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Introduction' v'■ ■ ■

To mark thirty years since the founding of organized
gerontology in Israel, the Israel Gerontological Society in
cooperation with the Brookdale Institute of Gerontology and
Adult Human Development and various other Israeli organizations
in the ifeld of aging held a series of international workshops and
events during the summer of 1986. Their purpose was to offer
small, interdisciplinary groups of experts and participants the V"

opportunity to meet and work intensively and in depth on the
analysis of a speciifc issue from a variety of perspectives. Such an
approach seemed particularly useful for the emerging issue of elder
abuse. This monograph includes the papers from one of those
events, the workshop on "Stress, Conflict and Abuse of the
Elderly", that took place at the Brookdale Institute in Jerusalem
on August 2527, 1986.

Although evidence of tension, conlfict and even violence in the
family can be found in the historical records and literary sources
of many cultures, dating back centuries, the recognition of elder
mistreatment as a growing social problem is a new phenomenon.
The increasing numbers of very old people in the population, the
success of the child abuse movement in arousing interest and
action regarding family violence, the existence of state
bureaucracies providing "protective services", and the public's
willingness to allow the government to intervene in family matters :

have all been suggested as reasons (Wolf and Pillemer, in press) for
the unprecedented public and professional interest in an ancient
problem.

First described by G.R. Burston (1975) in a letter to the editor
of the British Medical Journal entitled "Grannybattering", elder
abuse became the subject of several investigations in Great Britain
in the late seventies and of a book by Mervyn Eastman (1984).
About the same time as the appearance of the Burston letter,
Robert N. Butler's book, Why Survive?: Being Old in America (1975)
was published in which he describes the "battered old person
syndrome". Elder abuse did not emerge as a public issue in the
United States, however, until 1978 when a sociologist testifying
before a Congressional Subcommittee investigating family violence
made reference to "parentbattering". It was that statement that
served as the catalyst for a series of hearings sponsored by the
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Subcommittee the following year on the topic of elder abuse and
an intensive investigation by the committee staff. The resulting
report proposed a U.S. policy agenda on elder abuse, which, despite
efforts by a dedicated group of legislators over a sixyear period,
has never been adopted. Nevertheless, even without national
legislation, some funds were made available in those early days
(1978) by the Administration on Aging to support studies of the
nature and extent of the problem and in subsequent years to fund
demonstration projects, training and educational seminars. In the
meantime, the individual states passed legislation authorizing
social services or aging departments to provide for the detection,
assessment and treatment of elder abuse cases.

The identiifcation of elder abuse as a social problem in Canada
began with the publication in 1981 of a law student's paper on
"Elder Abuse in Nova Scotia", and the exploratory study of the
incidence of elder abuse in the province of Manitoba. The ifrst
report of activities on the European continent was made by two
Norwegian researchers who described an investigation of elder
abuse conducted by home nurses in Oslo in the spring of 1984.
Further evidence of the growing worldwide attention given to elder
abuse was the resolution drafted in 1985 by the 7th United Nations
Congress on the Prevention of Crime and Treatment of Offenders
which recognized domestic violence as a major threat to the
elderly. It requested the SecretaryGeneral to intensify research on
domestic violence, and to formulate distinct actionoriented
strategies that could serve as the basis for policy formulation, and
to report these to the next Congress. The issue of criminal
victimization against the elderly ifrst received research and public
attention in Israel towards the end of the seventies; and that of
abuse of elderly in families several years later as a byproduct of
increasing preoccupation with child abuse and emerging
documentation on abuse of elderly in or by families or in
institutional settings for the elderly. By 1986, the year of the
workshop in Jerusalem, there was a body of literature that
substantiated the existence of elder abuse as a phenomenon in
America and Europe and a growing group of researchers and
practitioners throughout the world engaged in the study of the
problem.

The individuals who assembled in Jerusalem for the workshop
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came from several countries and various disciplines. The following
ambitious set of objectives, based on the areas of interest and
activity of the invited participants, served as the framework for
the discussion:
 to examine the relationships and situations which place elderly

persons at risk of abuse and neglect;
 to offer new insights into the causation of stress, abuse and

victimization;
 to explore the dynamics that lead to caregiver burden;
 to propose methods of identiifcation, assessment, intervention

and prevention to alleviate the problem;
 to make recommendations regarding future areas for study and

policy development.
The presentations covered topics ranging from selfabuse to
victimization by strangers, from intrafamily dynamics to
community intervention strategies. They are grouped into three
sections as noted below.

Section One consists of ifve papers, each of which examines a
different aspect of the relationship between victim and caregiver.
Martha Pelaez in Chapter 1 begins by recommending that those
principles that have guided persons providing care to the elderly,
autonomy ("respect") and paternalism ("care"), be replaced by the
ethic of "respectful caring", which she links to "shared
decisionmaking". Through "shared decisionmaking", she says, it is
possible to reconcile the elder's right to self determination and the
caregiver's belief that intervention is necessary. For her,
decisionmaking capacity, freedom from coercion, and information
form the foundation on which an effective partnership for care
planning is built. Using a Florida statute for Adult Protective
Services, she illustrates the process for carrying out an ethical
assessment of caregiving that includes an evaluation of patterns of
consent or lack of consent in the creation of care plans and
provision of protective services for the frail adult.

To explore the nature of spouse abuse, Rosalie Wolf, in Chapter
2, compares cases of spouse and parent abuse and ifnds
signiifcantly different proifles. She suggests that a change in the
dependency relationship of an elderly married couple as a result of
situational factors, particularly a decline in the health of one of
the partners, can trigger deepseated anger and hostility or cause
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repressed negative feelings to arise, leading to violence or neglect.
From the study ifndings, she offers a number of strategies for
intervention aimed at reducing dependency and promoting positive
interpersonal relationships.

Chapter 3 compares the concepts of maltreatment and poor
quality of care in the framework of institutions for the elderly.
Based on a tracer study of quality of care in longterm care
institutions in Israel, Rachel Fleishman and Revital Ronen argue
that since care given in institutions relates to all areas of
residential life, the concept of maltreatment represents an integral
part of the concept of quality of care. Both internal and external
causes of poor quality are examined, and their effect on the
psychological and physical state of the resident described. The
authors conclude that poor quality of care and the potential for
maltreatment relfect certain structural characteristics of
institutional life in Israel.

Another perspective of the problem of elder abuse is offered by
James O'Brien in Chapter 4. He reports on a survey in North
Carolina and Michigan that investigated the role of primary care
medical practitioners in the detection and treatment of elder abuse
cases. Similar to other formal caregivers, physicians were found to
be hampered in the identiifcation of abuse cases by insufifcient
knowledge of the problem, confusion in deifnitions, unclear state
laws and unavailable services. Additionally, in reporting cases of
abuse, they run the risk of severing longstanding relationships
with families that could have legal as well as ifnancial implications
for them. In spite of the barriers, O'Brien maintains that the
physician can play a role in detection and treatment of abuse and
neglect cases.

In Chapter 5, Andreas Kruse describes an indepth study of 60
elderly stroke victims and their caregivers, some of whom were
interviewed continually over a twoyear period, and after the
death of the patient. His purpose was to learn how patients and
their caregivers cope with severe chronic disease and the resulting
burden and to relate these ifndings to the phenomenon of elder
abuse. Four different coping styles were identiifed in those families
whose relatives had been ill for ifve years or more. The author
explains how two of these, one characterized by increasing
depression and helplessness and the other by rejection of social
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contacts and sense of desperation, niay result in abuse or neglect.
To help these families, Kruse suggests improving their socialization
skills, increasing their sense of control over their lives, and making
them more aware of their mutual needs, expectations and
concerns.

Section Two addresses victimization from still another
perspective. In Chapter 6, Bracha KatzShiban examines the
process of change in the lives of 200 elderly in the Tel Aviv area of
Israel following a reported episode of criminal victimization. Using
a developmental approach, the author constructed a typology of
the victim's role and then used it to test a series of hypotheses
relating sociodemographic factors and the nature of the injury to
adaptive behavior. From the data emerged three different proifles
of victims who reported the episode to the authorities. Their
responses to their plight are explored in relation to cognitive
dissonance and labelling theories.

Financial exploitation of the frail elderly is the subject of
Chapter 7, authored by Hava Lehman. The sample for her study
included 156 elders living alone who transfered their property or
assets to others in return for services and/or informal support.
According to the social workers, nurses and volunteers who worked
with them, 31 of the group were defrauded or "atrisk" of losing
their property; yet, they chose not to make a complaint to the
police. Five stages of the process of victimization are described,
ranging from establishing contact with the helper to
disappointment that the helper has not fuliflled the emotional
expectations. A review of the ifndings suggest a relationship
between the victim's functional status ("mastery reduction") and
likelihood of being deceived. The author advocates for legislation
and ifnancial management services to protect elders in those
circumstances.

Ariella Lowenstein reports in Chapter8 on a segment of a large
study of criminal victimization of urban aged in Israel. The data,
drawn from a sample of Haifa's elderly victims, were analyzed to
measure the impact of the event on the elderly, the involvement of
formal services, and the perceptions of elderly victims about the ■'

services needed versus those that were provided. A gloomy picture f
of the response of the social service network to the plight of
elderly victims was noted by the author. She recommends a series \
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of measures that will make the law enforcement and health and
especially social services more responsive to the specific needs of
elderly victims as indicated by their complaints.

In the last chapter of this Section, Chapter 9, Elizabeth
Podnieks reviews the status of elder abuse research and programs
in Canada and concludes that, although there is agreement that
the problem exists and numerous groups at the provincial and
federal level are working on it, there is a lack of the necessary
direction and coordination to develop and implement the requisite
intervention and prevention strategies. She then proposes a family
system model in which abuse is presented as the outcome of a
variety of stresses that impact on the family. According to
Podnieks, assisting the family to become an open system, to accept
help and move in the direction of holistic wellbeing, is the major
challenge that faces human service providers in dealing with the
problem of elder abuse and neglect.

Section Three comprises four chapters that explore a variety
of services for family caregivers of inifrm elderly. The ifrst of
these, Chapter 10, by Dianna Shomaker, discusses the structure of
reality fabricated by Alzheimer's disease patients and its impact on
their families. Employing ethnographic interview and
observational methodology, she studied six patients and their
families at daycare centers in Birmingham, England. It was not
the age and time disorientation of the patients that brought the
families and patients into conflict, Shomaker found, but the
numerous distortions of reality beyond temporal disorientation. In
recommending that interaction with these victims be centered on
the patients' perspectives of reality and their capabilities, she calls
into question the merits of Reality Orientation as a therapeutic
modality for Alzheimer's disease victims.

Peter Coleman, in Chapter 11, offers observations about the
support given to caregivers of mentallyimpaired elderly people
taken from a survey of 200 professional and informal caregivers
that compared a welldeveloped psychogeriatric service in the
Southampton area with a much poorer service in a neighboring
health district. The information gathered from the informal
caregivers, obtained over a period of six months or longer,
conifrmed the fact that the more active psychogeriatric service was
better prepared to take over responsibility for cases, and provided
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better followup and general support to both the informal and
professional caregivers. Particularly valuable to the informal
caregivers were the crucial counseling role of the community
psychogeriatric nurses and the daycare and respite services.

A demonstration training program in caregiving for families is
presented in Chapter 12 by Dina Csillag. The purpose of the course
was to provide knowledge and supportive guidance to families
caring for elderly members, to teach them practical techniques of
caregiving, and to develop their ability to share common concerns
with other families as well as professionals so that they would be
able to cope more effectively with their situation. A curriculum
was designed and tested with one group of caregivers and then
used with a second group who were videotaped. The process of
developing the course as a multidisciplinary and inter
organizational effort is outlined by the author.

In the ifnal chapter, Brenda Morginstin examines issues related
to patterns and characteristics of caregivers and the impact of
family support services that might alleviate the burden of care.
The data come from a study of participants in a support group
(described in Chapter 12) and a comparison sample of non
participants. It was found that the burden of care was likely to be
less related to objective factors such as the ADL status of the
elderly person than to the personal characteristics of the caregiver, :

particularly his/her self conception as a caregiver. Thus, the
author advises that, in planning services, greater attention ought
to be paid to the emotional rather than the physical aspects of
caring.

The workshop was a ifrst attempt to share information about
elder abuse and neglect within a crosscultural context. By the end
of the two days of discussions, it was evident to the participants
that elder abuse was a very complex issue, with many different
interpretations. Whether deifned in terms of family conlfict,
victimization or caregiver stress, it was acknowledged to be a
serious threat to the quality of life for many elders. The
participants left Jerusalem enriched by their experience and
encouraged by the prospects of future joint endeavors that could
lead to the successful treatment and prevention of elder
victimization.

' ■ R. Wolf
S. Bergman
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Ethical Issues in Protective Services
ך for the Elderly

_______ Martha Pelaez
A

In this paper we will brielfy examine the ethical principles of
autonomy and paternalism and will try to understand the
underlying dialectic that exists between these two principles. It
will then be proposed that intervention in cases of elder abuse
requires an ethic of "respectful caring" instead of an ethic of
"respect" or "caring".

The central idea that underlies the concept of autonomy is
indicated by the etymology of the term autos (self) and nomos
)rule or law). The term was ifrst applied to the Greek city state. A
city had "autonomia" when its citizens made their own laws as
opposed to being under the control of some conquering power.
There is then a natural extension to persons as being autonomous
when their decisions and actions are their own. Autonomy is the
capacity that persons have to deifne their nature, give meaning
and coherence to their lives, and take responsibility for the kind of
person they are. The exercise of the capacity of autonomy is what
makes "my life mine". If we are to recognize others as equal
persons there is a requirement that we give weight to the way they
deifne and value their world in deciding how they should act!

Probably the most diificult ethical issue in cases of elder abuse
is how to balance the elder's right to selfdetermination against our
belief that something ought to be done to intervene and manage
the care of this older person. There is often the conlfict

The author is Director of Education and Training, Southeast Florida Center on
Aging, Florida International University, Miami.
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Ethical Issues in Protective Services for the Elderly

between the impulse to "protect the victim and provide appropriate
care" and the "individual's right to refuse protection and deny
interference". This conlfict raises questions such as: Does an abused
person have a right to remain in a dangerous environment? Must
an individual be left exploited or neglected even to the point of
starvation if it is their choice? Should nursing homes require
informed consent by all competent individuals to admission and to
care plans. The question that logically follows is, of course, how to
deifne a "competent individual".

These dilemmas or questions will remain unresolved and 1
unanswered as long as we maintain a conlfict between autonomy
and paternalism, or between our desire to care for the wellbeing of
an individual and our desire to respect this individual's rights to
selfdetermination. Is this a necessary dichotomy?

It is the fact that they choose, not what they choose, that
makes a difference. For this reason it is not acceptable for the
caregiver to use an "objective test" to determine an older person's
capacity to selfdetermination. The fact that someone arrives at a
seemingly "foolish" decision does not mean that person is
incompetent. This is important, because in practice an older
person's capacity to selfdetermination is questioned only when a
refusal of service or choice of intervention is contrary to the
caregiver's best judgement. However, if every decision that a
caregiver disagreed with were grounds for a declaration of lack of
capacity, selfdetermination would have little meaning.

In the ifeld of protective services and geriatric practice,
whether we are professional caregivers or family caregivers, we all
have a tendency towards paternalism. We move in, we act out of
compassion, we do what we perceive is best, and we hardly ever
question whether in doing this we are violating basic human rights
that we accord to any other member of our society. We create a
basic conlfict between the ethics of caring and the ethics of respect.
In working within a protective supervision environment, how do
we reconcile the victim's wishes or autonomous decisions on the
one hand, with the reality that they may be at risk, at danger to
themselves or to others living in the community? What are the
values that ought to guide decisionmaking in the caregiver/client
relationship? The two values that most guide all of our actions as
caregivers are: Promotion of the older adult's wellbeing, and

4
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respect for individual selfdetermination. These two values must
be kept as the two sides of the same coin.

In cases of elder abuse, interventions are intended ifrst and
foremost to protect the victim from abuse and thus serve the
victim's wellbeing. In many circumstances, it is possible to agree,
in a general way, on what wellbeing means. Restoration of normal
functioning, freedom from abuse, avoidance of untimely death, etc.
are obvious examples. In these cases, of course, there is no conlfict
between caring and respecting values.

In practice, however, the connection between a particular
intervention and an individual's perception of wellbeing is not
always perfect. One must recognize that if any group can be said
to have established values, preferences, and goals concerning the
kind of life that is worth living it is the older adults. The older
adult population is characterized by a pluralism of individual life
histories, cultural backgrounds, religious sentiments, family values,
and structures. Here we might have as many world views as we
have individuals. Even the simplest case in which there is little, if
any disagreement, that some intervention will promote wellbeing
may well have a number of different ways to achieve this goal.
Therefore determining the individual's subjective preferences is
important.

In the report of the President's Commission for the Study of
Ethical Problems in Medicine we ifnd one deifnition of "shared
decisionmaking". Shared decisionmaking requires that a caregiver
seek not only to understand the person's needs and develop
reasonable alternatives to meet those needs, but also to present the
alternatives in a way that enables the older person to choose one
they prefer. Even in cases of diminished competency it is
recommended that one should recognize that the older adult once
was in a position to competently make choices about the nature of
their lifestyles and wellbeing. So whenever possible, in order to
advance the values of caregiving and respect for individual
autonomy, the Commission recommends the principle of .

substituted judgement as one of the guidelines for decisionmaking
with those who presently lack capacity to selfdetermination. This
has direct implications for the choices of care plans and treatment
interventions that are developed for the older person's wellbeing.

It is through this process of shared decisionmaking that the
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Ethical Issues in Protective Services for the Elderly

caregiver's knowledge and professional expertise come together
with the older person's expressed values, and the advancement of
the person's wellbeing is reconciled with respect for the individual's
right to be a subject and not an object. Shared decisionmaking, as
effective participation in a care plan, rests on three foundations:
Decisionmaking capacity, information, and freedom from coercion.

Decisionmaking Capacity
In order to determine the degree to which an older person, a

victim of abuse, can be and should be involved in directing her/his
own care, it is necessary to understand what is meant by
"decisionmaking capacity". Some clients clearly possess such a
capacity; others just as clearly lack it  for instance, the advanced
Alzheimer patient and the comatose. In other instances, a person's
capacity to decide on a course of treatment or care plan will be less
clear. To determine a person's capacity to consent is very
important because informed consent is based on the premise that
selfdetermination ought not to be blind. The President's
Commission viewed competency as consisting of three elements: a)
possession of a set of values and goals; b) the ability to
communicate and understand information; and c) the ability to
reason and to deliberate about one's choices. The ifrst gives a
framework for comparing options. The second element includes
the ability to give and receive information, as well as the
possession of various linguistic and conceptual skills needed for at
least a basic understanding of the relevant information. These
abilities should be evaluated only as they relate to the task at
hand; they are not solely cognitive but include also emotive
elements. The third element of decisionmaking capacity 
reasoning and deliberation  includes the ability to compare the
impact of alternative outcomes on personal goals and life plans.
The recently revised Florida statute for Adult Protective

Services illustrates how these elements are incorporated into the
legislative act. The Florida statute requires that: "If an aged
person or disabled adult withdraws his consent to the receipt of
protective services, the services shall not be provided except when
the Department questions his capacity to consent to services". In
the Department's regulation on how to assess capacity to consent
we ifnd the following recommendations: "Assessment of a person's

6
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capacity to consent to protective services involves evaluation of his
ability to perceive and understand his situation including his:
1) Awareness of the limitations/deifciencies in his surroundings

(environment);
2) Awareness of his own mental or physical limitations;
3) Awareness of resources available to assist in meeting his needs;
4) Awareness of the consequences to himself if nothing is done to

improve or remedy his situation".
The actual measurement of the various abilities is by no

means simple. Virtually all conscious adults can perform some
tasks to some degree but not others. In the context of informed
consent and for the purpose of shared decisionmaking, an
assessment of an individual's capacity must consider the nature of
the particular decision to be made.

How deifcient must a decisionmaking process be to justify the
assessment that an older adult lacks the capacity to make a
particular decision? Since the assessment must balance
considerations of wellbeing and selfdetermination, the decision of
competency must be made taking into account the potential
consequences of the person's decisions. This is true in our everyday
experience. The decisionmaking capacity required of a person in
charge of security in a major airport today should be different
from the decisionmaking capacity of the person in charge of
cleaning the lfoors. The decisionmaking capacity required of a
person "at risk" or in an emergency situation where her/his life
may be in danger should be different from the capacity required to
make decisions concerning different degrees of wellbeing, personal
care or safety. Even a severely mentally compromised person may
have the capacity to make some elementary decisions concerning
personal care. In summary, when little depends on the decision,
the level of decisionmaking capacity required may be appropriately
reduced.

Tests of capacity should avoid labeling a person "competent"
or "incompetent" with a blank deifnition. Rather they should
express the functional capacity of the individual in a speciifc
context.

,\ ;'7" _ ■ ,
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Ethical Issues in Protective Services for the Elderly

Voluntariness and Decisionmaking
A second requirement for informed consent is that the older

person's participation in the decisionmaking process and ultimate
decision regarding care must be voluntary. In cases of elder abuse
within the family context one must assess not only the victim's
capacity to consent to services, but also relative freedom from
coercion and threats by another individual. This concern is
particularly acute in the institutional setting where the older adult
is placed in total dependency on the care of those who may be a
coercive inlfuence in the decisionmaking of the older person. Since
voluntariness is one of the foundation stones of informed consent,
caregivers have an ethical obligation to avoid coercion and
manipulation of their clients.

Communication of Information
The ifnal element of effective caregiver/client relationship in the

decisionmaking process is the actual communication between
caregiver and client of the facts, values and alternatives on which
decisions must ultimately be based. Caregivers should recognize
the special skills required for effectively communicating with a
frail older person and consider it a matter of ethical obligation to
develop a sensitivity to and understanding of the sensory and
cognitive changes that occur with normal aging, as well as with
different impairments. This will enable caregivers to offer the older
adult a better chance to actively participate in the decisionmaking
process. In the Florida regulations for adult protective services it is
written that before terminating contact with a nonconsenting
adult the counselor must "explain the services available to the
aged person or disabled adult". This task may require the
intervention of a skillful counselor who can establish a trusting
relationship to enable the communication process to be effective. In
recognition of this fact the legislation also mandates that ongoing
education and training be provided to protective services
counselors.

A Last Remark
The whole issue of involuntary nursing home placement

illustrates the need for an ethical assessment of the patterns of
consent and nonconsent and abuse found both in the family

8
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context and among professional caregivers. We have very
elaborate safeguards in the United States developed by civil
libertarians and others over the last 1015 years that have resulted
in the phenomena known as deinstitutionalization. This movement
provided protection to mentally ill persons who did not want to be
in mental hospitals and is now wellestablished in law. You just
cannot send somebody to a mental hospital because you think
they would be better off there, even if in fact they would be "better
off". In nursing homes, which in the U.S. house approximately 5/io
of the elderly population or 1.5 million elderly, there is absolutely
no legal protection against involuntary placement. Involuntary
placement is very much a reality. Elderly people, by means of
family or professional pressure, end up being told that this is the
best place for them. Maybe it is the best place for them but we
also know that many still say: "I would rather die before I go into
a nursing home".

So in conclusion, an ethical assessment of caregiving should
include an evaluation of patterns of consent or lack of consent in
the creation of care plans and protective services for the frail
adult. Special attention should be given to a functional assessment
of capacity. When the aging or disabled adult is found lacking
capacity to consent, then special efforts should be made to respect
the person's valuehistory. In the same regard, caregivers have an
ethical responsibility to develop the necessary skills to facilitate
effective communication and shared decisionmaking with older
people who, though suffering sensory and cognitive losses, may
with appropriate assistance still maintain their human dignity and
create their own destiny.'*. ■<■
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Spouse Abuse and Neglect
cy in the Aging Family
. Rosalie Wolf '

Since 1979, when domestic elder abuse was ifrst brought to the
attention of the world, interest in the identiifcation, treatment, and
prevention of the problem has been growing at an accelerating
pace. The early studies which followed public disclosure furnished
data about the victims, perpetrators, and abusive situations,
offered some theoretical explanations, and presented examples of
remedial action. The lack of agreement regarding the
characteristics of the perpetrators, the physical and mental
impairment of the victims, the dynamics of the relationships, and
the possible causes was attributed to the small sample sizes,
deifnition problems, and methodological weaknesses of the studies. .

Despite the variations in the ifndings, a single image of elder abuse
dominated the literature and popular press. The overburdened
adult daughter trying to care for an increasingly disabled and
dependent elderly mother became synonymous with elder abuse.

Although the early research indicated that about 1596 of the
abusers were spouses, no effort was made to differentiate this group
of cases from those which involved other relatives within the
household nor did spouse abuse studies address the issue of older
couples who were often included in their study samples. On the
other hand, researchers did look to the family violence literature
for causal explanations of abuse against the elderly (Pillemer
1985).Finkelhor and Pillemer (1984), in a paper comparing elder
abuse cases with other forms of domestic violence, concluded that

The author is Associate Director of the University Center on Aging, University of
Massachusetts Medical Center, Worcester, Mass.
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the similarities between elder abuse and child abuse may be
overdrawn and suggested that it might be useful to consider elder
abuse as having more parallels with spouse abuse situations.
According to Giordano and Giordano (1983) in their study of 600
cases of abused and 150 cases of nonabused elders taken from the
ifles of the Aging and Adult Service Units in ifve Florida counties, J

the most important ifnding was "the emergence of spouse abuse as
the dominant variable in physical, psychological, and multiple i

abuse cases".
Two random sample surveys conducted under the auspices of

the Family Research Laboratory at the University of New
Hampshire have identiifed elderly spouse abuse to be a more
significant problem than has heretofore been recognized. The ifrst
was a replication of a 1975 national representative sample study of
family violence carried out in 1985 by Straus (1986) using the
Conlfict Tactics Scale (Straus 1979) to measure physical abuse. The
results indicated that 3.396 of the 520 elderly couples in the
national study reported husbandwife abuse and 4.29S wife
husband abuse within the previous year (Pillemer and Finkelhor
1988). Although the proportions are less than those for couples of
younger ages (under 30 years, 22 and 24.496; 3150 years, 11.6 and
12.196; and 5164 years, 5.3 and 5.196), the numbers become
substantial when applied to the national population of 8.2 million
married men and 6.7 million married women 65 years and older in
the United States (Brubaker 1985).

A second survey recently completed by Pillemer and
Finkelhor (1988) involved a stratiifed random sample of all
community dwelling persons, 65 years and older in the Boston
metropolitan area. Maltreatment was limited to physical abuse (by
the Conlfict Tactics Scale), chronic verbal aggression, and neglect.
The prevalence ifgure for that population was 30 cases per 1,000, of
which 5896 involved spouses as perpetrators and 2496, adult
children.

Because spouse abuse in the elderly population may be more
prevalent than initially estimated, it does merit special attention.
Furthermore, recent investigators have underscored the need to
reifne the categories used in abuse analyses for greater conceptual
clarity and more reliable results (PedrickCornell and Gelles 1981;
Pillemer 1985). A closer examination of spouse abuse as
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differentiated from other forms of elder abuse may not only lead
to greater understanding of the phenomenon, but also to more
appropriate treatment and preventive programs. This paper
reports on a comparison study of elder abuse cases involving
spouses as perpetrators with those in which the abusers were adult
children (parent abuse).

Theoretical Framework1
Five theoretical explanations for maltreatment of the elderly

drawn from earlier work on elder abuse and neglect, the
sociological and psychological literature on family violence, and
the gerontological research on family relations, served as the basis
for the analysis.

The Psychological State of the Perpetrator. The very early
investigators of child and spouse abuse sought to explain the
deviant behavior in terms of the psychological state of the
perpetrator. But little agreement among the results as to which
traits might be causally related and methodological problems jn
the studies themselves led researchers to look for other
explanations. Although today sociostructural factors are favored
over intrapersonal ones, there is evidence of a strong association
with alcohol and drug abuse and family violence which suggests
that personality characteristics might be involved in some way.

Karl Pillemer (1985) argues that there is a greater likelihood
. that psychopathology is related to elder abuse than to other forms

of maltreatment. A major difference, he states, exists in the degree
of normative prohibition against various types of family violence.
Straus et al. (1980) found a great deal of popular approval for
physical punishment of children and spousal violence. However,
Pillemer points out that it is a more deviant act to strike an
impaired dependent elderly person. Therefore, the individual who
takes such action may be more disturbed than those who are child
or wife batterers.

