conservative and 
cautious paradigm. It doesn’t accept best evidence until it’s been proven. 
At the same time, the evidence thus far would suggest that we cautiously 
use the fi ndings. A case study is presented in this chapter that might be 
instructive about how best to use self-help groups when professional ser-
vices are also being provided. 

Q  :  Would the author refer a client to self-help group? 
A :  Yes, but only after meeting with the group leader and evaluating the 

group objectives to make certain they were consistent with the needs of the 
client. And even then, I would suggest that the client use high standards and 
caution before joining the group. I would also want to be involved in a dis-
cussion with the client about what was taking place in the group and the cli-
ent’s feelings about the worth of the group. Perhaps contacting current and 
former group members would also help. If the group is legitimate, I wouldn’t 
mind this happening unless, of course, confi dentiality issues are involved. 

Q:  Aren’t you being overly cautious? 
A  :  Yes, but self-help groups, just as professional help, have the 

potential for doing harm. 
Q  :  Really? What harm could they do? 
A  :  Some self-help groups have been likened to cults. The tendency 

to make people accept a philosophy through group pressure that may 
be contrary to their own belief systems or to a process that might not 
be right for them, and may actually cause harm. Similarly, groups that 
are badly run may inhibit client progress. Relationships develop among 
group members that may be harmful, as in the case of substance abusers 
developing romantic or sexual attachments to one another that lead to 
more substance abuse.  Granfi eld and Cloud (1996)  studied middle class 
alcoholics who used self-healing approaches alone with neither profes-
sional help nor self-help group intervention. Many of the participants 
felt that the  “ ideological ”  base of some self-help groups were in con-
fl ict with their own philosophies of life. Concerns were raised that some 
groups were overly religious, or that alcoholism was seen by the group 
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as a lifelong struggle. The subjects in the study by Granfi eld and Cloud 
also felt that some self-help groups encouraged dependence and that 
associating with other alcoholics would probably make recovery more 
diffi cult. In summarizing their fi ndings, the authors concluded: 

 Many [research subjects] expressed strong opposition to the  suggestion 
that they were powerless over their addictions. Such an ideology, they 
explained, not only was counterproductive but was also extremely 
demeaning. These respondents saw themselves as effi  cacious people 
who often prided themselves on their past accomplishments. They 
viewed themselves as being individualists and strong-willed. One 
respondent, for instance, explained that  “ such programs encourage 
powerlessness ”  and that she would rather  “ trust her own instincts than 
the instincts of others. ”  ( Granfi eld and Cloud, 1996, p. 51 )   

Q :  But couldn’t the same thing happen in a professionally led group? 
A :  Yes, but all professionals are bound by codes of ethics and, in a 

number of states, licensure laws provide certain protections for clients 
against extreme behavior by professionals. Non-professional leaders may 
be less sensitive to inappropriate relationships among group members, or 
they may not see the harm in developing their own relationship with a 
group member. Professionals are also guided by a belief that they should 
respect the rights of clients. That would hopefully eliminate religious 
proselytizing or other behaviors in confl ict with a client’s belief system 
that might be found in some self-help groups. 

Q  :  Doesn’t the fact that self-help groups are usually free of cost and 
are non-discriminating suggest that, at the very least, they may provide 
a helping intervention that is an alternative to professional help? 

A  :  Yes, but is this a fi nancial argument or an argument about best 
evidence of effectiveness? Shouldn’t clients in need be offered the best 
help available rather than the help that’s cheapest? 

Q  :  Yes, of course, but you can’t argue that professional help is 
always excellent help or that it works, can you? 

A :  No, I certainly can’t, and that’s what makes this entire discussion 
so troubling. When professional help isn’t effective, it means that some-
thing is fundamentally wrong with our system of treatment. An analogy
would be fi nding that folk healers are more effective than  medical 
 doctors. If  that’s  the case, we really would need to reexamine what we 
believe and whether it’s worth maintaining that belief. 

Q  :  Don’t a lot of people get better on their own? Is it always neces-
sary to compare self-help groups against professional services? 

A  :  Good point.  Waldorf et al. (1991)  found that many addicted 
 people with supportive elements in their lives (a job, family, and other 



close emotional supports) were able to “ walk away ”  from their very 
heavy use of cocaine. The authors suggest that the  “ social context ”  of 
a drug user’s life may positively infl uence their ability to discontinue 
drug use.  Granfi eld and Cloud (1996)  add to the social context notion 
of recovery by noting that many of the respondents in their sample 
had a great deal to lose if they continued their substance abuse, and 
write, 

 The respondents in our sample had relatively stable lives: they had 
jobs, supportive families, high school and college credentials, and 
other social supports that gave them reasons to alter their drug-taking 
behavior. Having much to lose gave our respondents incentives to 
transform their lives. However, when there is little to lose from heavy 
alcohol or drug use, there may be little to gain by quitting. (p. 55)   

Q  :  So do you feel positively or negatively about self-help groups? 
You sound awfully negative. 

A  :  Actually, I feel very positively about self-help and I think the 
research makes a compelling argument that self-help groups may be 
very effective with a number of health and mental health problems. And, 
I confess that my heart is in the notion of people helping one another, 
but in a book on best evidence, I think the jury is still out until we have 
a substantial body of knowledge to show a relationship between self-
help and its level of effectiveness with a range of problems experienced 
by a cross section of people across gender, age, ethnicity, and socio-
economic class. In other words, I would hope self-help groups would 
develop the same body of research data to show effectiveness that 
I expect, but often don’t fi nd, for services provided by professionals. 
When that happens, we’ll have a basis for comparison. Until then, I’m 
hopeful and optimistic while still being cautious. I don’t believe, how-
ever, that self-help is a substitute for professional help and I worry that 
a health care system in crisis will turn to self-help as a last resort before 
needed services are withdrawn completely.
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        CASE STUDY: REFERRAL OF AN OLDER ADULT CLIENT 
TO A SELF-HELP GROUP FOR SEVERE DEPRESSION      
 Leonard   is a 67-year-old client suffering from chronic depression that has 
lasted almost five years and began when his wife of 30 years passed away. 
Leonard is being seen by a psychiatrist to monitor his anti-depression 
medication and has been in therapy with a clinical psychologist for 
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almost five years. The medication and therapy have a negligible impact 
and he still suffers from very severe depression that interferes with his 
retirement plans to start a second career and to travel. Leonard is too 
depressed to exercise and has become a compulsive eater with almost 
100 pounds gained over the past five years. His therapist suggested 
a self-help group for people with chronic depression as an adjunct to 
 therapy and medication, but Leonard has been unwilling to attend 
meetings,  believing that the group will be as unsuccessful as his current 
treatments. The therapist arranged for Leonard to meet with the group 
leader, someone whom, like Leonard, fights chronic depression but has 
successfully learned to cope with it. 

 The   leader invited Leonard to attend a meeting and asked  participants 
to stay after so they could honestly discuss their feelings about the 
group and to answer questions Leonard might have about the group’s 
 effectiveness. The group leader also shared effectiveness research, which 
the national chapter of the group had accumulated on the effectiveness 
of the self-help group across the country that, while subjective and not 
terribly sound methodologically, still suggested positive results. Over 
2,000 former participants of group chapters around the country returned 
questionnaires. Five thousand questionnaires representing a 10%  sample 
of the 50,000 former national participants in the  organization were sent 
out. Over 70% of the participants who stayed in the group more than 
two years reported fewer missed days at work, fewer doctor visits, less 
use of anti-depressants, and fewer days of depression. The average 
length of depression before the respondents began their group partici-
pation was more than five years. Participants who stayed with the group 
two years or longer had better results than those who discontinued 
 participation before completing a full year of group participation. Those 
who dropped out of the group early cited personality clashes with the 
group leader and differences of opinion about the purpose of the group 
as the major reasons for attrition. 

 Since   Leonard was unwilling to attend the meeting alone, the 
 therapist met him at the group meeting place and sat with him. After 
group, people spoke about what the group had done to help them. 
Following the meeting, Leonard shared his positive sense of the group 
with the therapist and his surprise at how strongly the members felt 
the experience had helped them. He decided to give it a try and began 
attending sessions on a regular basis while also seeing his therapist 
weekly and continuing with his anti-depression medication. After six 
months as a participant, Leonard told the therapist about the experience: 
 “ It’s very supportive. Everyone there is like me. They’re all older people 
 struggling with depression. The difference is that they get on with their 



lives. That’s what I’ve begun doing. I’ve been assigned a woman about 
my age as a mentor who I call when I feel so down I can’t function. We’ve 
begun walking together and it’s helped me lose weight. I feel a lot of 
positive acceptance from the other people, and that helps a lot. We have 
 speakers who talk about depression and who keep us informed about 
the latest research. I’ve been assigned as a mentor to a new member and 
 surprisingly, he seems to find a lot of solace from our contacts. I still feel 
really depressed, but while it used to be everyday, now I have good and 
bad days. Overall, I think I’m less depressed than I was before I started 
the group. Mainly, I think the support, the camaraderie, the loving envi-
ronment, and the sense that we’re all experts on depression and have 
something to say worth listening to about how to handle depression are 
what helps the most. I’ve made a couple of good friends from the group 
and instead of staying home and being lonely and blue, I go out to mov-
ies or have dinner with my friends. It helps from feeling lonely, which is 
one of the things depressed people often experience. Do I feel better 
than I did six months ago? Yes. Is it because of the group? I think some 
of it is but I have to admit that because of the group, I’m using therapy 
 better. So overall, yes, I give it high marks. I’ll stay with it and maybe, in 
time, I’ll be able to get by without any help at all. That’s my goal, for sure. ”        
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    14.6        A PERSONAL SUPPORT GROUP STORY: COPING 
WITH THE DEATH OF LOVED ONES 

    “ I was 60 years old  –  it was my birthday  –  when I got the news. When 
the phone rang, I assumed it was one of my children calling to wish 
me well. Instead, it was the call no mother ever wants to get. My son 
and grandson had been killed in a car accident. They had been returning 
home from a basketball game, and were hit by a drunk driver. The car 
fl ipped over, and both were apparently killed instantly. 

    “ I still have no words to explain what that was like. I have repeated 
that story thousands of times, and it still has an unreal quality to it. It 
was the beginning of a very dark time in my life. To be able to talk 
about it now is nothing short of a miracle. 

  “ The days and weeks after the accident are a blur. I know we had a 
funeral, but I can’t tell you anything about it, except that there were so 
many people there. I just wanted it to end. My daughter-in-law and I went 
our separate ways for a long time  –  I couldn’t look at her or talk to her 
or even say her name without cascading back into a kind of grief I never 
imagined. Everyone expressed their concern, but I was sitting on the fl oor 
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of my closet at night, crying and asking why. I could not  imagine a reason 
for living or how to go on with my life after the loss of my son. 

    “ I know now that others were hurting, too. My husband grieved very 
differently, and neither of us knew what to say. We spent many nights 
just holding on to one another, never speaking a word. 

  “ After some months had passed, a friend told me about a support group 
she had read about, and gave me a phone number.  “ It might help you start 
to feel better, ”  she said. There was a part of me that was angry about this, 
too  –  because no one understood that I did not want to feel better  –  that 
would be a betrayal of David, my son, and Jonathan, my grandson. 

  “ Three weeks later, I looked at myself in the mirror. I didn’t recog-
nize who I saw. I was 60, but I looked terrible. The lines in my face, the 
weight loss, the dark circles  –  I was a mess. And I was so tired of feeling 
that way  –  miserable, really. I called the number on the card my friend 
had given me, and spoke to a woman who was, thankfully, not too chip-
per.  ‘ This is the grief center. My name is Loni. Would you like to talk 
to someone about a death or a loss? ’  Finally, I thought  –  someone who 
doesn’t avoid the topic. Yes, I wanted to talk to someone. Yes, I was avail-
able tomorrow morning. And yes, I could fi nd the place on my own. 

  “ I can fast forward to what happened next. I entered the offi ce of a 
young woman, and that meeting was a turning point for me. I think she 
only asked me one question:  ‘ Can you tell me about your family? ’  I don’t 
remember what I said, really, but the fl oodgates opened, and I found 
myself talking about David and Jonathan and my life before and after their 
death. I was hungry to say their names, and I did so often  –  to my surprise, 
she talked about them as if she knew them. Loni asked if I was ready to 
talk to others who had experienced the death of their children  –  they incor-
porated many ages, many ways of dying, and varying lengths of time since 
the death. She said,  ‘ I think you may fi nd something in our group that you 
have not found anywhere else. Why not join us, just for a visit? ’  

  “ It happened that the group was meeting the following evening, and so I 
went. Alone, since my husband said,  ‘ I don’t think that kind of thing is for 
me, but I’m glad you are going. ’  This group was my life raft, as it turned 
out. Others who had been treading water shared their stories, showed pic-
tures of the children who had died, and cried and laughed and were honest 
about who they were. That’s what I think I appreciated the most  –  no pre-
tending. It was a place, this support group, where I didn’t have to pretend 
to be all right. They weren’t afraid of the intensity of my feelings, and they 
did not try to make it go away. They listened, and they understood. I could 
see among this group of mostly mothers (and a few fathers) parents who 



had struggled but were at peace, parents who were still struggling, like me, 
and even a few who appreciated what I said to them. Slowly, I began to see 
David and Jonathan’s deaths as a gift  –  likely no one will understand that  –
but it truly became an opportunity for me to honor their lives by helping 
others. I stayed in the support group for 8 months, when Loni asked me if 
I would be interested in attending a training for support group facilitators. 
It seems they needed people to help with some new groups. When I look 
back now, I can see how the support group helped with my transformation  –
from incapacitated grief to being ready to help others navigate the treach-
erous road of grief. My husband and I grew closer  –  and we are the perfect 
examples of how people deal with their losses differently. ”   –  SB. 

    14.7       SUMMARY 
 This   chapter on self-help groups offers some hopeful evidence that 
self-help may provide assistance to a variety of clients experiencing 
problems with addictions, health, mental health, and other social and 
emotional problems. A large number of Americans use self-help, but 
questions remain about the validity of fi ndings indicating that self-help 
may be an effective alternative to professional assistance. Most of these 
questions relate to research issues that may be diffi cult to resolve given 
the fact that self-help groups do not have the same expectations as pro-
fessional help to prove effectiveness. Self-help is generally supportive 
in nature and usually provides an affi rming and positive approach to 
problem-solving. Some concern is raised that self-help groups may not 
be effective for everyone because they often have an unacceptable reli-
gious ideology and sometimes encourage people to believe that recov-
ery is a life-long struggle. Still, the weight of fi ndings provides a reason 
for optimism until empirically based research, with strong methodolo-
gies provide more compelling evidence of effectiveness.  

    14.8       QUESTIONS FROM THE CHAPTER 
        1.     Do you agree that treatment provided in self-help groups can harm 

people? If so, under what circumstances might that be the case? 
    2.     What possible harm is there in a group of people with the same 

problem getting together and offering support and encourage-
ment? Why must we think of this as treatment and why should we 
even consider researching the effectiveness of this type of benign 
helping process? 
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3.     If self-help groups turn out to be more effective than professional 
help, how would professionals justify their existence? What 
might they do to improve the effectiveness of their services?  

4.     Leaders of self-help groups can sometimes be offi cious or power 
hungry. Do you think either, in pursuit of honest help to people in 
need, would be an inhibitor to good treatment? If so, why might 
this be the case?  

    5.     The research seems to suggest that the most effective self-help 
groups are the ones in which people attend regularly and stay in the 
group for two or more years. Couldn’t people get better as a result 
of other factors during that time? What might some of the reasons 
be for improvement other than the self-help received by the client? 
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    APPENDIX: THE CES-D: A MEASURE OF DEPRESSION 
 The   CES-D is a widely used and simple instrument to measure  depression 
with good reliability and validity. Scores of 16 to 30  indicate the presence 
of depression requiring intervention. Scores over 30 would suggest con-
cern for suicide and would require very serious  interventions. For further 
information on scoring, the article by  Radloff (1977)  might be an initial 
fi rst source to consider. 

Directions  :  I am going to read you some statements about the ways 
people act and feel. On how many of the last seven days did the following 
statements apply to you  ?

     None or 
1 day 

 2 or 3 
days 

 4 days  5 or more 
days 

          1.      I was bothered by things that 
usually don’t bother me.    

 0  1  2  3 

          2.      I did not feel like eating. My 
appetite was poor.    

 0  1  2  3 

          3.      I felt that I could not shake 
off  the blues even with help 
from my friends and family.    

 0  1  2  3 

          4.      I felt I was just not as good as 
others.    

 0  1  2  3 

          5.      I had trouble keeping my 
mind on what I was doing.    

 0  1  2  3 

          6.     I felt depressed.     0  1  2  3 

          7.      I felt that everything I did was 
an eff ort.    

 0  1  2  3 

          8.      I felt hopeful about the 
future.    

 0  1  2  3 

        9.      I thought my life was a
 failure.    

 0  1  2  3 

      10.     I felt fearful.     0  1  2  3 

      11.     My sleep was restless.     0  1  2  3 



      12.     I was happy.     0  1  2  3 

      13.     I talked less than usual.     0  1  2  3 

      14.     I felt lonely.     0  1  2  3 

      15.     People were unfriendly.     0  1  2  3 

      16.     I enjoyed life.     0  1  2  3 

      17.     I had crying spells.     0  1  2  3 

      18.     I felt sad.     0  1  2  3 

      19.     I felt people disliked me.     0  1  2  3 

      20.     I could not get going.     0  1  2  3 
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    15.1        INTRODUCTION 
 The author wishes to thank Dr. Suzanne Bushfi eld for her contributions 
to this chapter on Alzheimer’s disease and dementia. 

 The   National Institute for Aging (2006) estimates that as many 
as 4.5  million Americans suffer from Alzheimer’s disease (AD). The 
disease usually begins after age 60, and risk goes up with age. While 
younger people may also get AD, it is much less common. About 5% of 
men and women ages 65 to 74 have AD, and nearly half of those over 
the age of 85 may have the disease, with the number of people suffering 
from the disease doubling every fi ve years beyond age 65.  Grady (2007) 
reports that caring for patients with AD costs 100 billion dollars a year. 
With estimates of the rates of AD as high as 11 – 15 million people by 
2050, the disease could well swamp the health care system. Of the 
over four million Americans estimated to have an intellectual decline 
because of AD, one-third have severe dementia and are so impaired 
that they can no longer manage without assistance in the simplest daily 
activities, including eating, dressing, grooming and toileting.  

    15.2        DEFINITIONS OF ALZHEIMER’S DISEASE AND 
DEMENTIA 

 The   term dementia is not a specifi c disorder or disease, but a group of 
symptoms associated with a progressive loss of memory and other 
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  intellectual functions. Dementia can be serious enough to interfere with 
the performance of daily life tasks. Dementia, although associated with 
aging, can occur to anyone at any age and is the leading cause of older 
adult institutionalization ( Psychiatry Online, 2007 ). Symptoms of demen-
tia include loss of memory, extreme mood changes, and communication 
problems, which include a decline in the ability talk, write, and read. 
While AD is the most common disease in which dementia is a symptom, 
people with dementia may suffer from the effects of strokes and heart 
problems causing brain damage due to oxygen deprivation. Dementia can 
also result, to a lesser extent, from the conditions of multiple sclerosis, 
motor neurone disease, Parkinson’s disease and Huntington’s disease. 

    15.3       DIAGNOSIS 
 The  re are several distinct types of memory: sensory, short-term, work-
ing, and long-term. Sensory memory is fl eeting unless we pay attention 
to it. Short-term memory serves as a temporary holding tank for things 
that we do pay some attention to, but it has limited storage capacity. 
Interference frequently disrupts short-term memory. Working memory is 
also a limited area, but it allows us to hold and store information while 
we are processing or reasoning various steps. Long-term memory, which 
endures for more than 30 seconds, is either declarative (involving facts 
and events available through conscious recall), semantic (independent 
of context), or episodic (highly contextual). No one area of the brain is 
entirely responsible for memory, since this complex process involves 
various parts of the brain, depending on the type of memory, the emo-
tional content, and the perceiving, processing, and analyzing neces-
sary for the memory. The brain’s nerve cells (neurons) communicate 
with each other, providing important transmission of signals which are 
responsible for complex tasks and processing ( www.alz.org ). The fi ring 
of synapses (neurons being transmitted) is a part of the brain’s memory 
process. Different synapses work differently for short- and long-term 
memory ( National Institute on Aging, 2008 .)

 In   AD, the neurons are unable to connect signals due to a build up 
of plaque between brain cells and tangles within brain cells. This devel-
opment of plaque and tangles is the hallmark of AD, but  diagnosis has 
been diffi cult, as the tangles are not readily evident. Early stage and 
early onset AD manifests itself as problems with memory, thinking, and 
concentration. People with AD may also exhibit physical and  verbal 
outbursts, emotional distress, pacing, restlessness, hallucinations, and 



 delusions. AD is usually diagnosed after ruling out other physical and 
medical causes, assessing cognitive functioning through such tests as 
the Mini Mental Status Examination (MMSE), and various brain scans. 
However, the MMSE is not always accurate, making the defi nitive diag-
noses of AD more diffi cult ( Shiroky et al., 2007 ). 

 The   diagnosis of AD is disturbing for its terminal prognosis (albeit 
slow) and for the multiple losses that ensue. Early onset AD has cer-
tain genetic features, and recent developments in DNA testing (using 
genotype tests) may be useful in determining the existence of AD and 
the presence of apolipoprotein E (APOE), which is a marker for AD 
( Nee et al., 2004 ).

 Children   of AD patients have a higher-than-average risk of devel-
oping dementia, suggesting a genetic predisposition ( Grady, 2007 ). 
Grady also notes that studies of IQ early in life indicate that people who 
develop AD have lower scores on early tests than healthy people, and 
that therefore AD may develop early in life and progress slowly until 
symptoms become more obvious, sometimes in early mid-life. The 
good news is that early detection of AD and understanding risk factors 
may lead to therapies that slow and even stop brain deterioration.  

    15.4       STAGES OF ALZHEIMER’S DISEASE 
 Although   people with AD die an average of four to six years after 
diagnosis, the duration of the disease can vary from three to 20 years 
(Alzheimer’s Association, 2007). This is the reason stages in the 
development of the disease may be important to clinicians so they 
understand how rapidly the disease is progressing and they can provide 
some concrete information about the future to loved ones. It should be 
noted that not everyone advances through the stages in a similar manner. 
Clients can sometimes seem to be in two or more stages at once, and 
the rate at which people advance through the stages is different for 
everyone. Still, the stages help us understand the probable symptoms 
and their challenges for caregivers and professionals. The stages of AD 
are as follows (Alzheimer’s Association, 2007): 

Stage 1:  No impairment noted during an assessment.  
Stage 2:  Very mild cognitive decline that may be age-related or 

may suggest the early stages of AD. Individuals may feel as if 
they have some memory lapses such as forgetting familiar words 
or names or the location of keys, eyeglasses or other everyday 
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 objects. These problems are usually not evident during an 
 assessment or apparent to friends, family, or co-workers.  

Stage 3 : Mild cognitive decline in which the early stages of AD 
might be indicated. Others begin to notice problems with memory 
and performance at work and in many otherwise normal activi-
ties. The client may be unable to organize time and activities and 
social situations may become problematic because of memory 
lapses or the inability to remember what the event is about or the 
people attending the event.  

Stage 4:  Moderate cognitive decline indicating early-stage AD. At 
this stage clinicians will note a decreased knowledge of current 
events, an impaired ability to do simple mathematical tasks, an 
inability to pay bills or managing fi nances, and a change in affect 
with the client appearing more withdrawn or subdued.  

Stage 5:  Moderately severe cognitive decline indicating moderate 
or mid-stage AD. In this stage major memory gaps are apparent 
and some assistance with everyday activities becomes necessary, 
although assistance with eating or using the toilet are not neces-
sary. At stage 5 one can expect confusion about the date, time of 
day, the week or the season, but people at stage 5 usually know 
their names and the names of loved one.  

Stage 6:  Severe cognitive decline indicating moderately severe or 
mid-stage AD. At stage 6, memory continues to deteriorate and 
clients need extensive help with daily living. Clients may lose 
awareness of their surroundings and may frequently become lost. 
They also have increasing problems with incontinence and begin 
experiencing delusions, paranoia, and compulsive repetitive 
behaviors such as shredding newspapers or washing hands.  

     Stage 7:  Very serious cognitive decline indicating severe or late-stage 
AD. At stage 7, clients lose their ability to speak, to respond to oth-
ers, to walk without assistance, to smile, or to hold their heads up. 
Refl exes become abnormal and muscles grow rigid. Swallowing is 
impaired. Clients may also groan, scream, mumble, speak gibber-
ish and cry out. Clients in stage 7 need round-the-clock care. 

    15.5        EVIDENCE-BASED PRACTICE WITH AD CLIENTS 
AND CARETAKERS 

 Past   research on senior centers and other community facilities serving 
elders has identifi ed specifi c social supports and leisure activities related 



 to the maintenance of physical and mental health among older adults 
( Fitzpatrick et al., 2005 ); however, few studies have examined brain fi t-
ness activities and their relationship to mental and physical health and 
cognitive abilities. Certain social, physical, and intellectual activities, 
such as learning new languages, computer programs and labs, aero-
bic exercises, listening to speakers and participating in strength-based 
exercises, and sports are thought to protect against cognitive decline 
( Colcombe et al., 2006 ). 

 Controlling   the environment may be helpful, as people with AD are 
often distressed by moving to a new environment, changes in caregiv-
ers, perceived threats, hospital admission, bathing and dressing, fear 
and fatigue (alz.org, 2007). Remaining calm, avoiding confrontation, 
simplifying living surroundings, and providing safety and security may 
all assist in managing symptoms of clients with AD. 

 Certain   social, physical and intellectual activities are thought to 
 protect against cognitive decline and may lead to memory enhancement 
and better physical functioning. To date, little research has addressed the 
infl uence of brain fi tness activities and their relationship to mental and 
physical health and cognition among older adults living in the community. 
Brain fi tness activities can include aerobics, strength exercises, career 
decisions, working for pay, participating in a computer lab, learning new 
languages, group work on projects, and listening to speakers. 

 The   concept of leisure activity participation and its relationship to 
health and cognitive functioning among older adults can also be under-
stood from an activity theory perspective ( Fitzpatrick, 1995 ;  Maddox, 1988 ; 
 Zarit, 1980 ) in which good adjustment and well-being in later life is pos-
itively associated with a high level of activities. Brain fi tness activities 
represent a specifi c type of community activity in which older individu-
als may fi nd additional intellectual and fi tness challenges to promote and 
maintain physical and cognitive well-being. For example, these activi-
ties challenge the brain yet differ from activities that primarily involve 
reading, arts and crafts and bingo. Maintenance of brain fi tness activi-
ties, especially physical activity and aerobic exercise, are said to protect 
cognition and benefi t memory in midlife ( Colcombe et al., 2006 ).

 Other   studies have also found that a specifi c and revolutionary 
 computer-based program can potentially  “ revitalize the brain ”  ( George, 2007 ) 
and improvements were found in areas of short-term memory and atten-
tion among the participants.  Carle (2007)  discusses several brain-training
games such as “ Nana ”  Technology, Posit Science, Mindfi t and 
MyBrainTrainer.com, in which he describes programs that are  “ more than 
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 just a game ”  to maintain cognitive strength among residents in nursing 
homes and other long-term care facilities (p. 24). Therefore, brain fi tness 
activities and various forms of physical fi tness activities appear to serve 
as important mechanisms of support that have a strong relationship to 
health and cognitive well-being. The strength and quality of the activities 
may prove benefi cial in warding off the negative effects of cognitive and 
memory decline associated with the aging process. Senior centers, retire-
ment centers, and assisted living facilities are ideal locations for various 
forms of activities for social and physical  participation. However, not all 
of these facilities offer brain fi tness activities and certainly not everyone 
will wish to engage in these activities.  George (2007)  states that there is a 
 “ life-long ability to adapt, called brain plasticity and the ability to gener-
ate new brain cells. ”  General health and nutrition through the adult years 
are also thought to serve a purpose in prevention of debilitating disease in 
late life. For those diagnosed with AD, exercise has been shown to have a 
positive effect on mood and in maintaining overall health ( Williams and 
Tappen, 2007 ). 

 A   promising but preliminary study suggests that elderly people who 
view themselves as self-disciplined, organized achievers may have a 
lower risk for developing AD than people who are less conscientious 
( Wilson et al., 2007 ). According to the researchers, a strong self-directed 
personality may somehow protect the brain, perhaps by increasing neural 
connections that can act as a reserve against mental decline. Surprisingly, 
when the brains of some of the strongly self-directed people in the study 
were autopsied after their deaths, they were found to have lesions that 
would meet accepted criteria for AD  –  even though these people had 
shown no signs of dementia. The authors point out that prior studies have 
linked social connections and stimulating activities like working puzzles 
with a lower risk of AD, while people who experience more distress and 
worry about their lives are at a higher risk. 

 At   the start of the study, none of the participants ( n �  997 older 
Catholic priests, nuns and brothers who participated in the Religious 
Orders Study) showed signs of dementia. The average age was 75. The 
subjects were given IQ tests and tests to measure self-direction (consci-
entiousness) and then were tracked for 12 years. Everyone took tests, 
including a standard personality test, and then the researchers tracked 
them for 12 years, with testing done yearly to determine if there were 
signs of cognitive decline and dementia. Brain autopsies were per-
formed on most of those who died. 



  Over   the 12 years, 176 people developed AD, but those with the 
highest scores for  “ conscientiousness ”  at the start of the study had an 
89% lower risk of developing AD, compared to people with the low-
est scores for that personality trait. The conscientiousness scores were 
based on how people rated themselves, on a scale of 0 to 4, on how 
much they agreed with statements such as:  “ I work hard to accom-
plish my goals, ”   “ I strive for excellence in everything I do, ”   “ I keep my 
belongings clean and neat ”  and  “ I’m pretty good about pacing myself 
so as to get things done on time. ”

 When   the researchers took into account a combination of risk fac-
tors, including smoking, inactivity, and limited social connections, 
they still found that the conscientious people had a 54% lower risk of 
AD compared to people with the lowest scores for conscientiousness. 
While these results are very promising because they seem to indicate 
that people with high expectations of themselves suffer far less chance 
of developing AD, it should be noted that the social and physical envi-
ronments of the subjects (all members of religious communities) con-
tain protective factors that may inhibit or delay the development of AD. 
Still, this is an exciting study because it suggests that strong personality 
traits related to conscientiousness should be encouraged and supported 
in children at early stages of development. 

 A   study published in the  Annals of Neurology  in June 2006 (Scarmeas, 
2006) suggests that people who eat a “ Mediterranean ”  diet  –  rich 
in fruits, vegetables, olive oil, legumes, cereals and fi sh  –  have a lower 
risk of developing AD. Researchers examined the health and diet of 
more than 2,000 people over a four-year period. The average age of 
study participants was 76. None of the participants had AD at the start 
of the study. By the end of the study, 260 participants had been diag-
nosed with AD. Over the course of the study, researchers evaluated how 
closely participants followed a published defi nition of the Mediterranean 
diet. Participants who stuck most closely to the diet were less likely to 
develop AD than were participants who didn’t follow the diet. 

 Researchers   at the University of North Dakota ( Pedraza, 2008 , p. 2) 
have been studying the link between diets that are high in fat and the 
onset of AD. They found that one cup of coffee a day can neutralize the 
impact of fat on brain functioning and while the relationship between 
coffee and AD isn’t conclusive, the researchers are optimistic that cof-
fee reduces high levels of iron and cholesterol in the brain that have 
been associated with AD.  
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    15.6        CARING FOR LOVED ONES WITH DEMENTIA 
 Persons   with AD and related disorders (ADRD) generally live at home 
or in a community setting until the end stage of the disease, with family 
and friends meeting 75% of these care demands. The combination of an 
aging society and the correlation of age with ADRD will create expo-
nential growth in the number of families undertaking the informal care-
giving role and the need for in-home formal care services. Moreover, 
cultural differences can create additional critical challenges for service 
providers in their efforts to offer culturally competent services that meet 
the needs of our diverse aging society. 

 As   growing numbers of older adults receive care in the community 
rather than in institutional settings, it is also critical to develop cultur-
ally competent strategies to ensure the safety of care recipients and 
prevent elder abuse, neglect and exploitation. A growing amount of 
research has uncovered racial and ethnic differences in caregiver char-
acteristics, which impact caregiver perceptions of informal care-giving 
as well as the availability, accessibility and acceptability of formal care 
services (e.g.,  Aranda et al. (1997) ,  Coon et al., 2004 ;  Haley et al., 
2004 ;  Hinton, 2002 ). Decades of caregiver and caregiver intervention 
research document the burden and physical, psychological and social 
stressors associated with dementia caregiving in particular. (e.g.,  Ory
et al., 1999 ;  Schulz et al., 1995 ;  Vitaliano et al., 2004 ). 

 Spousal   caregivers have been called the  “ hidden victims ”  of AD. 
They are at high risk for isolation, stress, depression, and mortality. 
Older female caregivers show positive response to telephone support. 
( Winter and Gitlin, 2007 ). Persons who have dementia and other cog-
nitive impairments live in the community and typically rely on formal 
caregivers, but as the disease progresses, they need additional community-
based care. Higher levels of service used over long duration have been 
identifi ed, suggesting that the average caregiver makes use of 6.9 com-
munity services (3.7 human services and 3.2 health services) in provid-
ing care for persons with dementia (Toseland et. al, 1999). Even when 
there is considerable use of services, caregivers report an increased bur-
den of care-giving for persons with dementia, in part due to the greater 
need for services across longer periods of time. This suggests a need for 
better ways to organize, deliver, and shape services to the persons who 
need them. 

 Counseling   and support have a positive effect on caregivers of 
community-dwelling patients with AD (six sessions of counseling, 



  support group participation, and continuous availability of telephone 
 counseling). This has also been shown to have a positive impact on self-
reported health and the amount of illness in caregivers ( Mittelman et al., 
2007 ). The effects of focused intervention can be long lasting for care-
givers ( Selwood et al., 2007 ). Depressive symptoms among dementia 
caregivers, and distress from patient problem behaviors, were  signifi cant 
predictors of the length of time for developmentment of cardiovascular 
disease (Mausbach et al., 2007). 

 Caregivers   and care receivers have different views of what consti-
tutes quality of life with regard to dementia. Family caregivers rated 
quality of life (QOL) higher when the dementia patient had fewer 
depressive symptoms, less irritability, less apathy, less impairment in 
daily living, and lived at home. For the patient, self-rated QOL was 
associated with fewer depressive symptoms and living at home and are 
important to the dementia patient’s feelings of a better quality of life 
( Hoe et al., 2007 ). 

 Activities   of daily living for persons with dementia can be sources of 
considerable stress. Bathing is usually relaxing and pleasurable; for the 
elderly with dementia, it is often traumatic. Agitated behaviors are man-
ifested most often during bathing than other times. This is infl uenced 
by the needs of the patient, the needs of the caregiver, environment, and 
institutional factors ( Cohen-Mansfi eld and Parpura-Gill, 2007 ). Caring 
for a person with dementia requires increasing responsibilities for the 
caregiver and can be stressful and disruptive. Caregivers often feel 
angry, worried, guilty, distressed and isolated; they experience grief, 
particularly as the loved one begins to deteriorate beyond any reason-
able chance of improvement and death seems clearly in view. 