Exchange Theory and Dependency Relationships. Exchange theory
as an explanation of domestic conlfict has been widely used by
family violence researchers. The theory states that humans in
relation to others attempt to maximize their rewards and minimize
their costs. When reciprocity is no longer possible, the relationship
ends. Gelles (1983) has pointed out that families represent a special
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situation in which it may not be possible to break off a
relationship. This imbalance can lead to anger, resentment,
hostility, conlfict, and violence (Gelles 1983). Nye (1979) views the I

problem slightly differently. He hypothesizes that the greater the
rewards a husband sees himself receiving from his wife, the less
likely he is to use force against her.

Exchange theory has also been used by gerontologists to
explain dependency relationships between the caregiver and
recipient. Anger, guilt, frustration, depression, career interruption,
financial loss, and life dissatisfaction have been reported in studies
involving caregivers of very dependent persons. These findings
have led gerontologists (Steinmetz 1983; Cicirelli 1983) to assume
that the growing dependency of an older person increases the
likelihood of abuse, since an imbalance exists in the exchange
relationship between the two individuals.

This view is at variance with Goode (1971) who observed that
persons do not use force unless they lack other resources. Finkelhor
(1983), writing on child and spouse abuse also reports that "acts of
abuse seem to be acts carried out by abusers to compensate for
their powerlessness" (p. 19). This interpretation of exchange
relations and dependency may be a more useful paradigm than the
caregiver burden construct since it takes heed of the fact that the
perpetrator may also be dependent on the victim, a situation which
was noted in the preliminary findings from the Model Projects on
Elderly Abuse (1984).

Stress. A third explanation of abuse which has relevancy to
circumstances in later life is stress. Beginning with the work of
Goode (1971) which described the association between poverty,
unemployment, and child abuse, sociologists have tended to deifne
family violence in "sociocultural" terms rather than
"sociopsychological dynamics." They report that families in which
violence has occurred are more apt to have experienced a series of
stressful events than those in which it is absent (Straus et al. 1980;
Sedge 1979). Since old age is accompanied by many negative life
events, including the death of loved ones, loss of meaningful roles,
reduced income, ill health, stress has been postulated as a possible
causal factor in elder abuse and neglect.

Social Isolation. In both the child and spouse abuse literature,
social isolation is frequently mentioned as a characteristic of
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homes in which violence takes place. Under these circumstances,
the perpetrators can continue their aggressive behavior without
fear of being detected. Nye (1979) has found that violence occurs
less often in those families with an active support network.
Similarly, gerontologists have demonstrated that social supports
mitigate family crises in old age, which suggests that isolation may
also be a contributing factor to elder abuse.

Intergenerational Transmission of Abuse. While there is some
question among researchers regarding the relative importance of
the preceding explanations as causal factors of family violence,
there is strong support for the "cycle of violence" theory. Children
who are victims of physical punishment at the hands of their
parents or who observe their father hitting their mother have been
found to have a higher rate of abuse towards their own children
(Straus et al. 1980). Whether this response is also evident in
situations involving elders should be investigated, although as
Pillemer has pointed out (1985), the theory must take a different
form since a different psychological process is involved: One with
elements of retaliation as well as imitation.

It is these ifve causative factors (psychopathology, dependency,
stress, social isolation, and cycle of violence) that provided the
framework for the analysis which follows.

Methodology ,:■ . 

In 1980, the Administration on Aging funded three Model
Projects on Elderly Abuse to demonstrate improved mechanisms
for reporting, investigation, treatment, and prevention of elder
abuse in domestic settings (Wolf et al. 1985). These include the
Massachusetts ExecutiveOiffce of Elder Affairs which selected one
of its aiffliated homecare corporations, Elder HomeCare Services
of the Worcester Area, Inc., to carry out the program; the
Metropolitan Commission of Aging of Onandaga County, New
York, which contracted with Alliance, Division of Catholic
Charities of Syracuse; and the Rhode Island Department of Elder
Affairs which operated the Model Project from within the state
agency. The three projects had as their primary purpose the
provision of case work services to abused and neglected elderly and
members of their families. The goal was to intervene in cases of
maltreatment, introduce services when appropriate, counsel victims
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and relatives, and help resolve conlficts between abusers and
abused. Maltreatment was categorized as: physical, psychological,
and material abuse and active and passive neglect (see Figure 1).

The study was limited to victimization of persons age 60 and
older living in domestic settings by family members, neighbors, or
other persons. It excluded cases in institutional settings, those
which involved professional or paraprofessional caregivers, and
selfneglect. Data were collected by the model project staff using a
case assessment form that documented the abuse/neglect situation
at the time the case became known to the agency. To insure
quality control of the data, only one case worker or the project
director at each site trained by the research staff, completed the
forms. They were then checked for interpretation and validity. All
cases of elder abuse and neglect seen by the Model Projects
between 1 July, 1981 and 30 June, 1983 were included in the sample
for a total of 328 (Elder HomeCare Services, 59; Alliance Division
of Catholic Charities, 135; and Rhode Island Department of
Elderly Affairs, 134).

For purposes of comparing the cases involving spouse abusers
with those in which adult children were the perpetrators, a set of
variables was selected based on the theoretical explanations
described above. The psychological status of the perpetrator was
characterized by the following: Recent decline in mental status,
history of mental illness, and problems with alcohol. The
dependency theory was operationalized by the degree of
dependency of the victim on the perpetrator or other family
members for ifnancial resources and management, companionship,
transportation, daily needs, property maintenance; problems with
the instrumental activities of daily living and cognition, including
orientation to time, place, and person and immediate, recent and
remote memory; need for supportive devices; recent decline in
mental status; and emotional state.

Four variables were used to examine the dependency of the
abuser on the victim: Recent decline in health, short and long
term medical complaints, and a general increase in dependency.
The type and quality of the relationship between the perpetrator
and victim were also analyzed. To determine the extent of stress in
the lives of the abusers, the case workers recorded whether certain
life events had taken place: Change in ifnancial/job status,
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Figure 1:
Deifnitions of Abuse and Neglect ■■ ''""' "'■*.

^^^^^^^ ^^^^ ~~^^~ ,<

ABUSE
Physical Abuse: The inlfiction of physical pain or injury, physical

coercion (conifnement against one's will) e.g., slapped,
bruised, sexually molested, cut, burned, physically
restrained, etc. ■

Psychological Abuse: The inlfiction of mental anguish, e.g. called names,
treated as a child, frightened, humiliated,
intimidated, threatened, isolated, etc.

Material Abuse: The illegal or improper exploitation and/or use of
funds or other resources.

NEGLECT
Active Neglect: The refusal or failure to fulifll a caretaking

obligation, including a conscious and intentional
attempt to inlfict physical or emotional stress on the
elder; e.g., deliberate abandonment or deliberate
denial of food or healthrelated services.

Passive Neglect: The refusal or failure to fulifll a caretaking
obligation, excluding a conscious and intentional
attempt to inlfict physical or emotional distress on\ '
the elder, e.g., abandonment, nonprovision of food, or
healthrelated services because of inadequate
knowledge, laziness, inifrmity or disputing the value
of prescribed services. . t,1

divorce/separation, death of spouse or other signiifcant relative and
change in living arrangements; "whether there were longterm
ifnancial problems; and whether the victim was a source of stress.
Variables employed to ascertain the degree of social isolation of
the family included: victim lives alone or with others; victim lives
with perpetrator; number and frequency of social contacts;
attendance at clubs or church activities; and availability of
someone/family member to call upon in emergency. Finally, three
items pertaining to the cycle of violence theory were included: The
presence of violence in the background of the perpetrator, the
perpetrator was abused as a child, and the perpetrator has been
responsible for acts of abuse/neglect on others.

Contingency tables were analyzed for each of the above
variables, comparing elder spouse and parent abuse cases. A
probability level of p <.O5 was set to test for differences, using the
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chisquare statistic. Only ifndings of signiifcance are reported.

Results
The relationship of the perpetrator to the victim in the cases

handled by the Model Projects is given in Table 1. Of the Worcester
victims, 25.4950 were maltreated by husbands and 8.596 by 1wives,
23.796 by sons and 18.696 by daughters. Among the Syracuse cases,
the results are very similar: 2096 are husbands, 8.196 wives, 23.796
sons, and 18.596 daughters. The Rhode Island results differed
somewhat from the other two sites with a smaller proportion of
abusive spouse (12.296 husbands and 4.696 wives), a greater
proportion of abusive sons (35.196), and 18.396 abusive daughters.

Table 1:
Relationship of Perpetrator to Victim^

Worcestor Syracuse Rhode Island
N(9S) N(9S) N(gg)

Husband 15(25.4) 27(20.0) 16(12.2)
Wife 5( 8.5) 11( 8.1) 6( 4.6)
Son 14(23.7) 32(23.7) 46(35.1)
Daughter 11(18.6) 25(18.5) 24(18.3)
Sister 3( 5.1) 4( 3.0) 3( 2.3)
Brother 3( 5.1) 1( 0.7)
Son/Daughterinlaw 3( 5.1) 5( 3.7) 5( 3.8)
Sister/Brotherinlaw  1( 0.7)
Other relatives 6(10.2) 18(13.3) 13( 99)
Nonrelatives 7(11.9) 16(11.9) 22(16.8)
Undetermined   3
Total N 59 135 134

a) Columns do not add to 100^0 because of multiple responses to questions.

To determine whether the individual site samples were
suiffciently similar to be combined, they were compared on several
sociodemographic and health/function factors. No differences were
found among the victims at the three sites with regard to age, sex,
marital status, and living arrangements nor in the use of
supportive devices for mobility. The three groups of perpetrators
were alike in terms of sex, living arrangements (with or without
the victim), history of mental illness and alcoholism, although
they did differ with respect to age. The Rhode Island group had a

18



י י י . . ■ ו

1f;' ,.1 f'■ , :.■,': ■, ■ R Wolf

signiifcantly larger percentage of abusers under 50 years of age
)51.3/?) compared to Elder HomeCare cases (39.996) or the Alliance
sample (35.7950). Because of the similarity of the cases on all but
one of the basic variables, the individual samples were combined
to provide large enough numbers for the subgroup analyses; 80
cases of spouse abuse and 152 of parent abuse.

A comparison of the two types of cases with regard to sex,
age, and marital status yielded signiifcant results only for marital
status. Sixteen percent of those maltreated by adult children were
married, and almost three quarters (71/?) were widows (Table 2). . ' י

Table 2: ■ .

Marital Status of Abused/Neglected Elders

י . , י ,. י י Spouse Abuse Parent Abuse
Nj9S) N(95)

Single ■  ■■ ■ ♦  , 
Married ,, ■' 73(100) 23(15.9) :
Widowed . ;  103(71.0)
Divorced/Separated .  ,. 19(13.1)

p = .0000''  ; ■' ■ '''

When comparing the types of abuse perpetrated on the elders,
the crosstabulations revealed that 64.49? of the spouse abuse cases
involved physical maltreatment and 45.69? parent abuse cases in 1■.

contrast to the material abuse cases, which were found more
frequently associated with the parent abuse (36.59?) than with
elder spouse abuse (10.79?) (Table 3). .

Although there was no difference in the proportion of the two
groups that sustained psychological abuse, when the
manifestations were examined separately, the severity of the
problem was greater for victims of adult child abuse than elder
spouse abuse. The proportion of the former who endured severe "
manifestations of verbal assault, threats, intimidation, and .:

humiliation ranged from 7562.89? compared to 45.237.89? for the
latter. In general, the abuse/neglect was assessed to be "life
threatening" in 61.89? of those cases involving adult children
compared to 43.89? of those in which the spouses were the
perpetrators (Table 4).

יי ; ■  1tf
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Table 3:
Types of Abuse/Neglect Reported

Spouse Abuse Parent Abuse
Nj9S) N(9S)

Physical Abuse
Yes 47(64.4) 68(45.6)
No 26(35.6) 81(54.4)

p = .0130

Material Abuse
Yes 8(10.7) 54(36.5)
No 67(89.3) 94(63.5)

p = .0001

With regard to the psychological state of the perpetrators,
there were differences in the two groups. A history of mental
illness and alcoholism was found in 29.3 and 3296 respectively of
the spouse abusers, but an even larger percentage, 48.396, of the
adult children victimizers (Table 5).

Of the six areas tested to determine the dependency status of
the abused (ifnancial resources, ifnancial management,
companionship, transportation, daily needs, and property
maintenance) only transportation and daily needs failed to show a
difference in the two groups. The proportion of victims of elder
spouse abuse who were "very dependent" in the four categories
ranged from 8496 for companionship to 37.596 for ifnancial
resources in contrast to 67.4 and 7.89? in similar categories for
those mistreated by adult children (Table 6). There were no
differences in the two groups of abused regarding the extent of
problems with function, cognition, and health status, but 89.696 of
the elders victimized by spouses were found to be in "poor"
emotional health compared with 69.496 of those who suffered at
the hands of their adult children (Table 7).

There were also variations in the problems experienced by the
two groups of abusers. Forty percent of the spouse abusers were
found to have recent medical complaints and 4496 longterm ones,
compared to 20.7 and 17.296 of the adult children group. A greater
proportion of the perpetrators of spouse abuse (63.596) also had
undergone a change in physical health than those of parent abuse
(20.696) (Table 8).
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Table 4: .ץ.:''
Severity of Manifestations of Abuse '~' ■. ■"■*

Spouse Abuse Parent Abuse
N(9S) N(9S)

Verbal Assault
Mild 4( 6.9) 3(4.1)
Moderate 30(51.7) 19(25.7)
Severe 24(41.4) 52(70.3)

p = .0038

Threats
Mild 2( 4.8) 5(7.6) <r
Moderate 21(50.0) 11(17.2)
Severe 19(45.2) 48(75.0)

p = .0015

Intimidation
Mild 1( 2.0) 6( 7.7)
Moderate 28(56.0) 23(29.5)
Severe 21(42.0) 49(62.8)

p = .0082

Humiliation
Mild 4( 8.9) 6( 8.8)
Moderate 24(53.3) 19(27.9)
Severe 17(37.8) 43(63.2)

p = .0193

Level of Threat (all manifestations)
Life/Very threatening 32(43.8) 89(61.8)
Moderate/Not really 41(56.2) 55(38.2).,. .

p = .0176

.' ■ . ■'. ^ . . :; ■ . 1 ' £
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Table 5:
Psychological State of the Perpetrator

Spouse Ab';se Parent Abuse
NJ9S) N(SS)

History of alcohol abuse
No 51(68.0) 75(51.7)
Yes 24(32.0) 70(48.3)

p = .0300

History of mental/emotional illness
No 53(70.7) 75(51.7)
Yes 22(29.3) 70(48.3)

p = .0106

Table 6:
Dependency Status of the Victim

Spouse Abuse Parent Abuse
N(9S) N(9S)

Financial Resources
Independent 23(31.9) 110(85.3)
Slightly Dependent 22(30.6) 9(7.0)
Very Dependent 27(37.5) 10(7.8)

p = .0000

Financial Management
Independent 15(20.3) 56(40.3)
Slightly Dependent 10(13.5) 12(8.6)
Very Dependent 49(66.2) 71(51.1)

p = .0311

Companionship
Independent 6(8.0) 24(16.7)
Slightly Dependent 6(8.0) 23(16.0)
Very Dependent 63(84.0) 97(67.4)

p = .0311

Maintenance of Property
Independent 9(12.9) 40(31.3)
Slightly Dependent 13(18.6) 17(13.3)
Very Dependent 48(68.6) 71(55.5)

p = .0157
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Table יך ■:■. 

Emotional State of the Victim

Spouse Abuse Parent Abuse
N(9S) N(?S) 

Excellent  2(1.7)
Good 7(10.4) 35(28.9)
Poor 60(89.6) 84(69.4)

p = .0068

Table 8: "
Problems/Changes in Health Status of Perpetrator

Spouse Abuse Parent Abuse
n(98) n(95) :i

Recent medical complaint  ■ . ■

No 45(60.0) 120(82.8)
Yes 30(40.0) 25(17.2)

p = .0004

Longterm medical complaint
No 42(56.0) 115(79.3)". 

Yes 33(44.0) 30(20.7)< ^

p = .0005f;' ■

Change in physical health
No 27(36.6) 116(79.4)
Yes 47(63.5) 30(20.6)

p = .0000

The distribution of stressful events was also dissimilar in the
two groups. Financial problems both recent and longterm were
more often associated with the adult children than the spouses.
Fortyone percent of the adult children perpetrators in the sample
were found to have longterm money problems and 28.1^ recent
ifnancial diiffculties. Fortythree percent experienced a change in
their ifnancial/job status, and 23.496, a recent loss of spouse
through divorce or separation. The proportions for the spouse
abusers were 12, 14.7, 24.3, and zero percent, respectively. Further
evidence of stress on the perpetrators as exempliifed by "a change

. ., s ': V ■ ". 23
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in living arrangements" was more often associated with the adult
children (39.7921) than the spouses (23.790), whereas provocative
behavior on the part of the victim was more likely in spouse abuse
cases (38.296) than parent abuse cases (20.596) (Table 9).

Finally, the last group of variables tested related to social
isolation. Only one was signiifcant: 30.696 of those cases involving
adult children were found to have no contacts in contrast to 16.496
of the spouse abuse cases (Table 10).2

Table 9:
Stressful Events in the Lives of the Perpetrators

Spouse Abuse Parent Abuse
N[?8) N(9S)

Recent ifnancial problems
No 64(85.3) 105(71.9)
Yes 11(14.7) 41(28.1)

p = .0395

Longterm ifnancial problems
No 66(88.0) 86(59.3)
Yes 9(12.0) 59(40.7)

p = .0000

Change in ifnancial/job status
No 56(75.7) 83(56.8)
Yes 18(24.3) 63(43.2)

p = .0097

Loss of spouse through separation or divorce
No 75(100.) 111(76.6)
Yes 0(00.0) 34(23.4)

' p = .0000

Change in living arrangements
No 58(76.3) 88(60.3)

' Yes 18(23.7) 58(39.7)
p = .0250

Provocative behavior of victim
No 47(61.8) 116(79.5)

i Yes 29(38.2) 30(20.5)
p = .0079
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Table 10: ■'^y
1 Social Isolation > .

Spouse Abuse Parent Abuse
■...  ■W N(9S)

Frequency of Contacts
Daily  14)20.9( 36)26.9(Weekly. . , ■' 32(47.8) 34(25.4( . 

Infrequently :■:■ ■ .. 10(14.9) 23(17.2) .

None ... 11(16.4)41 30.6) . /

p = .0114 _ . ■ . '

Discussion
The preceding analysis helps to birng the picture of spouse

abuse into sharper focus, at least in compairson with that of
parent abuse. Elders mistreated by spouses were more apt to suffer
from physical abuse, to be in poorer emotional health, and to be
more dependent on them for companionship, ifnancial resources,
management, and maintenance of property. Their perpetrators
were more likely to have both recent and longterm medical ;

complaints and to have experienced a recent decline in physical
health. On the other hand, the acts of psychological abuse and
neglect committed by adult children tended to be more severe and
life threatening. These adult children were likely to have money
problems and to be ifnancially dependent on their elderly parents.
Material exploitation was more common. They also were more
likely to have a history of mental illness and alcoholism, which
was also evident in the spouse abuse cases, to a lesser degree to be
sure, but signiifcantly more than would be found in a similar group
of nonabuse clients (Godkin et al. 1987; Pillemer 1985).

The psychological states of the perpetrator,  dependency,
; stress, and social isolation  all appear to contribute to the

circumstances which can produce family conlfict. The role of these
factors in spouse abuse cases is illustrated in three case histories
abstracted from the case workers' assessment forms.
1. Mr. and Mrs. B. were a couple in their sixties who had been

married for 40 years, separated only for a sixmonth period
i■■ twenty years earlier when the husband was hospitalized in a

psychiatric hospital, following an industrial accident which
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resulted in temporary memory loss. Since that time, he had
been unable to work, suffering from severe emphysema and a
heart condition. Until eleven months prior to the referral of
the case to the Elder Abuse Project, the wife was his active
caretaker. She then suffered a stroke which left her with
paralysis on her right side and a heart condition, unable to
ambulate, toilet, dress, or transfer herself independently.
Following a short convalescent period in a nursing facility, her
husband took her home against the doctor's wishes. A home
health agency was called to provide skilled nursing and home
health services. The nurse made the referral to the Elder
Abuse Project.
Because of her deteriorated physical condition, the wife was no
longer able to care for her husband or her home. The husband
felt that he must pay her back for her care of him by
assuming the caregiver responsibilities but they were dififcult
for him both physically and psychologically. He could not
accept the fact that his wife would not walk again nor the
emotional changes which seemed to have occurred as a result
of the stroke. The wife said that her husband was "punishing
her". The husband told the nurse that he felt like hitting his
wife with a baseball bat ... but didn't. Evidence of
maltreatment documented in the cases included bruises, verbal
assault, threat and failure to fulfill a caretaking obligation 
ongoing for about eleven months.

2. Physical and psychological abuse of Mrs. K by her husband
had been present during most of the 54 years of their
marriage. She apparently had mental and physical problems all
her life and also suffered from diabetes, hyperthyroidism,
hypertension, and vision impairment. During the 1970s, she
was taken in by a sisterinlaw because of her inability to cook
and keep house, a problem related to her poor vision. Mr. K
functioned well enough as a soldier during the war and as a
machinist thereafter but had been an alcoholic for years. Both
Mr. and Mrs. K had relatives who took care of their ifnances
and shopping for years because of their lack of competence.
His maltreatment of his wife reflected a number of things: A
family pattern of violence; the fact that his wife was never
able to function as a housekeeper; and that the reportedly
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attractive woman he married was grotesque, half blind,
diabetic, etc. He rarely appeared completely sober, but, despite
everything, did not seem unhappy. He was very dependent on
his wife for companionship. Her deteriorating condition and
increased dependency led to a crisis and a referral to the Elder
Abuse Project.

3. Mr. A, 82 years old, ifrst came to the attention of the Elder
Abuse Project when he was to leave the hospital which learned
during his discharge process that he had no home to return to.
His wife of 45 years saw his latest hospitalization as an
opportunity to get out of a situation which she found more and
more diiffcult, aided and abetted by a favorite son. She took
most of the furniture and money and moved in with the son ■. ■ ■

in another state. Fifteen years younger than her husband, Mrs.
A had been the breadwinner of the family long after her
husband had reached retirement age. He had been an
outdoorsman, a 'free spirit'. She was obese and presumably ■

didn't share his interests. He had one favorite son; she, ■\'■'■

another. He suffered from a variety of physical ailments;
needed oxygen; had limited mobility, hearing and vision; and
a history of mental illness. Dependent on his wife ifnancially
and for companionship, transportation, daily needs, and
maintenance of property, he wanted her back, but had , "
unrealistic expectations of her ability to respond to his needs.
Psychological abuse, material exploitation, and active neglect
were the manifestations of mistreatment recorded in the case.
Longterm medical problems, recent decline in health, poor

emotional state, increased dependency, and, in some instances, a
history of mental illness and alcoholism provide a context within
the marital relationship in which anger, hostility, and abuse can
more easily erupt. For some couples, the stresses of later life,
particularly physical illness, can exacerbate an already tension .

iflled and unhappy marriage. For others, they may cause a ., \
disequilibrium in a vulnerable relationship. Johnson (1985) reports
that even among caregivers who express satisfaction with their
marriages, there is evidence of underlying anger. Many people
locked into unhappy marriages cannot cope with the increased
demands that illness brings especially when they themselves may
also be in failing health (Zarit et al. 1986).
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Gulford (1986) has described unhappy marriages of later life as
those in which there is diminished feelings of marital intimacy,
lack of mutual interests, differing values, inability to express true
feelings, and frequent disagreements. Although some couples may
have a reservoir of intimacy and belongingness on which to draw,
she writes, some may ifnd their interdependency in late life is
inequitably distributed and a source of conlfict. The concept of
equity as a criterion for happy marriages is echoed by Troll et a'l.
(1979). She states that one key ifnding about happy marriages is
that they tend to be characterized by a much greater equality
between the partners than is true of unhappy ones.

The issue of equity within the dependency relationship may
be a key factor in understanding why elder abuse takes place.
Kruse (1986), after studying in depth 60 families who were caring
for chronological/terminally ill family members, suggests that
aggressive behavior is a result of "psychological density". He found
that both the patient and the caregiver were dependent on each
other to a high degree with no outlet for their feelings, needs, or
frustrations. In addition, the longer the chronic illness lasted, the
greater the danger that they would become isolated, because of
their own disengagement as well as that of the social surroundings.
In discussing the meaning of "dependency", as it pertains to male
female relationships, Stiver (1985) writes that pathological
expressions of dependency are more a function of underlying rage
about unmet needs than of the dependency itself. Such
expressions, she adds, are a function of a number of conditions 
for example, "an interpersonal dynamic in which one person needs
to keep the other in a subordinate position or relationship which
mirrors or reactivates early histories of severe deprivation and
abuse" (p. 10). A change in the dependency relationship of the
couple as a result of situational factors, particularly a decline m
the health of one of the partners can trigger deepseated anger and
hostility or can cause repressed negative feelings to lfareup.

Implications for Practice. The above interpretation provides a
framework for approaching intervention and prevention. Reducing
the pathological dependency of the husband and wife and at the
same time responding to social, psychological, and physical needs
should be a primary goal. Homemakers, home health aides, chore
workers, mealsonwheels, friendly visitors, and senior companions
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are services which can be found in most communities and which
can reduce the burden of caregiving and social isolation. Respite
and day care, although not as readily available, may be especially
helpful in providing "breathing room" for the couple.

The strategies used in domestic violence cases involving
younger persons can be useful with some older people as well.
Victim assistance groups can increase the abused's understanding
of the dynamics within the family setting that have produced the ■^

tension and violence and give them support to face their
perpetrators. Temporary housing suitable for an older, frail
population should be available for persons needing a "cooling off"
period. Emergency shelters such as those operated for battered
women have generally not been appropriate for the aging impaired
victim.

Marital counseling offers an opportunity for older couples to
explore the. resentments and hostilities they harbor against each
other and to work toward a more harmonious relationship.
Professional help for alcohol and emotional problems should also
be considered. Unfortunately, not all elderly victims and
perpetrators are willing to accept help of any type, least of all
counseling. Some refuse to admit their dependency or need for
assistance. For others, the marital bonds of interdependency are so
strong that even in the face of the most abusive or neglectful
situations, the victims refuse to leave the perpetrators. It is these
cases which present the greatest challenge to the human service
system. 1<?_ . . ;.

Notes
\ 1. This review is taken from Pillemer, K. "Theories of Elder

Abuse". In: Elder Abuse and Neglect: Report from Three Model
Projects by Wolf, R., Godkin, M. and Pillemer, K., University
Center on Aging, University of Massachusetts Medical Center,
Worcester, Mass. 1985.

2. Lack of data on perpetrators' backgrounds made it impossible to
ifnd out to what degree family violence had been present in
their earlier history. Therefore, the variables related to the
"cycle of violence" theory could not be tested.
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Introduction ■:■' ■ ■'

In the wake of the rapid development of Israel's LTC system,
government agencies have engaged in an increasing effort to raise
the level of care and quality of life in institutions. According to
national supervisors, 4096 of the institutions for the elderly
provide mediocre or poor care (Tomer and Fleishman 1984).

Several terms are used in the literature for describing
unsatisfactory situations in LTC facilities. These include: Poor
quality of care, maltreatment, neglect, abuse, and victimization.
These terms are sometimes used interchangeably and sometimes
used to denote different phenomena. Disciplines associated with
health care generally think in terms of poor quality of care, while
the social and legal disciplines generally think in terms of
maltreatment, neglect, or abuse. This paper attempts to clarify
these terms in order to facilitate a clearer understanding among
scholars from various disciplines. An attempt is made to determine
whether these terms refer to different phenomena, or rather
originate in different conceptual frameworks but refer to the same
phenomenon.

The paper applies a conceptual framework in analyzing the
results of a study on the quality of institutional care in Israel. In
this context, the causes of poor quality of care, maltreatment,
neglect, and abuse are explored and an attempt is made to

The authors are on the staff of the Brookdale Institute of Gerontology and Adult
Human Development, Jerusalem.
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examine whether institutions for the elderly are by nature prone
to such conditions.

Conceptual Framework
Institutions for the elderly are a diverse group which

primarily share the fact that they are designed for care of the aged
and are subsequently licensed. In other words, they are responsible
for the wellbeing of their elderly residents. Institutions can be
located on a continuum of quality of care, ranging from very good
to very poor. Institutions can also be seen as exhibiting various
types of maltreatment.