 Caregiving   may also be infl uenced by cultural norms. A longitudi-
nal study by Mausbach (2004) compared rates of institutionalization of 
dementia patients cared for by Latina and Caucasian female caregivers, 
which concluded that Latina dementia caregivers delayed institutionaliza-
tion much longer than female Caucasian caregivers. The researchers also 
found that Latino cultural values and positive views of the care-giving 
role were important factors that infl uenced their decision to delay placing 
loved ones with dementia in nursing homes. 

 Positive   attitudes toward care-taking of loved ones with dementia 
are often reinforced by the inclusion of hospice services.  Hunt-Raleigh 
et al. (2006)  studied the impact of hospice and whether it infl uenced the 
family’s decision to provide care at home or place the family member 
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 with AD in a nursing home. Hospice workers were frequently identifi ed 
in the study as providing signifi cant emotional support in making the 
caregiver feel cared for, respected and supported, and increased the care-
giver’s ability to cope with loved ones with AD at home. Family mem-
bers receiving hospice service suffered fewer symptoms of bereavement 
than those not receiving services or those who decided to place loved 
ones in nursing homes at an earlier stage in the progression of AD. 

 The   National Institute on Aging (2006) gives some helpful hints for 
caretakers of AD clients which may also help clinicians working with 
the family as well as the client with AD. Those suggestions include the 
following: 

1.   Dealing with the diagnosis:  Caregivers should be encouraged 
to ask the doctor any questions they have about AD,  including
which treatments might work best to alleviate symptoms or 
address behavior problems. They might also contact organizations 
such as the Alzheimer’s Association and the Alzheimer’s Disease 
Education and Referral (ADEAR) Center for more information 
about the disease, treatment options, and caregiving resources. 
Some community groups may offer classes which teach caregiv-
ing, problem-solving, and management skills. Support groups 
where caregivers can share feelings and concerns can help. 
Online support groups make it possible for caregivers to receive 
support without having to leave home. If there are times of day 
when the person with AD is less confused or more cooperative, 
caregivers might plan their routine to make the most of those 
moments, keeping in mind that the way the person functions may 
change from day to day, and fl exibility is needed. Adult day care 
or respite services which ease the day-to-day demands of care-
giving allow caregivers to have a break, while knowing that the 
person with AD is being well cared for. It’s a good idea to help 
caregivers get fi nancial and legal documents in order, investigate 
long-term care options, and determine what services are covered 
by health insurance and Medicare.  

2.   Communication:  Because communicating with a person who 
has AD can be a challenge, caregivers should choose simple 
words and short sentences and use a gentle, calm tone of voice. 
It helps to minimize distractions and noise  –  such as the televi-
sion or radio  –  to help the person focus on what you are saying. 
Caregivers might fi nd it helpful to call the person by name, make 



 sure they have his or her attention before speaking and allow 
enough time for a response. If the person with AD is struggling 
to fi nd a word or communicate a thought, it helps to gently try to 
provide the word he or she is looking for and to frame questions 
and instructions in a positive way.  

3.   Bathing:  For some people with AD, bathing can be a  frightening
and confusing experience. It helps to plan the bath or shower 
for the time of day when the person is most calm and agreeable. 
Caregivers might fi nd it helpful to tell the person what they are 
going to do, step by step, and allow the client with AD to do 
as much as possible. Caretakers should make certain they have 
everything they need ready and in the bathroom before  beginning. 
Safety risks can be minimized by using a handheld showerhead, 
shower bench, grab bars, and nonskid bath mats. Accidents are 
likely to happen and the person should never be left alone in 
the bath or shower. Bathing may not be necessary every day. 
A sponge bath can be effective between showers or baths.  

4.   Dressing:  It helps to have the person get dressed at the same time 
each day so he or she will come to expect it as part of the daily 
routine. Caregivers should encourage the person to dress him-
self or herself to whatever degree possible and allow extra time 
so there is no pressure or rush. If he or she has a favorite outfi t, 
caregivers might consider buying several identical sets. It helps 
to arrange the clothes in the order they are to be put on in order 
to help the person move through the process and provide clear, 
step-by-step instructions if the person needs prompting. Clothing 
that is comfortable, easy to get on and off, and easy to care for 
with elastic waists and Velcro enclosures minimize struggles with 
 buttons and zippers.  

5.   Eating:  Some people with AD want to eat all the time, while 
others have to be encouraged to maintain a good diet. Caregivers 
might want to view mealtimes as opportunities for social 
 interaction and success for the person with AD. It helps to have a 
quiet, calm, reassuring mealtime atmosphere by limiting noise and 
other distractions. Maintain familiar mealtime routines, but adapt 
to the person’s changing needs. Give the person food choices, 
but limit the number of choices. Serve small portions or several 
small meals throughout the day. In the earlier stages of demen-
tia, caregivers should be aware of the possibility of  overeating. If 
the person has trouble managing utensils, use a bowl instead of 
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 a plate, offer utensils with large or built-up handles, use straws 
or cups with lids to make drinking easier, and encourage the per-
son to drink plenty of fl uids throughout the day to avoid dehy-
dration. As the disease progresses, the caregiver should be aware 
of the increased risk of choking due to chewing and swallowing 
problems.

6.   Activities:  Don’t expect too much. Simple activities often are 
best, especially when they use current abilities. Help the person 
get started on an activity. The caregiver might try breaking the 
activity down into small steps and praising the person for each 
step he or she completes. Watch for signs of agitation or frustra-
tion with an activity and try to include the person with AD in the 
entire activity process. Preparing a meal, setting the table, pull-
ing out chairs, or putting away the dishes are good ways to keep 
the person with AD engaged. Caregivers should certainly take 
advantage of adult day services, which provide various activities 
for the person with AD, as well as an opportunity for caregivers 
to gain temporary relief from tasks associated with care-giving. 
Transportation and meals often are provided.  

7.   Exercise:  Incorporating exercise into the daily routine has ben-
efi ts for both the person with AD and the caregiver. The author 
knows a couple who play tennis together with the wife giving 
subtle prompts to her husband with AD about the score, who is 
serving, and when to change sides. He is a good tennis player and 
both spouses seem to enjoy the activity because those who play 
tennis with them are aware of the husband’s AD and the benefi ts 
of doing something together they both enjoy. Senior centers may 
have group programs for people who enjoy exercising with oth-
ers. Local malls often have walking clubs and provide a place to 
exercise when the weather is bad. Remember that exercise will 
help the AD client sleep better.  

8.   Incontinence:  As the disease progresses, many people with AD 
begin to experience the inability to control their bladder and/or 
bowels. Caregivers might fi nd it helpful to have a routine for tak-
ing the person to the bathroom every three hours or so during 
the day. They should watch for signs that the person may have 
to go to the bathroom, such as restlessness or pulling at clothes. 
Respond quickly. It helps to keep track of when accidents hap-
pen in order to help plan ways to avoid them. Limiting fl uids with 
caffeine in the evening might limit night-time accidents.  



    9.   Sleep problems:  Many people with AD become restless,  agitated, 
and irritable around dinnertime. Caregivers should encourage 
exercise during the day and limit daytime napping, but make 
sure that the person gets adequate rest during the day because 
fatigue can increase the likelihood of late afternoon restlessness. 
Physically demanding activities should be scheduled earlier in the 
day. Keeping lights dim in the evening, eliminating loud noises, 
and playing soothing music if the person seems to enjoy it are 
also helpful. Use nightlights in the bedroom, hall and bathroom if 
the darkness is frightening or disorienting. 

    10.   Hallucinations and delusions:  As the disease progresses, a per-
son with AD may experience hallucinations and/or delusions. The 
caretaker should avoid arguing with the person about what he or 
she sees or hears and provide reassurance and comfort. Distracting 
the person to another topic or activity, moving to another room or 
going outside for a walk may help. Violent or disturbing programs 
should be avoided because the person with AD may not be able to 
distinguish television programming from reality. 

11.   Wandering:  Some people with AD have a tendency to wander 
away from their homes or their caregivers. Caregivers should be 
informed that the person should carry some kind of identifi cation 
or wear a medical bracelet. They may also want to enroll the per-
son in the Alzheimer’s Association Safe Return program. If the 
person becomes lost and is unable to communicate adequately, 
identifi cation will alert others to the person’s medical condition. 
Caregivers should notify their neighbors and local authorities 
in advance that the person has a tendency to wander. Keeping a 
recent photograph or videotape of the person with AD to assist 
police if the person becomes lost is helpful. Caregivers should be 
urged to keep doors locked and consider a keyed deadbolt or an 
additional lock up high or down low on the door. If the person 
can open a lock because it is familiar, a new latch or lock may 
help. Be sure that the caregiver secures anything that could cause 
danger, both inside and outside the house.  

    12.   Driving:  Caregivers should look for clues that safe driving is no 
longer possible, including the person becoming lost in familiar 
places, driving too fast or too slow, disregarding traffi c signs, or 
becoming angry or confused. Using the doctor to stop the person 
with AD from driving may help, since clients with AD may view 
the doctor as an “ authority ”  and may be willing to stop driving 
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 if the doctor says he or she should. The doctor also can contact 
the Department of Motor Vehicles and request that the person be 
reevaluated. If necessary, caregivers may want to take the car keys. 
If all else fails, caregivers may need to disable the car or move it 
to a location where the person cannot see it or gain access to it. 

13.   Choosing a nursing home:  There comes a point when many 
caregivers can no longer care for their loved one at home. 
Choosing a nursing home or an assisted living facility can be a 
diffi cult decision. It is helpful for caregivers to gather informa-
tion about services and options before the need actually arises 
and to make a list of questions to ask the staff. Caregivers should 
be urged to observe the way the facility runs, how residents are 
treated and to drop by again unannounced to see if fi rst impres-
sions are the same. Caregivers should be encouraged to ask about 
staff training in dementia care, specialized programs and policies 
about family participation in planning patient care. Room avail-
ability, cost, method of payment, and participation in Medicare 
or Medicaid should also be determined. It is often wise to have 
caregivers place their loved ones on a waiting list even if they are 
not ready yet to make a decision about long-term care. Once they 
have made a decision, they should understand the terms of the 
contract and fi nancial agreement. Having an attorney review the 
documents before signing is also a good idea. A human service 
professional may be able to help caregivers plan for and adjust to 
the move.    

 The    Johns Hopkins Health Alert (2007)  reports that people with AD 
often become agitated or have a deterioration in their symptoms in the 
late afternoon or early evening (often called sundowning). Some possi-
ble reasons for sundowning include end-of-the day fatigue, being over-
whelmed by too much sensory input, a lack of activities or attention, 
and becoming confused in dim light. Sleep problems, such as sleep 
apnea and disturbances in the sleep/wake cycle (circadian rhythm), may 
also play a role. The publication suggests the following ways of dealing 
with sundowning: 

1.     Because people with AD have a disproportionately high degree 
of sleep disturbances, including sleep apnea, helping the person 
get a good night’s sleep can reduce daytime sleepiness and may 
reduce disruption of the circadian rhythm, a common problem in 
elderly people.  



2.      Because Aricept and other cholinesterase inhibitors sometimes 
act as stimulants, it may be best to give the medication in the 
morning if the person is not sleeping well.  

3.     Because patients with AD become confused when light is too 
dim, encouraging the person to go outdoors during the day, plac-
ing the person’s chair next to a sunny window and having suffi -
cient light at night can remedy the problem of insuffi cient light.  

4.     Inactivity is a strong catalyst for sundowning. Scheduling activi-
ties the person has always enjoyed for most afternoons can reduce 
sundowning.  

5.     When sundowning occurs, distracting the person or engaging 
them in topics they have interests in can help reduce the symp-
toms of sundowning.     

    15.7        A PERSONAL STORY: TAKING THE CAR KEYS AWAY 
FROM A PARENT 

    “ The toughest thing I’ve ever done was to tell my dad he had to stop 
driving. He was 82 at the time. His memory was fading. His refl exes 
were slowed. It was a conversation we should have had long before he 
became a hazard to himself and others on Cleveland’s highways. But 
it was a conversation no one in the family wanted to have. So we put it 
off until we could no longer ignore the obvious. Dad, like some of the 
nearly 19 million drivers age 70 and older in the USA, was a hazard on 
the highways.” 

    “  We confronted him on a Sunday afternoon in 1997. My mom was 
in the hospital with two broken arms. The hospital’s social worker had 
approached my brother Jim and me.” 

  “   ‘  We’re concerned about your dad’s driving, ’  she told us.  ‘ Several 
people here at the hospital are worried about how he pulls into and out of 
the hospital parking lot. He’s going to kill someone, including himself. 
It’s simply a matter of time. Today, tomorrow, but soon, ’  ”  she said. 

    “  So, we devised a foolproof plan. First we’d talk to Mom. And she 
agreed.  ‘ Your father should not be driving, ’  ”she told us. 

    “  We decided to meet in Mom’s hospital room to talk to dad. 
According to our plan, the social worker would open the conversation 
in a non-threatening way. We’d second her concerns. Mom would agree 
with us. And dad would hand over the keys. Simple. Do-able. Right? 
We rehearsed the meeting several times. Mom was fabulous. Jim, a psy-
chologist, was excellent, too.” 
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  “  Dad arrived at noon. While he chatted with Mom, Jim and I went over 
the plan with the social worker. And then we walked into Mom’s room.” 

  “   ‘  Saul, ’  the social worker began,  ‘ we’re worried about your driving. 
We care about you. We don’t want you to hurt yourself or anyone else. ’ ” 

    “  Jim and I jumped in at that point, echoing her words. 
    “  Dad looked like a kid who’d been cornered by bullies on the play-

ground. His back literally against the wall, he looked from me to Jim, at 
the social worker and then at Mom, who’d said nothing so far.” 

    “   ‘  What are you talking about? ’  he whispered.  ‘ I’d be the fi rst to 
know if I had a problem driving. I’ve been driving for more than 60 
years. I’m a good driver. ’  There were tears in his eyes. In mine, too.” 

    “  That’s when Mom jumped in.  ‘ Your father’s a wonderful driver, ’  
she said. ‘ The best. I should know, I’ve driven with him for more than 
50 years. ’  ” 

    “  And that was it.” 
    “  Dad drove for another year or so until dementia made it impossible 

for him. At some point, he couldn’t even remember how to start the car. 
We were lucky he didn’t hurt himself or anyone else. But it was just 
dumb luck.” 

    “ The fact is, people over 70 have a disproportionate number of 
accidents per miles driven, according to the National Highway Traffi c 
Safety Administration. Indeed, their statistics show that not only do 
older drivers have more accidents; they are more likely than any other 
age group to kill themselves or others in an accident.” 

    “ We knew Dad should have stopped driving long before he did. My 
guess is most family members know. But there’s a long way from know-
ing to doing something about it. We need tough new laws to require 
annual driving tests, eye exams and other physical tests for older peo-
ple. It’s in their best interests and ours.” 

    “ What did we learn from our experience? Dad died in February 
2000. Mom was still driving then, at 84. But we talked to her about our 
concerns and she agreed to sell the car. She’s not happy about it, but 
today, at 87, she’s alive and doing quite well. ”   –  RA.  

    15.8       SUMMARY 
 The   diagnosis of AD or dementia is understandably distressing. The 
multiple losses associated with AD and the long-term burden of care-
giving present challenges to individuals, families, and communities. 
As the population ages, the numbers of persons with AD is expected 



 to reach epidemic proportions. Costs associated with care and the need 
for medical resources to manage this disease will likely become a major 
social problem. Finding ways to accurately diagnose AD, and effec-
tive strategies for prevention and treatment of this terminal illness, will 
require signifi cant research efforts. 

 AD   is characterized by problems with memory, associated person-
ality changes, and a gradual loss of brain functioning due to build up 
of plaque and tangles within the brain. Persons with AD may initially 
notice short-term memory problems and other cognitive changes, pro-
gressing to an inability to recognize family or friends. The multiple 
losses associated with AD are challenging to caregivers.  

    15.9       QUESTIONS FROM THE CHAPTER 
1.     The diagnosis of AD seems to be as rampant as the diagnosis of 

ADHD in children. Do you think there’s a possibility that what 
we call AD is actually depression brought on by loneliness and 
isolation?

    2.     Don’t you think we ask too much of people caring for loved one’s 
with AD? Shouldn’t the state assume responsibilities to save care-
takers stress and strain that might negatively affect their family life? 

    3.     Research cited in the chapter found that self-directed people often 
have the biological signs of AD but not the symptoms. Isn’t it possi-
ble that as people feel unwanted and ignored as they age that much 
of what we call AD is actually a type of learned helplessness? 

4.     AD seems to be associated with cognitive problems that can be 
(or will be) diagnosed early in life. Do you think an early diag-
nosis of AD will stigmatize people with AD and negatively affect 
their ability to lead productive lives?      
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    16.1       INTRODUCTION 
 In   self-reports of satisfaction with their health, the Older Americans 
Update 2006: Key indicators of well being (2007) reports a difference 
in health satisfaction by race/ethnicity. Caucasians aged 65 – 75 report an 
81% health satisfaction level, while Blacks and Hispanics report a 64% 
level of health satisfaction. Between ages 75 and 85, 73% of Caucasians 
were satisfi ed with their health as opposed to 57% for Hispanics and 
Blacks. In older adults aged 85 and older, 67% of the Caucasian and 
52% of the Black and Hispanic populations were satisfi ed with their 
health. While the report does not indicate why there is such disparity in 
health satisfaction by race/ethnicity, one has to be concerned about the 
quality of health care for ethnic minorities and the fact that income is 
a predictor of health care throughout the life span. If one receives poor 
health care growing up, the chances are good that general health will 
suffer as a person ages. 

 When   considering these data it’s important to recognize that health 
care in America doesn’t measure up for many populations of older 
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Americans, particularly low income and minority Americans. An edito-
rial in the  New York Times (August 12, 2007)  notes that in an evalua-
tion of health care systems in 191 countries, the USA ranked 37th. In 
the area of fairness, the USA ranked dead last in the disparity of qual-
ity care between richer and poorer Americans. Americans with below-
average incomes are much less likely than their counterparts in other 
industrialized nations to see a doctor when sick, to fi ll prescriptions or 
to get needed tests and follow-up care. In an eight-country comparison 
including England, Australia and Canada, the USA ranked last in years 
of potential life lost to circulatory diseases, respiratory diseases, and 
diabetes, and had the second-highest death rate from bronchitis, asthma 
and emphysema. 

 To   support these fi ndings the  Rand Corporation (2004)  reports that 
although more than 40 cents of every health care dollar is spent on peo-
ple who are 65 or older there are problems in quality care that negate 
the large amount of money spent. In a study of quality of care delivered 
to a group of community dwelling older adults who were members of a 
managed care plan, a Rand Corporation research team concluded that: 

1.     Vulnerable elders in the study received about half of the recom-
mended care, and the quality of care varies widely from one con-
dition and type of care to another.  

2.     Preventive care suffers the most, while indicated diagnostic and 
treatment procedures are provided most frequently.  

3.     Care for geriatric conditions, such as incontinence and falls, is 
poorer than care for general medical conditions such as hyperten-
sion that affect adults of all ages.  

4.     Physicians often fail to prescribe recommended medications for 
older adults ( Rand Corporation, 2004 , p. 1).     

    16.2       DISABILITIES IN OLDER ADULTS 
  Cigolle et al. (2007)  report that 18% of American men over 65 had at 
least one of the following disabilities: Inability to walk two blocks, dif-
fi culty writing, inability to stoop, kneel, reach over their heads, or lift 10 
pounds. Thirty-two percent of American women in the same age range 
were unable to do one or more of the preceding physical activities. The 
report does not indicate why women have such a higher disability rate 
but life span is certainly a major reason. Women live longer than men 
and experience more disabilities because of longer life span.  Cigolle
et al. (2007)  found that the defi nition of disability fails to include 



common geriatric problems of the elderly, including cognitive impair-
ment, falls, incontinence, low body mass index, dizziness, vision impair-
ment, hearing impairment, and dependency in activities of daily living, 
including bathing, dressing, eating, transferring, and toileting. When 
these common geriatric conditions were included, the researchers found 
high rates of disability in men and women over 65. For example, incon-
tinence affects 12% of all women 60 – 64. At age 85 and older, the level 
is over 20%. Nineteen percent of older adults ages 65 – 69 have hearing 
impairments. By ages 80 – 84 the rate has risen to 33%. Six percent of 
older adults ages 65 – 69 have experienced injurious falls. Using the geri-
atric conditions listed above, almost 50% of all adults 65 – 69 have one or 
more geriatric conditions that if counted as a disability would indicate 
that one in two adults experience troubling or debilitating disabilities 
before age 70. 

    Finn (1999)  reports that  “ There are many caretakers of disabled 
and elderly people who are essentially homebound as a result of their 
responsibilities at home ”  (p. 220). Finn goes on to say that a number 
of social and emotional problems develop from being  “ alienated ”  or 
 “ socially quarantined ”  from the larger society, including depression, 
loneliness, alienation, lack of social interaction, lack of information, 
and lack of access to employment ( Braithwaite, 1996 ;  Coleman, 1997 ;
 Shworles, 1983 ). In a study of the impact of physical and emotional dis-
abilities,  Druss et al. (2000)  write that: 

 Combined mental and general medical disabilities were associated 
with high levels of diffi  culty across a variety of functional domains: 
bed days, perceived stigma, employment status, disability payments, 
and reported discrimination. These fi ndings may best be understood 
by the fact that co-morbid conditions, unlike either mental or gen-
eral medical conditions alone, are most commonly associated with 
defi cits spanning several domains of function. In turn, respondents 
with defi cits across multiple domains have few areas of intact func-
tion available to make up for their existing defi cits. The uniquely high 
levels of functional impairment associated with combined condi-
tions speak to the potential importance of integrated programs that 
can simultaneously address an individual’s medical and psychiatric 
needs. (p. 1489)   

  Finn (1999)  studied the content of messages sent by people with dis-
abilities using the Internet as a form of group therapy. He found that most 
correspondents wanted to talk about their health and about specifi c issues 
of treatment and quality of care but that overall, the correspondents 
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acted as a support group helping others cope with emotional, medical, 
and social issues. These issues included “ highly technical descriptions 
of medications, procedures, and equipment to subjective accounts of 
treatment experiences. There also was considerable discussion of inter-
personal relationship issues such as marital relationships, dating, and 
sexuality ”  (p. 228).  Finn (1999)  reminds us that many disabled people 
are home bound and that the Internet becomes an important part of the 
communicating they do each day. This is particularly true for homebound 
people who may also have diffi culty speaking or hearing. 

 Pain   is often related to health problems that can be disabling. Not to 
diminish the real pain many people experience who suffer from serious 
disabilities and other incapacitating conditions,  Bruner (1990)  argued 
that pain is essentially experienced subjectively. Despite attempts to 
objectively describe pain, the subjective reality includes the individu-
al’s physical condition and his or her psychological, socio-cultural, and 
spiritual self. While medicine may categorize pain according to biologi-
cal, psychological, or idiopathic sources, most pain sufferers become 
focused on relief from pain. Organizing one’s life around pain can 
affect families so pervasively that by the time patients come for com-
prehensive pain management, new patterns of communication, roles, 
and structures have replaced the family environment that existed before 
pain became the central organizing feature. 

 Pain   becomes  “ chronic ”  when it has been in existence for six 
months, and is recognized for its debilitating psychological and social 
effects ( Snelling, 1990 ). Pain sufferers have very concrete needs, but 
their lives have been characterized by  “ a sense of loss of self ”  ( Kelley 
et al., 1997 ). Just as pain becomes primary in its sufferer’s world, it also 
becomes central in the family’s world. There are signifi cant personal 
and social costs associated with pain: loneliness, isolation, withdrawal 
and avoidance, anxiety, depression, fear, lack of trust, impaired sexual 
relationships, loss of productivity, strained marital and family relation-
ships, overuse or misuse of medical care, addiction, and the develop-
ment of a pain identity ( Kelley et al., 1997 ). 

 Pain   research based on principles from ego psychology has identi-
fi ed a number of signifi cant contributing factors to the perception and 
experience of chronic pain, including a history of childhood abuse and 
family dysfunction ( Mersky et al., 1978 ); physical and emotional abuse 
(       Engel, 1959a,b ); increased dependency and the resulting attitudes of 
caregivers ( Berry et al., 1995 ). Effective interventions focus on helping 
the patient understand the pain experience, and providing short-term, 



ego supportive counseling ( Roy, 1981a ). The behavioral approach, for 
example, assumes that when pain responses, such as grimacing, com-
plaining, sighing, and moaning, are systematically followed by favorable 
consequences, such as sympathy, attention, and avoidance of unpleasant 
tasks, the pain behavior is reinforced and maintained (       Roy, 1981a,b ). 
The negative role of the spouse and other loved ones in maintaining and 
perpetuating chronic pain receives considerable focus in this model. 

 The   contingency management approach ( Bonica, 1990 ;  Fordyce, 
1990 ) to pain management is widely accepted, and many distinguished 
pain management programs are derived from this model. Approaches 
address the patient’s self-talk, reframing the situation to promote cogni-
tive restructuring, changing reinforcers within the family, and enlisting 
loved ones as part of the treatment strategy. The goal of treatment is to 
help the patient return to normal functioning without pain medications, or 
with reduced reliance on medication. Pain behaviors are ignored; appro-
priate activity and interactions are reinforced with attention and praise. 
The approach may result in the patient learning to live a normal life by 
ignoring the pain. Changing family interactions and responses to pain 
are reframed as constructive caring, and the role of the worker in this 
model is to teach pain patients and their families to eliminate the subject 
of chronic pain from their family system interactions ( Roy, 1981a ). 

 Success   in this model is dependent on several factors: (1) a sup-
portive family amenable to retraining; (2) a patient able to learn new 
skills; and (3) available community supports to maintain changes ( Roy, 
1981a ;  Snelling, 1990 ). The behavioral model acknowledges the impact 
of knowledge and attitudes on pain (Brockopp et al., 1996) and may 
include effective non-pharmacological strategies such as relaxation, 
imagery, and distraction ( Korcz, 2003 ).  “ Family oriented ”  treatment in 
this model places a signifi cant focus on modifying the family response 
behaviors to pain, as an aspect of contingency management. 

  Crook et al. (1984)  estimated that 25% to 50% of community dwell-
ing elderly suffer from chronic pain, with rates of 45% to 80% for 
elderly who live in nursing homes ( Roy and Michael, 1986 ). Chronic 
pain is associated with rheumatoid arthritis and delayed healing from 
injuries. While medication is frequently indicated to help relieve pain in 
older adults,  Cook (1998)  reports that outcome studies have shown that 
cognitive and behavioral techniques are also effective in helping clients 
manage pain.  Cook (1998)  studied a treatment group of 22 nursing home 
residents who received cognitive behavioral pain management training. 
The participants reported less pain and less pain-related disability than 
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those in an attention/supportive control group. Participants with serious 
cognitive impairment were not included in the study. Treatment gains in 
the cognitive behavioral group were maintained at a four-month follow-
up.  Widner and Zeichner (1993)  note that cognitive pain management 
methods include distracting oneself from the pain, reinterpreting pain 
sensations, using pleasant imagery, using calming self-statements, and 
increasing daily pleasurable activities.  Parmalee et al. (1991)  found that 
cognitive and behavioral techniques help clients reduce dependence on 
medication for pain management.  Morley et al. (1999)  and  van Tulder 
et al. (2000)  have found cognitive therapy to be effective in reducing a 
patient’s level of pain and his or her use of pain medications.  Flor et al. 
(1992)  found that multidisciplinary pain treatment programs that incor-
porated cognitive-behavioral therapy and behavioral therapy approaches 
were signifi cantly more successful than programs that used only one 
treatment or programs with no other treatments. 

 An   interesting aspect of pain is the controversy over the exis-
tence of “ fi bromyalgia, ”  a disease that primarily affects middle-aged 
and older women and is characterized by chronic, widespread pain 
of unknown origin. Many of its sufferers are affl icted by other simi-
larly nebulous conditions such as irritable bowel syndrome. As many 
as 10 million people may suffer from the disorder ( Berenson, 2008 ), 
but these fi gures are sharply disputed by doctors who do not consider 
fi bromyalgia a medically recognizable illness and who say that diag-
nosing the condition actually worsens suffering by causing patients 
to obsess over aches and pains that other people simply tolerate. The 
diagnosis of fi bromyalgia itself worsens the condition by encouraging 
people to think of themselves as sick and to overly obsess about their 
pain. In general, fi bromyalgia patients complain not just of chronic 
pain, but of many other symptoms including back pain, chronic fatigue 
syndrome, and ringing in the ears, among other conditions. Many also 
report that fi bromyalgia interferes with their daily lives, and with 
activities such as walking or climbing stairs. However, according to 
 Berenson (2008) , who interviewed a number of doctors who are skep-
tical about the disorder and was told that most people have aches and 
pains but go through their lives managing their pain without obsessing 
about it. 

 As   an example of how people cope with pain, one older adult client 
in severe pain from back problems said that in the morning when the 
pain was its most severe he tried to immediately remove himself from 
awareness of the pain by doing his daily routine of making coffee and 



then going to the computer to work. He says he isn’t aware at all of 
the pain when he works. He told the author,  “ I went for physical ther-
apy, did epidurals for pain management, and saw a pain psychologist. It 
didn’t help at all and I was becoming an insufferable pain in the ass to 
my wife and family, who were getting tired of listening to me complain 
about my back pain. So after undergoing those treatments and using 
medication that just made me groggy and clouded my thinking, I started 
doing some reading on the Internet about managing pain without medi-
cation. As a result, I think I developed a pretty common sense way of 
dealing with it. My wife gave me back rubs at night, I slept on a heating 
pad that helped loosen the tight muscles in my back, and I’d get up and 
at  ’ em in the morning. I’d get lost in the work I did on the computer and 
the pain went away, or at least my awareness of the pain. 

    “ I have a serious back problem. It’s not in my head. I had a benign 
growth removed from my spinal cord and I have damage from that plus 
I have a vertebra that moves. Tennis kills me, but I play through the 
pain. One doctor said I’d need spinal fusion surgery, but looking at the 
results I found on the Internet that the pain doesn’t go away for most 
people who have the surgery, I’ve stuck to my approach. When the 
old guys I play with compare notes, they all suffer from pain but they 
don’t let it get the best of them. You can learn to ignore pain. That’s 
what I’ve done, and that’s what a lot of older people I know have done. 
Depending on medications or surgery makes you lose control and most 
pain is something we can all learn to control. ”

    16.3       ASSISTED LIVING 
 Older   adults who can no longer live at home because of disabilities or 
lack of suffcient health sometimes transition to assisted living facilities 
(AFLs). ALFs vary from small residential houses for three residents, to 
very large facilities providing services to hundreds of residents. Most 
states have enacted laws governing these facilities, and have also recog-
nized that these facilities play an important role in caring for the elderly 
that may not fi lled by traditional nursing or retirement homes. People 
who live in newer assisted living facilities usually have their own pri-
vate apartment. There is generally no special medical monitoring 
equipment or the 24-hour nursing staff that one would fi nd in a nurs-
ing home. However, trained staff are usually on-site around the clock 
to provide other needed services. Where provided, private apartments 
have their own small kitchens, bathrooms, living areas, and bedrooms. 
Alternatively, individual living spaces may resemble a dormitory or 
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hotel room consisting of a private or semi-private sleeping area and a 
shared bathroom. There are usually common areas for socializing, as 
well as a central kitchen and dining room for preparing and eating 
meals. More recently-built facilities are designed with an emphasis on 
ease of use by disabled people. Bathrooms and kitchens are designed 
with wheelchairs and walkers in mind. Hallways and doors are extra-
wide to accommodate wheelchairs. These facilities are by necessity 
fully compliant with the Americans with Disabilities Act (2008)  or sim-
ilar legislation elsewhere. 

 While   the range in quality is substantial and not all ALFs offer all 
of the the following services, residents of assisted living facilities usu-
ally have meals provided, some health care management and monitor-
ing, help with activities of daily living such as bathing, dressing, and 
eating, housekeeping and laundry, medication reminders and/or help 
with medications, recreational activities, and security and transportation 
( Eldercare Locator, 2008 ). 

 Although   assisted living is less expensive than nursing home care, it 
is still fairly expensive. Depending on the kind of assisted living facility 
and type of services an older person chooses, the cost can range from 
less than $10,000 a year to more than $50,000 a year. Across the United 
States, monthly rates average $1,800 per month. Because there can be 
extra fees for additional services, it is very important for older persons 
and their families to fi nd out what is included in the basic rate and how 
much other services will cost (Eldercare Locator, 2008).  

    16.4       TERMINAL ILLNESS 
    Christakis (2007)  reports that physicians often fail to give terminally ill 
patients a prognosis and writes,  “ In one study of nearly 5,000 hospital-
ized adults who had roughly six months to live, only 15% were given 
clear prognoses. In a smaller study of 326 cancer patients in Chicago 
hospices, all of whom had about a month to live, only 37% of the doc-
tors interviewed said they would share an accurate prognosis with their 
patients, and only if patients or their families pushed them to do so ”
(p. 1). The result, according to Christakis, is that doctors can make the 
end of life more diffi cult because  “ patients are given no chance to draft 
wills, see distant loved ones, make peace with estranged relatives or 
even discuss with their families their wishes about how to live the end 
of their lives. And they are denied the chance to make decisions about 
what kind of medical care they want to receive ”  (p. 1). Because doctors 



overestimate the time a patient has left to live by tripling it, patients are 
often encouraged to have needlessly painful and expensive medical pro-
cedures that complicate the late stages of life. 

 The   CDC (2007) reports that  “ More than one-third of US deaths 
are preventable. Three behaviors  –  smoking, poor diet, and physical 
inactivity  –  were the root causes of almost 35% of US deaths in 2000. 
These behaviors are risk factors that often underlie the development of 
the nation’s leading chronic disease killers: heart disease, cancer, stroke, 
and diabetes ”  (p. 5). 

 Hardwig   (2000) notes that people with terminal illnesses often 
suffer from an inability to fi nd meaning in the last moments of their 
lives and are unable to deal with signifi cant issues related to family 
and other loved ones. Often they feel  “ cast out ”  because they are no 
longer healthy or productive and feel as if they are a burden to others 
because they are unable to care for themselves, in even very basic ways. 
Hardwig suggests that people with terminal illnesses often feel isolated 
and angry about their lives and frequently feel abandoned by friends, 
family, and by God. Most of all, they feel betrayed by their own bod-
ies and often have no way of dealing with the physical and emotional 
changes they are experiencing. Hardwig (2000) believes that  “ [f]acing 
death brings to the surface questions about what life is all about. Long-
buried assumptions and commitments are revealed. And many fi nd that 
the beliefs and values they have lived by no longer seem valid or do not 
sustain them. These are the ingredients of a spiritual crisis, the stuff of 
spiritual suffering ”  (p. 29). 

 Hardwig   (2000) indicates that the following problems facing peo-
ple with terminal illness frequently create diffi culty in fi nding mean-
ing in the last moments of life: (1) the medical care system often takes 
important treatment decisions out of the hands of terminally ill patients; 
(2) use of pain killing drugs leaves dying patients unable to think 
clearly and distorts the days and weeks before death occurs; (3) no one 
listens to terminally ill patients or helps them resolve unfi nished busi-
ness; (4) in a death-denying society, families may not allow terminally 
ill patients to discuss issues that often help the terminally ill person fi nd 
important life messages and also help the family with bereavement; 
(5) family members may not want to  “ let go ”  of a loved one and thereby 
ignore the terminally ill patient’s desire to end life naturally without 
intrusive life supports or treatments. 