The two concepts, poor quality of care and maltreatment,
originated in two different conceptual frameworks. The quality of
care concept was used at ifrst in a therapeutic framework,
principally in medical practices. The maltreatment and abuse
concepts originated in the legal framework, which focuses on the
documentation and proof of the existence of abusive, neglectful or
exploitative acts by the perpetrator, and in the social work
framework which focuses on the outcomes of the victimization.

Quality of care is denned as an interweaving of technical care
and the "art" of care. The technical dimension of care relates to
the use of diagnostic and therapeutic instruments. The art of care
refers to the atmosphere of care, to the caregiver's behavior within
the process of care, and to the communication between caregivers
and recipients (Brook et al. 1976). This deifnition, if applied to the
quality of care within institutions for the elderly, would imply that
all areas of an elderly person's life within the institution should be
considered as within the care domain. Changes in the quality of
care are a function of 1) the success of technical care in increasing
beneifts and limiting risks, 2) the professional norms and values of
the caregivers, and 3) the expectations and aspirations of the
clients (Donabedian 1982). Quality of care can be assessed at the
structural, process, and outcome levels (ibid.).

Structural indicators relfect the capacity of an institution to
provide good quality of care. Rather than serving as direct
measures of quality of care, they help explain the reasons for
shortcomings in the provision of care. Examples of structural
measures include the existence of proper equipment, staiffng rates,
and extent of staff training.
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Process indicators of the quality of care can only be evaluated
in relation to previously established standards of appropriate care.
Examples of indicators of the process of care are staff awareness
of problems, the presence of treatment, and the adequacy of
treatment procedures.

Outcome indicators focus on the results of care, disregarding
the structure or process of care. Examples of outcome measures
are: Proportion of residents with visual diiffculties whose problems
were solved with eyeglasses; oral hygiene; and personal cleanliness.

Maltreatment is defined as a nonaccidental situation in which
a person suffers physical trauma, deprivation of basic physical
needs or mental injury as a result of an act or omission by a
caregiver or guardian (Valentine and Cash 1986).

Two major categories comprise the overall phenomena of
maltreatment: 1) acts of omission including passive and active
neglect, 2) acts of commission, including physical abuse,
psychological abuse, violation of rights, and exploitation (Valentine
and Cash 1986; Poertner 1986) (see Figure 1).

Figure 1:
Maltreatment of Residents

. Passive neglect
By omission /:<,' ./■

^** Active neglect, , .

.יי :■/!. . .
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By commission . יייי"י

^ Violation of rights and liberties
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Exploition

^ Personal . ■■■< '<
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Maltreatment in any of the areas of an elder's life within an
institution would constitute part of the quality of care provided.
As deifned above, "care" signiifes the fulifllment of all of an elderly
person's needs within an institution.

Maltreatment by both omission and commission can be found
in institutional settings. Passive neglect occurs when the needs of
the resident are unknown to the caregiver or are not dealt with
appropriately. Examples include untreated visual or hearing
problems which stem from unawareness on the part of the
caregivers of the existence of the problem, or failure to supply
corrective devices such as eyeglasses, dentures, canes, and hearing
aides. Active neglect occurs when the caregiver deliberately
impinges on the resident's wellbeing by limiting or denying the
satisfaction of basic needs. Examples are nonprovision of
sufficient food, failure to provide help in transfer from bed to
wheelchair, and failure to supply clothing or medications.

Maltreatment by commission is found in institutions in the
form of abuse which includes violence (physical abuse) or the
threat of violence (psychological abuse) toward a resident by the
caregivers, and in the form of violation of rights and liberties: For
example, rules restricting residents from wearing their own clothes,
hanging their own pictures, being alone, locking their door, freely
entering and exiting the building, and going to bed at will. Cases
of exploitation can also be found in LTC institutions. For instance,
a resident may be compelled to work without remuneration.
Financial or material exploitation may involve the theft or
conversion of money or objects of value belonging to a resident by
a caregiver. Another example is coercion to give bribes in return
for good care (Valentine and Cash 1986; Solomon 1983;
Stathopoulos 1983; Halamandaris 1983; Kassel 1983; Mercer 1983;
Reynolds and Stanton 1983).

Both poor quality of care and maltreatment point out
shortcomings or deifciencies in the care of the institutionalized
elderly which impact on their wellbeing. However, the concepts
differ in many important ways. Table 1 presents a comparison of
the concepts. The focus of analysis of the concept of poor quality
care is the entire system of care, while the maltreatment concept
focuses on the individual victim. The concept of poor quality of
care relates only to lower levels of the quality of care continuum,
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Table 1:
Differences of the Concepts of Maltreatment and Poor

Quality of Care, by Selected Dimensions

Concepts
*

Dimension Maltreatment Poor Quality of Care

1. Framework from A legal and social work Therapeutic :

which it derives perspective perspective
2. Focus of The elder as a victim The care providing

analysis system and/or the
elder as a recipient

3. Extension of the Constitutes a dichot The extreme of a
concept omous variable continuous variable 

l ■ the quality of care
4. Yardstick Deviance from social Substandard quality

■ . norms of care includes
. ■ ,  . .;... . deviance from social

norms

5. Level of care . Poor outcomes , Inadequate structure
and/or inadequate

■ process and/or
poor outcome

6. Heuristic Is not sufifcient ■ Does encourage an
to encourage an heuristic approach,
heuristic permitting elucidation
approach of the causes of

. ■' : * .■ ' shortcomings and
maltreatment

whereas maltreatment is a concept which of itself deals with a
speciifc phenomenon unrelated to care level.

In studying maltreatment the emphasis is on deviance from
social norms and values; when studying poor quality the emphasis
is on the standards of care. The maltreatment concept relates
speciifcally to outcomes of care, while poor quality of care
examines not only the direct outcomes of care but also relates to ;:
the processes and structures which can lead to undesired outcomes.
Measurement of a poor quality of care can potentially uncover
future situations of victimization, thus contributing to the
prevention of maltreatment events. As against maltreatment, poor
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quality care is an heuristic concept that permits a more general
evaluation of the care system and the possibilities of its
improvement. While maltreatment may be understood as a
contributor to poor quality care, maltreatment in itself is only one
of the ,facets of poor quality of care.

The Study
In 1982 a study was conducted to examine the quality of care

in longterm care institutions for the elderly (see Fleishman et al.
1986).

The study, which used the tracer methodology, emphasizes
process and outcome indicators for measuring quality of care
)Kessner and Kalk 1974). According to this methodology a set of
welldeifned and frequently occurring problems can serve as
"tracers" for the evaluation of care delivery, by providing
information on speciifc parts of the delivery system and by
enabling an evaluation of the interaction between recipients,
providers, and the institutional environment. Eleven tracers were
selected from three broad areas: Medical, nursing, and psychosocial
)see Table 2).

Table 2:
Tracers for Measuring Quality of Care1

Medical Nursing Psychosocial
Tracers Tracers Tracers

Hypertension Urinary Loneliness and
incontinence social isolation2

Vision problems Mobility problems Lack of autonomy2
Hearing problems Diiffculty in washing
Oral health problems Diiffculty in dressing

Diiffculty in brushing
teeth

'A detailed deifnition of each tracer and a description of the indicators used in the
study, can be found in Fleishman et al. (1986).
2 A description of these tracers can be found in Tomer et al. (1986).
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The operational deifnition of poor quality of care used in this
study is: Staff unawareness of the existence of problems, and an
absence of or inadequacy of treatment including undesirable
relationships between the staff and residents. The quality of care
dimensions include substandard structural characteristics as
compared to standards set by government regulations, and the
existence of undesirable outcomes. The process, structural, and
outcome indicators were related to the speciifc chosen tracer. For
example, in tracers such as diiffculties in activities of daily living
(ADL) performance  e.g., diiffculty in brushing teeth, in washing,
or in dressing,  the following structural indicators were
considered: Rate of nursing staff, availability of bathing rooms or
hot water. Indicators of the process of care are: Staff awareness of
the existence of those problems, help, and treatment received when
needed. Outcome indicators include: Oral hygiene, resident
cleanliness, and clothing conditions. Staff unawareness and/or lack
of inadequate treatment as well as some of the undesirable
outcomes are examples of neglect. The tracer "lack of autonomy"
indicates violations of resident rights.

In the original design of the study of quality of institutional
care, the tracking of some of the tracers brought out some
behaviors of the institutional staff which could be classiifed as
abuse. Thus, quite unexpectedly, the study discovered the
existence of physical and psychological abuse. As this came in
addition to ifndings of neglect and violation of rights, the picture
that emerged from the study featured maltreatment as one of the
components of poor quality care.

The study was conducted in nine units, four belonging to
private institutions and ifve to public institutions. Two units were
for independent elderly, three were for frail elderly, and four were
nursing units. Governmental supervisors were asked, prior to the
study, to assess all institutions in the country as being of "very
good", "good", "mediocre", "poor", or "very poor" quality. Of the
nine units chosen for the study, ifve had been labelled as "very
good" or "good", and four as "mediocre" or "poor".

A multidisciplinary team employed a complex data collection
system that consisted of medical and nursing examinations and
interviews with the elderly residents (136 elderlya 3696 sub
sample of the units' total population), onsite observations,

1.
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interviews with key staff members, and inspection of medical and
social files for the 136 sampled elderly. Data was gathered at the
individual level and the ward level (see Figure 2).

Figure 2 :

Data Collection
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a) Interviews with and examinations b) Interviews with staff about
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Study Results :.i

The findings indicate that staff unawareness is very high for
problems of vision, hearing, oral health, incontinence and
loneliness. Treatment for these problems is generally inadequate,
even in units classiifed as "good" by government supervisors. Table
3 presents some examples of staff unawareness of the existence of
problems and lack of treatment.

From these ifndings it may be concluded that the institutions
not only do not meet the minimal obligations of care for a large
proportion of their residents, but further deprive them of rights
and liberties even to the point of physical and psychological abuse.
For example, neglect to treat vision diiffculties limit the elderly's
autonomy and social activities. . ■ ...

Table 3:

Selected tracers According to Indicators of Quality \>\ '
of Care: Unawareness and Inadequacy of Treatment ,,

of Lack of Treatment (Percentages)

Staff Unawareness of Problems Lack or Inadequate Treatment :

Indicators Institutions . Institutions
good poor good poor

Medical Tracers'1*
a) Vision diffculties

. ■: .)  Resident did
not visit

Physician's specialist in
unawareness ..:_■ 78.2 57.9 the past year SUP 58.9*

No solution
to vision prohlems

Nurse's no glasses or
unawareness 54.7 47.0 suitable glasses 62.7* 86.8*

b) Oral health problems ■' י*'.' י י ''י:
Resident receives '.'." '

Physician's no oral treatment
unawareness 78.2 57.9 from dentist 86.3 96.0

Deteriorated oral
hygiene 21.9* 75.0*
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(Table 3 continued)
Staff Unawareness of Problems Lack or Inadequate Treatment

T .. L Institutions InstitutionsIndicators
good poor good poor

Nursing Tracers*1*
a) Diiffculty in brushing teeth

Resident having
diiffculty in
brushing teeth
who are not

Nursed assisted in oral
unawareness 30.9 38.8 care by nurse 49.0 52.4

b) Partal urinary incontinence
Physician's No rehabilitation
unawareness 95.1 69.1 program for those
Nurse's with urinary
unawareness 78.7 69.1 incontinence 73J 94.4

Psychosocial Tracers'1'"
a) Feeling of loneliness

resident does
Social worker's not participate
unawareness 66.3 61.6 in activities 25.3* 65.9*
Nurse's
unawareness 86.1 64.4 No meeting between

residents' families
and staff 49.0* 40.4*
No treatment
of feelings
of loneliness 60.1* 78.7*

b) Lack of autonomy
Grade of lack
of autonomy 26.9* 62.6*

* Signiifcance: P<0.5
(1) A detailed deifnition of tracers and a full description of the study can be found

in Fleishman et al., 1986.
The lack of treatment of oral problems leads to deteriorating

oral health due to an increase in oral mucosal diseases, a higher
prevalence of defective dentures, and a higher prevalence of poor
oral hygiene. These conditions harm the elderly person's wellbeing
by lowering his capacity to eat properly, by complicating his
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relationships with other people, by lowering his selfesteem, and by
causing isolation and loneliness.

Failure to detect and treat feelings of loneliness among elderly
residents can lead to depression and selfneglect.

Finally, staff unawareness of problems leads to neglect, for it
prevents the provision of treatment.

In addition to these ifndings, the research team in their on
site observations reported the existence of both psychological and
physical abuse of the elderly by nursing aides. Negative attitudes
toward elders: treating them as if they were children, calling them
names such as "sweetheart" and "doll", shouting at them, ignoring
their requests, threatening them  were examples of psychological
abuse. They also observed physical abuse, including hitting,
pinching, and feeding residents too quickly. In most of the units,
shower or bathing were conducted in an "assembly line".

After identifying the shortcomings in the institutions, the
next step in any attempt to improve quality of care is to identify
the causes of these shortcomings. Observations of relationships
between staff and residents, as well as interviews with institutional
staff, contributed to an understanding of the causes of
shortcomings, as did the examination of the organizational
framework of each unit. Meetings with various service providers, \ .

the national supervisors, and directors of old age homes were also
keys to the understanding of the shortcomings in quality.

Two types of causes of shortcomings, internal and external,
. ■ can be distinguished. ,

Internal Causes
Staffing and managerial deifciencies: !

1) The division of labor in most of the units is not clearly
.: deifned and does not always include all the areas of care: Each

profession does its tasks independently without coordination
with other professions. For example, in some facilities both
nurses and nursing aides deal with washing and feeding while,
prevention and followup are neglected.

2) Some of the units have insufficient personnel, both ;
professional and unskilled, to perform the tasks required by
regulations. Some do not employ social workers, activity
directors, occupational therapists and physiotherapists.
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3) In some units there is insufifcient staff training at all levels.
Staff are not uptodate in their medical and nursing
knowledge.

4) In most of the units there is inadequate ongoing internal
supervision at all levels. There are no regular procedures for
evaluation of staff and no central overview and control over
the whole operation. A diffusion of responsibility and the
absence of direct responsibility for various areas of care are
sources of neglect in the institutions.

5) There is no general concept of rehabilitative care. Instead,
there is a maintenance orientation in caregiving, that seeks to
keep the elderly in their present functional condition instead
of trying to improve it. The maintenance approach diminishes
the importance of treating problems that require
rehabilitation techniques, such as partial urinary incontinence.
This approach also engenders a lack of awareness and
treatment of problems that do not constitute a danger to life,
namely "minor" problems such as difficulties in vision or
hearing, oral health problems, and feelings of loneliness or
lack of autonomy.

Inadequate physical condition of wards:
Some of the units have poor physical conditions. These

include overcrowded rooms, a shortage of toilets, no elevators, and
the absence of heating and hot water.
Improper placement of elderly:

Many residents are located in wards that do not ift their
functional status. Frail and nursing patients, for example, are
sometimes found in units for independent residents and for that
reason do not receive the care they need. This leads to a rapid
deterioration in the residents' health.

In summary, the internal causes of the shortcoming are
characterized by improper management, lack of resources, and an
inadequate approach to care for the elderly.
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External Causes
Problems in providing specialized care:

Although specialized medical care is provided by the local
clinics of the General Sick Fund, in Israel there are problems with
ifnancing transportation or arranging specialists visits in the
institutions. These problems arise due to an absence of clear
regulations or contractual obligations which make institutions
responsible for providing specialized medical services, and due to
the lack of a mechanism by which the institutions are reimbursed

, for providing such services. The lack of specialized care leads to
the neglect of medical and psychological problems.
Inadequate governmental supervision:

Governmental supervision appears to be loose and less than
comprehensive. It uses minimal sanctions against institutions
which do not meet governmental regulations. The lack of
alternative solutions apparently impedes the closure of very poor
institutions.

In addition, the four main functions of the regulatory agency
 supervision, reimbursment, referral, and regulation  are
centralized in the same body, which might raise conflicts of interest
and reciprocal neutralization among the four functions. The main
function of government supervision is to keep watch over
institutions to ensure adherence to regulatory standards
prescribing a minimum quality of care. This function includes the
protection of residents' rights. The weakness of the supervisory
system leaves institutional residents, especially those in poor
institutions, without protection. . '
Lackoffamily involvement: ■. ..,, ,.,.".,.■.. י .f

Families of residents are not sufifciently involved in
supervising the institutions. None of the institutions sampled, for
example, had a family committee. Families can constitute a good
source of supervision, complementing governmental supervision.
Inadequate system of reimbursement: ■... ' , ;

The institutions are reimbursed by governmental agencies
according to staff ratios and expenditures. This system does not
encourage improvement in quality of care: Institutions are
reimbursed according to the cost of care and not according to
quality (Spilerman and Litwak 1983).
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Discussion
The picture of the quality of care given in longterm care

institutions for the elderly in Israel reveals that poor quality of
care  including maltreatment  is widespread.

The causes for the shortcomings, described above, indicate
that various levels of the system are deifcient. There are
shortcomings related to both internal and external causes.

The fact that these shortcomings are expressed in one way or
another in all the sampled units, even in the "good" ones, indicates
that there is, possibly, a basic problem in the institutional care
given to the elderly.

There are several unique structural characteristics of the
institutional care in Israel that reinforce the potential for poor
quality of care.

The care is given in a diffuse organizational environment, with
loose central control and planning. This characteristic can be
found both within each facility and in the system as a whole. One
of the consequences is that no agency involved in the care of the
elderly takes full responsibility for individual elders. Some needs of
the elderly are not met at all; some elderly persons "get lost in the
shulffe".

Most Israeli institutions for the elderly have some of the
characteristics of total institutions, within which the previous role
of the elderly is entirely replaced by a new one. The institution has
its own rigid behavioral rules, rigid distinctions between staff and
residents, and loose connections with the outside world. All of
these characteristics act to transform residents into more
dependent individuals.

In general, the elderly in the institutions are especially weak.
They can hardly protect themselves and the formal and informal
supervision, as mentioned above, is weak. Mercer (1983) points out
that most of them suffer from feelings of lack of control, lack of
autonomy, being encased in social isolation, and lack privacy.
Because they live in "total institutions", most residents tend to
accept the formal and informal rules as they are. They have few
resources with which to reject them.

The elderly are almost completely dependent on the staff to
satisfy almost all kinds of needs: Emotional needs, services,
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materials, communications, information, connections with the
outside world, and even feedback about what is right and what is
considered wrong within the institution. As a result, almost all the
formal power and most of the informal power is put in the hands
of the staff (Golander 1985).

In an institution the relationships between a resident and the
service provider are not limited to a speciifc area, but have
implications for other areas. For example, a nurse is not only
giving a nursing service but is also involved in the resident's
personal life and social life. In other words, the potential rewards
and sanctions the service provider can employ are very diffuse.
This detachment from the outside world and its rules, into which
the elderly are shifted, may easily lead to maltreatment on the
part of staff members vested with powers to decide what is right
or wrong. ■,  1'.\■

Important and basic services in institutions are provided by
unskilled or semiskilled staff. In Israel, aides and the cleaning ■

staff have no special training. In most institutions there is no
special inservice training in gerontology. As a result, staff may
mistreat the elderly residents without even being aware of it.

This type of staff position has very few job rewards. Salaries
are relatively low, they have no prestige or status rewards, and
their work is physically dififcult and unpleasant.

Under these circumstances, we can expect that they will try to
do the work as quickly as they can and thus emphasize quantity
over quality. Cleaning, washing, and feeding all day can make
workers lose their feelings of humanity and cause them to work
mechanically. As a result, abuse by caregivers can occur: Washing
in an "assembly line", or overlyrapid feeding.. ■

The diffusion of responsibilities between various care
providers results in a dichotomization of power between residents
and staff. Diiffcult work conditions in a "total institution", together
with minimal rewards, create fertile ground for the growth of
abuse, exploitation, and violation of rights.

In such conditions of rooted poor quality of care, alertness is
required to uncover maltreatment. In confused situations, a special
effort is required to uproot extreme phenomena. י ■ .■:
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 ■,.T ■,' ■ i 1Introduction
The timing seems appropriate to study the role the physician,

and in particular the primary care practitioner, plays in elder
abuse. While the 1960s was identiifed as the decade for the
discovery of child abuse, the 1970s witnessed the public awareness
of spouse abuse. Now the 1980s are the decade for the coming of
age of elder abuse.

Estimates of the percentage of older persons in the community
who are abused range from 496 to IQ'ff) (Block and Sinnott 1979;
Lau and Kosberg 1979). Some indicators point to the likelihood of
an increase in elder abuse in the future (Branch 1981). It is also
surprising that most abusers of older persons are members of the
victim's own family (O'Malley et al. 1983; Sengstock and Liang
1982).

The role of the medical community in preventing elder abuse
has been minimal: "During the past ifve years no substantive
articles and only two editorials on familymediated abuse have
appeared in any major American medical journal. Consequently,
few primary care physicians are aware of the studies of this form
of family violence" (O'Malley et al. 1983).

Some studies have utilized physicians, but in a limited manner.
In a study on elder abuse conducted by Hickey 1979 in Michigan,
only 7.996 of the informant sample were physicians. A review of
The author is a physician, the Director of Geriatrics at the College of Human
Medicine, and Professor of the Department of Family Practice, Michigan State
University, East Lansing. .t

". .'' \. . ■ 51



Elder Abuse and the Physician

the literature indicates that medical facilities are the most
frequently employed services in cases of elder abuse. Hickey
suggested that routine ofifce visits and examinations are the most
frequent source of initial case identiifcations. According to Kosberg
(1985): "Physicians are in vantage points to identify elderly persons
who are victimized by abusive behavior of others".

One national survey found that the average person 65 or older
had 6.5 physician visits per year compared to a mean of 4.6 visits
for all others (National Center for Health Statistics 1977). Eighty
five percent of those over age 65 can identify a primary physician
whom they can utilize in a consistent ongoing manner. Over 75910

of the elderly visit their primary care physician at least once per
year.

Primary care physicians are confronted by many of the
barriers that impede detection and hamper intervention, among
other professionals. In addition, because of the uniqueness of their
situation, they may experience additional problems in dealing with
abuse.

The purpose of the survey described here was to study the
phenomenon of elder abuse from the perspective of the physician;
to explore the role of the primary care practitioner in the
detection and intervention in elder abuse cases; and to identify the
barriers that may hinder this process.
Methodology

The research design for this study entailed the sampling of
primary care physicians and nurse practitioners from the states of
North Carolina and Michigan. These states were chosen for the
study as they both have mandatory reporting laws for elder abuse.
Although mandated to report abuse, Michigan physicians can
exercise judgement and not report abuse if this is deemed to be in
the best interests of the abused.

The study included data from a survey of general practitioners,
board certiifed and nonboard certiifed family physicians, general
internists, and nurse practitioners. For the purpose of this paper,
however, responses obtained from the nurse practitioners were
excluded from the data analysis.

Different methods were used to select the study groups. In
Michigan, the study group was selected from a Michigan State
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Medical Society roster of primary care practitioners practicing in
the State of Michigan prior to 1983. The study group in North
Carolina was selected from a listing obtained from the State Board
of Medical Examiners of primary care practitioners in practice
prior to 1983. Due to time and cost limitations, the size of both
study groups was reduced by a randomized process of systematic
exclusion. . ..

It was decided to use a reference group of elderly who may be
at higher risk of abuse and neglect, those over age 70 (Chen et al.
1981; Palincsar and Cobb 1982). Types of abuse addressed in the
questionnaire included physical abuse, psychological abuse, self
abuse, exploitation, neglect and abandonment. Based on a review
of the literature, 47 questions were developed to elicit information
regarding experiences with elder abuse.

Three thousand and one questionnaires were mailed to
Michigan and North Carolina physicians and nurse practitioners in
February, 1984. Followup reminders were mailed to each
participant. A second mailing of the same questionnaires to non
responders was made in June, 1984. The total number of
questionnaires returned was 1,013 (33.89^). Of this number, 213
questionnaires were from nurse practitioners and 34 questionnaires
were blank. These responses were not included in this study's data
analysis. In addition, it was determined that 159 physicians did not
provide primary care to elderly patients. These questionnaires were
also excluded from further analysis. Thus the ifnal sample size
analyzed was 607. Table 1 presents the response rate for physicians
surveyed, by state.

Table 1:  "^'
Physician Response Rate

State Responses Total Surveyed Response Rate
Michigan 429 1,585 27.198 ,: ,,

North Carolina 327 976 SS.5%
Total Physicians 756 T . 2,56129.5 9S

< , י __
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Table 2 shows the distribution of respondents by specialty.
Blacks were underrepresented in the study. The majority were
board certiifed (6996).

The number of elderly patients seen per week varied greatly,
with 71.596 of the physicians seeing 11 or more per week. Sixty
three percent (63.296) of respondents reported practices with less
than 2596 of individuals 70 years of age or older,, The
socioeconomic status of the elderly patients, as evaluated by the
practitioners, indicated 28.3/10 low income, 38.996 moderate income,
30.59? mixed, and 196 high income.

Table 2:
Distribution of Respondents

Family physicians 378/607 (62.39?)
Internists 229/607 (37.79?)
Females 9.79?
Blacks 2.59?

Analysis
The vast majority of abuse identiifed in this study seemed to

be of a less severe type. Severe abuse was encountered in 7.492) of
instances, followed by abuse of a moderate nature in 53.296 of
cases. It would appear that these categories of abuse, i.e. less severe
types, are more likely to be confused with changes associated with
aging or attributable to chronic disease states encountered more
frequently in the elderly (Long 1981).

When the abused individual was confronted the most frequent
response was denial (42.796 of cases), followed by indifference
(42.396), then gratitude (28.896) (Figure 1). Corroborating one's
suspicions by using the victim for veriifcation is fraught with
hazard in most instances. In situations where the abuse is less
clearcut these responses seem to mitigate against identiifcation.
Assuming most of these encounters took place in an oiffce setting,
in the majority of instances (75.996) the reason given for the visit
was unrelated to abuse. This underscores the likelihood that abuse
will rarely be volunteered as a complaint.
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Figure 1:
Response of Abused After Identiifcation
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It would appear that the physician has signiifcant contact with  

family members of their elderly patients, with 94.390 indicating
they typically provide care to family members. Most physicians
)84.6925) felt they knew a moderate amount to a great deal about
family circumstances, which might directly influence medical care.
The majority of physicians (78.29S) felt that families frequently or
always participate in discussion of the elder's health care. Only 1V0

felt that families were unwilling to share information about family
circumstances. This may lessen the likelihood of identiifcation if
the index of suspicion is low and the family is actively involved in
communicating with physician, and perhaps even dominating this
exchange.

Since the typical encounter with an elderly patient takes place
in an ofifce setting, the physician generally has a very limited view
of the elderly victim. The traditional ofifce visit is time
compressed, symptomfocused and competitive for attention. The
frail elderly individual usually has signiifcant chronic problems
that need to be addressed and in many instances an examination
room does not always lend itself to exploration of nondisease
problems. Because many ofifce visits are scheduled, there is usually
ample opportunity for a victim to be groomed and presented in a
way that lessens the likelihood that abuse will be suspected.

Twentythree percent of physicians identiifed home visitation
as a routine feature of their practices. This allows access to the
probable site of abuse and obtaining additional information about
family dynamics and environment not afforded in the ofifce.
Detection of abuse was considered dififcult or very dififcult by
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87.290 of respondents. Less than half (41.690) of physicians felt
abuse was important or very important in comparison with other
problems of older people. In response to a question concerning
experience with elder abuse, 27.99? had encountered a case. An
additional 20.7910 suspected abuse, but were unable to conifrm its
presence.

Neglect was identiifed as the most frequent type of abuse
encountered, followed by psychological abuse, physical abuse and
abandonment (Figure 2).

Elder abuse typically came to the attention of the physicians
by personal detection, followed by selfreport by the victim, and
then report by a relative (Figure 3).

This report indicates the low probability of abuse being
detected in a passive manner and suggests the need for more
focused questioning. Usually the reason given for the ofifce visit
was unrelated to the abuse. Though this survey was conducted in
two states that have mandatory reporting of elderly abuse, 71.290
of physicians were unaware of the state reporting law and an
additional 12.39? responded that they were not obligated to report
elder abuse. Even more (7996) were unaware that the state
mandated professional intervention. Almost all (95.69?) lacked a
standard procedure for detection of abuse. Many were unaware of
community programs for dealing with elder abuse, with less than
1950 identifying intervention programs as being very effective.

A wide variety of resources is used when referral is made (see
Table 3) which may be appropriate, but one wonders about the
action taken with those cases that have not been referred. In
addition, 469? indicated they have never worked with any agency.