    Caffrey (2000)  confi rms the role of psychotherapy in work with ter-
minal illness. He believes that  “ palliative ”  care alone – the reduction of 
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anxiety and depression related to dying, is short-sighted. In discussing 
his experiences with terminal patients, Caffrey writes,  “ end-of-life psy-
chotherapy can go well beyond conventionally understood palliative care. 
I hope that [my experiences working with terminally patients] will 
inspire therapists working with terminally ill persons to keep their 
sights high, feel confi dent that major growth is possible, and communi-
cate that confi dence to their patients ”  (p. 529). 

    McClain et al. (2003, p. 1606)  studied the spiritual well being of ter-
minally ill patients and found that low levels of spirituality correlated 
highly with “ end-of-life despair, providing a unique contribution to the 
prediction of hopelessness, desire for hastened death, and suicidal ide-
ation even after controlling for the effect of depressive symptoms and 
other relevant variables ”  (p. 1606). The authors believe the most impor-
tant single dynamic of spirituality is faith, since it provides hopefulness 
even during the end stages of terminal illness. The existence of hopeful-
ness translates into cooperative relations with the treatment staff, bet-
ter resolution of interpersonal and family problems, and a desire to live 
longer.  

    16.5        BEST EVIDENCE FOR WORK WITH TERMINAL 
ILLNESS 

 Just   as the approaching end of a therapy session often stimulates can-
dor and disclosure in a patient, so the approach of death can focus and 
stimulate life forces in a dying person.  Kubler-Ross (1969, 1997)  iden-
tifi ed the  “ unfi nished business ”  that so often keeps dying persons tem-
porarily alive. The unfi nished business can be simple or complex, but 
it usually has deep personal roots. The dying person is concerned, not 
so much about death per se, but about death as a constraint on life mat-
ters that need attending to. A student at Kubler-Ross’s Death and Dying 
Seminar expressed amazement that the dying patients and hospital staff 
at her seminar “ talked so little about death itself. ”  In a summary remark, 
 Kubler-Ross (1969, 1997)  counseled,  “ We can help them die by trying 
to help them alive ”  ( Caffrey, 2000 , p. 519). 

    Greenstein and Breitbart (2000)  write that Existentialist think-
ers such as Frankl see suffering in those who are experiencing life-
threatening illness as a catalyst for fi nding meaning in their 
experience. Terminal illness offers a patient the opportunity for per-
sonal growth in the process of learning to cope with pain and the 
possibility of death.  Fromm et al. (1993)  and  Andrykowski et al. 



(1993)  have found positive emotional and social changes as well as 
an increased sense of meaning in life when people are diagnosed 
with malignancies and following bone-marrow transplantations. 
 Greenstein and Breitbart (2000)  write that  “ patients report reorder-
ing their priorities, spending more time with family, and experienc-
ing personal growth through the very fact of having had to cope with 
their traumatic loss or illness ”  (p. 486). 

 Suffering   may lead to empathy and the willingness to reach out to 
others. Morris Schwartz, the subject of  Tuesdays with Morrie  ( Albom, 
1997 ), used his illness to teach his student important lessons about 
life, and as  Greenstein and Breitbart (2000)  write,  “ Frankl felt that one 
of the things that helped him to cope with and ultimately survive his 
concentration-camp experience was his responsibility to publish the 
manuscript that was destroyed upon his arrival there, and to lecture at 
universities about the psychology of the concentration camp experi-
ence ”  (p. 486). 

 One   of the curative functions of treating clients with serious or ter-
minal illnesses and disabilities in a group context is that the sense of 
connectedness among people often becomes an overriding positive 
experience that helps group members cope with painful and distressing 
conditions in ways that prolong life and add to its meaning. 

 In   describing the shift clinicians must make in order to use the 
strengths perspective with clients in crisis,  Blundo (2001)  believes 
that we must  “ de-center ”  ourselves from old traditions that assume 
 “ that  ‘ truth ’  is discovered only by looking at underlying and often 
hidden meanings, making causal links in some sequential order lead-
ing to the  ‘ cause ’  of it all ”  (p. 302). Instead, Blundo believes that we 
need to engage clients in crisis in a highly collaborative dialog, which 
may result in surprising outcomes for the client and the worker. He 
also thinks that a strengths-oriented approach to clients, without pre-
conceived ideas of underlying pathology, will yield the most posi-
tive and meaningful results. When applied to the client with serious 
or terminal illness, this means that the process of a truly client-
centered dialog may achieve startling information that moves clients 
into new areas of understanding of their situation and its relevance 
to their lives. 

    Lloyd-Williams (2001)  reports that depression is apparent in a fourth 
of the terminally ill patients he has screened. Because depression may 
seriously interfere with medical treatment, comfort at the end stages 
of life, and psychological well being, the author suggests that treating 
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depression is an important aspect of our work with the terminally ill. 
Another reason for treating depression in end-stage terminal illness is 
that symptoms of the illness may be increased by depression and physi-
cal distress may improve as the depression lifts.  Lloyd-Williams (2001, 
p. 35)  proposed the following strategies for the management of depres-
sion in patients with advanced cancer: 

1.     The establishment of good rapport.  
2.     Thorough psychiatric assessment and relief of poorly controlled 

symptoms.
3.     Underlying organic factors detected and treated where possible.  
4.     Normal sadness and grief at the end of life differentiated from 

those indicating a depressive disorder.  
5.     Supportive psychotherapy for the patients in order to reduce 

sense of isolation.  
6.     Family intervention to support relatives.  
7.     Use of selective antidepressants. 

 In   summarizing successful coping strategies used by seriously and/or 
terminally ill patients,  Livneh (2000)  suggests the following strategies: 

1.   Problem-focused/solving coping and information seeking:
These strategies refer to resolution of the stress and anxiety of ill-
ness through information gathering, focused planning and direct 
action taking. These approaches have had positive effects on 
global mental health ( Chen et al., 1996 ), have lead to decreased 
levels of depression and anxiety ( Mishel and Sorenson, 1993 ),
and have increased vigor ( Mishel and Sorenson, 1993 ).

2.   Fighting spirit and confrontation:  These strategies are 
described as accepting a serious and perhaps life-threatening 
diagnosis while optimistically challenging, tackling, confront-
ing, and recovering from the illness and have been linked to lon-
ger survival among people diagnosed with cancer ( Greer, 1991 ) 
and to decreased scores on anxiety and depression ( Burgess 
et al., 1988 ) and to decreased emotional or psychological distress 
( Classen et al., 1996 ).  

3.   Focusing on positives:  This group of coping strategies (which 
includes positive restructuring and positive reframing) has been 
associated with psychological well-being ( Ell et al., 1989 ) lower 
emotional distress ( Carver et al., 1993 ) and increased vigor 
( Schnoll et al., 1995 ).



4.   Self-restraint:  This stratgey refers to personal control to cope 
with the stresses of a serious or terminal disease and is a predic-
tor of lower emotional distress ( Morris, 1986 ) but may also lead 
to a reduction of quality-of-life among survivors of such illnesses 
as cancer ( Wagner et al., 1995 ).

5.   Seeking social support:  Seeking support and assitance from oth-
ers has been linked to decreased emotional/psychological dis-
tress ( Stanton and Snider, 1993 ), better psychosocial adaptation 
( Heim et al., 1997 ), and greater perceptions of well-being ( Filipp
et al., 1990 ).  

6.   Expressing feelings or venting:  While the evidence is mixed, 
two studies show decreased depression ( Chen et al., 1996 ) and 
better emotional control ( Classen et al., 1996 ) when venting of 
feelings takes place. The negative aspect of this coping strategy 
is that angry patients sometimes allienate loved ones and the pro-
fessional staff, which may lead to increased feelings of depres-
sion and loss of social supports in patients.  

    7.   Using humor:     Carver et al. (1993)    found that the use of humor 
resulted in decreased emotional distress among people with cancer.  

8.   Finding increased life meaning:  Many writers discuss the 
potential for increased meaning of life as a result of serious or 
terminal illnesses.  McClain et al. (2003)  found that high levels of 
spirituality in dying patients lead to hopefulness that resulted in a 
more cooperative relationship with the treatment team, improved 
resolution of long-standing emotional problems, and the desire 
to live longer.  Finn (1999)  believes that spirituality leads to  “ an 
unfolding consciousness about the meaning of human existence. 
Life crises infl uence this unfolding by stimulating questions 
about the meaning of existence ”  (p. 487).  Balk (1999)  sug-
gests that three issues must be present for a life crisis to result 
in spiritual changes:  “ The situation must create a psychological 
imbalance or disequilibrium that resists readily being stabilized; 
there must be time for refl ection; and the person’s life must for-
ever afterwards be colored by the crisis ”  (p. 485).  Kubler-Ross 
(1969, 1997)  believes that terminal illness often leads to life-
changing growth and new and more complex behaviors which 
focus on meaning- of-life issues, while  Greenstein and Breitbart 
(2000) write,  “ Existentialist thinkers, such as Frankl, view suffer-
ing as a potential springboard, both for having a need for meaning
and for fi nding it ”  (p. 486).     
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    16.6       NURSING HOMES 
 As   illness and disabilities become incapacitating, older adults may 
move from independent living to assisted living, and eventually, to nurs-
ing homes. Fewer older adults live in nursing homes today than ever 
before. In 2006 about 7.4% of Americans aged 75 and older lived in 
nursing homes as compared to 8.1% in 2000 and 10.2% in 1990. Even 
so, almost two million older adults live in nursing homes, at an annual 
cost of $65,000 – 100,000 according to the 2006  MetLife Market Survey 
of Nursing Home and Home Care Costs (2006) . The percentage of the 
oldest age group of seniors living in nursing homes has declined from 
more than 21% of the 85-plus population in 1985 to less than 16% of 
the 85-plus population in 2006 according to the  National Nursing Home 
Survey (2008) , a government study. Fifty-three percent of nursing 
home admissions stay less than a month. Several reasons for the decline 
include better older adult health that makes independent living possible 
for a longer period of time, the increased use of assisted living facili-
ties, children caring for older parents at home often with outside help, 
and the fact that many older adults cannot afford a long-term nursing 
home stay even they need it for health reasons or the options are not 
good ones. 

 One   of the reasons older adults unnecessarily go to nursing homes 
is the lack of after-care help provided in acute care facilities.  Landefeld
et al. (1995)  matched 651 patients over 70 years of age, with confound-
ing factors taken into consideration, and randomly assigned them to a 
special unit treating older adults or to general adult hospital unit. The 
patients who were treated in a special older adult unit signifi cantly 
improved their ability to perform daily living activities on discharge and 
had a reduction in admissions to nursing homes over patients treated in a 
general hospital unit.  Kleinpell (2004)  found that a greater emphasis on 
discharge planning from acute facilities reduced the length of hospital-
ization and readmissions. Kleinpell also found that early comprehensive 
discharge planning resulted in older adult patients reporting that they 
experienced less concern about managing their care at home, knew their 
medicines, and knew danger signals indicating potential complications. 

    Hickman et al. (2007)  reviewed 26 controlled studies related to 
older adults in acute care and their health and mental health following 
discharge. The researchers concluded that patients experienced a lower 
probability of going to a nursing home when, (1) a team approach to 
care delivery was used in a designated unit for older patients; (2) the 



team used targeted assessment techniques to prevent complications 
following discharge; (3) the acute care facility increased its emphasis 
on discharge planning; and (4) there was better communication between 
care providers, families, and referring physicians. 

 Many   elderly residents of nursing homes experience mental health 
problems, particularly depression. Yet  Bruhl et al. (2007)  found that 
staff was accurately able to recognize depression in only 55% of the 
cases. Focused interventions, however, have been shown to improve 
mood and behavior among nursing home residents (Williams, 2007; Li 
and Carwell, 2007), and increasingly studies indicate that specifi c inter-
ventions that increase physical activity and strength contribute to over-
all improvement in health status and reduction in falls. 

 Haggstrom   et al. (2007) indicate that the research evidence sug-
gests that allowing choice, fl exibility, and a variety of activities suited to 
diverse interests can mitigate the negative impact of institutionalization. 
In addition, the physical environment of the nursing home has an impact. 
Findings suggest that quality of life and safety are impacted by the phys-
ical layout, supportive features and fi nishes, reduced noise, and access to 
outdoor spaces. These improved environmental characteristics are linked 
to better outcomes for residents including improved sleep, way fi nding, 
orientation, reduced aggression and disruptive behavior, improved social 
interaction, and overall satisfaction and well-being. Nursing homes which 
focus on opportunities for residents to be physically active and healthy 
can increase resident safety as well as staff morale. 

    16.7        HELPING OLDER ADULTS MAKE AN INFORMED 
DECISION ABOUT NURSING HOMES 

    Baum (1999)  suggests the following steps in helping an older adult 
choose and properly use nursing home services: 

1.     It is always a good idea for family members or professionals to 
do some research well in advance of a nursing home stay. When 
older adults are placed, there often isn’t time to do an immediate 
search for the best nursing home.  

2.     Before choosing a nursing home, check on the alternatives. If the 
care needed is at the custodial level, an assisted living facility 
might be a better choice. If skilled nursing is needed, narrow the 
selection down to facilities located near family and friends, to 
make visits easier.  
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3.     Meet aides, visitors, and the two most important staff in the 
facility  –  the administrator and director of nursing, who together set 
the tone for quality of care. A copy of the most recent Department 
of Health Services annual survey inspection report should be avail-
able in a main area. Check to see if defi ciencies and citations are 
cited in the report and read the  “ plan of correction. ”  Ask what steps 
the facility has taken to prevent recurrence of problems. 

4.     Request copies of the admittance agreement and Patient/Resident 
Bill of Rights. Observe patient care during different staff shifts, 
and visit the dining room during meal times. Notice if there 
are pleasant, accessible outdoor areas and if residents are well 
groomed and treated with dignity.  

5.     If skilled nursing care is physician-recommended, and if the pro-
spective resident has been in the hospital for three days, Medicare 
will pay the costs for the fi rst 20 days and part of the costs for the 
next 80 days. Get a written statement from the physician. This 
statement is very important if an insurer disputes the need for 
skilled care.  

6.     Make certain older adults are visited often and that roommates 
are at the same level of functioning. Don’t let the older adult take 
valuable items with him or her because of the possibility of theft 
or loss.  

7.     Make sure that family and other loved ones walk with a relative 
during visits and that daily walking is included in the care plan to 
help them stay in good physical condition. A nursing home resi-
dent who is not walked often may soon lose the ability to walk.  

8.     Nursing home staff are not allowed to physically or chemically 
restrain a resident. A doctor may not order restraints without the 
permission of the resident or responsible party. That includes the 
use of anti-anxiety or tranquilizing drugs.  

    9.     Both the resident and the responsible parties have access to the 
patient/resident record book, which should be reviewed periodi-
cally. It contains doctors ’  notes and orders, nurses ’  progress notes, 
incident reports, medications, and various documentation. The 
resident’s Durable Power of Attorney for Health Care and Advance 
Directive documents should be included in the patient record book. 
Check medications and dosages listed, and don’t hesitate to ask 
why a medication is given and what its potential side effects are. 

10.     If the resident is not bed-bound, avoid separating him or her 
from the world outside. A car trip, picnic or something not overly 



taxing is good therapy. Nursing home staff should help transfer 
the resident to and from the car. If that isn’t possible because of 
the patient’s condition, fresh fl owers, recent photos and family 
and friends often lift the spirits of nursing home patients. 
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        A CASE STUDY: EVIDENCE-BASED PRACTICE WITH 
TERMINAL ILLNESS      
 Benjamin   Lytle is a 62-year-old professor of chemistry who has been 
diagnosed with advanced prostate cancer. Ben had been experienc-
ing discomfort and pain for over a year but did not seek medical help 
until he began noticing blood in his urine. The cancer metastasized 
quickly and had moved into a number of organs in his body. The doc-
tors gave him less than a year to live. He has had surgery to remove his 
prostate and is on chemotherapy, which doesn’t seem to be helping. Ben 
is depressed and ill from the chemotherapy treatments. He is seriously 
thinking of suicide and has consulted a physician who performs assisted 
suicides. His physician has recommended that Ben seek help for the 
depression, but Ben has been too depressed and weak to even consider 
it. A hospital social worker dropped by his room during one of his reac-
tions to chemo when he was too ill to return home. The social worker sat 
and listened to Ben talk about the  “ mess ”  he’d made of his life and how 
his early death was just another example of   “ what a loser I am. ”  

 Talking   to the social worker seemed strangely comforting so when she 
suggested that they continue talking, uncharacteristically, Ben agreed. 
Ben hates the feminizing way helping professionals make him feel and 
described what it felt like going to a marital counselor when his marriage 
fell apart.  “ I felt like someone lobbed off my balls, which is funny because 
that’s exactly what’s happening to me now. ”   The social worker was much 
more understanding than the marital counselor and Ben felt she wasn’t 
going to make him feel weak. 

 As   Ben continued seeing the worker on a bi-weekly basis, he shared 
with her his life disappointments. She listened and observed that he was 
being very hard on himself because she felt that Ben had done amaz-
ing things in his life. Ben wasn’t so sure he agreed and wondered if the 
worker was just trying to placate him as he moved toward death. The 
worker assured him that she didn’t believe placating ever worked, but it 
certainly wouldn’t work with a highly intelligent person like Ben. As Ben 
thought about their conversations, he began to realize that he’d been 
successful in many small and large ways but that an inner voice, the 
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voice of his father, kept insisting that he’d been a failure. Gradually, the
inner voice changed and Ben felt that he was beginning to see what 
the worker meant. He also felt better physically, although his health was 
declining and death was imminent. 

 Ben   decided that he would return to teaching even if he didn’t make 
it through the semester. He felt he would be a much more considerate 
teacher than he’d been. He also decided to talk to everyone with whom 
he’d stopped talking because of real or imagined conflicts. This included 
many colleagues and family members who, he thought, had hurt him 
over the years. As Ben began to talk to old friends and members of his 
family, he felt elation at being able to try and resolve old hurts before 
he died. The people he spoke to felt the same way and said that they’d 
missed Ben and were happy to have him back in their lives. 

 Ben   made it through the semester and, with a good deal of help 
from his doctors, through the next semester. By the time death was 
only days away, Ben had developed a support network that con-
sisted of estranged friends, family, former students, and the people 
he’d met in the hospital during his treatment. Before he passed away, 
Ben told the worker,  “ You saved my life. I was full of bile before we 
started talking and now I feel a strange sort of happiness and con-
tentment. I think I’ve made a difference in people’s lives the past year. 
I think I lived longer because I was able to get rid of a lot of the toxic 
feelings I had inside. You always treated me with respect, and you 
acknowledged my intelligence. It made me want to do as much for 
myself and for others as possible. I’ll leave the world, but a lot of who 
I am will stay on. I owe a lot to you for helping me put my anger to con-
structive use. And sure, nobody wants to die while they’re still young, 
but if it happens, you make the best of it and you try and touch other 
people in some way. Getting my life in order made me live six months 
longer and it gave me more time to make up with people I love. Thank 
you for the gift of life. Every day I live beyond what the doctors said is a 
gift from God. ”  

 In   describing her work with Ben, the worker said that,  “ Like many 
dying patients, Ben was angry over dying. He had his mind set on suicide 
because of the pain he was in, but also because he felt so helpless. He’d 
always thought that he had control over his life and now, for once, he 
had no control at all. Helping him see his strengths, respecting his anger, 
encouraging his need to finish unfinished business, and watching his 
transformation from an angry and hateful person to a loving and kind 
person has been a very special experience for me. I see it so often that 
when people search for endings that include resolving old conflicts, they 



live longer, happier, and more pain-free lives. While death isn’t pleasant, 
I think people like Ben die peacefully. One of the patients I worked with 
about the time Ben was in his last few days shared something he’d writ-
ten with me and with the other patients on his hospital ward. It gave 
meaning to many of us. ”  

 I will go to the river and I will lie in peace. 
 And when the sun sets, I will sleep the peaceful sleep of a child. 
 And when it is dark and night comes, 
 I will go from this place to the next, 
 And I will be with God, and I will know 
 His tender mercies.         

16.8 A personal story 361

    16.8        A PERSONAL STORY: RECONNECTING WITH AN 
ABSENT TERMINALLY ILL PARENT 

    “ My husband’s parents divorced when Jack was 17; his father was an 
alcoholic, and Jack saw little of his father after the divorce. When Jack 
was in his thirties, he reconnected briefl y with his father, but saw him 
intermittently. Ten years later, Jack’s father contacted him once more. 
He was dying, and wanted to see his son. Jack and his sister Letty drove 
75 miles to visit their father. Letty had been in touch with her father, 
but as his health began to fail, he was often talking about seeing Jack 
again. Letty knew that Jack was reluctant to talk to his father, having 
many old feelings which were painful.  ‘ Better to let sleeping dogs lie, ’  
was his usual saying. It was a strangely calm meeting. Their father, Joe, 
had been recently diagnosed with pancreatic cancer, was given a ter-
minal diagnosis of an expected life of only 30 days remaining. Joe had 
opted to have hospice care and remain at the nursing home, where he 
had lived for the past three months. 

    “ Jack and Letty were quickly able to set aside old resentments, rec-
ognizing that his father did not have long to live. Joe had obviously 
been thinking a lot about this reunion.  ‘ I know I haven’t been much of 
a father to either of you, ’  he told Jack,  ‘ but I don’t have much time left. 
I fi gured we might spend some of it on the important things. ’

    “ They spent some time talking to their father before he became quite 
tired, and needed to rest. Letty and Ben spoke to the nurse at the nurs-
ing home, who fi lled them in on Joe’s care. They made an appointment 
to meet with the hospice social worker the next day. 
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  “ Over the course of the next several weeks, Jack and Letty spent hours 
with their father. The nursing home had a courtyard, and so they pushed 
their father’s wheelchair outside in the afternoons, so he could enjoy the 
fl owers and the sunshine. They talked over past times, good and bad, and 
had the opportunity to make amends for a number of issues from the past. 

    “ Jack said,  ‘ good, bad, or ugly, you’re my father, and I’m grateful 
for this last chance to set some things right. ’  Joe said he wasn’t in much 
pain, and his hospice nurse took good care of him. The social worker 
helped them talk about funeral plans, what to expect, and opened the 
door for many conversations they had never expected to have. 

    “ On the day Joe died, Letty and Jack had just come back from lunch. 
Joe was only briefl y awake that day, and opened his eyes to say,  ‘ it isn’t 
so bad now. Thank you. ’  Later, Jack and Letty recalled that moment 
many times, and felt, for them, and in their situation, it summed up a 
lifetime. Jack said, ‘ That was the best gift my father could have given 
us. Hospice helped us have that time with our father. He wasn’t much of 
a father when he was alive, but we felt we owed each other something, 
nevertheless. ’  And there was peace in that. ”   –  SYB.  

    16.9       SUMMARY 
 This   chapter discusses disabilities, serious illness, pain, assisted living and 
nursing homes. As older adults live healthier lives and alternative living 
and care giving arrangements become more common, decreasing num-
bers of older adults use nursing homes. When nursing homes are used, it’s 
often for a short period of time. A case study and a personal story illus-
trate the positive changes that often take place when terminally ill patients 
are allowed to fi nish unfi nished business. 

    16.10       QUESTIONS FROM THE CHAPTER 
1.     Some people with terminal illness fi nd great strength in resolving 

unfi nished personal business. Can you think of unfi nished busi-
ness that might be important to resolve for anyone with a termi-
nal illness?  

    2.     Many people choose assisted living facilities when they could eas-
ily live by themselves. Why do you think that is? Should we make 
the standards for getting into an assisted living facility more dif-
fi cult to encourage more independence in older adults who may be 
able to do for themselves but choose not to? 



3.     Viktor Frankl survived the Holocaust and wrote about his expe-
riences as a survivor. Do you think people who have survived 
genocide do so because they fi nd meaning in the experience or 
because they have a tremendous will to live and do whatever it 
takes to survive?  

4.     The idea of treating depression in terminally ill people seems 
a little unrealistic. Isn’t terminal illness a good reason to be 
depressed and shouldn’t our treatment focus on patient comfort 
and an opportunity to live the last part of their lives with dignity, 
honor and as little discomfort as possible? 
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    17.1       INTRODUCTION 
 The   author wishes to thank Ms. Rebecca Hampton, MSW for the use of 
material she developed on hospice care for an advanced  social policy 
class the author taught, and for her perceptive insights into the workings 
of the Medicare-supported hospice program.  
 This   chapter discusses two end-of-life issues human service workers fre-
quently deal with at some point in their career: hospice and bereavement. 
Hospice is a program provided through Medicare to ease the suffering of 
dying patients in the last six months to a year of life. Bereavement refers 
to the process of grieving for a loved one. When bereavement is unre-
solved or very long lasting we refer to it as prolonged or traumatic grief. 
It is one of the more diffi cult-to-treat problems we encounter because, 
unlike depression, prolonged grief is often unresponsive to therapy unless 
we fi rst understand the many complex reasons for the traumatic nature of 
the grief. A case study explains how prolonged grief can be triggered by 
unresolved anger at a lost loved one. 

    17.2       HOSPICE 
 Hospice   provides a team of skilled professionals working together to pro-
vide palliative care for terminally ill patients facing life-threatening ill-
ness. While under hospice care, terminally ill patients and their caregivers 
receive medical attention, counseling, bereavement services, volunteer 
help, symptom management, grief counseling, and supportive services. 

 Under   Medicare regulations patients who receive hospice care are not 
permitted to seek aggressive treatment. In its place they receive treatment 

 C h a p t e r  |  s e v e n t e e n 

       Hospice and 
Bereavement  
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that provides symptom and pain management provided by a medical 
director, nurse, and a certifi ed nursing assistant (CNA) working together 
with the patient and their family to provide case management. The medi-
cal director is responsible for regulating medications, nutrition, and overall 
case management. The nurse is responsible for overseeing the medica-
tions, nutrition, and case management on a more daily basis. Nurses also 
monitor and dress wounds, ensure that the patient has the right durable 
medical equipment (DME), and advocate for any other needs to the doc-
tor, facility, family, and hospice. The certifi ed nursing assistant provides 
hygiene care and delivers medical supplies and other daily needs. 

 To   receive hospice benefi ts covered by Medicare, a person must 
meet all of the following criteria: 

1.     They must be eligible for Medicare Part A.  
2.     A physician or medical director must certify that the patient has a 

terminal prognosis of six months or less to live.  
3.     The patient must sign a statement choosing hospice care instead 

of Medicare-covered medical care, which might be much more 
aggressive than the care provided by hospice.  

4.     The patient must choose a Medicare-approved hospice program.  
5.     Once they are admitted to hospice, the terminally ill patient may 

receive two ninety-day election periods of service, followed by 
an unlimited amount of sixty-day periods.  

6.     A person must show a decline in health during each certifi cation 
period in order to be recertifi ed for continued hospice care.  

7.     A physician must deem the patient eligible and appropriate to 
remain on service after each certifi cation period. 

 Hospice   care can be provided at home or in an assisted living facil-
ity or nursing home but patients often choose to live at home because it 
is more comfortable than a nursing home and family can be involved in 
the patient’s care. When living at home isn’t possible the hospice team 
works with the staff of the facility to provide the extra care given when a 
patient is in hospice. A third way patients can receive hospice services is 
in a hospice inpatient unit. Some hospices provide long-term care in their 
facility for their patients, while others restrict full-time care to a brief stay 
in the unit. The benefi ts of long-term care include constant monitoring 
and close supervision of symptoms with a palliative care perspective. 

 According   to the National Hospice and Palliative Care Organization 
(NHPCO) nearly 1.3 million people received hospice care in 2006, a 
162% increase in 10 years. Thirty-six percent of all deaths in the USA 



were under a hospice program ( NHPCO, 2007 , p. 1). A large majority 
of hospice patients are age 65 or older, with only 18% under 65. Most 
hospice patients are Caucasian ( NHPCO, 2007 , p.4). 

 Minority   patients often under utilize hospice care.  Rhodes (2006) 
suggests the following reasons: lack of knowledge about hospice pro-
grams; mistrust of the health care system; confl icts between an indi-
vidual’s spiritual and cultural beliefs and the goals of hospice care; the 
preferences for aggressive life-sustaining therapies; racial bias by care 
providers; and cultural insensitivity to the ways various racial and eth-
nic groups view terminal illness. Welch et al. (2006) found that African-
American family members were less likely to rate the care their family 
members received at the end of life as  “ excellent ”  or  “ very good. ”  They 
were also more likely to have concerns about being told what to expect 
when their loved one died, and more likely to be distressed about the 
amount of emotional support they received from the health care team 
during their loved one’s last days. 

    NHPCO (2007)  reports that hospice care may prolong the lives of 
some terminally ill patients. Among the patient populations studied, the 
mean survival was on average 29 days longer for hospice patients than 
for non-hospice patients. The largest difference in survival between the 
hospice and non-hospice cohorts was observed in congestive heart fail-
ure patients where the mean survival period increased from 321 days to 
402 days. 

 Although   hospice care can provide superb symptom management 
and comfort and dignity in death, hospice services are underutilized by 
the dying population. “ Fewer than one-third of patients receive hospice 
care near the end of life and one-third of patients enroll in the last week 
of life ”  ( Casarett et al., 2006, p. 472 ). Underutilization of hospice can 
result in increased costs in end-of-life care, increased hospitalization, 
unmanaged symptoms, and increased pain in death. 

 There   are a number of reasons why the Medicare Hospice Benefi t 
is underutilized. Among them is a person’s desire for life-sustaining 
treatment, lack of access to services, non-referral by the family or 
physician, lack of knowledge of the program, and hospice admission 
practices. A desire to seek life-sustaining treatment is often a barrier 
to receiving hospice services. Persons receiving hospice services are 
restricted from obtaining aggressive treatments for their hospice diag-
nosis. As an example, an older adult suffering from cancer is unable 
to have radiation treatment to cure the cancer.  Zimmermann (2004)  
suggests that denial of impending death may be an additional  reason 
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patients and family members reject hospice care and instead seek 
aggressive treatment when additional medical help may either result in 
death or leave the patient in additional discomfort and pain. 

 In   urban areas with large elderly populations there are often many 
competing hospice organizations. This ensures that every person who is 
eligible and desires hospice services can receive them. However, those 
living in rural areas may not be able receive the same benefi ts because 
there are fewer hospice organizations and fewer people being served. 

 Although   hospice has great appeal,  Winter et al. (2007)  asked a sam-
ple of terminally ill patients about dying without active treatment. In 
general they felt it would be a lonely experience. The study supported 
the notion that social interaction is one of the most important features 
of a  “ good death. ”  Given a choice between,  “ life-prolonging treatment 
versus comfort care may in fact represent a choice between being sur-
rounded by others (perhaps including medical personnel) versus being 
alone. If so, the choice in favor of life-prolonging treatment may indi-
cate a preference for social interaction rather than for the active treat-
ment itself  ”  ( Winter et al., 2007, p. 626 ). Decisions about palliative care 
may then be delayed because aggressive treatment represents the possi-
bility of increased medical care, which in the minds of those sampled, 
could protect them against the loneliness of dying alone. 

 The   authors believe that these fi ndings have signifi cance for a num-
ber of issues related to terminal illness and note, 

 Healthcare providers should be cognizant of the diversity of beliefs 
about dying and the possibility that patients may be ignorant about 
the relevant options. They should take time to inquire about what 
patients (or surrogate decision makers) believe and take care to inform 
them fully about treatments, both active and palliative, rather than 
assume adequate knowledge. Similarly, advance care documents 
should provide much more complete information about treatment 
options. Adequate knowledge is essential for informed decision-making 
and true patient autonomy. ( Winter et al., 2007, p. 628 )   

    17.2.1       Best evidence for the eff ectiveness of hospice 
 Miceli   and Mylod (2003) examined the satisfaction of family members 
with the end-of-life care their loved ones received. Data were collected 
from 1,839 individuals receiving care from 17 different care agencies 
nationwide. Although family satisfaction with hospice care was gener-
ally quite high, situational factors played a role. The timing of the refer-
ral was critical, with families rating services lower, almost across the 



board when the referral to hospice was deemed  “ too late. ”  Additionally, 
families expressed greater satisfaction when the patient’s care was over-
seen by the hospice director, rather than a personal physician. Each of 
these fi ndings has important implications for physicians, patients, and 
families as they begin to plan for end-of-life care. 

 An   NHPCO (2004) report noted that more than 70% of family 
members of patients who received hospice care at home rated the care 
as  “ excellent. ”  The report indicated that bereaved family members of 
patients with home hospice services (in contrast to the other settings 
of care) reported higher satisfaction, fewer concerns with the care, and 
fewer unmet needs. Major fi ndings of the report indicate the following: 

●      One in four patients who died did not receive enough pain medi-
cation. This was 1.6 times more likely to be a concern in a nurs-
ing home than in hospice at home.  

●      One in two patients did not receive enough emotional support. 
This was 1.3 times more likely to be the case in an institution than 
hospice.

●      Twenty-one percent of family members complained that the dying 
patient was not always treated with respect. Compared with hos-
pice, this was 2.6 times higher in a nursing home and 3 times 
higher in a hospital.  

●      One in four respondents expressed concern over physician com-
munication and treatment decisions.  

●      One in three respondents said family members did not receive 
enough emotional support.  

●      Respondents whose loved ones received hospice in a home set-
ting were the most satisfi ed. More than 70 percent rated hospice 
care as excellent. Fewer than 50 percent gave that grade to nurs-
ing homes or home health services (p. 1). 

 In   a randomized, controlled trial of terminally ill cancer patients 
and their primary care givers,  Kane et al. (1984)  found that patients 
enrolled in a hospice program experienced signifi cantly less depression 
and expressed more satisfaction with the care their loved ones received. 
Additionally, caregivers of hospice patients showed somewhat more 
satisfaction and less anxiety than those in the control group.  Teno et al. 
(2004)  found that loved ones who died at home with hospice services 
reported fewer unmet needs and greater satisfaction with their experi-
ence.  Miller et al. (2003)  observed that hospice enrollment improved 
pain assessment and management for nursing home residents. 
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  Gazelle (2007, p. 322)  reports that a reason hospice tends to be unde-
rutilized (the median length of hospice service is only 26 days, with one-
third of patients referred to hospice care during the last week of life) is the 
lack of knowledge by physicians about hospice, concerns that the physi-
cian will lose control of the medical care, and a desire to aggressively treat 
the terminal illness. Gazelle believes that  “ many oncologists and other 
physicians regard the death of a patient as a professional failure. Many 
also fear that they will destroy their patients ’  hope, which physicians may 
believe lies only in efforts to increase the quantity rather than quality of 
life. Furthermore, physicians receive little training in the compassionate 
discussion of bad news ”  (p. 322). Nonetheless, Gazelle reports that 

 Hospice care can successfully address the critical end-of-life concerns 
that have been identifi ed in numerous studies: dying with dignity, 
dying at home and without unnecessary pain, and reducing the bur-
den placed on family caregivers. Evaluation studies reveal consis-
tently high family satisfaction, with 98% of family members willing to 
recommend hospice care to others in need. And the extensive exper-
tise of physicians specializing in hospice and palliative medicine was 
recognized in 2006, when the fi eld was accredited as a fully indepen-
dent medical subspecialty. (p. 323)     

    17.3       BEREAVEMENT 
    Balk (1999)  indicates that bereavement, the loss of a signifi cant person 
in ones life, can result in physical and emotional problems, the most 
signifi cant of which may include: 

 [I]ntense and long-lasting reactions such as fear, anger, and sorrow. 
Bereavement aff ects cognitive functioning (e.g., memory distortions, 
attention defi cits, and ongoing vigilance for danger) and behav-
ior (e.g., sleep disturbances, excessive drinking, increased cigarette 
smoking, and reckless risk taking). It impacts social relationships 
as outsiders to the grief become noticeably uncomfortable when 
around the bereaved. And bereavement aff ects spirituality by chal-
lenging the griever’s very assumptions about the meaning of human 
existence. ( Balk, 1999, p. 486 )   

    Jacobs and Prigerson (2000)  suggest that while symptoms of 
bereavement may include all of those noted by Balk, bereavement 
sometimes develops into a very long-term problem which the research-
ers describe as “ complicated or prolonged grief ”  lasting more than a 
year. The symptoms associated with complicated grief include highly 



intrusive thoughts about the deceased, numbness, disbelief, feel-
ing dazed, and a loss of a sense of security. Complicated grief seems 
unresponsive to the usual treatments for bereavement, including inter-
personal therapy alone or with tricyclic antidepressants. Finally, compli-
cated bereavement results in longer duration and strength than normal 
symptoms of depression following the loss of a loved one. 