Table 3:
Referral of Cases

Not Referred 34.9 70
Home Health 29.1 96
A.P.S. 28.5 70
Nursing Home 22.3 70
Mental Health 17.6 70
/Alcohol 9.9 70
, Legal 5.3 70
'■ Police 5.095
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Conclusions
The foregoing information represents the opinions and

perspectives of primary care physicians. The data suggests that
there are many barriers to dealing with elder abuse in this setting,
but there is perhaps great potential in the continuum of care to
enhance the role of the physician in detection and intervention.
Despite the fact that elder abuse is a hidden problem, 48.695 of
respondents had encountered or suspected a case of elder abuse.
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This certainly exceeds the frequency with which physicians might
encounter certain disease states.

Physicians remain uneducated with regard to the phenomenon
of abuse. It is probable that with a traditional oiffcebased practice
the opportunities to detect abuse will be limited. Physicians lack
formal methods to detect elder abuse, do not usually perform
home visits, and are unaware of state reporting laws and
community resources. They identify abuse as a problem that is
diiffcult to detect and requires personal detection.

The primary care physician typically provides care to the
elderly individual's family. Although this may provide information
and insight into family functioning, it may hinder detection,
particularly in the nonstereotypical abusive family when the
abuse is of a mild nature and the signs are subtle. Physicians like
to deal with certainty and perhaps are troubled by ambiguity.
Unfortunately, it is diiffcult for one to be certain that abuse exists
except in the most advanced and lfagrant cases. There is no
laboratory test that veriifes the presence of abuse. Challenging a
family on abuse prematurely and without solid supportive
evidence may lead to further alienation and isolation for the
victim, as well as the severance of a longstanding relationship
with a family network. There may also be legal and ifnancial
sequelae for the physician.

The physician is also influenced by societal taboos regarding
the privacy and sanctity of the family, and is also cognizant that
American society as a whole legitimizes and supports the use of
violence in the family (Strauss et al. 1980). The physician may
typically and often appropriately consider the elderly victim as a
consenting adult, and therefore may be very limited in terms of
what can be done without the consent of the victim. Unlike other
professionals involved in abuse cases, the physician is involved
without mandate.

In common with others, the physician is typically limited by a
lack of knowledge of abuse; a lack of agreement on what
constitutes abuse; a lack of direction from a state laws; and lastly,
often by a lack of services that will assure a more acceptable
outcome to the victim if intervention does take place.
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Introduction ""'' ' ■ "'
This report centers around three issues: יי . . . ' .

 The way patients and their caregivers cope with severe chronic
disease;

 The burden and stress that patients and their caregivers feel in
such situations;

 The phenomenon of elder abuse in the process of caregiving in 

its broader context. ,; ,,.. ..:■ ■:■ , . . . י

Survey of the Empirical Study
Interviews with 60 stroke patients (aged between 60 and 92)

and their caregivers form the empirical basis of the report. The
interviews lasted two days for each family and focused on the
following topics:

 The way patients and caregivers try to cope with the disease:
In this context consistency and change of the coping process
were analyzed; ^

 The burden and stress factors experienced by patients and
caregivers;

 The special tasks of the caregivers in supporting the patients:
In this context the social network was investigated;

The author is on the staff of the Institut fur Gerontologie, RuprechtKarls
Universitat. Heidelberg.
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Coping with Chronic Disease and Elder Abuse

 The biography of the patient and of the caregiver, in order to
answer the question: "In what way and to what extent is the
coping process influenced by biographically anchored life
styles?" (Maas and Kuypers, 1974; Thomae, 1983).
The study was carried out longitudinally on twenty families.

These families were interviewed periodically over a period of two
years, with interviews continuing also after the death of the
patient. The data were analyzed phenomenologically and
statistically. The statistical procedures included clusteranalyses,
which made possible the integration of qualitative and quantitative
analysis. The coping techniques were grouped by means of cluster
analyses, and the possibility of deriving coping styles was
examined. The investigation was based on the hypothesis that
there is a tendency for coping techniques to become more deifnite
and homogeneous when illness has become chronic. In accordance
with this hypothesis, a dominant factor of chronicity is the
commitment of the patients to a characteristic and unequivocal
coping style, instead of a heterogenous and manifold one as was
assumed at the beginning of the illness. Cluster analysis is very
suitable for testing this hypothesis as the tendency toward
homogeneity is relfected by clusters becoming better deifned and
distinguishable (decreasing intraindividual variability), whereas
the presumed heterogeneity of the initial coping techniques leads
to very vague clusters, representing a high degree of intra and
interindividual variability.

The investigation also concentrated on the relationship
between the coping styles of patients and of their caregivers
(stressing a dyadic perspective). Regression analyses were carried
out in order to determine to what extent the coping styles of
caregivers could be predicted on the basis of the coping styles of
patients. Regression analysis was used to test the hypothesis that
there is a growing tendency towards parallelism between coping
styles of patients and caregivers under chronically stressful
conditions.

Issues Addressed
 How do patients try to cope with the illness in its initial stage,

and what burden and stress do they experience? Does the

62



' ' ■ ■ '" A. Kruse 

danger of neglect and abuse already exist at the onset of the
illness? *'■ ■; ' 1^

 Does coping behavior change in the course of time, and if so, in
which direction do the changes point? In what way is the
chronicity of illness relfected in the stress and burden the
patients experience? To what extent do specific forms of coping
on the part of the patients contribute to the origin of abuse:
does the patient encourage the neglect and abuse by his own .

behavior?
 How do the caregivers experience the disease and how do they

cope with it? Does the illtreatment of the patient emerge from
specific types of experience and coping? ■ *■

 Is there a tendency towards a growing parallelism between
coping styles of patients and caregivers, and if so, what are its v
consequences for elder abuse? This aspect gains special
importance since elder abuse is seen here as emerging from a
common life space and from a dyadic coping process.

The Coping Process, and Stress Factors Patients Experience
in the Initial Stage of Illness

The interviews clearly showed that the sudden outbreak of a
severe illness leads to a crisis, affecting not only physiological ,"

processes but existence as a whole (v. Weizsacker, 1978, 1988). A
stroke radically alters basic life styles, since central functions,
indispensable for the maintenance of an independent life, are
partly or totally destroyed. Immediately after a stroke the
patient's identity is endangered. This identity crisis is relfected in
the coping process as well as in the stress factors. , i

Coping Process.  ■<.; ■.;. (

At the onset of the illness the individual coping process is very .■,. ,.

complex and multifaceted; it includes a multitude of techniques.
Patients respond in very different ways towards illness: Depressive ;

techniques (tendency to give up) can alternate over short periods
of time with achievementoriented techniques (tendency to take
part actively in medical treatment, tendency to actively improve
the situation); hope can alternate with resignation; engagement in
social relationships and in different activities can alternate with
disengagement. This complexity of the coping process has to be
understood as an expression of the patient's effort to master a
completely new and unknown situation, to comprehend what has
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happened, and to ifnd a new perspective. Moreover, intra
individual changes complicate the psychological treatment of the
patients, since a continuously changing situation has to be taken
into account.

As the interviews made clear, this heterogeneity in coping and
the constantly changing psychological situation form a challenge
for the relatives as well. Some families felt upset, neglected or
offended. This feeling could contribute to (negative) behavior
including neglecting the patient, disputing with him/her, avoiding
hearttoheart conversations and sometimes aggressiveness (in the
form of cynicism and derision). As the caregivers stressed in the
interviews, this behavior did not represent a desire to break off
contact with the patients or to harm and neglect them, but was an
expression of helplessness in dealing with the patients' behavior, in
handling a new and unknown situation. Elder abuse in this case
results from great stress, helplessness and desperation. Not only do
the patients need psychological treatment in order to cope with the
new situation effectively, but the relatives also need psychological
support in order to understand the patients' behavior and to adapt
to it.
Stress Factors

Analysis of the stress and burden experienced by patients at
the beginning of the illness illuminates the crisis and highlights the
danger of neglect and abuse. The fear of being severely
handicapped in the future, of autonomy and identity being
endangered, of having lost control of the situation is a
predominant reaction after the outbreak of the disease. Moreover,
many patients are afraid of being rejected by relatives because of
impaired functions (such as incontinence, aphasia, and apraxia).
The tendency to react in an aggressive way, to become impatient
and depressed, and to disengage has to be understood on this basis.
Uncertainty regarding the attitude and behavior of relatives is one
of the most important stress factors dominating the psychological
situation of the patients (particularly at the outbreak of the
disease). The uncertainty and fear of being rejected may
eventually result in aggression and neglect, which may lead to a
similar behavior pattern on the part of the relatives. A vicious
circle arises leading to a process of alienation originating at the
onset of the illness. This is an important problem for
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psychologicallyoriented medicine to tackle.

The Coping Process and Stress Factors Following a Long
Period of Illness
Coping Process

As was shown by means of cluster analysis (Ward method),
there is a tendency for coping techniques to become more
homogeneous in the course of time; the diversity of coping
techniques in the individual coping process diminishes and makes
room for dominant techniques if the illness is chronic. Thus it was
possible to deifne four clusters in the group of chronically ill
patients who had fallen ill more than ifve years earlier (this applied
to 20 patients in the sample), whereas this tendency of
homogeneity was not recognizable in patients who had fallen ill
more recently. This result indicates that there is an increasing
tendency towards coping behavior becoming deifnite with the
duration of the illness. Chronically ill patients seem to commit
themselves to a deifnite style of cognitive representation and of
coping. The four clusters can be described as follows:

Cluster 1
Tendency to change the external situation, to improve the

external conditions of life. The dominant techniques in this cluster
are: achievementoriented behavior, hope for improvement, search
for social contacts, utilizing chances, attempt to distance oneself
from the severity of the illness.
Cluster 2

Tendency to change the internal situation, the perspective; an
attempt to reevaluate the situation, to achieve a cognitive
restructuring.
Clusters

Tendency toward an increase in depression and disengagement:
development of a helplessness syndrome, combined with refusal to
take part actively in medical treatment.
Cluster 4

Quarreling with fate, refusing help, rejecting social contacts,
signs of desperation.

Each of the patients who had fallen ill more than ifve years
previously (n=20) could be assigned to one of these coping styles,
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at least approximately. The coping styles were inlfuenced by
 the biographical life style (p < .05);
 the extent of social integration/isolation, interpreted by the

patients (p < .05);
 experienced (un)changeability of the situation (p < .01);
 experienced (in)competence to improve the situation (p < .1).

How is the increase in abuse inlfuenced by the different coping
styles, delineated above? The tendency to become depressed and
resigned (Cluster 3) or aggressive (Cluster 4) contributes to the
development of neglect and abuse. The caregivers of those patients
who reacted in this way very often became exhausted; frequently
the only way to cope with this behavior was by resistance and
disengagement. Moreover, this behavior evoked dispute and led to
transgression of a critical sill. Once this sill was transcended,
indications of illtreatment and of physiological and psychological
abuse became evident. In some families, depressive or aggressive
behavior led the caregiver to long for the death of the patient.
Interviews with the caregivers after the patients' death highlighted
the true motives of this desire. It relfected a longing to be relieved
for a while, not forever; total exhaustion and despair led to the
wish that the patient would die. This desire could contribute to
feelings of guilt after the death of the patient.

"I can't forgive myself for wishing he were dead. His
constant depressions and complaints were too much for me.
I feel guilty. And now nobody can forgive me", agonized a
daughterinlaw after the death of the patient.

The conditional factors developed by statistical analysis enable
us to understand the developmental process of depressive and
aggressive reactions. Moreover, they indicate that the coping
process is inlfuenced by the qualitative relationship between
patient and caregiver. Thus there is a close relationship between
the patients' behavior and their (subjective) experience of being
isolated (or integrated). This signiifcant relationship elucidates the
importance of the caregivers' attitude and behavior for the coping
process. In those cases in which patients and caregivers become
alienated and the patients receive no support, an increase in
depressive or aggressive reactions may occur. A phenomenological
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analysis of the interviews indicated that those patients who react
in an aggressive way are most likely to feel inferior to the social
surroundings and try to compensate for this inferiority through
resistance. Moreover, the feeling of being rejected contributes to
aggressive behavior. It is evident that caregivers should avoid
"overcaring" for the patient and thus giving him the feeling of
being dependent and incompetent. Arguments and problems can ;

be avoided by maintaining a balance in giving and receiving:
Patients should not be only in a receiving and dependent position,
but must have the opportunity to be responsible for themselves
and to help others.

If we assume that subjective competence (another important
conditional factor for the development of special coping styles) is
greatly inlfuenced by the attitude and behavior of the social
surroundings (Kuypers and Bengtson, 1973), then the close
relationship between coping style and caregivers' behavior is ,^
evident. Autonomy and selfconfidence  as central components of
competence (Kruse, 1987; Thomae, 1983; White, 1959)  may be
promoted or hindered by the caregivers. Since subjective
competence, which is closely connected to the expectation of !

)un)changeability of the situation, inlfuences the coping behavior
of the patients, supporting them in regaining positive selfesteem
is an important measure for caregivers in order to avoid
arguments, trouble and stress. On the other hand, by arousing
negative attitudes in the patients regarding their ability and ■ ...

capacity, caregivers contribute to depressive and aggressive
behavior, and thus to problems and stress.
Stress Factors

Phenomenological analysis of the interviews yielded a rank
order of stress factors, of which only those factors mentioned by
chronically ill patients will be discussed. Some of these factors also
indicate that elder abuse has to be analyzed in a broader context.

Many of the chronically ill patients were afraid of having lost
their competence for ever and of being unable to function again,
and feared that their autonomy and selfresponsibility had been
diminished. The anticipated lack of a future was mentioned as
another important concern. Many patients experienced a strong
fear of increasing isolation. An integral part of this isolation was
sometimes evident in alienation from family members. Many"/ 
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patients emphasized that their contact with family members had
diminished during the course of their illness, that the former
community had disintegrated and that now they had to bear their
illness without any help. Alienation from family members was
rated as the most dififcult stress factor. This form of cognitive
representation (Lewin, 1963; Thomae 1987) gives rise to coping
techniques which aggravate the situation for both patients and
caregivers, and contribute to intrafamilial conflict. First, the
expectation of unchangeability of the situation and the possible
lack of a future promote depressive reactions. The contagious
character of depressive reactions was noted not only in the present
study, but also in many other studies investigating the influence of
patients' behavior on the process of caregiving (Bruder, 1988; Lehr,
1987). The contagious character of depressive reactions is an
important causal factor for elder abuse (Eastman, 1985).
Confrontation with a chronically depressive patient consumes the
resources of caregivers and favors illtreatment and neglect.

Second, the feeling of being incompetent and isolated can
contribute to an attitude similar to the "givingup/givenup"
syndrome described by Engel (1968) and Schmale (1972): Patients
who are convinced that they cannot change their situation, who
have a poor selfimage, who feel rejected, and who are not able to
look for social support, tend to "give up" because they feel "given
up". This attitude may eventually lead to a regression of
psychophysical resources.

"There is no sense in doing anything. Why? I've given up.
There is no hope. Nothing. Only despair. Despair? Not
despair, no, indifference! Why should I strive for
improvement? There is no improvement. Only sadness and
indifference. In a few months it will be over." (Patient, male,
71 years old).

This "givingup/givenup" syndrome not only constitutes a real
danger to the lives of patients, but it can also extend to caregivers
who are unable to protect themselves from the inlfuence of this
attitude and behavior system. The danger of becoming exhausted
may result not only from excessive physical stress, but is very
often conditioned by the paralyzing and depressing behavior of the
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patient, leading to extreme psychological stress. Some caregivers
consider this "givingup/givenup" syndrome as not only
endangering their own psychological situation, but also as being an
expression of ingratitude on the part of the patients who do not
acknowledge their eflorts to improve the situation and to give real
help. The lack of gratitude and acknowledgment and passive
behavior of patients could provoke aggression on the part of the
caregivers. 'The caregivers then become reluctant to support the
patients and refuse to notice their needs.
Caregivers' Coping Process and Stress Factors Connected
with Nursing
The Coping Process

The coping process of caregivers can be summarized as follows:
Caregivers are constantly actively engaged in performing tasks

and supporting the patients. Achievementoriented behavior is
dominant within the rank order of coping techniques throughout
the nursing period. Achievement and deep involvement gradually
lead to an increasing renunciation of one's own wishes and needs.
In the course of time, most of the caregivers postpone their own
needs. Moreover, depressive reactions (combined with tendencies to
give up) increase during the nursing period and attain a dominant
place within the rank order of coping techniques. Eventually there
is a tendency to give up hope for a better future. In the course of
time the expectations of changeability decrease, the whole
situation seems to be static, and this growing despair contributes
to a regression in the will to live. A combination of achievement
oriented behavior and of depressive reactions forms one of the
dominant features among the group of caregivers confronted with
chronically stressful conditions.

The change in the future time perspective (the future seeming
to be nonexistent), the restriction in the habitual way of life, the
increasing renunciation of self needs and wishes, and increased
depression all lead to the development of the "exhaustion
syndrome" found among many caregivers after a long period of
nursing. The caregivers sometimes feels burnt out, which is
evidenced by health problems such as migraine, gastric ulcer, heart
disease, by an increasing feeling of failure and by increasing
dejection and despair. This exhaustion syndrome often turns out
to be the precursor of neglect and abuse. Particularly in those
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families where the patients are nursed by daughtersinlaw, the
caregivers' despair could result in ill treatment. The patients would
then claim that their lives had been destroyed, that the caregivers
had refused to provide the necessary help, would not answer
questions, had left the house without informing the patients when
they would return and that they had handled the patients roughly.
In some families the abuse of the elderly appeared in the form of
cynicism and derision.

The inlfuence of extreme physical and psychic stress on the
incidence of elder abuse should be stressed, and both patient and
caregiver should receive psychological treatment (Kruse 1988a,
1988b).
Stress Factors Affecting Caregiving Relatives

The phenomenological analysis of burden indicated that
caregivers consider the necessity of a constant presence to be the
most substantial stress factor. Being bound to the house all day
and rarely having an opportunity for diversion keeps the relatives
mentally as well as physically tied to the nursing situation. The
nursing duty becomes the dominant issue, internally as well as
externally, and caregivers wish for temporary relief. The pressure
caused by the necessity of a constant presence could contribute to
alienation and development of neglect and abuse.

Another stress factor frequently mentioned is the lack of
gratitude and interest shown by noncaregiving relatives. The
caregivers often feels abandoned by other members of the family.
The study attempted to determine how the decision of who would
be responsible for caregiving had been made. In most families no
real decision had been made; it was a foregone conclusion who
would do the nursing (Bruder, 1988; Sussman, 1985). In some
families siblings loaded the burden of nursing onto the weakest
sister or brother without waiting for that person's agreement.
Neglect and abuse, especially in these cases, were the expression of
the caregivers' despair at being exploited.

The lack of affection felt for the patient was another
important stress factor which made the conditions of nursing
extremely dififcult. Daughtersinlaw, in particular, complained
that they had not only married their husbands, but also the rest of
the family.

The disability of the patient was experienced as a stress factor
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mainly for two reasons: First, the illness had transformed a
previously competent person into a disabled, incompetent one;
second, the caregiver had to witness this gradual loss of I

competence and live with a disabled person. Sometimes the
disability of the patient and his/her inifrmity provoked aggressive
behavior; this was particularly the case when the patient was
incontinent or mentally confused.

The highly stressful situation caused by incontinence, mental
confusion, and physical and psychic excess may contribute to the
development of neglect and abuse. A sense of disgust at the
excrement and urine of the patient and his/her mental confusion
were mentioned as main stress factors by those relatives who were
in charge of a patient with these symptoms. The nursing of
incontinent and mentally confused patients also promoted a
feeling of excessive demand, owing to the psychic stress added to
the various nursing tasks. As the interviews showed, especially in
cases involving incontinence and mental confusion, the "critical
sill" was transgressed; this could lead to open or hidden forms of
violence against patients, as relatives often felt overwhelmed by
the situation. Developing incontinence or mental confusion were
the major factors which induced relatives to consider admitting the :

patients to nursing homes. In many cases the relatives refused the
idea of nursing home admission and continued care at home
despite their own lack of stamina.
The "Dyadic View" of Coping with Chronic Illness as a j1

Context for Understanding Elder Abuse !

As mentioned above, this study relfects a dyadic perspective. ■'

The possible afifnity between the reaction patterns of patients and
their relatives, particularly whether the coping techniques become /
more similar with increasing duration of the illness, was !

investigated. The analysis was based on the hypothesis that
patients and caregivers live "close" together, inlfuence one another,
adapt to one another and there is a tendency towards identical or
at least similar interpretations of the situation over time. This 1

leads to development of common coping styles. Under chronically i

stressful conditions, there is the tendency to develop a dyadic
coping style in order to avoid growing dissension regarding the
various aspects of illness.

As the regression analysis made clear, there is a signiifcant 
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tendency toward developing a dyadic coping style in families in
which patients had fallen ill more than ifve years previously
(n=20). The signiifcant regression coeiffcient, pointing to the fact
that it is possible to predict the coping behavior of one part of the
"dyad" on the basis of the coping behavior of the other part,
conifrmed the hypotheses. A signiifcant relationship between
coping behavior of patients and their caregivers was not found,
however, in families in which the patients had fallen ill less than
ifve years earlier.

The tendency of uniformity, on the one hand, provides the
possibility of positive accommodation, but, on the other hand,
threatens the dyad and may promote the development of neglect
and abuse.

Positive ("chance")
Patients and caregivers can achieve a more optimistic view and

thus provide mutual reinforcement, each giving the counterpart a
new, positive stimulus when needed. As the present study made
clear, this positive mutual reinforcement is only possible if patients
and caregivers have the opportunity for social contacts which
provide a new "impulse". Moreover the development of an
optimistic view is encouraged by a stimulating social environment
and a history of a positive personal relationship. The social
network is of particular importance in contributing to a more
positive, actionoriented coping style.

Negative ("threat")
On the other hand, a dyadic coping style can threaten the dyad

and contribute to neglect and abuse. Here the prevalent danger is
that both patient and caregiver become pessimistic. Each provides
a "negative" model, discouraging the other in case of need and
hindering his improvement of the situation. This danger exists
particularly in cases of a common expectation of unchangeability
wherein the patient may refuse help, disengage from social
activities and interests, and be reluctant to accept medical,
psychological, and social support.

There was a high degree of isolation especially in the "passive"
and "depressive"oriented dyads. Isolation is encouraged, on the
one hand, by the dyad itself ("disengagement") and, on the other
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hand, by the social environment, wherein acquaintances refuse to
have contacts felt to be burdensome and paralyzing.

Neglect and Abuse ' .

In a disengaged, isolated dyad, access to a new interpretation,
to a new view of the situation, is almost impossible. There is no
new stimulus, no new impulse. The paralyzing atmosphere and the
infectious character of depression (and aggression) lead to a ■ i

lowering of sills. Patients and caregivers become more aggressive, .;
then exhausted, with each experiencing loss of resourcefulness to
protect him/herself from the aggressive behavior of the other.
Abuse can enter the scene at this point. In the present study,
neglect and abuse were not only onesided, from caregiver to .

patient, but often there was mutual illtreatment.
Abuse is promoted particularly through diminishing social

contacts. Lack of social contacts means lack of a normative ..,

inlfuence to discourage neglect and abuse. There are some parallels
to the Durkheim's sociological interpretation of suicide here: Those
dyads not "in contact" with the social environment  relatives,
friends, neighbors  are threatened by diminution of normative
barriers. In isolation there is danger of aggressive behavior because
of the lack of a "normative" instance. Exhaustion, despair and any
"provocation" can quickly lead to abuse. .:, .

Therapeutic interventions must first aim at greater social
accessibility for these families and for improving the social
competence of patients and caregivers (Fisher, 1973; Thomae, 1983;
Kruse, 1987), in order to provide them both with the possibility for
seeking new social contacts, expressing their needs and concerns
and pursuing activities. Second, a change in the "cognitive
representation" of the new situation is necessary in order to ;,

encourage the development of a new perspective and the ability to
gain control over their own lives (Birren and Livingston, 1985).
Third, measures of intervention should give the dyad the
possibility of working through the relationship to express needs,
expectations, and concern. But both participants must take into ■(

account the integrity of the "other half of the dyad" as well.
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Introduction
It is widely believed that the fear of crime causes people to

change their behavior. Reports abound in the media of measures
people take to protect themselves, while advertising agencies
exploit the fear of crime to promote different forms of protection
and deterrence. In spite of this, researchers have done very little
empirical research on the behavior of victims following
victimization. There is very little literature dealing with the
questions: "How do victims react to their victimization? Why do
they react as they do? Why are there differences among the
reactions of victims who have undergone similar experiences?"

Even less has been done to analyze these questions as they
relate to elderly victims. Even though the speciifc number of
crimes committed against the elderly is low relative to other age
groups (Goldsmith and Goldsmith, 1976; p. 14)1 they are generally

The author is a research assistant at the Institute of Criminology, Faculty of l,xw,
Hebrew University, Jerusalem.

* This paper presents ifndings from a larger study on elderly victims 'Jn various
areas in Israel, for which the author did the statistical analysis. The study was "
conducted by Professor S. Bergman from the Brookdale Institute of Gerontology
and Adult Human Development in Israel and Professor M. Amir from the
Institute of Criminology, Hebrew University, Jerusalem. An earlier draft of this
paper was presented at the annual meeting of the Israel Sociological Society,
Haifa, February 1986. ■.. ..... .
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assumed to be a particularly vulnerable group. Characteristics of
the elderly cited in the literature to explain this vulnerability
include: low income, social isolation, physical handicaps, a reduced
ability to cope with the criminal, health problems, diiffculties in
adjusting to new surroundings in more protected areas, and a
tendency not to report their victimization to the authorities
(Biddle and Thomas, 1966; Lawton et al., 1976; Malinchack and
Wright, 1978). The potential criminal, on the other hand, is aware
of the older person's physical vulnerability, may use physical
strength to overcome his elderly victim, and may even victimize
the same person repeatedly (see also Buffman, 1968; Cook and
Cook, 1976; Lawton et al., 1976; Cunningham, 1976; Cook et ah,
1978; Malinchack and Wright, 1978). The increased vulnerability of
the elderly makes it particularly important that their responses to
victimization be understood so that they can be effectively dealt
with.

This paper is based on a study which investigated changes in
the personal lifestyle of elderly persons following victimization.
The changes and their characteristics were empirically examined
using the "Acquisition of the Victims' Role" model  suggested by
Thornton and Nardi (1975), and tested empirically by Berg and
Johnson (1979)  which emphasizes the process through which a
person takes on the victim role. It is hoped that this analysis will
contribute to our knowledge of the effect of victimization on the
elderly person.

The Model of "Acquisition of the VictimJs Role"
The model assumes a fourstage process of acquisition of the

victim's role. These are (Thornton and Nardi, 1975):
(1) Anticipation of the role;
(2) The formal acquisition of the role;
(3) The informal adjustments to the frequently subtle distinctions

found in the role;
(4) The personal adoption of the role to inner needs and drives.

This model can be very useful in research on behavioral
reactions to victimization, as it helps the researcher determine
whether and how speciifc information or behaviors are related to
the traumatic event. The model emphasizes the fact that the role
of the victim, like any other role, is performed and internalized in
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change their behavior. Reports abound in the media of measures
people take to protect themselves, while advertising agencies
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and deterrence. In spite of this, researchers have done very little
empirical research on the behavior of victims following
victimization. There is very little literature dealing with the
questions: "How do victims react to their victimization? Why do
they react as they do? Why are there differences among the
reactions of victims who have undergone similar experiences?"

Even less has been done to analyze these questions as they
relate to elderly victims. Even though the speciifc number of
crimes committed against the elderly is low relative to other age
groups (Goldsmith and Goldsmith, 1976; p. 14)1 they are generally
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Hebrew University, Jerusalem.

* This paper presents ifndings from a larger study on elderly victims in various
areas in Israel, for which the author did the statistical analysis. The study was
conducted by Professor S. Bergman from the Brookdale Institute of Gerontology
and Adult Human Development in Israel and Professor M. Amir from the
Institute of Criminology, Hebrew University, Jerusalem. An earlier draft of this
paper was presented at the annual meeting of the Israel Sociological Society,
Haifa, February 1986. ;, ._;/?
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assumed to be a particularly vulnerable group. Characteristics of
the elderly cited in the literature to explain this vulnerability
include: low income, social isolation, physical handicaps, a reduced
ability to cope with the criminal, health problems, dififculties in
adjusting to new surroundings in more protected areas, and a
tendency not to report their victimization to the authorities
)Biddle and Thomas, 1966; Lawton et al., 1976; Malinchack and
Wright, 1978). The potential criminal, on the other hand, is aware
of the older person's physical vulnerability, may use physical
strength to overcome his elderly victim, and may even victimize
the same person repeatedly (see also Buffman, 1968; Cook and
Cook, 1976; Lawton et al., 1976; Cunningham, 1976; Cook et al.,
1978; Malinchack and Wright, 1978). The increased vulnerability of
the elderly makes it particularly important that their responses to
victimization be understood so that they can be effectively dealt
with.

This paper is based on a study which investigated changes in
the personal lifestyle of elderly persons following victimization.
The changes and their characteristics were empirically examined
using the "Acquisition of the Victims' Role" model  suggested by
Thornton and Nardi (1975), and tested empirically by Berg and
Johnson (1979)  which emphasizes the process through which a
person takes on the victim role. It is hoped that this analysis will
contribute to our knowledge of the effect of victimization on the
elderly person.

The Model of "Acquisition of the Victim's Role"
The model assumes a fourstage process of acquisition of the

victim's role. These are (Thornton and Nardi, 1975):
)1) Anticipation of the role;
)2) The formal acquisition of the role;
)3) The informal adjustments to the frequently subtle distinctions

found in the role;
)4) The personal adoption of the role to inner needs and drives.

This model can be very useful in research on behavioral
reactions to victimization, as it helps the researcher determine
whether and how specific information or behaviors are related to
the traumatic event. The model emphasizes the fact that the role
of the victim, like any other role, is performed and internalized in

80



B. KatzShiban
■j .'.י ■. י: .:. .. <'.>< .■■. .■. ■

varying degrees by different people. Use of the model therefore
makes it possible to differentiate among degrees of severity of
response, and to identify those victims who, in fact, pay the
heaviest price as a result of their victimization (those found in the
third or fourth stages of the model). This is in contrast to previous
indicators which have been used for studying the psychological
cost of victimization of the elderly, which relate only to the
immediate loss.

A brief description of the stages of the model and their
relevance to our subject follows:
Stage One takes place in every individual as part of the general
socialization process. Through this socialization the individual is
prepared for the different situations that he may face in the future.
A large part of this preparation is informal and unconscious. The
individual responds to signs and gestures which are part of
interpersonal situations, and unknowingly learns things which
affect his behavior in the future. Thus, with respect to the victim
role, he has become predisposed to react to victimization in a
certain way, even before he has actually ever been victimized. The
limits of the identiifcation with this role are not clearly deifned,
and the level of this identiifcation may change at varying times of
life (Linton, 1945; Parsons, 1951). The minimum one can expect of
people who have been victimized is behavior comprising the
following elements: confusion, anger, helplessness, rage and shame.
Stage Two (formal acquisition of the role) begins immediately
following victimization. At this stage the victim has the option to
report the offense or not. This type of behavior is referred to in
the literature as "Reported Intervention" (Darley and Bibb, 1968;
Dubow et al., 1979). This is one of the possible responses to fear of
a speciifc crime or crime in general. Responses can be formal or
informal, ad hoc or planned, continuous or at one speciifc time,
limited (as in calling the police) or broad (as in joining the civil
guard). We focused solely on victims who responded by reporting
the incident to the police, thereby formally taking on the victim
role. Through this action, the victim initiated a number of
procedures, such as: "creating the crime" officially; transferring the
victimization to ofifcial and unofficial agencies; conveying the
victimization from the individual sphere to the public sphere, and
thereby beginning procedures which will corroborate the complaint
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so that he becomes formally and legally a victim. As the victim
acquires a clear set of rules, he behaves according to the
expectations of the judicial system, medical profession and
insurance companies, which have established a broad consensus as
to the expected behavior of the victim. The degree to which the
victim conforms to these rules will depend upon his social and
cultural values, and upon previous experiences of a similar nature.

After the victim has chosen to report the crime, he can act in
a number of ways. Some ifnd the reporting of the crime to be a
suiffcient response. Others will go further in the process of
internalizing the victim role.
Stage Three refers to the informal dimensions of the role. These are
more lfexible than the formal dimensions of stage two. The victim,
faced with a wide range of possible behaviors, chooses those
activities which best suit his personal characteristics and life
experiences (Parsons, 1951). Thus, in addition to reporting the
incident to the authorities, the victim may choose one or a number
of the following types of behavior (Dubow et al., 1979):
1. Protective behavior i.e. an attempt to increase resistance to

victimization by purchasing or adopting various forms of
protection for the home and for use outside of the home. These
are "mobilization techniques" (Furstenberg, 1972), towards
which ifnancial resources are invested for the purpose of
resisting victimization.

2. Avoidance behavior which includes actions intended to lessen
exposure to crime, such as change of address, leaving the house
less frequently and so forth. Such actions are intended to
increase distance between the individual and high risk
situations.

3. Insurance behavior which tries to minimize the cost of
victimization by lessening the loss incurred in the event of such
victimization. This category includes purchasing insurance
policies, putting valuables in a safe deposit box, or having
possessions marked, etc.

4. Communicative behavior which provides a verbal outlet for
feelings, thereby helping the victim to release, or at least
minimalize, some of the tension which is part of victimization,
through sharing the experience with others.
The above behaviors may also be considered as reactions to the
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fear of crime, regardless of whether a person has actually been
victimized. In the research reported here, we will particularly
emphasize protective and avoidance behaviors chosen following
the report of victimization.

Stage Four occurs when the individual internalizes the victim role
and adapts it to his own psychological and emotional needs. At
this stage the victim becomes the role in all its aspects. Or, as
stated by Goffman: "To embrace a role is to be embraced by it"
(Goffman, 1961:106). The victim role is thus internalized and the
individual accepts the notions about himself dictated by the
demands of the role, and by the concepts others have of this role.
This stage represents the most severe cost of victimization, as its
psychological and social effects are farreaching and longterm.

The Research ■''
The victim's process of role acquisition was investigated in an

empirical study of elderly victims in Israel. The criminal incident
which they experienced was seen as a catalyst of the process. The
victim role was deifned as a system of behavioral expectations ■'■

which are imposed on the victim's social status. A victim was
deifned as "one who has undergone physical suffering or incurred a
loss of property, status or name as a result of a crime, and by
reporting the crime to the police acquires the legal deifnition of a
victim".
The Population and the Sample. The population consisted of 846
reported incidents of elderly victimization found in the police
records of criminal offences for the Tel Aviv and surrounding areas
in 197879. The sample, randomly chosen, included 200 victims
aged 60 and over, who were interviewed in their homes. In terms
of the "Acquisition of the Victim's Role" model, these victims,
having reported the incident, are in Stage Two of the process. With
this act they have conifrmed their legal status as victims, and have
opted for a clear system of laws, behavioral modes and
expectations that are suitable to a victim's role.
The Variables. The dependent variable was deifned as "changes in
the personal lifestyle of the victims as a result of the experience".

The independent variables related to the following aspects:
a) The sociodemographic background of the victim;
b) The characteristics of the injury; r
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c) The characteristics of the victim's response to the experience.

Findings
General

a) About 7996 of the elderly victims made changes in their life
styles as a reaction to their experience. This rate is consistent
with, though somewhat higher than, ifndings from other studies
(see Garofalo, 1977; in which 5096 of the sample had made a
behavioral change). We also found that 3592) of the sample used
multiple forms of protection. This ifnding is consistent with other
studies (Boydstum, 1975; OCJP, 1977; Christian, 1973).

b) Three victim proifles were identiifed:
Proifle One. Victims who did not change their personal lifestyle

at all even though they reported the incident to the police (219?).
Proifle Two. Victims who chose types of protective behavior after

reporting to the police (3596). These actions included: (a) installing
various forms of protection in the home, such as locks, alarms,
bars, iron doors with special locks, or (b) using various forms of
protection when outside the home, such as carrying a cane, going
in pairs, taking their wallet or jewels with them, not taking a
purse and so on.

Proifle Three. Victims who changed their social interaction
pattern, adopting avoidance behavior (4496). These actions included:
isolating themselves at home during the day or with nightfall;
abandoning their homes and going to live with relatives; moving
to a new address; moving to a protected residence; resigning from
their place of work; requesting a relative to sleep over and so on.
It should be emphasized that most of the victims in this category
chose a number of these actions.4

Sociodemographic Characteristics
The sociodemographic data of the victims in the study verify

that older victims have special characteristics which intensify the
physical and psychological cost of the experience of victimization.
They also partially conifrm the assumptions as to why the
criminal chooses the elderly as a target for his offense.

The main characteristics of elderly victims are: vulnerability,
which is comparatively greater among women than men (5996 and
4196, respectively), among elderly people of an advanced age (5296
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at ages 70 84) and among single individuals who live alone (about
half of the sample); poverty  nearly half of the victims (439£>) live
solely on their social security allowances; and lack of mobility 
209'o of the victims are partially handicapped and cannot move ,;

about without the help of various aids.
An examination of the changes in the victims' personal life

styles by their sociodemographic characteristics brought to light a
number of interesting findings. There was, for example, a
pronounced difference between men and women in the adaptations
that they chose. Women were found to prefer avoidance behavior,
while men leaned more towards protective behavior (p=0.0005).
These ifndings are consistent with those of Berg and Johnson
)1979, p. 69, Table 1).

From the standpoint of age, the "younger elderly" (ages 5969)
were more likely than the "older elderly" (ages 7084) to change
their personal lifestyle as a result of their experience with '■'

victimization (whether through protective or avoidance behavior). .

Ethnic differences (Eastern vs. Western origin) had little effect
on the kinds of changes implemented by victims of varying ethnic
backgrounds. The victim's marital status and place of residence, on
the other hand, were found to have a definite inlfuence on his
behavior pattern. Victims who lived alone usually chose avoidance
behavior, whereas victims who were married or living with another ^
person usually opted for the protective pattern of behavior.

The economic level of the victim also inlfuenced the kind of
change undertaken. Those who lived mainly on their social
security allowance were more likely to adopt avoidance behavior
and less likely to use protective and deterrent measures than those
whose income was much higher.

There was a slight tendency for victims who were handicapped,
sick or partially immobilized, to choose avoidance behavior, as
opposed to those who were healthier who tended more towards
protective behavior.

Characteristics of the Injury ■

The dominant type of crime against the elderly (7896) was
material, involving damage to property, stolen money and jewelry,
attempts at breaking into homes/businesses, or pickpocketing. In
12910 of the cases there was only bodily harm, and in another lO/?
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there was material as well as bodily damage.
In examining the relationship between the characteristics of

the injury to the elderly person and the type of change chosen, it
was found that victimization of property tended to cause the
elderly to choose protective behavior in order to lessen the
likelihood of exposure and the risk of being victimized again. In
contrast, material and physical victimization, or only the latter, led
most often to changes in social interaction (avoidance behavior).

We found that there was a positive correlation between these
changes and the time the event occurred (R=0.07), the kind of
crime to which they were subjected (R=0.1), and the type of
damage inflicted (R=0.01).

A negative correlation was found (R=0.09) between the
victims' presence at the scene of the crime and the type of
behavior changes exhibited. Not being present at the time of the
crime had more inlfuence on the adoption of various adjustments
)whether it be protective or avoidance behavior) than being
present. Finally, it was found that victims whose careless behavior
led them to be classiifed as "precipitators/facilitators" of crime
incidents were more inclined to change in their social interactions
than their more cautious peers.

Characteristics of the Response to the Criminal Experience
Victims were asked to deifne the emotional severity of the

victimization experience along four dimensions:
1. How dififcult was the experience?
2. To what degree did the victim feel he had overcome the

experienced event?
3. How frequently did the victim think about the event?
4. How did he react towards other elderly people who had also

fallen victim to crimes of violence, about whom he heard
through the media or from friends in the neighborhood?
These reactions were classiifed into the following patterns:

 "toward the victim": which included feelings like: rage,
understanding, or pity for the victim;

 "toward himself alone": "Thank goodness, it didn't happen to
me".

 "toward himself and toward the victim" (a combination of
responses relating to the victim of the event and himself);
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 "no reaction at alF.
Most of the victims (7796) deifned the experience as a diiffcult

or a very diiffcult one. Only 2396 denned it as being "not too bad";
7296 continued to think about what had happened; about half of
the respondents felt that they had not yet overcome the
experience.

Upon hearing of violence against other elderly people, almost
all (969S) expressed some reaction. A little over half of the
respondents related just "towards the victim", whereas 4496 also
related their own experiences to what they heard about other
victims ("toward himself alone", 2996 "toward himself and the
victim", 1596).

It was found that if the victim was unable to overcome the
experience, continued to think about it, and also related to himself
when hearing about other crimes of violence, he usually tended to
adopt avoidance behavior. On the other hand, victims who claimed
to have overcome the event (whether completely or partially), who
thought about it rarely or not at all, and who related solely to the
victim of incidents they had heard about without incorporating
their own experience, tended not to make any changes in their
personal lifestyle or to choose only protective behavior. .. ,

Victim Profiles
Three different proifles of victims who had reported their

victimization to the authorities were derived from the data
(described generally on page 84 above). .. ,.

The following are the unique characteristics of each proifle.
Proifle One victims did not exhibit a continued process of role

adaptation, and were characterized by a large representation of 
"older elderly" people (ages 7084), males, of Eastern origin,
married, physically mobile, victims of physical harm and those
who stated they had overcome the experience. Their response to
the criminal victimization incident was to deifne it as being not s0
disturbing, and they were able to completely or partially overcome
it. A large number hardly ever relive the experience and upon
hearing of similar incidents involving others, react by feeling sorry
for the victim of the crime without relating it to their own bitter
experience.

Proifle Two victims were those who chose protective behavior.
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They tended to be relatively young, (ages 5969), male, married or
living with someone else, physically mobile, and had a relatively
higher income.

Proifle Three victims, on the other hand, were those who chose
avoidance behavior. These also tended to be relatively young, were
more often women, unmarried or living alone, included a
comparatively large number of handicapped victims, and those
whose economic situation was relatively poor.

The two latter proifles greatly differ with regard to the type of
injury suffered. In Profile Two we generally found victims who
suffered damage from material crimes. The crime usually took
place in the victim's home when he was not present, and he
himself did not precipitate it. In Proifle Three, on the other hand,
many of the victims were physically harmed and/or incurred
material loss. Also, they were characterized by careless behavior
which may have contributed to the crime.

The following differences were noted between the two groups in
their reactions to the experience: Proifle Two (protective behavior)
victims most often responded to the event as being "not too bad"
and "rarely" thought about it. Upon hearing of other violent
crimes they tended to react by sympathizing with the victim
without connecting it to their own past experience. Proifle Three
(avoidance behavior) victims reacted to the event by deifning it as
a bad/very bad one, and thought about it frequently. When they
heard of other incidents of violence, they usually reacted not only
to the actual event but also related it to their own personal
experience.

Discussion
The transition from stage two to stages three and four in the

"Acquisition of Victim's Role" model, from outward acceptance of
the victim role to actually changing behavior and subjectively
adopting the status of a victim, could be interpreted in terms of
the labelling theory. This approach (Lemert, 1967), provides two
levels of analysis in the deifnitions of deviance: What is a deviant
act, and who is a deviant person. "When the community
nominates someone to the deviant class, then, it is sifting a few
important details out of the stream of behavior the individual has
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emitted and is in effect declaring that these details relfect the kind
of person he 'really' is" (Erikson, 1966, p. 6).

Erikson is referring to the idea of a "master status"  a single
aspect of a person's set of roles that completely overwhelms all ■
other aspects. If a master status is bestowed by an oiffcial agency
of government it confers a lasting stigma on the person (Henshel .

and Henshel, 1983). Hence we can classify these different proifles of ;

victims as follows:
1. An elderly victim who accepts the legal status of victim, but

neutralizes the negative labelling by doing nothing other than
reporting the crime to the police (Proifle One);

2. An elderly victim who accepts the legal status of victim as
well as others' deifnition of victim, uses protective behavior but
makes no changes in his social interactions (Proifle Two);

3. An elderly victim who not only accepts the legal status of
victim, others' deifnition of victim, and the negative labelling of
victim but continuously strengthens it by displaying changes in his
social actions and using avoidance behavior. This negative self
labelling which he carries with him to further stages also brings
with it social labelling and, in the process of mutual feedback,
strengthens the labelling behavior (Proifle Three).

It is this stage of negative selflabelling, through acceptance of
the role of victim, which is most dangerous to the wellbeing of the
elderly victim. It may be assumed that these are the victims who
are most frightened of repeated victimization, and who pay the
highest psychological price.

Further research needs to be done to identify those groups of
potential victims who are most vulnerable to this process of
negative selflabelling, with the ultimate goal of designing
interventions which would prevent its very disturbing
consequences. .t.f.' . ■
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Notes
1. The situation in Israel does not differ greatly from that

described above. In analyzing data from the Israeli Survey of
National Victimization in 1980, it was found that the
percentage of elderly households (ages 65 and over) which fell
victim to crime was between 2 and 49£, depending on the kind
of crime. Generally, it may be said that 496 of elderly
households were victims of material crimes (mostly robberies),
and that 2^ were victims of violent crimes (KatzShiban, 1984).

2. There is no agreed upon designated term for types of
behaviors. The literature includes concepts such as "defensive
measures" (Conklin, 1975), "selfprotection" (Biderman et al.,
1967), "precautionary behavior", "home defense" (Feagin, 1970),
"mobilization" (Furstenberg, 1972), "avoidance" (Conklin, 1975),
"security measures" (Ennis, 1965) and responses of a personal
or public nature (Schneider et al., 1977). In most cases they are
terms given in order to speciifcally measure one or more acts.
In only a small number of incidents do the researchers deifne
these terms speciifcally.

3. Garafalo (1981) suggests that in this category there should be a
distinction between actual fear and precipitated fear, wherein
avoidance is usually created through precipitated fear, and the
accepted response to actual fear is more a form of escape.

4. There were a few cases where a combination of protective and
avoidance behaviors were shown, even though in most of the
cases the distinction was quite clear and we were able to
categorize the behavior of the victim into one of the three
types of behaviors speciifed.
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Fraud and Abuse of the Elderly

_^_______ Hava Lehman 1

This paper presents study ifndings on a particular type of
victimization, namely that of elderly who have handed over their
property or assets to others in return for services and/or informal
support.

Property or assets are partially or completely transferred from
the elderly by authorizing relatives or strangers to handle and
draw from their bank accounts, by giving expensive gifts or by
provisions in wills. As these transactions are not legally or
institutionally controlled, there is often an imbalance between
services procured and the "price" the older person has to pay for
them. _ There is no certainty whatsoever that the elderly person is
or will be receiving services in accordance with his/her
expectations. Since there is generally no control and no regular
reporting, no exact information is available on the scope of the
problem.

This type of victimization occurs as a result of the speciifc
conditions characteristic of many aged in this country, such as
immigration at an advanced age, separation from relatives who are
either dead or have remained abroad, receipt of restitution moneys
from Germany, and considerable improvement in their economic
situation. This improvement in the availability of resources
frequently occurs at a point when the functional and mastering
caPacity of these older persons does not enable them to fully .

The author is Doctor of Social Services at the Geriatric Center, Ministry of
Health, Netanya.
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and/or rationally manage their affairs or the abundance of means
at their disposal. This "embarasse des riches" is frequently
observed and may also result in a "wasting" pattern of behavior
and of conduct not commensurate with their "new status".

A contributing factor to the emergence of this type of
victimization is the absence of community counseling services for
the elderly in the area of economic conduct and management of
resources, legal advice, and of protection against fraud and
exploitation. Services available are geared primarily to nursing
cases and indigent elderly, and do not include economic
management or protection.

When selecting the sample for the study of this group a
number of diiffculties were encountered. Among these was the fact
that the police have no records (or only a very few) of any
criminal fraud cases relating specifically to the elderly: some cases
become known only through complaints lodged by people
interested in the property of the elderly. In addition, those
interviewed in the study did not perceive the cases as requiring
police intervention and therefore, in general, did not consider
complaining to the police.

The sample included 156 elderly persons, aged 65 and over, of
European origin, urban dwellers, living alone, with incomes
exceeding old age allowance. The study identiifed 13 cases of past
or current experiences of fraud, and 18 persons unable to manage
their financial affairs but who were not being helped by others in
this sphere. Thus a total of 20*/? of the sample had either
experienced fraud (8^i) or were potentially at risk (129S). The
researcher had to assume that some of the latter have not reported
fraud or are simply not aware of it.

Testimonies collected from elderly were conifrmed by social
workers, nurses or volunteers familiar with the cases. Followups
were also carried out during the research.

From the ifndings and case histories analyzed there emerges a
picture of the process of victimization composed of several stages:

1. The ifrst stage  establishing contact and relationship between
the elder person and the "other person" whom we call the "helper".
In all cases, this happened in a crisis situation  illness of spouse,
death of spouse, close to the time of emigration to, or arrival in
Israel etc. The locus of such contacts was frequently a pharmacy,
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bank, public garden, restaurant, or hotel. In a few cases it occurred
m the house of the victim with the involvement of a neighbor or a
person employed by the elderly as a domestic. Even in those cases
where relatives were involved, the process started in the wake of a
crisis situation.

The period of establishing contact was reminiscent of
courtship"  the prospective "helper" sent lfowers and food
deaires; there were frequent visits, promises of close relationship
concern, assurance of "help like to one of the family". Occasionally
members of the family of the "helper" were also involved in the
act of courtship. In one case of a lonely old woman, a promise was
made to adopt her as the "grandmother of a small (grand) child"
The helper often assumed or pretended to ifll the role of a relative.

2. The second stage  offering services and help. The helper
offered assistance in ifnancial affairs such as handling matters with
the bank, Payment of bills, collecting insurance or pension
running errands including shopping, helping with correspondence'
sorting out difficult papers, etc. '

3. The third stage  the helper increases his involvement. There
was more independent activity, such as initiating the transfer of
assets from one bank to a bank "closer to home'' asking to obtain
power of attorney" for the bank account, demands and acceptance
of expensive gifts (currency, jewelry, etc.). In some cases, assistance
is volunteered in the preparation of a will.

4. The fourth stage  imposing disengagement of the elderly person
from the outside world, from relatives, friends, neighbors and formal
support systems (social workers, etc.), and intensifying dependency
on the helper. This "monopolization" of the victim by the helper
led to complete dependency, due often to fear and surrender on the
part of the elderly person, and a condition of increasing
helplessness. The victim began to feel pressured by the helper to
reduce expenditures.

5. The iffth stage  disenchantment and disappointment. If the
helper had not fuliflled the emotional expectations of the victim,
neglected him/her and had no patience to supply his/her needs'
the victim was disappointed. However, the need for emotional
support and human companionship may be so strong that, as one
of the people interviewed said, for the sake of human
companionship she will consciously "agree to be defrauded".
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After the disappointment, the victim, in search of a
satisfactory relationship, may look for another helper (half of
those who had experienced disappointment had taken on "new
helpers"). It should be stressed that only those who were readY t0
share their disappointment with the interviewer could be identiifed
as victims. One could assume that the real number of such cases is
higher than those recorded.

The interviews indicated that the stage of disappointment may
occur at various points in the process and need not necessarily
follow all four stages mentioned above. Some "victims" saw
"through their helpers" rather early in the game. On the otl1er
hand, there were also cases in which the researcher could not
obtain the cooperation of the victim due to the otter's fear of
displeasing or angering the helper. These situations occur als0 in
other types of victimization in which the "fear of revenge" by the
perpetrator successfully subdues the victim's courage to tell the
truth.

All the "helpers", also referred to as "false angels", belonged t0
the middle class, some have university education, they are equally
likely to be male or female, and are generally age<* 45 and over.
These characteristics placed them in the "white collar" category, as
belonging not to marginal groups but to the "settled" members of
society, and this no doubt added to the facility with which elderly
developed trusting attitudes and relationships with them. These
qualities also equipped them with the practical capacity to
effectively handle the various affairs with which the elderly needed
help. They also had the capacity to communicate with the victim
and develop trust in themselves. Geis and Edelhertz (1973) stressed
that such cases of fraud are seldom reported to the police by the
victims, either because they do not perceive them as criminal
offenses or because of the feeling of shame in admitting that thev
had fallen victim to fraud. In some cases, repeated interviews were
necessary until victims felt free to speak about their victimization
experience. . .

The ifndings of the research link this type of victimization to
the issue of "mastery reduction" in the environment. We fouI^d
that the victims are functionally more impaired than the others 1n
the sample; they ambulate less outdoors, and USe orthopedic
appliances or hearing aids more often. The victims' environment 13
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geographically limited. They are more frequent users of services
from the various service systems, a fact that also exposes them to
frequent contact with strangers and facilitates their entry into the
personal living space of the perpetrators.

No signiifcant relationship was found between victimization
and help from the family. It is possible that the interviewees were
reluctant to report cases of abuse by a family member and, hence,
the scarcity of data on this aspect. Although most of the victims

; in the study were under the care of social services, no statistical
signiifcance was noted between the two variables  victims under
the care of social services and those not receiving such care.
Nevertheless, alertness on the part of social services could possibly
have led to an earlier detection of victimization cases or facilitated
protection.

t Victimization of older people was found to be related to a
reduction in social contacts except with family. Victims exhibited
more frequent oneway relationships, in particular in receiving
services. The relationship with "the helper" was the only reciprocal
relationship reported. There is evidence that dependency on others
in ifnancial matters was also present in earlier life stages of the
victims. Inability to perform such activities in earlier stages of life
could possibly predicate such dependency in old age, and
consequently also the occurrence of victimization.

\ The study points to the possibility that absence of appropriate
legislation and of supportive services in the areas discussed here
are "an opening that invites the thief". Israeli law is dichotomous
in establishing legal capacity or incapacity but not covering cases
with limited orientation or capacity in decisionmaking,
contracting, transferring assets, etc. As a result, many such cases
cannot be dealt with under the protection of the law and the
situation calls, no doubt, for a review of and lfexibility in the
pertinent areas of legislation.
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The Elderly Victim and
O the Welfare Services

^ :\ [Ariella Lowenstein

Crime and aging constitute integral parts of daily life in
modern society. We are all concerned with the rising crime rates,
and the knowledge that we are all potential victims. We are aware
that the changing demographic structure of Western society has
brought us into the "age of aging" (Monk 1979). However, until
recently little attention has been paid to the victimization of the
aged and its impact on the elderly (Gubrium 1974). The reasons for
this neglect are threefold:
 In criminology the area of victimology has only lately emerged
as an area of research of study (Hindelang 1976).
 The prevailing societal norms that regard the elderly as
worthless (Kosberg 1985) are relfected in the fact that many
correctional agencies, like the police, until recently did not include
age as a variable in their criminal statistics information gathering
(Goldsmith and Goldsmith 1974).
 The known victimization rates against the elderly are not higher
than those of other age groups; and in certain domains, such as
crimes against the person, they are even lower (Clemente and
Kleiman 1979).

The author is on the faculty of the School of Social Work, Haifa University.
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These data, however, are rather inconclusive. The dimensions
of victimization of the elderly, are large enough to constitute a
social problem, especially if we bear in mind the impact of crime
on the aged population at large. In the United States, for example,
it was found that in several cities the rates of victimization of the
elderly for robbery with battery, larceny, and fraud were equal to
or higher than those of younger age groups (Thomas 1974). For
certain groups of elderly, such as urban residents, singles, non
whites and the youngold, the risk of criminal victimization is
higher than for other age groups (Liang and Sengstock 1983).
Moreover, much of the crime against the elderly is not reported
(Forston and Kitchens 1974; Greenstein 1977; Smith 1979). Among
the reasons why many elderly do not complain to the police are:
Fear of the offender; disbelief that they would be helped; and a
feeling that the formal institutions (i.e. the police) are not only
apathetic but sometimes antagonistic towards them (Rifai 1976;
Hamel 1979). Liang and Sengstock (1983) found that 45'?6 of the
aged victims in their study failed to report the incidence of crime.
In Israel, a similarly high rate of nonreporting was found
(Fishman 1974).

Many investigators see the criminal victimization of the aged
in the U.S. as a serious social problem demanding appropriate
societal responses (Adkins 1975; Goldsmith and Goldsmith 1976;
Ward 1979). Moreover, most researchers and social service
providers emphasize that criminal victimization of the elderly is
becoming one of their most serious problems not because of its
frequency, but because of its direct impact on the elderly victims
and its indirect effects on the aged in general.