    Balk (1999)  believes that bereavement is a catalyst for spiritual 
change because it triggers a life-threatening crisis that, in turn, threatens 
 “ well-being, challenges established coping repertoire, and over time, 
produces harmful and/or benefi cial outcomes ”  (p. 486). While agreeing 
that loss of a loved one creates a life-changing crisis,  Stroebe (2001) 
points out a number of problems with grief work. First, she reports that 
there is little empirical evidence that working through grief is a more 
effective process than not working it through. Second, there are very 
different ways of working through grief prescribed not only by cul-
tures, but also by religion, by gender, and by socio-economic groups. 
She writes,  “ There is no convincing evidence that other cultural pre-
scriptions are less conducive to adaptation than those of our own ”  (p. 
654). Third, grief work limits itself to dysfunctional adaptations and has 
symptom removal rather than a broader understanding as its end goal. 
Finally, grief work lacks a precise defi nition and is poorly operational-
ized in research studies. This results in  Stroebe (2001)  asking,  “ What is 
being worked through? In what way? ”  (p. 655). 

 In   answering these questions,  Stroebe (2001)  identifi es the following 
major issues related to our understanding of bereavement: 

1.     How do people who have suffered the loss of a loved one cope 
with their loss?  

2.     How do we differentiate between normal and what Stroebe calls 
 “ complicated ”  or dysfunctional grief? 

3.     What are the defi ning causes of traumatic and non-traumatic 
bereavement?  

    4.     Can people who cope with the death of a loved one do so in ways 
that are unrelated to meaning-of-life issues and focus primarily on 
coping with the removal of typical grief-related symptoms (depres-
sions, sleep problems, inability to take over functions formerly per-
formed by a loved one, grief that lasts a very long time, etc.)? 

5.     Does non-traumatic grief with no underlying symptoms follow-
ing the loss of a loved one suggest denial or other behaviors that 
may result in later and, perhaps, more severe grief? 
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    17.3.1       Best evidence for grief work 
  Piper et al. (2002)  studied the relationship between the expression of posi-
tive affect in group therapy and favorable treatment outcomes for compli-
cated (long-lasting) grief. The authors found a strong positive correlation 
between these two variables in a number of therapy groups studied. The 
authors believe that positive affect (smiles, nods in agreement, sympa-
thetic looks) conveys optimism in the person and has a positive effect on 
others in the group. The authors also found positive affect to correlate 
well with a cooperative attitude and a desire to do the work necessary to 
resolve the complicated and traumatic grief they were experiencing. This 
was true regardless of the type of treatment that was offered, and no dif-
ference was seen in the effectiveness of cognitive-behavioral approaches 
or interpersonal approaches. Affect rather than the approach was the over-
riding factor in successful resolution of prolonged grief. 

    Kendall (1994)  found cognitive-behavioral therapy effective with 
children suffering from separation anxiety after the death of a loved one. 
The authors report that treated children had reduced fears, less anxiety, 
better social skills, and lower scores on depression inventories. These 
gains continued in follow up a year after the end of treatment. The 
authors are uncertain if this same fi nding would be applicable to adults 
suffering prolonged grief.  Jacobs and Prigerson (2000)  note that self-
help groups have been effective, to some extent, as adjuncts to profes-
sional therapy by  “ offering the inculcation of hope, the development of 
understanding, social supports, a source of normalization or universal-
ization, and a setting to learn and practice new coping skills ”  (p. 487). 
 Raphael (1977)  studied a three-month psychodynamically oriented 
intervention for high-risk, acutely traumatized widows during the fi rst 
stages of grief. The author defi ned high risk as the lack of support by a 
social network, the suddenness or unexpected nature of the death, high 
levels of anger and guilt, ambivalent feelings about the marital relation-
ship, and the presence of other life crises related to or predating the 
death of a spouse. The predating life crises were often fi nancial, work-
related, involved children, substance abuse in the spouse of widow, or 
marital infi delity. When compared to the control group, the treatment 
group had better general health, was less anxious and depressed, and 
had fewer somatic symptoms. 

 Because   of their concern that traumatic grief should be considered a 
separate diagnostic category due to its unique set of symptoms,  Jacobs
and Prigerson (2000)  call for the development of a specifi c therapy 



for the treatment of grief. By specifi c therapy, they suggest one that 
 “ focuses on separation distress and relevant elements of traumatic dis-
tress that addresses several tasks (such as educating about the nature of 
these types of distress), helps individuals to cope with the distress, and 
mitigates the distress using variety of strategies ”  (p. 491).
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       CASE STUDY: EVIDENCE-BASED PRACTICE WITH 
PROLONGED GRIEF      
 Ellen   Steward is a 63-year-old mother of three adult children whose hus-
band suddenly passed away following a major heart attack. Ellen’s hus-
band was a health fanatic who worked out daily, often in preference to 
spending time with her. Jonathan, Ellen’s 67-year-old husband, thought 
he was experiencing chest pains in the middle of the night but, as is 
the case with some heart victims in extreme denial, he went to the gym 
at 4:00 a.m. and began working out until he passed out and was pro-
nounced dead at the scene. Ellen was left with a large number of debts, 
no insurance, and few benefits beyond social security. 

 Jonathan   passed away over a year ago but Ellen has traumatic grief 
as noted by severe depression, high levels of anxiety, very angry and 
intrusive thoughts about Jonathan   and the financial condition he left 
her in, and obsessive thoughts about what she wished she’d said to 
him before he died  –  uncomplimentary and angry remarks that con-
veyed her depth of despair over her current situation. Her physician 
referred Ellen to a therapist when she continued to complain of pro-
longed grief more than a year after Jonathan’s death.

Ellen’s therapist met with her and they immediately began a discus-
sion of what was keeping Ellen from resolving her feelings of grief. 
Ellen was stymied, so the therapist suggested that she make a list of 
everything that came to mind and that she also do a literature search 
into the typical causes of prolonged grief and the best evidence of 
how to treat it so that they might continue the discussion at the next 
session. Ellen was initially angry that she was asked to do work that the 
therapist should be doing for her, and complained to her referring phy-
sician who encouraged her to give it a little more time. She half-heart-
edly did what the therapist had asked of her and returned only slightly 
prepared for further discussions at the next meeting. 

 When   asked why she wasn’t better prepared, Ellen became angry and 
confrontational.  “ You haven’t even said you’re sorry about my predicament, ”  
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she said, and angrily confronted the therapist for doing what her husband 
always did: leaving decisions up to her. The therapist said she appreci-
ated the feedback and did feel badly about Ellen’s predicament. Still, she 
wondered why Ellen was unprepared and explained that only by work-
ing together could they resolve Ellen’s painful and extended grief. Ellen 
promised to do more for the next session and, with the help of her preco-
cious 10-year-old granddaughter, she was able to find Internet articles that 
seemed to very clearly explain why her grief wasn’t going away and what 
she might do about it. 

 The   next session with the therapist was very business-like and pur-
poseful. Ellen was excited about what she’d read, described it to her ther-
apist, and together they planned the following strategy to treat Ellen’s 
symptoms of prolonged grief: 

    1.     Ellen needed to discuss all the reasons for her anger at Jonathan. The 
therapist urged her to write them down and to bring the list with her 
the next session. Before she could resolve her anger with Jonathan, 
she had to be clear about  all  the reasons for her anger, even if they 
seemed illogical or suggested that Ellen’s anger was unfounded.  

    2.     If there was anything she could directly do about her anger, she 
would do it. Examples included trying to develop a strategy to help 
with finances, including a return to work.  

    3.     She would join a self-help group for prolonged grief begun by a 
remarkable woman who had also gone through prolonged grief after 
the death of her 15-year-old son in a car crash.  

    4.     Ellen would be seen by a psychiatrist to evaluate the use of anti-
depressive medications and to supervise the medical treatment of her 
depression.  

    5.     She would start a daily regimen of exercise and diet supervised by a 
nutritionist provided through her health care plan.  

    6.     Her spiritual and religious ties had been broken after Jonathan’s 
death. She missed both and planned to reestablish them.  

    7.     She had distanced herself from Jonathan’s family. While she had 
been close to them when Jonathan was alive, she felt irrationally 
angry and blamed them for Jonathan’s obsessive worry about his 
physical condition. Jonathan’s father began having heart attacks 
in his mid-forties. Ellen felt they had done too little to moderate 
Jonathan’s anxiety about his health and subtly encouraged his over-
indulgence in exercise. Ellen decided that it was important for her to 
reestablish her contact with the family because she and her children 
missed them.  

    8.     She would continue on in treatment for at least 12 sessions.    
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 Ellen  ’s prolonged grief began to moderate itself after two months of 
treatment. By the third month she was back to her old self, although 
she still attended the self-help group and saw the therapist once a 
month to monitor her depression. She no longer took antidepressants, 
has maintained her exercise regimen and diet, and sees her in-laws 
regularly. She still has difficulty reestablishing her religious ties and 
continues to blame God for taking her husband.  “ Maybe I’ll never feel 
the same way, ”  she said,  “ but you never know. I keep hoping and, of 
course, I go to synagogue on the High Holy Days, but most of it just 
makes me mad, and I think that maybe I’m a spiritual person but not a 
religious one. ”  

    The Therapist’s Comments 
 In   commenting on Ellen’s grief the therapist said:  “ I don’t know that 
I would call her depression prolonged. It seems to me that people expe-
rience grief in their own unique way and Ellen’s quick recovery, once 
she was in therapy, is a good example of how people respond to death 
and how therapy can be a helping process. Giving people assignments 
to help in their own recovery is energizing, and encouraging their own 
involvement in treatment can be very empowering. Ellen needed a lit-
tle push and then she was better. She’ll have moments of sorrow and 
despair. When you love someone and they pass on before their time, 
you expect that to happen. But on every measure of social functioning, 
Ellen is doing a great deal better. From the paucity of good sound evi-
dence on the treatment of prolonged grief, one can’t help but think that 
even at a professional level, we are still a death-denying society. One 
last thought. Grief and depression are two separate issues. Yes, people 
in grief feel depressed but you have to treat the grief as a separate issue. 
Many people find it hard to talk about death but you can’t really help 
people cope with the death of a loved one without talking about the 
impact it’s had. And you have to talk to people about their own notions 
of death because that’s what drives their grief. In Ellen’s case, she had 
begun losing her religious faith even before her husband died. The rea-
sons are complex but she had a very confused relationship with her faith 
and yet was obligated to give her husband a religious funeral. It was 
very confusing to her. She says she hasn’t been able to reconnect with 
her religious beliefs, and while I’ve encouraged that she try, it doesn’t 
feel right to her and she’s begun attending a group that discusses 
spirituality. It suits her needs now but at some point it time it may be 
important for her to have further discussions about her faith and why 
it’s left her. ”      
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        17.4       SUMMARY 
 This   chapter discusses end of life issues including the use of hospice in the 
late stages of a terminal illness and EBP with bereavement and prolonged 
grief. The chapter also discusses the rules that apply to the use of Medicare-
sponsored hospice programs and why hospice isn’t used more. The most 
signifi cant reasons for the under utilization of hospice appears to be con-
cerns about dying alone and lack of referrals to hospice by physicians. 
A case study identifi es the use of EBP with an older adult woman experi-
encing prolonged grief over the death of her husband. 

    17.5       QUESTIONS FROM THE CHAPTER 

1.     Giving up on life and choosing death by selecting hospice is con-
trary to the way most people think. Do you think you’d choose 
death if you had a terminal illness, or would you continue seek-
ing medical solutions to maintain life?  

2.     Coping with the loss of a loved one may never be possible for 
some people. Can you imagine the death of a loved one that 
might be terribly diffi cult to cope with and that might have trau-
matic repercussions?  

3.     Although there were interesting reasons why some minority 
groups fail to use hospice care, don’t you think it’s a sign of a 
loving and caring attitude to want loved ones to live as long as 
humanly and medically possible?  

4.     Everyone reacts to the death of a loved one in different ways. 
Why do you think it’s necessary for us to distinguish between 
normal and prolonged grief? 
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 Although   this book has focused on clinical issues, there are many policy 
implications for successful aging, which one must mention because they 
impact successful aging. Clearly, with Americans ’  increasing lifespan 
coupled with economic problems and the need to work longer, many 
older adults face a very different life after 65 than previous generations 
of older Americans who were fi nancially able to retire early. The fol-
lowing are some of the issues that appear likely to affect aging in the 
future.

    18.1        A LOOMING FINANCIAL CRISIS FOR OLDER 
AMERICANS CAUSED BY THE LACK OF SAVINGS 
AND SIGNIFICANT INCREASES IN THE COST OF 
LIVING, PARTICULARLY HEALTH CARE COSTS 

 Because   Americans are not saving enough for retirement and only half 
of all employers sponsor retirement plans,  Powell (2008)  predicts that 
150 – 200 million Americans will not have enough income to retire in 
a meaningful way, or at all. According to Powell, the average retire-
ment income for a couple 65 and older is $25,610, with the median 
a meager $16,451. This is a far cry from the 70% to 80% of before-
retirement income needed to maintain a similar standard of living on a 
mean American income of $48,451 and a median American income of 
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$65,527. Retirees in the bottom fi fth of income  –  those with less than 
$8,261 in 2006  –  get almost 90% of their money from social security 
with little to defray the signifi cant increased cost of living Americans 
are currently experiencing. Powell wonders how Americans 65 and over 
will be able to afford health care, which is estimated to be $215,000 just 
to pay for medical expenses not covered by Medicare for 20 years fol-
lowing the start of Medicare benefi ts. If a couple lives to an average age 
of 92, the health care expenses rise to over $500,000 in today’s dollars. 
This does not factor in the average cost of a year for a semiprivate nurs-
ing home room ($69,000), a year for a unit in an assisted living facil-
ity ($35,628), $19 an hour for home health aides, or $61 a day at an 
adult daycare center. These are estimates based on current costs that are 
expected to rise beyond the cost of living in future years. 

 These   data come at a time when many people are concerned about 
changes in Medicare because the fund to keep Medicare afl oat is 
quickly being depleted. What will large numbers of older Americans do 
if Medicare decreases its medical payments to retirees, and supplemen-
tary insurances follow suit? Medicare is already trying to reduce costs. 
PSA tests, which are so important in screening for prostate cancer, are 
currently limited by Medicare to one test a year even though prostate 
cancer can spread rapidly, and any older male with a higher than normal 
PSA will want to be tested repeatedly and frequently. 

 An   attempt to lower Medicare costs by frequently contacting 
Medicare recipients by phone not only failed to prevent costly hospital-
izations by helping older adults take better care of themselves to prevent 
more serious illness, but it found that many older adults had very limited 
knowledge about their conditions. Even with prompting from nurses the 
older adults who were contacted often failed to take necessary preventa-
tive actions ( Abelson, 2008 ), a fi nding that bodes badly for the health of 
older Americans in an era of concern for the ability of Medicare to main-
tain itself fi nancially. According to nurses making the calls, patients with 
diabetes often had never heard of an endocrinologist. 

    18.2       THE LACK OF AVAILABLE MEDICAL CARE 
 A   critical medical problem for older adults is the lack of available pri-
mary care doctors. In Massachusetts, which recently increased availabil-
ity of medical care through a universal health program, newly insured 
patients in rural and urban areas are fi nding a shortage of primary care 
doctors. If we move toward universal health care, and one hopes we 



do, there will clearly not only be a doctor shortage but an increase in 
the numbers of patients doctors will feel obligated to take.  Sack (2008) 
describes how doctors in parts of Massachusetts have increased the 
numbers of patients seen from 18 – 20 a day to 25 – 30, eliminating or 
reducing the number of physical examinations, which take 45 minutes 
each, thus creating concerns about quality of care and the possibility 
of increased medical errors so often criticized in managed care. Sack
(2008)  reports that the number of primary care doctors has decreased by 
50% since 1998 and that by 2020 there will be a need for 40% more pri-
mary care doctors, numbers unlikely to be reached without signifi cant 
incentives for more doctors to choose primary care as their specialty 
over more lucrative specializations. Sack also reports that the country 
will need 85,000 new doctors by 2020 just to care for the expanding 
population and attrition in the medical profession. A looming doctor 
shortage will see a large increase in foreign-born and trained doctors 
with potential language barriers which could make communicating with 
older adults more diffi cult.  