There are many reasons why the elderly are especially
vulnerable to criminal behavior against them. Many elderly,
especially aged women, live alone in highcrime urban
neighborhoods, either because they are longtime residents of a
neighborhood that has deteriorated, or because of low income
(Goldsmith and Thomas 1974). Moreover, because many elderly
live on ifxed low incomes they are especially vulnerable to fraud
and getrichquick schemes (Butler 1975(1 Pepper 1983). The
physical disabilities from which many elderly suffer affect their
hearing, sight and mobility. This, combined with the fact that
many of them rely on walking or public transportation, renders
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them more vulnerable and lessens their ability to resist crime
(Goldsmith and Thomas 1974). Ageist social values and attitudes
can result in aimless and senseless crimes against the elderly.

Criminal victimization of the elderly impacts more severely
upon them in comparison to younger victims. Injured elderly
convalescence much more slowly, resulting in a longer hospital stay
and possibly in institutionalization (Kerschner 1976). Loss of
possessions and ifnancial resources is far more damaging to the
elderly, many of whom live on the brink of poverty. In addition,
the older person is more likely to be victimized repeatedly, often
by the same offender (Goldsmith and Thomas 1974).

Another important consideration glossed over by crime
statistics is fear. Fear has a direct effect on elderly victims, bearing
on their immediate quality of life, as well as being transmitted to
other elderly. Fear of a repetition of the crime creates a vicious
circle of isolation for elderly victims; many decide on a "house
arrest", shutting themselves in. This is especially so since violent
crimes against the aged, as compared to other age groups, occur
more often in or near home (Antunes et al., 1977). Fear thus limits
the mobility of the victimized elderly and changes their quality of
life, increasing isolation and loneliness (Kahana 1977).

For the elderly in general, fear of crime is even more of a
problem than crime itself. A substantial body of research
literature points to fear of cirme as affecting the elderly's daily
functioning and mobility (Lawton et al., 1976; Pope and
Feyerherson 1976; Clemente and Kleiman 1979; Malinchak 1980).

Victimization and Social Policy V

Criminal victimization of the elderly is clearly a problem to be
addressed by social policy and service programs. Social policy
could be viewed as milieu policy  legislative, administrative and
judicial efforts to improve the wellbeing of the aged by modifying
their environments. Alternatively, policy may be see as milieu  f
the public decisions and actions that form the context of everyday *

life (Lohman and Lohman 1983). We shall here address "milieu
policy", then discuss interventions and programs dealing with
victimization of the elderly.

Any policy decision must address the main causes of elderly
victimization, deifne its target population, and determine points
and modes of intervention. /

. . i■ ■: ■ .' ■1r
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There are three basic issues to tackle. First, the issue of service
availability, particularly where there are concentrations of elderly
in certain neighborhoods; second, the issue of costbeneift for
criminal offenders; and third, the issue of vulnerability (Skogan
and Klecka 1976).

The issue of service availability and vulnerability are strongly
linked. One could address both by providing the aged, especially
those living in highcrime areas, with information, safety
measures, and training in selfdefense techniques. Moreover, Police
presence and increased protection can be provided. Additional
avenues to cope with the problem are community organization and
selfhelp groups. Such methods are discussed by Shpritzer (1974)>
Cantor (1975), Younger (1976), Miller (1977), and McGowan (1977)

The issue of costbeneift for the offenders has two Public P011cy
dimensions: First, harsher sentences can be combined with quicker
and more eiffcient methods of catching the criminals. Moreover,
the courts and the police can establish speciifc programs to deal
with criminal victimization of the aged (Amir 1986). Second, there
is a need for victim assistance programs for the elderly to 1obby
for sensitive handling of victims by social agencies and criminal
justice professionals (Jaycox and Center 1983, p. 323). Jaycox and
Center identify three main objectives for such programs: l) t0
assist the elderly in recovering from the impact of crime through
support and empathy, 2) to assist in obtaining necessary beneifts io
compensate for losses, and 3) to provide such services as med1cal
care, homemaking, etc.

There are two target populations for such programs: *1rst>
elderly in need of postvictimization intervention and treatment. A
second target group is the general elderly population, which can
beneift from primary prevention measures, especially if focused on
highrisk elderly. In this respect community care providers Play an
important role in individual and collective crimeprevention
activities. Individual activities include regular home inspections t0
determine the security status of homes; teaching the elderly
improved precautionary measures (e.g. usage of 1ocks) and streeJ
precautions. Collective activities include neighborhood and
buildings patrols, escort services, block clubs, etc (Jaycox and
Center 1983). . , ,

Another target group is the elderly living m agesegregated
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settings and institutional facilities. Emphasis has been laid on the
importance of environmental design as a preventive measure for 1

this group (Curtis and Kohn 1983). This type of prevention can
include access controls that create barriers for visitors, or formal
surveillance arrangements.

Various authors (Younger 1976; McGown 1977; Cross 1977;
Ferretti 1977) have discussed speciifc programs emphasizing
community organization and activating the elderly. In the United
States, certain police departments use elderly volunteers in their
activities to combat crime (Willis 1976; Cairns 1977).

In short, those in the helping professions have a vantage point
from which to detect, treat and prevent victimization of the elderly.
They have a vital role to play in the realm of "policy as milieu" by
introducing changes in public education and attitudes and
activating the media and the aged themselves (Kosberg 1985).

Elderly Victimization in Israel
The following section presents some of the data gathered from

the study of criminal victimization of the urban aged in Israel.*
The study interviewed a sample (N=622) of aged victims who ifled
police complaints in Israel's three largest cities (Tel Aviv, Jerusalem
and Haifa) and 20 smaller localities.

We shall present here data from the Haifa subpopulation
(N=257) on the impact of the event on the elderly, the
involvement of formal services, and the perceptions of elderly
victims on services needed versus those provided.

About half of the Haifa study sample are "oldold" (age 75+), a
third are single and 1096 are childless (Table 1). Half have a low
level of education and 1296 have no formal education. A quarter
have only a poor command of Hebrew. Half indicated that their
state of health is not good.

A third of the victims live in high crime rate areas. Most
(88.696) suffered crimes against property. In only 2596 of the cases
were the victims present, and in about half of these instances they
were alone. Approximately 3096 were victimized more than once
and 1596 knew the offender.

* This study was conducted jointly with Shimon Bergman of the Tel Aviv
University and the Brookdale Institute, and Menachem Amir of the Hebrew
University.
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Half the victims reported substantial property damage and
major ifnancial loss. Thirty percent reported that the crime
affected their economic security.

Table 1:
Sociodemographic Characteristics of Elderly

Crime Victims in Haifa
(in percentages, N = 257)

Characteristics Frequency

Age Groups:
6069 54.9
7079 34.4
80 + 10.7

Marital Status:
Married 63.0
Notmarried (33.096 widowed) 37.0

Number of Children:
None 10.0
12 57.2
34 25.3
5+ 7.4

Educational Level:
No formal education 12.1
Elementary 37.1
High school 36.0
Higher education 14.5

Knowledge of the Hebrew Language:
None 4.7
Poor 21.8
Good 73.5

Gender:
Male 57.0
Female 43.0

Health State:
Poor 17.5
Not so good 30.4
Good 52.1

N = 257

Two thirds of the elderly victims suffered emotional damage, a
reaction evidently felt more strongly among the female victims.
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These effects were relfected by various responses: Twothirds
improved their safety measures and a third restricted their
mobility, especially in the evenings.

Ninetyfour percent reported the incident immediately,
apparently expecting action. The police kept 6396 of the victims
informed about the development of the case; however, when asked
about their satisfaction with the police, only 4596 expressed
satisfaction (Amir 1986).

Only a third of the victims (N=87) asked for or received
formal or informal assistance. Most assistance was provided by
the informal network: 4496 received help from family members,
2896 from neighbors and 1496 from friends. Those who applied to
the formal network contacted mostly the socialservice bureaus,
and only a very small percentage used the healthcare system. A
third of those seeking help felt it was sufifcient to satisfy their
needs.

Table 2 presents the reasons given by elderly victims who
needed assistance and did not contact the formal service network.
The main reason given by the victims (4496) was their disbelief
that the formal services could respond to their needs. Another
2296 did not know about the existence of the services which might
assist them. This ifnding corresponds to other studies investigating
awareness and use of services by the elderly (Bergman and Bar
Zuri 1976; Cantor and Mayer 1978; Silverstein 1980; Lowenstein
1981). Other reasons were the belief that only the police constitute
a source of help and that they "do not need favors".

Subjective evaluation of health was the only signiifcant
variable deifning those elderly especially needing help but failing
to contact the formal services network.

When asked how should elderly cope with criminal
victimization or with their vulnerability to it, the victims
responded that the basic means are: a) improved security measures
in the home (3696), b) strengthened police visibility on the streets
(26913), c) provision of information, education and guidance by the
police and Civil Guard, and d) by more severe punishments for
offenders (796). About 1596 of the respondents did not feel that any
measure will help.

More than half of the elderly victims believed there is no
public awareness or interest in the issue because: a) the mass
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media is not interested, b) the elderly generally live in social
isolation and c) there is a negative public attitude towards the
aged.

Table 2:
Reasons that Elderly Victims Who Needed Assistance

Did Not Contact the Formal Service Network

Reasons Frequency 95

Lack of knowledge about the existing 21■9
services
Disbelief in the willingness of the 438
services to help
Isolated and homebound 28
Thought responsibility to help rested 73
solely on the police
No money was stolen, so they did not 4.3
contact the welfare bureaus
"Do not need favors" 5■8
Other reasons 141
Total 1000
N=137

When asked about the proper address for assistance, about
twothirds of the elderly victims felt that the main responsibility
lies with the municipal social service. Half suggested that tne
senior centers (there are 20 centers in Haifa, serving some 6>000
elderly) and the advisory bureaus of the National Insurance
Institute were the proper agencies for assisting elderly victims,
Approximately 3896 felt that the various pensioners' organizations
should help. With regard to the healthcare system, 4096 perceived
the Sick Fund (Kupat Holim) clinics as the appropriate service to
extend assistance. Approximately 3596 felt that the mental health
clinics, operated by the Ministry of Health and the Sick Fund'
should help.

The elderly victims felt a need for services that would provide
increased public awareness (8096), local neighborhood security
through Civil Guard patrols (5896), and emotional suPPort and
treatment (3496) (see Table 3).
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Conclusions
The ifndings present a gloomy picture of the response of the

social service network to the plight of elderly victims. They
indicate the extent of disbelief in the responsiveness of the service
system to the needs of the elderly.

Table 3:
Elderly VictimsJ Perceptions of Needed Services

Services Needed Ferquency Vo

Increasing public awareness through
the mass media, especially via TV 80.4
Activating the Civil Guard in the
neighborhood 57.9
Emotional support and treatment 34.2
Financial assistance 23.4
Training in
selfdefense techniques 19.8
A police street presence
and the use of "community policemen" 18.7
Referral to the appropriate agencies ■. ■ .
for speciifc needs 9.9
Home visits 5.4
Health care assistance 4J>
N = 257

a) The aged could indicate moer than one type of service, thus the percentages do not total 10095.

It appears that we still have a long way ahead to properly
address the social problem of criminal victimization of the elderly.

From the above ifndings, we might derive two
recommendations. First, the law enforcement, health and
especially socialservice agencies must attune themselves to the
speciifc needs of elderly victims. For example, a twentyfour hour
"hot line" service might be established by the socialservice bureaus
in cooperation with the police. The police should provide much
more guidance and information to the elderly, through senior
centers and community centers. The social services should have
staff members trained to handle crime victims. This staff should
be available to accept immediate referrals from the police after
they receive complaints. The social services should have direct
access to the police and the courts in order to detect elderly
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victims and aid them in the administrative and judicial processes.
Second, victim assistance programs should be developed by the

social services, in cooperation with the law enforcement and health
agencies. Some model programs have been developed in the United
States. One Pittsburgh program emphasizes both primary
prevention by organizing community meetings between elderly
citizens and representatives of law enforcement and social service
agencies, and secondary intervention to assist aged victims and
provide followup (Feinberg 1976).

Implementation of these recommendations could represent a
beginning towards improved quality of life for elderly crime
victims.
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Elder Abuse:
*J A Canadian Perspective

| [ Elizabeth Podnieks '

The purpose of this paper is twofold. First, to review current
research, information, and programs relating to abuse and neglect י

of older persons in Canada. Secondly, to present a family system
model to describe the stresses which impact on elder abuse and , .

suggest that a model of family system intervention should be
adopted.

Canada is progressing through an extended period of major
demographic change. The ifrst phase took place between 1960 and
1980 when the number of elderly persons increased to
approximately 890 of the population. This trend will continue to
increase to about 1296 by the year 2000, and to 2096 by 2020, when
the last of the baby boom generation approaches retirement.

Policymakers around the world are focusing on the importance
of family care for the elderly and have looked for ways and means
to enable older persons to remain well and independent within the
family unit. Unfortunately, evidence has shown over the past few ,.

years, that home may not be the 'safe' place for older persons:
Rather than enhancing the quality of life, it may be lonely and
dangerous. The abuse and neglect of elder persons by their
caretakers is not a new social problemcases have long been known
to social welfare and law enforcement agencies. The problem may /'
have been accepted as one of the repercussions of living too long,
or of a system in which the need and demand exceeds the supply.
The hidden nature of elder abuse allows people not to see, hear,

The author is on the faculty of the School of Nursing, Ryerson Polytechnical
Institute, Toronto.
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or speak about behavior which is totally contradictory to our value
system of compassion and support. This laissez faire attitude has
been changing as we become increasingly concerned about the
violence in society  especially violence directed toward those who
are least able to defend themselves. Other forms of family
violence, child abuse and spouse abuse are already the focus of
wellorganized legal and social welfare programs; now there is
recognition of the need to protect the elderly at risk.

Literature Review
The identiifcation of elder abuse as a social problem in Canada

has evolved over the past ifve or six years. In 1981, Filbee's Paper,
"Elder Abuse in Nova Scotia", reached the House of Commons
where members of parliament reacted with shock and disbelief.
The paper contained American data but included anecdotal
examples of cases of elder abuse within the province. Feelings of
concern and uneasiness were generated as people wondered if such
violence could happen in peaceful Nova Scotia, was it not occurring
around the country?

Subsequent articles have served to raise professional and
community awareness of the problem, draw attention to the signs
and indicators of abuse and stimulate interest in initiatives
directed toward strategies for prevention and intervention.

The mOst signiifcant research to date remains the Manitoba
Study by Shell (1982). This exploratory study, the ifrst of its kin(i
in Canada, attempted to document the incidence of elder abuse in
the province of Manitoba. A 'snowball' sampling approach was
used. A limited number of professionals throughout the province
were contacted and asked about their experiences with cases of
elder abuse. They, in turn, nominated others who would likely
know of incidents of elder abuse. A total of 105 professionals were
interviewed.

Shell's ifndings revealed 540 incidents of elder abuse
experienced by 402 different people reported by the respondents.
The ifndings included three categories of elder abuse: Physical
22.496, psychosocial 37.496, and ifnancial 40.296. The abused elder
was usually a woman living with a family member and was
between the ages 80 and 84. The perpetrator dually was a son
(23.696), a daughter (21.296), or a husband (16.495) w^o was over 60
years of age. These ifgures clearly demonstrate that elder abuse
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does occur in Manitoba and therefore, professional caregivers
would be well advised to become aware of the symptomatology
and interventive approaches (Moore and Thompson 1985). The
principal limitation to the study, as the author points out, is the
inability to generalize from the data due to the sampling approach.

The second Canadian study was also done in Manitoba. Block, . 

King, and McGrath (1984) undertook a project at the Seven Oaks
Hospital in Winnipeg from 1981 through 1984. During the three
year life of the project, patients 60 years of age and older, admitted
to the hospital, were screened for physical abuse and neglect by
staff who had been trained in the detection of elder abuse.
Twentyfive patients were identified as likely having been abused,
and subsequently, nineteen cases of abuse were conifrmed. Of the
18 conifrmed cases of abuse, 11 were between 71 and 80 years old.
The abuser in eight cases was the spouse and in six cases the son.
Without data about the size of the hospital and the patient

I ' turnover, it is diiffcult to assess the signiifcance of the results, but
they do offer some support to Shell's (1982) research. The major
limitation again, is the nonrepresentative sample which precludes
generalizing from the ifndings. In addition, elderly people who
come to the attention of a major health facility would be the select
group most desperately in need of care.

A study which was done in Montreal (La Clerk 1980) by
!'Association Quebecoise de Gerontologie, involved interviewing
human services workers about their awareness of incidents of elder

 abuse. The workers were asked about occasions when they
personally dealt with abuse and occasions when they only heard
about it. Physical psychological and material abuse were identiifed,
as well as poor environmental conditions and violations of rights.
An average of 2Wo of the 400 respondents had ifrsthand
experiences with physical abuse of the elderly, 24^ with material
abuse, 259£ with violations of rights and 27916 with poor
environmental conditions. This study has the same major
limitation that was found in the Shell (1982) study, namely
inability to generalize from the data. In addition, both studies
relied exclusively on the recall of the respondents for their data.
Although some indication of the seriousness of a phenomenon
may be gained by this research strategy, it nonetheless does not
provide data that are reliable.
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The Nova Scotia Department of Social Services conducted a
limited survey of elder abuse in 1982 (Haley 1984). Thirtyifve cases
of abuse and 102 cases of neglect were reported by 137 respondents
(48.7596 of the sample). The data revealed that the victim usually
was female, between 71 and 75 years old, and that the perpetrator
was usually a son or daughter. Neglected elderly were usually 71 to
75 years of age and were neglected by their children. Sixtythree
percent of abuse and neglect took place in the home of the victim
or of one of his children. By combining abuse and neglect incidents,
we ifnd that the victim was between 66 and 75, living in the
community, and was neglected/abused by a child (3696), a spouse
(1996) or a relative (1596).

In 1985, a study was conducted in Ontario by the Standing
Committee on Social Development of the Ministry of Community
and Social Services. Of a total of 14,526 questionnaires mailed to
service providers in Ontario, 1,352 (9.396) were returned. After
eliminating the incomplete questionnaires, 1,104 (7.696) responses
remained. Although the overall response rate was too low to be of
more than limited value, data from health units (97.896 returned
questionnaires) and Ontario Provincial Police (5096 returned
questionnaires) revealed that they dealt collectively with 213 cases
of elder abuse. Only 596 of the health respondents were unaware of
elder abuse, while 5996 of the Ontario Provincial Police respondents
were unaware. Health respondents had most contact with abuse
(7396) and Ontario Provincial Police least (2096).

Thirtyone percent of all respondents believed that neglect was
somewhat, quite, or very serious in their communities: 2796
believed that material abuse was a problem and 13.996 believed
that physical abuse was a problem.

Other data collected were not reported by the authors of the
study, but they conclude that abuse and neglect of the elderly is a
problem in Ontario. The ifndings suggest a higher awareness and a
higher observed frequency of elder abuse/neglect among
respondents from large urban centres.

Finally, a study on elder abuse in the community in British
Columbia, by Elizabeth Bristowe of Simon Fraser University,
examines the ability of families to cope with frail elderly members.

Although the research is limited in scope and cannot he
generalized, it does provide evidence that maltreatment of 01der
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persons takes place in Canada. The concern at all levels generated
by these exploratory studies has, furthermore, led to the coastto
coast formation of numerous committees and groups to examine
the issue of elder abuse, which in turn have led to new legislation,
programs and activities.

In British Columbia, there is no program which directly
addresses elder abuse; however, there are extensive services for
seniors. The Deputy Minister of Social Services indicated that
"Senior Citizen's Counsellors" of the Ministry could assist elderly
who are abused.

A committee of interested professionals and elderly people has
been actively considering the problem for the past year under the
auspices of Seniors Serving Seniors and the Victoria Institute of
Gerontology. One of the their concerns is the lack of appropriate
legislation protecting abused elderly of British Columbia. This is a
particularly stimulating group which has developed at the grass
roots level and is the only direct source community group in the
province for providing an interdisciplinary approach to problem
solving at a case level.

The Province of Alberta proclaimed legislation in 1978 which
established a Public Guardian for dependent adults. The
Department of Social Services and Community Health formed a
committee to collect and study information pertaining to various
aspects of family violence, including violence involving elderly
family members.

In Saskatchewan, the problem of elder abuse has not been
studied and no speciifc legislation has been passed. According to
the Director of Strategic Planning and Communication, it is
possible that elder abuse may be given to an interdepartmental
committee on family violence which is planning in the areas of
child sexual abuse and wife battering.

In Manitoba, legislation will soon be enacted in the form of an
Adult Protective Services Act which will include mandatory
reporting.

In Ontario, several groups have taken responsibility for looking
at elder abuse.

In a report which reviewed the research on elder abuse, the
Toronto Mayor's Committee on Aging (1984) deifned elder abuse,
indicated intervention strategies and recommended that:
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1) Social agencies consider interventions and send their comments
to the Committee.

2) The Government Standing Committee on Social Development
fund research on elder abuse.

3) The Ontario Government should develop a uniform reporting
procedure.
This Committee has been extremely active within the

community; it has published a pamphlet on elder abuse entitled
"Home is Where the Hurt is" and is planning a poster display in
city bus shelters.

Also in Toronto, the North York Mayor's Task Force on Abuse
of the Elderly is engaged in ongoing initiatives directed toward
raising the awareness of the problem of elder abuse to
professionals and the communityatlarge.

The Council on Aging of OttawaCarleton is a voluntary
planning body which grew out of a need of those concerned with
older persons, including older persons themselves, to consult, to
coordinate activities and services, and to advocate. The concept is
unique in Ontario and in Canada (Muggah 1986). One of the recent
programs is the establishment of a Committee on Elder Abuse,
which will address the issue from the community and institutional
perspective.

The Province of Quebec has no speciifc legislation concerning
elder abuse. However, a project for the reform of the civil code
addressed the problem of protecting elderly persons from loss of
autonomy.

New Brunswick now has an adult protection service emanating
from legislation which speciifcally addressed the issue. The Child
and Family Services and Family Relations Act of 1980 gives
authority to the Department of Social Services to investigate
allegations of neglect or abuse of the elderly. If sufifcient evidence
is found, the Department can intervene to provide whatever social
services are needed by the victim. Legal intervention may be
necessary in situations where the victim needs protection or where
the perpetrator continues to pose a threat to the victim. Statistics
published by the Department reveal about 10 new cases monthly
requiring protection of elderly persons.

The Provinces of Nova Scotia and Newfoundland have recently
implemented legislation for the protection for elder persons which
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includes mandatory reporting. In the ifrst eight months of
legislation, Nova Scotia had 90 reported cases of elder abuse.

At the present time, the Northwest Territories has no program
for the abused elderly, and no research has been conducted on elder
abuse and neglect.

Probably the most serious question for Canadians to decide is
how to formulate adult protection services legislation. The
American experience should be examined carefully in order to
avoid some of the problems encountered there. Regan (1983)
documents that legislated protective services for adults include
preventive, supportive, and surrogate services. Such laws enable
older people at risk, to live independently in the community and
provides the legal authority necessary to make decisions for an
individual who is deemed incapable of doing so.

Eleven U.S. states have enacted legislation which give authority
to a court to order a public social services agency to provide
protective service, protective placement or emergency service. The
new legislation created a means to cope with crisis situations such
as in elder abuse. However, according to Regan some of the new
laws are no better than the replaced guardianship laws. Clients
may have little procedural protection; agencies have almost
unlimited power over clients judged in need of protective services;
neglect and abuse are broadly defined; and the rights to self
determination may not be respected (Regan 1983).

Many of Canada's ten provinces are looking for a legal solution
to the problem of elder abuse and are considering some kind of
mandatory reporting law which is based on two principles desire
of the state to protect those who cannot protect themselves
(parens patriae) and the presumed availability of service (Faulkner
1982). By means of a law requiring all persons to report suspected
cases of elder abuse/neglect, abused elderly are 'found' and
protective services rendered. The model has been used extensively
in child protective services, but, as Faulkner points out, certain
issues need to be resolved if the law is to be applied to the elderly.

The questions raised pertain to the validity of reporting laws /
as a casefinding mechanism, the ability of those responsible for
services to provide an adequate level of services even in the face of
budget cutbacks and the justification for such intervention in the
lives of the elderly. He maintains that elderly people in need of
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help will voluntarily ask for it if appropriate services are available.
Moreover, he posits that mandatory reporting laws are 'ageist' in
that they pertain to the elderly as a group and "will act to
reinforce and encourage ageism in society" (Faulkner 1982). He is
also concerned about breaking down, or severely straining, the
relationships between service consumers and professionals. The
elderly in need of help may be discouraged from seeking it because
professionals must report all suspected situations of abuse of an
old person to a central authority. A designated state agency would
then be required to embark on a full investigation of the elderly
person's situation which could involve relatives, neighbors and
friends.

Should not all elderly people be extremely concerned about
legislation that could deprive them of the right to make decisions,
lead to the imposition of guardianship or even result in
institutional placement? "Status (age) becomes the key for
intervention rather than conduct" (Faulkner 1982).

In Canada, little is yet known about the definition and extent
of elder abuse. There is a strong movement toward a legal solution
in the form of a mandatory reporting law. In a recent paper,
Moore and Thompson (1985) caution against such legislation.
Under the Canadian Charter of Rights and Freedoms, the elderly
are protected from discrimination. They argue that freedom to live
one's own life and make one's own decisions was a hardwon battle.
The erosion of that freedom in old age should be avoided at all
costs. Legislation, which already exists in all provinces, regarding
guardianship may not be the speediest process available to provide
help to adults who apparently are unable to manage their affairs;
nevertheless, it does protect adults from undue intrusion into their
lives. Other laws provide adults with a means to prosecute those
who misuse their resources or swindle them. The use of existing
processes is in the hands of the victim. The nonuse of sucn
processes should not be considered as evidence of incompetence.
Every effort must be made to maintain the personal autonomy of
our elderly citizens. Katz (19791980) reminds us that "Once tie
age of majority is reached, the decisionmaking power over one's lief
belongs to the individual; that power is not lost by virtue of a§e
alone".

We, in Canada, can look forward to new initiatives in terms of
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legislative response, as Gordon, VerdunJones and MacDougall
(1986) bring out in their report "Standing in Their Shoes:
Guardianship, Trusteeship and the Elderly Canadian". This is a
national study on guardianship and how it meets the needs of the
elderly. The model proposed is one of an integrated approach to
longterm guardianship and shortterm intervention.

The National Clearinghouse on Family Violence in Ottawa
disseminates information and materials on all forms of family
violence including elder abuse. It publishes "Visavis", a quarterly
bilingual publication which is distributed free of charge and serves
to keep professionals and concerned citizens apprised on ongoing
research and available resources in the area of elder abuse.

The growing recognition of the problem of elder abuse in
Canada has been met by a concerted response from many groups
concerned with the rights of the elderly. There is a sense of
urgency to introduce interventions and programs which will
address the multifaceted needs of an aging population. The
problem is that although concern is being expressed, there is no
clear direction for action. The issue of elder abuse has been
examined at the provincial level and at the federal level, where it
has been agreed without a doubt, that maltreatment of the elderly
does exist. But no one agency or professional group has been
assigned to follow up the initial work that has been done. There is
a real gap between the theory presented in the literature, and the
skills needed for actual practice. A single body is needed to act as
a catalyst and bring concerned groups in all provinces together in
order to address strategies of prevention and intervention. As
Canadians, we have a Charter of Rights and it is incumbent on all
of us to ensure that those Rights are upheld for all citizens,
especially vulnerable older adults who are victimized by neglect
and abuse.

The following section of this paper examines elder abuse
within the context of the family system.
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It has been said that the family is society's most violent social

institution. Rather than the warm, intimate, stressreducing place
of safety that has always been associated with the word 'home'.
Straus et al. (1980) warns that violence in the family is more
common than love. The social organization of the family exists
within a cultural context where violence is not only accepted and
tolerated but encouraged. Studies have shown that societal norms
support and legitimize the use of violence in the family to settle
arguments, to train, to punish, and to control. The privacy and
intimacy of the family protects family members from societal
controls. Acts of violence occur in any socioeconomic class, any
racial group, in either sex, at any education level, and at all family
developmental levels.

Surprisingly, there is very little in healthcare literature
pursuant to healthcare problems generated by violence and abuse.
Until recently, healthcare professionals focused their attention on
the treatment of physical problems sustained by persons
victimized by abusive or violent behavior. Now, the nonphysical
consequences of direct or indirect expressions of violence are being
recognized and identiifed as major health problems which need to
be addressed from a holistic perspective.

Abuse is not limited to assaultive, violent behavior. Abuse may
be inlficted in a variety of forms and the literature discusses many
typologies. Dimensions of maltreatment include deprivation, active
and passive neglect, psychological abuse, verbal abuse, sexual
abuse, medical abuse, selfneglect, violation of rights, material
abuse, and ifnancial exploitation (PedrickCornell and Gelles 1982).
Johnson (1979) has placed these dimensions on a continuum that
ranges from inattention to the older person's needs to trauma or
the commission of actual physical battering.
Characteristics of the Actors

The victim and the abuser are subsystems within the family
system. Their relationship is one of interrelatedness as their
personal strengths and weaknesses converge and contribute to
situations which have the potential for violent outcomes (Figure 1).
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Characteristics of Abused Older
Persons and Their Abusers

Figure 1 .

The victim of elder abuse is often female, over age seventyifve
and living with relatives. There is a high probability that this
person is vulnerable, powerless, passive, compliant, and dependent
)PedrickCornell and Gelles 1982). These traits, coupled with a lack
of options, prevent the victim from escaping from the abusive
situation. They are unable, physically and emotionally, to go
through the process of reporting. Many factors are involved: Fear
of being labelled as deserving of the abuse, fear of losing what
meager amount of affection they may have access to, fear of
retaliation, fear of relocation. These feelings may be sustained by
multiple and severe functional impairments. The proifle is very
much of an isolated and lonely person with few remaining
available alternatives. They manifest low selfesteem and
depression, reinforced by feelings that they are unworthy of being
loved and respected. Strong elements of shame and selfblame are
present. The abused person may be economically stressed, but not
always. The aflfuent elderly may be just as much at risk. The
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tendency is to picture the abused sitting alone in one room with
nothing but a monthly pension cheque. These are often the cases
that come under public scrutiny and media attention. The
'beautiful people', surrounded by a retinue of unloving, paid help
and advisors may also be lonely, isolated, and easy prey for
victimization (Ebersole and Hess 1985).

The abuser is frequently a family member, most often an adult
child who is responsible for providing care or services to the older
member. Many studies (Drake 1984) have found that abusers were
usually female, but this was not shown in the Manitoba study
(Shell 1982) which found the son of the victim to be the most likely
abuser. Abusers experience low selfesteem and are prone to
project the blame for their behavior onto others. Similarly, unable
to channel feelings of frustration in a constructive fashion, they
again blame others for this frustration. Abusers have a dramatic
inability to control impulses and the outcomes are expressed by
explosive tempers. Starr (1980) describes perpetrators of violence
as being possessive, lacking in understanding, and able to
externalize the blame. Abusers may have health problems and a
lack of resources, coupled with ineffective coping skills and
collective personality traits. A very interesting finding by Wolf
and Pillemer (1984) showed that both the abused and abuser are
tied to one another by a long and complex relationship of
reciprocal needs and demands. This mutual dependency may breed
hostility, frustration, and abuse.

Family System
Family violence can be attributed to the characteristics of
individual family members, to cultural norms and values, and to
the organization of the contemporary family.
In this model (Figure 2), abuse is presented as the outcome from a 1

variety of stresses (input) which impact on the family as a system.
Some of the variables which could place a potentially abusive
family into a crisis or risk situation include: Mental or physical
illness, an environment inadequate to meet the physical or
emotional needs of the victim and the abuser, lack of knowledge as
to how to carry out family tasks, inability to solve problems, i

family disintegration, unemployment, poverty, and other life
crises.
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Elder Abuse Within the Family System
Figure 2
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Internal Input
Family Structure

Elder abuse occurs in families of all social classes. Some studies
have shown greater prevalence in lower socioeconomic classes
which could be explained by the fact that these may come t0 the
attention of service providers and other professionals (eg law
enforcement). Block and Sinnott (1979) hypothesized that abused
elders tended to be in the middleincome social bracket. Then
hypothesis was partially supported in their study which iound
abuse divided between lower and middleclass families.

Unresolved sibling rivalry is a factor to be considered in
assessing elder abuse. The triad in this situation is the parent, the
favorite adult child, and the rejected adult child. Thus, the rejected
child has now become the rejected adult child and the favorite
child has now become the favorite adult child. It has been shown
that parent's favoritism for one child over another can intensify
the rivalry between siblings and lead to deep and bitter
animosities. When the rejected adult child becomes the caregiver,
the parent continues to praise the absent child, thereby reinforcing
and exacerbating these unresolved conlficts (De Wolff 1985). Thus>
it might appear that, in some cases, elder abuse is sibling irvalry
grown old.

Role Behavior
The elderly parent, often in poor health and needing care, /s

dependent on the adult members in the family. Inmost cases, the
daughter or daughterinlaw must assume the role of 'parenting
the parent'. These 'women in the middle' may also be ^y^g to
manage numerous other roles (wife, mother, career women) and
the cumulative burden results in role strain and role overload.
DeWolff (1985) describes role strain as a concept which includes role
conlfict but also situations in which the individual experiences
diiffculty in meeting role expectations. Role strain is accompanied
by negative emotions such as feelings of inadequacy, Suilt> and
frustration. Role changes and alterations in dependent relationship
can cause suiffcient stress to result in abuse behavior. Blenkner
(1965) rejects the concept of role reversal as a biological
impossibility and discussed the need for children to successfully i

perform a 'iflial role' for being depended upon and dependable for
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the care of a family member. Also cited in the literature is the
problem that caregivers are not allowed the opportunity to
rehearse their roles and do not have suiffcient knowledge of
caregiving duties. The older person, also uncomfortable in being
placed in a dependency role, reacts negatively. Consequently, both
suffer from role dissatisfaction. Dependence is viewed as a stressor;
therefore, the higher the degree of dependence, the more likely that
elder abuse will occur. This does not necessarily mean that
dependence alone results in elder abuse. If families do not have
enough resources (emotional, physical, or ifnancial), the violence
can become a method of conflict resolution., ,
Human Biology

Abused older persons are more likely to be cognitively
impaired, emotionally disturbed, and have multiple functional
impairments. Abusers also may have disabilities in varying degrees
of severity, e.g. the abuser may have arthritis which prevents
physical caregiving to a dependent elder. Substance abuse 
particularly alcoholism  and mental illness are frequent
characteristics of abusers.

The relevance of the family developmental perspective and the
developmental task concept are pertinent to elder abuse. The
caregiver is desperately trying to accomplish his/her
developmental tasks such as coming to terms with one's own aging
process, letting go of one's children, and accepting biological
changes. The elder, in turn, must cope with the task of accepting
reality, of resolving life and preparing for death (Blenkner 1965).
Furthermore, the elder must deal with the fact that if they did not
perform the developmental task early in life of nurturing their
child, then this now adult child will feel little iflial responsibility to
the parent in old age.

Life Style
The abusive family may have a limited understanding of

preventive and promotional health behaviors which is relfected in
their lifetype and could be a factor leading to abusive situations.

Either or both the abused and the abuser may be non
compliant with medical intervention due to fear of retaliation or
detection of the abuse. The family may adopt a defense
mechanism of denial of the older person's illness in an attempt to
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maintain the family system. The abuser and the older person may
both have poor selfcare practices. Because the abuser has limited
knowledge of the aging process and needs of the elderly, unrealistic
expectations can be placed on the older person, who in turn may
not be perceiving the burden placed on the caregiver. Poor
nutritional practices can result in malnutrition and dehydration in
the elderly person and the adult child may also suffer from
nutritional inadequacy. An early indication of elder abuse /s
fatigue. The abuser may not have adequate rest due to the
required caregiving duties during the night. The older person, with
minimum environmental stimulation, may not sleep due to
discomfort, lack of necessary attention, or personal rituals.

The abused elderly person may not have suiffcient activity to
maintain physical and mental health. Too often, caretakers, who
lack adequate exercise patterns themselves, see activity as a
luxury for the older person, a time expenditure they cannot afford.
Consequently, the elder person becomes cut off from social and
recreational activities.

The older person may be a victim of overmedication or under
medication. Physical restraints are used either alone, or in
conjunction with chemical restraints to ensure the elder's
dependence and compliance. The abuser may be addicted to
alcohol, tobacco, coffee, prescription, or nonprescription drugs■
The abused elder may be exposed to environmental hazards and
conifned in unsanitary, unsafe surroundings.

Values, norms, and beliefs held by the older family member
and the abuser may be in conlfict. When old and new values dash,
the result can be devastating in a family relationship.
Intergenerational and cultural differences are among the number
of nonspecific social stressors which impact on elder abuse. It is
cultural norms which give permission for family members to be
violent, to hit each other. Whether the older member is seen as a
person of value, of being worthwhile, and important to the family,
as well as how the family view older people in general, are a11

indicative of how they will respect and treat older persons.
In abusing families, there may be conlfict between tne adult

child and the elderly person over child rearing and parenting
styles. The older person may have been a domineering parent in
the past and now the adult child is setting his own rules and
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demanding that the elder abide by them. There is often a lack of
mutual identiifcation, bonding and attachment in abusing families.
This may have a longstanding history and could relate back to 

unmet needs in early child rearing. Abusing families have a lack of
cohesiveness; there is an inability to empathize or to be concerned
about members as individuals. Thus, the elderly person is not
recognized or validated. The rules of society make what goes on in
the family a private affair. This aspect of the family system
insulates the family from both the social controls and help in
coping with conlficts. Even after the violence has occurred, the role
of family privacy is so strong that it prevents the victim from
talking about it or asking for help (Steinmetz 1983).

The abusers of older adults tend to have poor skills in
decisionmaking, usually making the wrong choices. They have
inadequate problemsolving ability which prevent them from
effectively coping with the problems inherent in caregiving. The
abuser violates the rights of the elderly person by removing their ;

decisionmaking processes. The decisionmaking techniques do not
allow for any consensus but are made autocratically by the abuser
who holds all the power by virtue of his/her strength and the
elder's vulnerability and powerlessness.

The theory of learned helplessness has been well documented
and applied to elder abuse victims. Here the elderly person is not
so much depressed by the actual situation but rather by the belief
that they have no control over their environment. These negative
expectations lead to hopelessness, powerlessness, and the inability
to remove oneself from the abusive situation. Such behavior on the
part of the elder can reinforce the abusive treatment from the
abuser.

Power within the abusive family may also be perpetuated on
the basis of learned violence where the abuser, having learned
negative behaviors from being abused as a child, continues the
negative behavior in later life when dependency roles are reversed.

Dysfunctional communication patterns exist in families '
abusing an older person. The abuser does not attend to the elders
need for meaningful communication. Verbal and nonverbal abuse
lead to low social interaction which is strongly related to
depression. The abuser may use violence as a means of
communication to control and manipulate the older person.



Elder Abuse: A Canadian Perspective

Family members provide caregiving duties for their parents in
the generationally inversed family. Stress resulting from the
dependency of the older person on the caregiver and the
overwhelming sense of burden increases the possibility of abusive
and disruptive family interaction. Steinmetz (1983) describes the
methods used by families to resolve conlficts and cope with stress
as ranging from talking out problems, to shouting and screaming,
to abusive and neglectful methods of control. Older persons also
have a variety of methods of problemsolving which include
manipulation, pitting one family member against another, crying, '

using their disability to gain sympathy, or imposing guilt
(Steinmetz 1983). _

Boundaries are links to society outside the family. The abusive
family system is a closed one and has very little energy exchange
with the environment, indicating the high degree of social isolation
experienced by both the older person and the abuser. Fear, lack of
knowledge, faulty coping mechanisms and learned helplessness are
among the stressors which prevent family members from reaching
out and seeking help and support.

External Input  Environment
Immediate Environment

There may not be accessible facilities to meet the basic needs
of the family, e.g. unavailability of recreational, education,
religious, and other resources.

The neighborhood may not be providing physical and
psychosocial safety in terms of its appearance, lighting, noise level,
air, security, and safety measures.

Lack of privacy has also been cited as a stressor in elder abuse.
The family may be required to accommodate an older person in a
house which is not suited to the family needs. The sanitation may
not be adequate and housekeeping practices could be poor. The
home may not be furnished appropriately. Accident hazards may
be present, in the absence of safety and security measures. The
structure of the home may present barriers to the family mobility,
impacting particularly on frail, elderly persons.

Family System
Elder victims of abuse and their abusers have few support

systems. Friends become alienated; they are embarrassed for the
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victim, fearful for themselves. The extended family may not be
available or willing resources. ■ ..

The family's cultural system may preclude seeking help or may
reinforce the deviant behavior as is sometimes seen in cases of
spouse abuse. The elder victim may be denied access to a religious
system, or may need support from an ethnic or minority group
which the adult child has left or from which she/he is
disassociated.

The family's transactions with the community also come into
play. The passivity of the healthcare system, for instance,
impacts on potentially abusive families. Until recently,'
professionals have not been alert to the indicators and risk factors'
in families in stress.

Elder abuse has not been a focus of the political system ancl
far too few social supports have been available to address the
needs of families caring for older members. The lack of awareness
of the problem has contributed in maintaining the silence. The
lack of deifnition of elder abuse is a major limitation in the
detection of maltreatment. Abusive family members are highly
suspicious of having their behavior identified and consequently,
stay well away from the law enforcement system as well as the
healthcare and welfare systems. The abusive family does not
enjoy the community recreational system for a variety of reasons,
previously identiifed. The abuser in the family system does not
take advantage of the educational system which would provide an
opportunity to learn about the aging process, the particular needs
of older persons, and tasks involved in caregiving roles. Much
information could be obtained through the media if the family
were open to this form of communication. Abusers are frequently
unaware of programs available in the community which could be
very supportive.

Model for System Intervention
The objective of the model for system intervention (Figure 3) is

to help the family maintain a viable unit when and where feasible.
Through intervention strategies, the model suggests that the
abusive family can become an open system as it accepts help and
moves in the direction of holistic wellbeing.

In looking at potentially abusive families, we see families who
are in trouble: Families who are not happy now may never have
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ENVIRONMENT
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I "" . aosence of physical aouse.
neglect

. t>enavior modification
. legislation .non.violent cooing behavior
. detection of abuse . access to protective
. gaining access services
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. crisis intervention relationships

. victim assistance . acceptance of help"support
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.self .actualization
* enriched ouaiitv of life t

Mode1 of System Intervention /
Figure 3
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been happy. Violence does not usually happen out of the blue
 it is the result of behavior that has been taking place over a
generation and probably in preceeding generations. If the violence
is not resolved, it will probably continue its vicious cycle  affecting
not only the victim and the abuser but all members of the family.

Human service providers who want to advocate for and with
distressed families, must ifrst establish a trusting relationship.
These are families who ifnd it dififcult to accept themselves and
others. They are usually isolated and apart from support networks.
Interventions should be a combination of multidisciplinary and
multiprofessional experiences and interactions. Programs are most
effective when they link all available resources and relate to the
total community system such as social and health agencies, schools
and universities, legal, police, voluntary bodies, and churches.

Intervention required at the primary, secondary and tertiary
levels (Figure 4) must be available, accessible and coordinated if
the goal is to support and assist potentially atrisk families from
abusive situations and behavior. Some of these interventions are
discussed below.

Legislation
Legislation is the keystone on which services and programs are

developed. Protective services, guardianship and social programs
must be given top priority if we are to protect the vulnerable
elderly. Inherent in this recommendation is funding to provide
prerequisite support systems. Legislation should also be directed at
assisting families to maintain their older members at home, with
appropriate economic and social incentives. Mandatory reporting
should be approached cautiously. Public hearings would facilitate
implementation of legislation and gather public support. ;
Education

Education is needed at all levels  from nursery school, to
graduate school, to older persons, to both public and professional
workers. Programs should provide an understanding of the normal
aging process, stress management and coping strategies, as well as
information awareness and consciousness about the problem of
maltreatment of the elderly. This could be implemented through
communitycentered workshops, seminars, adult education classes
and positive media programming directed to changing attitudes
and reversing negative stereotyping of older persons.
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primary Prevention
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. prevention
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Strategies of Intervention
Figure 4
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Examples of innovative projects can be seen in similar
programs developed by SomervilleCambridge Elder Services in
Somerville, Massachusetts and at the Molson Company in
Montreal, Quebec. Here corporations have acknowledged our
increasing problem in the workplace  i.e. the pressure on workers
who are responsible for the daily care of an aging parent or
relative. Workshops and seminars are being offered on issues
relating to aging and caregiving. The goal of these programs is to
assist employees in planning for resolving issues concerned with
aging and care of elders before they become huge problems.
Counselling ■■' '

A universal cause of elder abuse is the inadequate services
available to families who need support in caring for their aging
family members. Counselling is imperative for victims of elder
abuse, their abusers, and their whole family. Counselling can help
those involved to deal with role conlficts and expectations, to
resolve feelings of frustration and resentment. Older persons have
historically not received their fair share of counselling and mental
health services. At the same time, research has demonstrated that
older persons do beneift from counselling; they are capable of
change. The opportunity to have someone listen to their problems
provides an enormous relief and enables the older person to be
more accepting of the losses in their lives (De Ridder 1980).
Counselling must be available in a variety of settings, e.g. the
elderly person's home, and at hours which are accessible to all
family members, e.g. evenings, weekends. The peer counselling
concept is an effective one that should be encouraged to a greater
degree. We tend to think of the problems of aging as problems of
women, but we should not overlook the special needs of men. They,

; too, are vulnerable and need counselling and mental health
services. Another often neglected group are the 'aging singles'.
Without a support network, they can easily fall between the
cracks.

Research * 

Research and demonstration projects are needed to provide
data on the types and prevalence of elder abuse. Family dynamics
must be examined in relation to the components of family stress:
Role reversals, breakdown of intergeneration/community support
networks, ifnancial/marital stress, and socioenvironmental stress
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(Chen et al. 1981). The cycle of abuse theory is one which should be
examined. Chen et al. suggest the need for extensive investigation
of the constant mass media exposures to societal and familial
episodes of violence, including their effects on learning violent
behavioral norms as intrafamilial coping mechanisms of stress.
Social Supports

There should be two components to social and support
networks in the community: One relative to the older person, one
relative to the caregiver (family). Formal supports include health
agencies, social services, and support groups. Informal supports
include family, friends, and neighbors. The need has been
identiifed for the development of medical, legal and social services
to address the multidimensional problems of elder abuse.
Auxiliary preventive methods of intervention include: Emergency
or temporary living environments ("safe houses"), victim support,
selfhelp, volunteer programs, advocacy, respite care, and
rehabilitation programs. Sometimes it is the small intervention
which can be just enough to help a family cope with a frail, older
person and avert that last straw that breaks the camel's back, such
as, incontinence laundry. It might be something as simple as the
empathetic intervenor praising the caregiver for which she has
done. Caregivers need to be told they are doing a good job  they
need to feel valued  to be "stroked".

Until recently, we as a society, have not been attending to the
growing problem of maltreatment of older persons. Examples are
around us of elderly victims whose dignity and independence have
been eroded by inhumane treatment. It must be the commitment
and challenge of all man service providers  all concerned human
beings  to break the cycle of intergenerational intrafamily abuse
and neglect, to restore the family to an open system, to ensure the
quality of life for family members at all developmental stages.
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Age Disorientation,
ך n Liminality and Reality:

The Case of the Alzheimer's Patient
Dianna Shomaker

"[Time] is a manmade notion which we have projected into our
environment for our own particular purposes" (Leach 1979:277).
Time is dififcult to understand, but is a structuring principle by
which reality is ordered. It is measured and validated by clocks,
calendars, and sequence of events, but can also be created and
changed in memories, dreams, thoughts, reminiscences, and
speculations. It can be suspended, wasted, killed, but inevitably
time determines reality. One who markedly alters time and reality
so as not to be compatible with the surrounding social milieu is
thought to be abnormal. As Alzheimer's victims suffer from age
and time disorientation, it is instructive to ask if such
misrepresentations reveal a logic and insight into the patients'
perceptions of reality. Taking a cue from Turner (1969; 1974),
examining the apparent abnormal behavior gives rise to greater
understanding of a deeper structure of logic and organizing
principles of the Alzheimer's patient presenting self in chaos, which
is a seemingly superifcial but simultaneously complex
phenomenon.
The purpose of this paper is to present a discussion of the
structure of reality fabricated by Alzheimer's patients who are
aflficted with age and time disorientation, and how this impacts on
families. It is the contention of this author that this contradictory
reality has a logic which is understandable if examined in the light
of the patient's past experiences. This explanatory approach offers

The author is Associate Professor, College of Nursing, University of New Mexico,
Albuquerque.
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a rationale and structure for an understanding of problematic
behaviors, and also shows a connection between the condition of
the altered physiologic state and the emergence of a liminal state,
using Turner's (1979) paradigm. Moreover, it examines the position
of reality therapy used as a tool to replace the reality of dementia
with that of the care provider, contrasting logic of understanding
patient's liminal time to that of restoring presenttime reality.

During 19841985, a qualitative research study was conducted
in Birmingham, England on the continuity of behavior in patients
with Alzheimer's disease (Shomaker, 1987). While pursuing this
end, it was puzzling that six of the subjects gave their ages as
considerably younger than their biological ages. The consequences
of this disparity were endless predicaments involving the patients
and their families. This phenomenon, referred to as age
disorientation, has only been reported peripherally, if at all, in
relation to Alzheimer's disease. Age disorientation has received the
attention of psychiatrists working with schizophrenia, but in those
cases it assumed a form notably different from that found in the
Birmingham sample, where there was evidence that Alzheimer's
patients supposed themselves to be younger than was actually so
and that they built rather complex social structures around those
misconceptions of their ages. Moreover, a convoluted temporal
orientation was inextricably enmeshed in their ideations.
Although there is no conclusive hypothesis resulting from these
secondary ifndings, their consideration is of value in light of the
need to better understand the seemingly irrational phenomenon of
these patients. Time has been conceived of as moving forward
through space and irreversible in the life process. However, Levy
Strauss (1963:289) has asserted that "the time continuum may be
reversible or oriented in accordance with the level of reality
embodying strategic values." When examining age and time as
perceived by the patient with Alzheimer's disease there is ample
evidence to support this claim in a way not previously considered.
Methodology

Six patients, four females and two males between the ages of 61
and 90, years, who had been diagnosed as having senile dementia
of the Alzheimer's type, and their families, were drawn from a
larger study population. All subjects had been ill about four years,
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misrepresented their ages as from 16 to 59 years younger than their
present ages; all lived at home and attended daycare centers
nearby. Five lived with their spouses; at least one child lived in the
home or nearby, and all patients had frequent contact with their
children.

The data were gathered using ethnographic interview and
observational methodology at daycare centers in Birmingham,
England, 19841985. Small groups of no more than members of
three families were engaged in controlled discussion sessions of
approximately twohour time periods, in an average of six sessions.
The format of the discussions was guided by problematic behaviors
of the patients with Alzheimer's disease, family activities with the
patient at the present time, and ifndings of the research literature
about the disease. Validation to family recall was sought from as
many family members as was possible. In addition, the patients
were observed and interacted with by the investigator while at the
daycare centers; conferences were held frequently with the day
care center staff to ascertain their experiences and perceptions
regarding the patient. Center records were also reviewed for further
data and clariifcation. Although this is a qualitative study the
cooperation of family members and staff in conjunction with
frequent interaction of the investigator with the patients and
consultant (1) has yielded a high quality of indepth data about age
distortion of these six subjects. Other patients in the larger sample
had potential for inclusion but their aphasia made it impossible.

The limitations of the study are those inherent in all
qualitative studies, e.g., they do not allow for generalization to a
larger population, nor do they offer the reader a predictive tool.
Moreover, discussion of the question and interpretation of the
experiences are in their infancy. There remains a vast unexamined
body of data in the reality of persons with Alzheimer's disease.
One would hope this study would provoke further research and
documentation of age disorientation in these patients.
Findings ■*

Age disorientation was expressed in two ways:
1. Three patients stated they were a speciifc age 16 to 59 years

younger than their present biological ages.
1.
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2. Another three gave no speciifc age but their actions and
words persuaded families and friends to conclude that the patients'
perspective of present reality was oriented to events 30 to 58 years
earlier than their present biological age. The indicators were
derived from experiences perceived as valuable in the person's
past. In these cases the patients seemed to vacillate in time rather
than identify with a single age, but generally the times were
focused near early adulthood. Frequently, time was telescoped to ;

juxtapose events into closer association than had been so ;

historically. Although speculative, there was enough evidence to
convince families and healthcare providers that this age /

disorientation spanned a long period of time, creating amnesia
which erased far more than the years of the disease involvement. !

Two women and one man could not remember how old they were,
but words and actions implied they were acting out fragmented
routines based on a reality of early adulthood, rather than simply
hallucinating as many thought. Table 1 shows the actual and the
perceived ages of all six patients.

Table 1
Actual and Perceived Age, and Difference

Sex Actual age Perceived age Difference

M 61 45 16 years
M 65 early adult 30 years (?)
p 77 early adult 5558 years
p 84 young adult 45 years (?)
p 88 29 and 50 3859 years
p 90 60 30 years

The following is a short account of each of the six cases. The
62yearold male continually stated that he was 45; however, his
wife thought that as the disease progressed, her husband moved
further back in time and more people became strangers to nim (see
also McKee 1982; Weisberg 1980). His son was born when tne
patient was 46. Although they had a good fatherson relationship,
once the disease progressed to the stage where the father was
saying he was 45, he no longer recognized his son. After 4 1/2 years
of illness he also no longer recognized his current wife of 25 years,
but recognized his previous wife and called her by name,

ו
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The 65yearold male could not specify his age but became
irate when a social worker asked if he was 65. His daughter and
wife say he believes he is still a very young adult. By their account
he does not recognize them. They suggest that he is living in a
time that predates his marriage. He thinks he is living in the
home where he grew up, as do ifve of the six patients in this study.
Moreover, he talks of his military years in early adulthood as
being in the present. The family states this seemed to be his
happiest time in life.

The 77yearold female was rapidly becoming aphasic, but
when she was understandable she spoke of events at the beginning
of her marriage, when she was 19 or 20 years old, as though they
were contemporary. She planned for the babies they would
eventually have, denied having any now, did not recognize them,
and occasionally was unaware of her husband. She discussed many
people in a time frame of 50 years ago and became very angry if
corrected, e.g., "Mama, Mr. Smith has been dead some 20 years,"
brought an irate cry of, "He's not how dare you say such a thing."
The phenomenon of the television seemed to further confuse her
and she argued with the characters on the programs whom she
thought were intruders in her home.

The 84yearold female could not say how old she was. "I don't
know. I'll ifnd out when father comes." She had been married for
45 years and had only a 39yearold daughter with whom she had
always been very close. Her behaviors have led the family to
believe that she perceived her age to correspond with a time prior
to the daughter's birth. She no longer recognized the daughter,
refused to be touched by her; would not talk to her, and told her
husband there were strangers in the living room when the
daughter and soninlaw visited. She had recently begun calling
her husband "father", having temper tantrums, yelling, crying
without tears, and arguing with her image in mirrors.

A more complex age disorientation structure was that of the
88year old widow who lived with her 68yearold widowed
daughter. This lady said she would be "29 next week"; her
birthday would be during the next week, but it would be her
eightyeighth. At other times she either stated she was 50, or
unmarried and going to the pubs at night to meet the men. This
dual age orientation was never to the reality of 1985, but a present
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orientation that usually blurred forward and backward between
these ages. However, she always said her mother was 100 and her
father was just a little younger. Her two grandsons were 30 and 33
years old, but she did not recognize them. She insisted her
grandsons were 6 and 9. She had no trouble with the incongruity
of calling her daughter "Mum", and also writing letters to her
diseased mother whom she thought was living. She was unable to
recognize herself in recent photos, and asked if the older women in
the photos were her grandmother. The patient asserted that an old
photo of her daughter was actually one of herself taken recently.

To complicate the matter further, the patient described how
she, her husband, and their daughters lived with her mother and
father, and explained that her husband and her father worked long
hours, leaving before she was up and coming home very late.
When she spoke of her husband, her doctor, and her father they
blurred and became a composite male of great signiifcance in her
life.

The 90yearold female was surprised to discover she was 90. "I
thought I was 60," she retorted, but her age of 60 seemed to
encompass the 10 years from 50 to 60. She addressed her children
as though they were still living at home. She asked her son, with
whom she lived, such things as "Is your sister in from her date
yet?"

In all cases except the last one, the patients conversed with
themselves in relfections, not recognizing themselves, or they
denied themselves in recent photographs. This seems compatible
with believing themselves to be much younger, not aware of the
identity of the biologically older relfection. It suggests that with
the loss of shortterm memory there is a loss of present age and
situation comprehension that is supplanted by longterm memory
fragments and rationale. For example, the television characters
were often incomprehensible and often troublesome for all the
patients and were referred to as guests, strangers or visitors to the
house, television being a relative new phenomenon.