    18.3        MORE PRESSURE ON OLDER ADULTS TO CARE FOR 
THEIR CHILDREN AND THEIR CHILDREN’S CHILDREN 

    Kleiner et al. (1998)  report that the number of grandchildren living with 
their grandparents increased from 2.3 million to 4 million between 1980 
and 1996. Over a third of those children were being raised solely by 
grandparents without the presence of either parent. Half of the grand-
parents raising grandchildren were ages 50 – 64, while 20% were over 
65. Many grandparents in this situation suffer from economic diffi cul-
ties or need to make job-related changes to accommodate child-caring 
responsibilities. According to  Kleiner et al. (1998) , many grandparents 
are denied benefi ts provided to foster parents because of their blood 
relation to the child, even though they may be in just as much need. 

    Kleiner et al. (1998)  also report that older grandparents who may 
be coping with serious and frequent health issues experience problems 
with stamina and often feel emotionally and physically drained from 
their caretaking roles. As a result, they wonder if older grandparents 
may be unable to continue their parenting role and worry about what 
will happen to their grandchildren if something happens to them. The 
new responsibilities of caring for grandchildren often prevent grandpar-
ents from taking part in social activities with friends who may not want 
to include young children in their activities. Further, grandparents must 
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often help children deal with the traumas that precipitated their role as 
caregivers. Those traumas may include the death of a parent, parents 
in prison, neglect or abuse of children by their parents, war, teenaged 
pregnancies, or any number of reasons a child can no longer live with a 
parent. Added to the stress of grandchildren living with older grandpar-
ents is the stress of their children and their grandchildren living together 
with older parents, and one can see how these arrangements may create 
serious problems for older adults. 

 Although   there are positives that can occur when grandparents take 
caretaking responsibilities for grandchildren, including a more stable 
and supportive environment and protection from abuse and neglect 
( Burton et al., 1995 ),  Shore and Hayslip (1994)  found that custo-
dial grandparents, when compared to traditional grandparents, report 
increased rates of behavioral problems among the children for whom 
they care. This may be explained in part by children coming to live with 
grandparents at a time of increased stress in the child’s family of origin. 
Nonetheless, it does point out another area of increased stress for older 
adults caring for their grandchildren. However, as  Kleiner et al. (1998) 
conclude, there has been too little research conducted on the impact of 
children raised by grandparents to know with certainty how children 
fare when they live with their grandparents, and whether it’s a good idea 
for the children or for the older grandparents caring for them.  

    18.4       OLDER MEN AND THEIR SPECIAL NEEDS 
 As   more and more men live longer lives, they will be prone to the same 
emotional problems affecting all older adults, but often without the 
belief that talking helps resolve inner turmoil. It is therefore very impor-
tant for the human services to develop helping approaches that require 
a different approach to older men than those currently in use with cli-
ents who have been socialized into the benefi ts of counseling and psy-
chotherapy. In discussing male socialization and the assumptions of 
counseling and psychotherapy,  Robertson and Fitzgerald (1992)  argue 
that traditional notions of psychotherapy are often ill suited for men for 
the following reasons: (1) while psychotherapy and counseling require 
self-awareness, men are encouraged to hide their feelings; (2) counsel-
ing and psychotherapy often require clients to admit that they have a 
problem, but men have been taught to deny that they have problems; (3) 
therapists often encourage clients to share their vulnerabilities, but men 
have been taught to hide their vulnerabilities so they can maintain a 



competitive edge; and, (4) counseling and psychotherapy ask clients to 
openly explore their problems with another person, but men have often 
been socialized to distrust others, to maintain rational control over their 
lives, and that  “ self-exploration should be done independently and on 
an intellectual level ”  ( Robertson et al. 1992 ). In further explaining male 
resistance to therapy, the authors write: 

 Many approaches to personal counseling require that clients bring 
a sense of self-awareness to the counseling room (client-centered, 
humanistic, gestalt, existential, and others); yet men appear to be 
socialized away from self-awareness and encouraged to control (or 
hide) their feelings. In addition, personal counseling is designed for 
people who admit they have problems, but men are generally taught 
to compete on their own and not admit that they need help. Many 
counselors further invite clients to disclose their vulnerabilities; 
men, however, are taught to hide their vulnerabilities to maintain a 
competitive edge. Finally, counseling asks clients to explore their 
lives openly with another person, whereas men are socialized to be 
in rational control of their lives, implying that any self-exploration 
should be done independently and on an intellectual level. Given 
these considerations, it seems reasonable that men avoid a pro-
cess that requires them to consider failure instead of success, coop-
eration instead of competition, and vulnerability instead of power.  
 (Robertson et al., 1992, p. 241)   

 These   concerns about men and the use of treatment suggest a different 
approach to working with older men. In a study of how men view ther-
apy,  Robertson et al. (1992)  devised two brochures; one which described 
counseling in a traditional way, while the other described therapy using 
terms such as classes, workshops, and seminars. Both brochures discussed 
reasons for coming for counseling (depression, academic failure, relation-
ship problems, etc.) and described staff competence, waiting periods, and 
cost. Both brochures looked alike. The study found that men with tradi-
tional attitudes toward masculinity reacted more positively to descriptions 
of counseling which were consistent with male socialization processes. 
The authors concluded that men are more likely to stay in treatment when 
the service offered is supportive, reinforcing, instructional (advice giving), 
and non-confrontational, and write: 

 [C]ounseling psychologists need to off er programs that emphasize self-
help and problem-solving approaches, rather than off ering solely coun-
seling for deeper insight into self-development and personal emotions. 
Our fi ndings are consistent with the tradition in counseling psychology 
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that encourages the use of culturally sensitive formats for providing 
services to clients representing ethnic minorities and those designated 
as  “ special populations. ”  Although it is not usual to think of men in this 
fashion, it is also true that the masculine mystique generates a unique 
assumptive world that appears to function as a barrier to men in many 
areas (e.g., emotional, psychological). ( Robertson et al., 1992 , p. 245)   

 The   special needs of older men are particularly important when it 
comes to the way men approach their health.  Gupta (2003)  reports that 
women are twice as likely as men to visit their doctors once a year and 
are more likely to explore broad-based preventative health plans with 
their physicians than are men. Men are less likely to schedule check-
ups or to follow up when symptoms arise. Men also tend to internal-
ize their emotions and self-medicate their psychological problems, 
while women tend to seek professional help. Virtually all stress-related 
diseases –  from hypertension to heart disease  –  are more common in men. 

 American   men between the ages of 45 and 64 suffer an estimated 
218,000 heart attacks a year, compared with 74,000 a year for women in 
the same age group, one of the many reasons women live more than seven 
years longer than men ( Drug Store News, 1998 ).  Epperly and Moore 
(2000)  report that men are at much greater risk of alcohol abuse than 
women, with the highest rates of alcoholism occurring in men between 
25 and 39 years of age. However, age is not a deterrent for risk factors in 
men, and 14% of men over 65 are alcohol dependent as compared to 1.5% 
of women in the same age group. Male suicides in men over 65 are six 
times the rate of the general population, according to  Reuben et al. (1996) .

 These   fi ndings of greater health problems among men are not 
explained by biological differences related to gender.  Harrison et al. 
(1988)  write that  “ Research suggests that it is not so much biological 
gender that is potentially hazardous to men’s health but rather specifi c 
behaviors that are traditionally associated with male sex roles which 
can be (but in the case of women are not) taken on by either gender. ”  

    Saunders (2000)  reports that a poll by Louis Harris and associates in 
May and November 1998 indicated that 28% of the men as compared 
to 8% of the women had not visited a physician in the prior year. While 
19% of the women didn’t have a regular physician, 33% of men didn’t 
have one either. More than half of the men surveyed had not been tested 
for cholesterol or had a physical examination in the prior year. Waiting 
as long as possible to receive needed medical care was a strategy used 
by a fourth of the men studied, and only 18% of the men surveyed 
sought medical care immediately when a medical problem arose. 



 Additional   health data paint an equally troubling picture of male 
health. Drug Store News (1998)  reported the following information 
for American pharmacists: (1) women still outlive men by an average 
of six to seven years, despite advances in medical technology; (2) the 
death rate from prostate cancer has increased by 23% since 1973; (3) 
oral cancer, related to smoking, occurs more than twice as often in men; 
(4) three times as many men as women suffer heart attacks before age 
65. Nearly three in four coronary artery bypasses in 1995 were per-
formed on men; (5) bladder cancer occurs fi ve times more often in men 
than women; (6) nearly 95% of all DWI cases involve men; (7) in 2001, 
suicide rates for all men had increased from 9.4 per 100,000 in 1970 
to 19.3 per 100,000, while suicide rates for men over 60 were from 10 
to 12 times higher than suicide rates for older women, with men over 
85 having an astonishing suicide rate of 54 per 100,000 as compared 
to women in the same age group of 5 per 100,000 (CDC, Found on 
Internet May 2004). 

 These   serious health and mental health problems suggest that spe-
cial approaches are required in both medicine and the human services 
to help men take better care of their physical and emotional health, and 
that deteriorating health problems for men will escalate as more men 
enter the last third of their lives.  

    18.5       MAKING BETTER USE OF OLDER ADULTS 
 Many   states have shortages of trained and experienced human service 
workers, teachers, physicians, and other professionals. In the small town 
in which the author lives, there are a number of retired clinical social 
workers, psychologists, and counselors from other states who want to 
work or volunteer a day or two a week, but either receive little inter-
est from social agencies because of their ages, or aren’t permitted to 
work because they lack a state license and don’t want to go through the 
extended time and trouble of becoming licensed in a new state. 

 The   licensing laws, which were originally developed to raise the 
level of practice, have so many unnecessary hoops to jump through that 
many older semi-retired professionals would rather not go through steps 
that seem irrational and, frankly, biased against older people. Writing 
about the employer view of older workers,  Fein (1994)  writes: 

 Despite a decade-long push by private and government organiza-
tions to market older people as reliable and mature workers, advo-
cates for people 55 and older say their eff orts have largely failed. 
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They say that employers continue to view age not in terms of experi-
ence or stability but as deterioration and staleness. (p. 1)   

 It  ’s shameful, that when older professionals ask to volunteer for 
agency work they are offered tasks so beneath them that out of a feeling 
of humiliation they withdraw their offers to volunteer. When you’ve been 
a high-level social worker, counselor or psychologist much of your life, 
answering phones or fi ling paper just doesn’t excite most of us. A number 
of retired human service workers have been writing to their legislators 
urging the repeal of unnecessary requirements for older adults who can 
prove they are trained, have worked in the human services, and would 
like to help reduce the national shortage of human service professionals. 
It’s too soon to know if change will take place but one hears that many 
younger workers are unhappy with licensing laws and the rigid ways 
they are administered. If 80 is the new 60, as we so often hear, then there 
are many years of help left that retired human service workers can offer 
social agencies in America, and which older adults in many fi elds can 
offer organizations facing labor shortages or shortages of trained workers. 

    18.6       CONCLUDING WORDS 
 Growing   old in America is not the gentle process we so often hear and 
read about in the media. Many older adults face hard times ahead as 
medical costs spiral out of sight and reductions in coverage threaten 
the economic security of many lower- and middle-income older men 
and women. With increasing recognition of the need to stay healthy by 
living a successful aging lifestyle, many older adults are likely to live 
another 30 years past the age of retirement. What they do with their 
time and how organizations use their talents will defi ne the way many 
older adults approach aging. To do nothing more than participate in lei-
sure activities and travel is not what most older adults want when they 
retire. They want to feel valued, appreciated, and utilized in ways that 
help the community. They want to leave a legacy for their children and 
for their extended families and friends. 

 One   worries that, for many older adults, the thrill of not working 
will be replaced by growing boredom and lethargy, and that anxiety 
about health issues will dominate their lives. The growing numbers of 
retirement communities that are detached from the larger community 
adds to this concern. Much as one can see that retirement communi-
ties offer fellowship and a richness of activities in a community of older 
people, they can also be rigid and dogmatic places to live where older 



adults are worried about breaking rules and being ostracized. And sur-
prisingly, they can be places where people live very lonely lives, often 
forgotten and uncared for when they experience a crisis. One hears of 
communities without doctors close by and administrators who don’t 
think the health and well-being of residents is their concern. 

 One   wonders about the vitality of our society and whether we have 
grown complacent and politically detached, and whether older adults 
will give up on social progress, believing there is too little for them to 
do to matter, so why even try. I worry that older adults will be forced to 
work well beyond a point of burnout because the economic safety nets 
in savings, pension plans, and social security are quickly disappearing, 
and that the ability to gradually cycle off full-time work will be replaced 
by work well beyond the point of being physically and emotionally 
exhausted. One sees an increasing number of tired and frail older adults 
working in stores and restaurants. Their fatigue is palpable. 

 We   live in a society of the moment and in this moment the worries, 
the desires and the dreams of older adults have been replaced by con-
cerns that our youth aren’t up to the task of maintaining and growing a 
vital and progressive society. Where the wisdom of age is often valued 
in other societies, in America age is often a sign of deterioration and a 
lack of productivity. 

 Finally  , I worry about the health of the human services. We are not 
the respected, appreciated frontline people we were several genera-
tions ago. And yes, the conservative nature of our politics hasn’t helped, 
but one sees serious problems in the way the human services function. 
Few men enter the human services and one can see that it bodes badly 
for developing treatment approaches for men, particularly older tradi-
tional men. The quality of the people entering the human services must 
be maintained, but after 40 years as an educator I see a decline in the 
ability of students entering social work. Many are acutely aware that 
they have writing problems or have trouble thinking critically and want 
to do something about it, but many others ride by on a cushion of medi-
ocrity acceptable to the overworked academics training human service 
professionals. When you have graduate students who cannot write a 
simple term paper and ache at their lack of writing ability because in 
four years as undergraduates no one asked them to do extended writing 
assignments, you know we are letting down the clients who need the 
very best we can offer. 

 This   moment in time is a turning point in the lives of older adults. 
I hope we put much more energy into helping the growing numbers of 
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older adults who face the grim prospect of growing old without close 
family ties or good friends, and who live lonely and isolated lives. 
Loneliness is everything it’s cracked up to be, and we should ache for 
the lonely older men and women of America and set our shoulders to 
the grindstone to make certain that every American who reaches that 
point in time when they no longer want to or are able to work, that 
every single one of them will have a loving, caring, and sympathetic 
world to live in where their only concern should be trying to make the 
very best of their lives and continuing to dream the dreams that keep us 
all young and vital.  

    18.7        PERSONAL STORY: ON THE JOYS OF BEING AN 
OLDER PUBLISHED AUTHOR 

 I   recently attended a lecture by my fellow writer Christopher Hitchens 
about the war in Iraq. I count Mr Hitchens as a colleague because I’ve 
published nine books in the past four years, although my students think 
the bad jokes I include in all my books are the best part of them. 

 Mr   Hitchens was brilliant and entertaining. I could probably learn a lot 
from him about being a successful writer, like wearing a white suit, drink-
ing wine during the lecture, using words that would make my sainted 
mother blush, and fi ngering a cigarette so longingly that even though I 
don’t smoke, I wanted to grab it out of his hand and smoke it for him. 

 The   truth is that I put my heart and soul into my books even though 
they haven’t sold enough copies to buy me a cup of coffee. You write to 
please yourself. I have a book coming out next year about children that 
makes me proud when I read it. I’m almost done with a mystery novel set 
in my hometown of Grand Forks, North Dakota, with descriptions of the 
weather that no one believes, and stories about my friends and teachers 
that make me choke back tears in the early morning when I write. 

 One   of my books is about men, but it’s really about my father and 
the tough and tender immigrant people I grew up with in North Dakota. 
Another book is about psychological resilience, but it’s really about 
my daughter and members of my family who struggle with illness and 
every imaginable setback, and yet come out of that struggle stronger 
than ever. Another book is about positive psychology, an approach to 
helping others that focuses on what’s right about people. I wrote it in 
the mountains of Utah where, everyday, deer and moose would come 
to my door and watch me write. No one can ever put a money value on 
that special experience. 



 My   daughter Amy has contributed to many of my books. This is what 
she wrote about her juvenile onset diabetes:  “ After having diabetes for 
fourteen years, it has become more than a chronic disease for me, more 
than a steady companion; diabetes is very much a part of who I am. 
Diabetes is not a burden, nor is it a crutch. It is just a disease that I, and 
millions of others, live with every moment of every day. I live with dia-
betes as though it were my troubled child  –  a lot of work and occasion-
ally painful, but in the end, oddly beautiful and uniquely mine. ”  Who 
wouldn’t want to write books when you can include such beauty? 

 This   morning on my 68th birthday I got up at 6:00 a.m. and wrote 
the end of my book on aging. It is sunny and cool in the Arizona moun-
tains, and the birds and squirrels are scampering around taking drinks 
from the pond, which my offi ce faces in the back of our home. The 
scrub jays fl y in, one after another, to pick up the peanuts in the shell 
we leave out for them and which they bury all over our property to 
retrieve when the spirit moves them. They are very picky and often 
snatch up fi ve or six and discard them before they fi nd the right one. I 
can tell that the raccoons have somehow gotten into the bird feeder and 
sprinkled birdseed on the ground where more varieties of birds are eat-
ing the leftovers than I can describe. A family of doves and quail parade 
by the pond at one point and sing a happy birthday song. 

 This   place I live in with my life partner Patricia and my magical dog 
Maxie in the mountains of Arizona near Sedona is my dream of para-
dise. How like my life that my dog is a rescue dog and my life partner 
is someone I met so late in life. You can never give up on the dream. 
In this magical place we have mesquite trees, huge boulders with lush 
desert vegetation, and a waterfall and pond in our backyard. Deer, owls, 
coyotes, hawks, javelinas, eagles, and birds of every variety come to the 
pond to drink. 

 As   I look out this morning before I begin to write, the one thing I 
know for certain is that I feel blessed to be able to do what I’ve always 
wanted to do; to be a published writer and to understand, in my daugh-
ter’s words, that our task  “ is simply to discern what our gifts are and to 
utilize them. Because, in the end, we are each our own Tooth Fairies, 

taking what has been lost and giving gold in return. ”   –  MDG.   
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