The reaction of the children to the patients' realities was one of
pain and confusion. In the cases in which the mothers did not
recognize the daughters and rejected their overtures the daughters
either argued with their mothers to correct the mistakes, ignored
them, or distanced them by adopting a role of patientcarer
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relationship (see also Crossman et al. 1981).
Spouses were also desperately frustrated by the dementia.

They said such things as, "Sometimes she frustrates me so much I

want to kill her"; "I could knock her for that"; or, "I wished she'd
died when she was ill last year". At a more compassionate and
hopeful stage, others relfected that "I always try to correct him.
It's a shame to have him so confused when he used to keep
everything so straight"; or,

"It bothered me so much because he couldn't speak. Maybe
he never had the opportunity he needed to come to grips with
his diagnosis and condition. One of the greatest problems I had
was not knowing if he understood what was happening so he
could come to terms with his illness process."

As with the children, the spouses also found solace in treating
the demented person as a patient.

"When things were really bad I had to treat her (or him)
like a patient in order to tolerate what was happening and not
respond violently. She'd throw the soap, not cooperate in getting
dressed when we were in a hurry, I'd lose my temper."

Understandable as the frustration might be, all spouses
expressed some degree of guilt for not responding more calmly, for
not comprehending the insularity of an Alzheimer victim trapped
by disease. Family members and healthcare personnel tried many
ways to protect the patients, and clear their clouded minds.
Challenging the patient and attempting to correct seemingly
anachronistic statements created more agitation and distress than
clarity of mind in the patients. Generally, in those families in
which equilibrium had been achieved family members had
discovered other ways of circumventing the issues, diverting the
Parent's focus to another subject, minimizing confrontation, and
gaining insight into the confusion.

Where conflict occurred, it was often between the reality of the
Patient and the reality of the caregiver. The patient had made an
erroneous statement or assumption which the other person had
tried to correct, e.g., "I am your daughter", "No you're not". Many
families volunteered that such an approach was doomed from the
start. One wife expressed it so aptly in her remark, "He's just not
there, is he?" The cognitive ability had been destroyed by the
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disease. Because of such destruction, some contradictions were
readily accepted by the Alzheimer's victims because they were
incapable of weighing the new information. The question, "How
can it be that you are 29 and your daughter is 21?" or "How can
your daughter be your mother?" elicits a dispassionate "It just is,"
as the response. Reasoning is fragmented and of little worth in
such debates.

Discussion
Earliest mention of age disorientation in the literature became

apparent in about 1928, but for the most part it addressed the issue
in relation to schizophrenia, in which time stood still for patients.
This static condition coincided with either onset of the illness or
admission to the longtermstay hospital. Patients knew their
birthdates but underestimated their ages by at least ifve years
(Michelson 1968; Weinstein and Kahn 1951; Ehrentheil and Jenny
1960; Liddle and Crow 1984; Crow and Stevens 1978). German
references cited by Michelson (1968), Strauss (1928), Fisher (1929)
and Minkowski (1933) identiifed this phenomenon in patients with
either depression or schizophrenia. In such cases where age
disorientation had been identiifed as a problem it was shown that
patients had an inability to comprehend a future, time did not
progress, and as a result they failed to update their ages.

Age distortion presented another proifle in Alzheimer's disease.
At no time did patients simply stop aging, and in all cases they
regressed in time to personally important events. Whereas in
schizophrenia, time stood still and aging did not occur after onset
of illness, with the Alzheimer patients, as they lost more of their
cognitive abilities and shortterm memory they drew more and
more of the present from their longterm memory stores.

Altered relationships that disorientation seemed to inlfuence
after age incongruity occurred were those of denied associations,
i.e., fathers did not recognize sons, grandmothers their
grandchildren, or mothers their daughters, and families concluded
it was because the patients were recognizing only those
relationships experienced at a time which preceded introduction of
the excluded spouse or child. In addition, telescoping and denial
were often intertwined, so that the patient knew she had a
daughter, but called the daughter "mother" as would have been
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appropriate for the patients age discrepancy. Moreover, not
recognizing one's self in pictures and mirrors reinforced the
patient's unique perspective of time and self. To this end the
patients had an ordered reality and maintained it in such a way as
to provide meaning for the present that was generated out of past
experiences and relationships.

The Alzheimer's patients, however, had a logic in the
relationship of their perceived ages and biological experiences. The
socially constructed logic of the family members did not share the
same organizing principles but, nonetheless, there appeared to be
some unconscious cognitive factors operating to regulate a chaotic
mental state in these patients. Time regressed and moved within
the limits of their disorientation, creating what seemed to others
to be an irrational association between ideas and a random array
of elements (McKee 1982). But the fragmented and chaotic time
perspective masked continuity and predictability. What misled the
observer and family members was the omission of intervening
events (see Lauer, 1981). As Calkins (1970:494) observed, "The time
remaining [did] not matter. It [was] treated as a social and
experiential void by the patient". Time was an illusion, peripheral
to the ultimate new present reality of the patient, which was
timeless. It is as though dreams and memories, unrestrained by
logic, were transformed into a new present consciousness.

Hazan (1984:567) asserts that people make an effort to
structure their lives, "no matter how poor the material they have
to work with and no matter how much the experts try to
discourage them". Therefore, even what was observed in the
Alzheimer's patients was in many ways their attempt to correct
the social ambiguities they were experiencing. Recall for this
correction came from earlier segments of the life cycle which the
mind could still activate through longterm memory stores.

Hazan (1980; 1984) calls this revised time "limbo time" and
compares it to time outside of reality, as in rites of passage
elaborated by Turner (1974; 1979) wherein persons undergoing a
change in social roles, as in marriage rituals, step outside of time
and reality for the duration of the event, and when they reenter
the present reality their roles have assumed new characteristics
and demands. Turner addressed the middle phase of this passage,
known as liminality or marginality, wherein one becomes
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ambiguously separated from ordinary prior relationships and roles
and has not yet acquired the attributes of a future state of
resolution. Liminality is a timeless state of being between
successive participations in a social milieu. It is evidenced by
solitude, alienation from social existence and withdrawal from the
present socialstructural matrix. It is any condition outside of, or
marginal to, everyday life. In a full rite of passage the participants
would inevitably move on into the ifnal phase of reaggregation
with the social structure, and consummate a new stable state
(Gennep 1960).

To some extent this paradigm is valid for the Alzheimer's
patient where age and time have assumed a new basis and patients
are detached from onceaccepted positions in the social structure
acted out during the life time, but now have entered into
ambiguous states. They no longer demonstrate the accepted
attributes held but act on cues from past experience as though
once again contemporary. It is as though they have stepped back
into liminal time and resumed interaction with the events of the
past. Moreover, intrusion of the outside world is limited by garbled
ability to express and by erratic shifts in temporal perspectives
devoid of apparent cumulative sequencing.

The Alzheimer's patient in a liminal phase is marginal to the
social milieu, because there is little possibility of ifnal resolution of
their ambiguity as there can be with the nonpatient participating
in a rite of passage. Then, as Turner (1974:261) states, "instead of
the liminal being a passage, it seems to be . . . regarded as a
stage... a way of life". Such instances create a situation in
which the patient is stripped of status, authority and position.

The patient, as with many other elderly (see, for example,
Meyerhoff 1979) is treated as invisible and the ambiguity of
liminality is reinforced. The Alzheimer's victim is neither living
nor dead and is both living and dead in a life that has become
personiifed in a status between what once was, and as he now is,
acting out a social existence as though it were then. In this
liminality the victim, in an effort to survive, employs the freedom
to juggle with factors of prior experiences and creates a logic
around a juxtaposed reality out of sequence (Turner 1979:235).
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To draw from Douglass and Wildavsky (1982:87) "Every form of
social life . . . digs its own channels of memory and its own
shapes of amnesic spaces, just as important as memory for
allowing that social type to persist." The Alzheimer's patients'
fragile links with the past create an ambiguous present, dug in the
channels of memories, even though it creates what appears to be
disuniifed temporal universe. But as Newman (1982) speculates this
may be more an unawareness of time than disuniifed time,
uniquely insulated from the present. The restructured reality
functions in a small, liminal, timeless region in the very heart of a
timegap outside of life untouched by other realities (Arendt 1977).
In such a way time has its own inherent rules of meaning for
Alzheimer's patients, which alters the individual's sense of self, and
inlfuences the way the patients maintain continuity in everyday
life.

Implications
Age and time disorientation, as such, are not the factors that

distress the families of Alzheimer's patients. Persons can live
happily for years lying about their ages. The diiffculties that bring
the patients and families into conflict are the numerous
complexities of reality far beyond temporal disorientation
retrieved from past memory and made current. These problems
are too great to ifnd resolution within the framework of reality
therapy. Their complexity would not be easily correctable even if
the patient were cognitively competent. Correcting the patient puts
one in jeopardy of agitating the patient and further reducing
cooperation, increasing confusion and anxiety and, creating

■ resentment (Hickey and Douglass 1981). It has been found that
there was little or no improvement in the Alzheimer's patients'
lucidity from use of reality therapy (Barnes 1974; Reisberg 1981).
There is value, however, in reality therapy for the Alzheimer's
patient if it carries with it the beneifts of a calm, caring
atmosphere, human contact, dependable routines, structured
expectations, clear, concise communication, and consistency
(Ebersole and Hess 1985:693704; Mace and Rabins 1981; Reisberg
1981). These factors have been influential in a change in general
demeanor because of contact and attention rather than attempts
to restore present reality.
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Dementia was a vexing quandary that perplexed the staff and
families in the study; they fought the confusion, ignored it,
experimented with responses to it, and asked everyone what to do.
Generally, they tested their ingenuity to its limits in a continual
attempt to understand what the patient was trying to
communicate. As a result confrontation was frequent and often
unsuccessful. Patients were incapable of comprehending the issue.

In order to effect improvement and decrease confusion, there
has to be some cognitive ability in the patient, and for patients
with Alzheimer's disease this becomes continually more
improbable. The brain cells are dying and will not regenerate; there
is a neurological decline that will not reverse itself. Hence, the
process that created the confusion will increase. Miller (1971) has
shown that free recall in patients with presenile dementia is much
inferior to normal elderly patients. The implications are that even
studious attempts to increase recall will not be effective to any
signiifcant degree because of the limitations imposed by the disease
process.

A major implication to be drawn from the ifndings of this
study is that there are ways to develop greater insights and
understanding from examining the behavior of patients with
Alzheimer's disease when placing it in an historical, experiential
context. Furthermore, the study provides new information upon
which to base one's care and interaction with patients. Interaction
can be centered on the patients' perspectives of reality and their
capabilities. With this in mind there needs to be a more thoughtful
evaluation of the merits of Reality Orientation, often referred to
as reality therapy, in which persons attempt to restore the
Alzheimer's victim to presenttime reality. Reality therapy is
predicated on the assumption that the only valuable reality is
presenttime orientation, a reality which is less and less feasible for
persons with Alzheimer's disease; nor does the method grant any
insight into the patient's mental processes. It glosses over the
meaning of content expressed, in a mindless approach to
communicating, yet is ubiquitous. For every health caregiver who
has discarded Reality Orientation, there is one indiscriminately
using and advocating it with all confused and demented persons
regardless of their capabilities and etiologies, including those with
cognitive decline due to Alzheimer's disease.
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Another implication is that families do wish to continue their
relationships with the Alzheimer's victim. Families in the sample
had a variety of responses to the stress created by the patients'
disorientation. In some instances abuse was evident, but in the
more successful situations families avoided challenging the
unchangeable and complex reality the patient had assumed, and
instead found a realistic thread in the patient's seemingly
unrealistic utterances and followed that. For example, when the
patient said, "I went to the shops and got you some lovely eggs for
your tea", rather than telling the patient she had not been out of
the house, the daughter responded with, "I would like some eggs
with my tea. Thank goodness we have some", because there were
eggs in the house and the daughter did want some with tea. This
posed the realities of both worlds in a functional relationship that
supported understanding and communication. Mace (1986) calls
this validation therapy. The method was first developed by Fiel as
a way of finding the root of reality hidden in the expressions of
the confused patient. When content of comments is analyzed in
light of the patient's historical experiences, values and interests it
becomes meaningful to both parties of the conversation. This
facilitates communication and insights into the patient's liminal
state of reality, and is more beneifcial than attempting to return
the patient to the careprovider's reality (Davis 1986; Maloney and
Daily 1986).

The debates about the eiffcacy of reality therapy, however, have
not subsided since 1968, when Folsom announced to the world that

; one should never leave a patient in confusion and disorientation,
but constantly reiterate basic and personal current information so
that the patient might be returned to presenttime reality
(Schonifeld 1980). Some studies maintain that it leads to
improvement (Citrin and Dixon 1977; Stephens 1970; Taulbee and
Folsom 1966). Others say it has been unsuccessful in reversing
dementia permanently (see e.g., Barnes 1974). Still others advise
caution, calling for "better understanding of the cognitive process
stimulated by the techniques" (Gubrium and Ksander 1975; Harris
and Ivory 1976; MacDonald and Settin 1978; Schonifeld 1980:239;
Wershow 1977), but the technique can be effective only with
patients able to redevelop cognitive processes. It is still widely used
and recommended by healthcare professionals in both the U.S.
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and the U.K., but it seems clear that it is more important to begin
by recognizing the nature of the patients' reality, and validating it
where it is possible and appropriate.

Families seeking counsel are legion who report they were
advised to use Reality Orientation, or at the other extreme were
told "there is nothing to be done", an expression of "therapeutic
nihilism" (Mace 1986). The third, and often most appropriate,
choice is to understand the nature of the patient's reality, and act
in recognition of it to the advantage of both patient and care
provider. Not all problematic behavior will be presented, but much
confusions and stress may be avoided.
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The Impact of Developing
ך t Psychogeriatric Services on the
** Care of the Mentally Inifrm Elderly

l::■;■ ■ , ^ 1 1 Peter G. Coleman

Introduction
This paper describes some observations on support to carers of

mentally inifrm elderly from professional psychogeriatric services,
derived from a study carried out in the County of Hampshire in
the south of England.

The study, which took place in 198082, contrasted the
situation in the Southampton area, which already had a relatively
welldeveloped psychogeriatric service based in a hospital on the
fringe of the city, with the much poorer service offered in the
neighboring health district of Winchester and Central Hampshire.
The hospital facilities in the Southampton area lay outside of the
health district, at a distance of 2030 miles from much of the
population it served. The cases were followed over a six to nine
month period and provide illustrations of some of the dilemmas
evident in the provision of many psychogeriatric services.

To place the research in perspective, a short review will be
given of previous and current British research on the subject of
support to carers of mentally inifrm elderly.

It was already apparent in the 1970s that family (care) offered
the most viable form of care from the viewpoint of the demented
people themselves. Particularly inlfuential was a paper published
in 1978 by a team of workers from NewcastleonTyne which
showed that the prognosis of demented people living with children
was much better than that of those living alone or with a spouse.

The author is on the faculty of the Departments of Geriatric Medicine and Social
Work Studies, University of Southampton.
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Surprisingly, these same people and their carers received little or
no help in the "way of support services (Bergmann et al 1978).

By the late 1970s, however, specialist hospitalbased
psychogeriatric services had developed in many areas of the
country, a number of which shared their facilities with informal
carers by means of regular respite admissions. Families caring for
relatives suffering from progressive dementia would be visited ;

regularly by the community psychiatric nurses, and would be
offered relief admissions for their relatives to the hospital when :

judged necessary. Typically, the frequency of these admissions
would increase as the illness progressed.

Nevertheless, the help was still far from adequate. Important
research was carried out by the National Institute of Social Work
on carers of demented elderly living in three parts of outer
London, all of which had relatively good psychogeriatric services.
The research showed that, though support services had an impact,
they failed in general to prevent the stress and strain experienced
by carers from increasing over the oneyear period of the study
carried out. The only group of carers who showed a decrease in
strain were those whose relative had died or had been admitted
permanently into care (Levin et al 1983).

This research indicated that basic quantitative improvements
in support services are essential to improve support to carers, and
this combined by research in Scotland which showed an association
between the amount of home help and community nurse visiting
received and the morale and mental health of carers (Gilhooly
1984).

However, providing more services is only part of the answer to
improving support to carers. Some carers cope better than others.
Some learn to cope with time. In the forementioned study it was
noted that those who had been caring the longest were the best
adjusted (Gilhooly 1984). However, this could also be a simple
survival effect. What is clear is that there is a need to understand
more about how people do cope in these situations and the ways
services could help them in coping (Gallagher 1985).
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Impact of Psychogeriatric Services: ,,
Views of Professionals

The research described in this paper was commissioned by the
Department of Health and Social Security, and its main focus was
on collaboration between services for the mentally inifrm elderly
and the ways in which collaboration was enhanced by having
specialized psychiatrists responsible for the client group. As part of
the study, a very large crosssection of service professionals
)totaling 200) were interviewed, who worked in the Southampton
and Winchester and Central Hampshire areas (Table 1).

Table 1:
Collaboration among Services for the Elderly

Mentally Inifrm: Service Personnel Interviewed 198082

Health District A Health District B
; (with a Psychological Service) (without a Psychological Service)

Hospital based 38 38
Community Health 20 17
Social Services 30 ■ H
Others (housing,
voluntary, private 15  9
services . . . ) 

Total 103 98

Prior to interviewing staff about their working relationships,
basic information was acquired about the services themselves. A
number of patients/clients who had been referred to geriatric,
psychiatric, and social services in the speciifc areas designated,
were assessed and their carers interviewed. These data provided a
basis for selecting service personnel for interview and for more
detailed questioning of the service professionals about what
collaboration meant in practice. However, the data are also of
interest in their own right, and on them that the last section of
this paper focuses.
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Table 2 summarizing how provision for the mentally inifrm by
the two psychiatric services was perceived by personnel working in
other welfare agencies.

Table 2:
Evaluation of Psychogeriatric/Psychiatric Services for the

Elderly: Observations by Staff in Other Services

Psychogeriatric Service Psychiatric Service
in Health District A in Health District B

Positives
Easy access
Speedy response to Speedy response to
referrals referrals
Prompt admissions
Good feedback
Good followup
Help in crisis
Provided education

Negatives
Lack of resources
Lack of joint Inability to admit
policy making patients
Takes over Lack of advice
responsibilities of
others Lack of followup
Distance of hospital
from population

The psychogeriatric service in Health District A (Southampton)
was the only service in either health district which received an
overall positive evaluation from all other agencies. It was praised
for a number of reasons. Other services found that access to both
consultants and community psychogeriatric nurses was easy, that
response to referrals was speedy, and that when admission was
needed, this was usually promptly provided. Feedback to all other
agencies was good. Some personnel were also grateful for the
information they received about potential future clients or patients
of their service.

The followup service provided to patients by the
psychogeriatric service was also praised. There was continued
contact from community psychiatric nurses or medical staff and
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support to both staff and patients of other services. The
psychogeriatric service was seen to be ready to act as a prime ■.

agent, and to take over responsibility for cases. Other services also
welcomed the way that in times of crisis, if help from other more
appropriate agencies was not forthcoming, the psychogeriatric
service would offer support and provide resources if necessary. In
fact, by giving regular support and help to agencies such as the
local authority Part III Homes and Private Rest Homes, the
psychogeriatric service was able to make use of their resources
more effectively for its own beneift. The oiffcersincharge of the
Part III Homes, for example, were more prepared to care for
patients of the psychogeriatric service.

It was also noted that the psychogeriatricians had taken the
initiative in many circumstances to go out and educate colleagues
in other services about the problems with which they could help.
GPs and community nurses spoke of how the psychogeriatric
service had changed their attitudes towards mental illness among
the elderly. They thought that they referred cases of dementia
earlier as a result of this new awareness. Residential homes
considered themselves to be more tolerant to dementia as a result
of the inlfuence of the psychogeriatric service. Although there
were areas of conlfict with social workers over issues such as
compulsory admission, the fact that the consultants visited the
area ofifces on a regular basis meant that staff felt they had a
better understanding of the psychiatrists' viewpoint.

There were also some negative comments. Staff in social
services in particular commented on a general lack of joint
policymaking in the area of services for the mentally inifrm
elderly. This was an implied criticism of the psychogeriatric
service because it was felt that the service made unilateral
decisions about which cases it would accept and those it would not
accept. In this way it was seen to protect its own resources and to
dictate terms to other agencies.

There were also incidental observations that by its very active _

intervention in the community, the psychogeriatric service was in
danger of taking over responsibility from other professionals. This
applied to the GP's role. It also applied to the role of the
community psychogeriatric nurses with regard to the work both of
ordinary community nurses and community social workers.
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The perception of staff working in Health District B
(Winchester and Central Hampshire) towards its own psychiatric
service for the elderly was quite different. All other services agreed
that the resources this service could offer to the elderly was very
poor. There was no criticism of the personal contact with the
consultant psychiatrists themselves. They were also praised for
their promptness in visiting patients after referral. The main
criticism made by other services was the inability of the
consultants to admit patients when requested to acute, shortterm
relief or longterm beds. They also complained of the lack of
advice on management of patients and the inability of the
psychiatrists to provide a followup service. Staff from a number of
other services raised the problem of the distance of the psychiatric
facilities  located outside the health district itself  from the main
centers of population. This location problem of the service resulted
in a lack of comment about its educative role. GPs and community
nurses, indeed, expressed ignorance about what the role of the
psychiatric service was, or should be, with regard to demented
elderly people. Staff in Part III Residential Homes complained
much more than their colleagues in Health District A about lack of
support with disturbed patients.

Indeed, there were many comments made in Health District B
that were not paralleled in Health District A. Staff on geriatric
wards complained that they had to deal with increasing numbers
of mentally inifrm people. Staff at the geriatric day hospitals
complained that too many patients with dementia were referred.
Interestingly, the kind of service most personnel, including those
from the psychiatric service itself, would like to have seen offered
to elderly patients, was very much akin to what existed in Health
District A: A localized and personal service based on regular
support and clearly identiifed workers, and an ability to admit
patients when necessary.

Viewpoint of the Carers for Mentally Infirm
Elderly

These were the views of the professionals themselves. Since a
number of informal carers were also interviewed, it is interesting
to examine whether their comments were similar. Only a limited
number of referrals to the psychogeriatric and psychiatric services
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were investigated, so it is not possible to draw statistical :

conclusions. However, the carers were interviewed in detail and
followed up with a further interview six months later, and in some
cases over a longer time span as well. Their judgements on how
they were or were not helped by services are interesting in their
own right. The value of a disciplined case study analysis is that it
shows the kind of things that can happen and how they come
about, and highlights issues for further investigation.

For this analysis only those cases were considered where elderly
people were newlyreferred (in practice this meant that they had
not been seen during the last six months) to psychogeriatric and
psychiatric services from designated areas in the two health
districts. These included urban and rural areas in both health
districts, covering populations of just over 100,000. The cases were
collected over a fourmonth period, November to March, where a)
permission for inclusion in the research was given by the GP and
the principal carer, and b) the elderly person was rated as
moderately/severely demented by the research psychiatrist using a
standardized community psychiatric interview (Goldberg et al.
1970) and the ICD classiifcation (9th revision of the International
Classiifcation of Diseases). This provided a total of 17 cases in
Health District A and 12 in Health District B.

A consideration of all the evidence collected on each case,
which included material from the principal carer, the GP, and
many other service personnel involved in the case, was consistent
with the picture already described of a more active psychogeriatric
service in Health District A, more prepared to take responsibility
for cases, providing a better followup and general support to both
informal and professional carers. But the data also suggested a
number of other points which would be worth investigating
further.

The Role of the Community Psychogeriatric
Nurse

The ifrst point concerns the role of the community
psychogeriatric nurse. This service had been well developed in
Health District A, where there were six CPNs working in the
psychogeriatric service, three assigned to each of the two
consultants. By contrast, there were only six CPNs altogether in
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Health District B, and none regarded work with the elderly as a
signiifcant part of their job. In only one of the 12 cases of
moderate/severe dementia were followed in Health District B did a
CPN visit the patient's home. The comparable number in Health
District A was seven out of 17 cases. Their visits were also much
appreciated. In a study of 90 informal carers of elderly people
carried out at the same time in Health District A, of the 13 who
had received help from a CPN, 11 rated that contribution as very
good and two as good  a much higher profile of appreciation than
given to any other professional group. What was striking to the
researchers was the extent of the CPN's role, the practical tasks
required, of them along side very sensitive counselling. The CPNs
spoken to acknowledged the complexity of the tasks they were
involved in and their need for further training.

This was evident in the cases followed. One, for example,
involved a caring daughter, who felt guilty about letting her
mother go beyond her care even to a day center, or to relief
admissions at the hospital. It was clear that there was an
important counselling role here. From previous cases, it was known
that carers with such attitudes could reach the end of their tether
suddenly. They would be unable to continue and would
subsequently feel very guilty about their failure. Skilled work was
necessary in assessing when carers needed relief and persuading
them to accept it. The CPN involved in this case felt unable to
make progress and, indeed, things went as feared. Relief care was
never established. A year later the mother was admitted to
hospital with an acute illness. The daughter then felt unable to
have her mother back, the mother then went into a rest home,
where she died a month later after a stroke. The GP advised us
that it would not be wise to raise the matter with the daughter
during the followup a year later.

In another case, a wife experienced great dififculty in caring for
her husband. There were longstanding marital problems: The wife
had many ambivalent feelings about her husband. She was angry
about the situation and at the same time felt very guilty. It was
again the CPN's task, rather than a social worker's, to try to get
her to accept the reality of her husband's deteriorating situation.
In a further case, a sister of a woman becoming demented was
unable to cope with her sister's deterioration. Again it was the
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CPN who tried, unsuccessfully, to get her to consider her sister's
problem in terms of an illness rather than her just being dififcult.
In perhaps the most challenging case of all, a newlymarried
woman had come to live in the same house as her dementing
motherinlaw, who became very aggressive towards her. The son
seemed to shirk his responsibility and the daughterinlaw felt
trapped. The situation almost came to breaking point with the
daughterinlaw threatening to refuse to have the mother back
from a relief admission. The CPN in this case, although initially
viewed with hostility, appeared to play a very skilful role,
confronting the son with his own responsibility in the matter, and
his wife eventually continued providing care for a much longer
time than was expected.

Thus the evidence collected from case analysis was enough to
indicate the crucial counselling role of the CPN, and the need for
further development through training.

Day Care ■" J

The second area identiifed as in need of future development
was that of day care. At the time of this research, provision of
suitable day care for demented patients was almost nonexistent in
Health District A. The situation was somewhat better in Health
District B, and day care as an issue came up in seven of the 12
cases there (as against only one out of 17 cases in Health District
A). The three types of care involved were geriatric day hospital
care, day care in a specialist residential home for the mentally
inifrm elderly run by Social Services, and day care in an ordinary
social service day center. The carers in Health District B expressed
considerable confusion, however, about the appropriateness of
referrals. There were six instances of referrals not being accepted
or of instances being reversed after the ifrst day's visit.

In one case, a man cared for by his wife, was ifrst refused
admission to the geriatric day hospital. When he went to the
social services day center he was found to be too demanding of the
supervisors' time, and was sent on to day care in the specialist
home for the mentally inifrm elderly. There he was distressed by
the behavior of the other residents, and was judged by the staff
not to be disabled enough for the home. Eventually he was
accepted back at the social services day center.

In another case, staff at a different social services day center
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also rejected a man on the basis of his behavior on the ifrst day.
Yet it was clear that they had been given no introduction to him at
all. They did not know, for example, that he had been a head
gardener on a country estate, always a very conscientious man,
according to his wife. On his ifrst day at the day center, he had
appeared to be abusive to a member of staff because of a remark
made about lfowers, and had been labeled "violent" as a result. Yet
to his home help and general practitioner, his agitation had
seemed relatively easy to handle. The staff at this day center, of
course, were very few, and had received no training in work with
mentally frail people.

The geriatric day hospitals were likewise not prepared to
tolerate demanding psychogeriatric patients. There was one case of
a man who lived just down the road from a day hospital. His wife
saw it as ideal for them both if he could go there a couple days a
week, and allow her to go shopping and get on with other
housework. The fact that this request was refused still rankled her
three years later, two years after her husband had died. She had
received no help at all, and as she saw it, the one help that she had
requested had been turned done without explanation. Her
comment was "They don't study your feelings!"

Respite Care
The subject of respite care is, of course, important in its own

right. The lastmentioned carer, in fact, had not wanted a relief
admission of her husband to the geriatric hospital, because she
thought he would come out further deteriorated. No one had tried
to dissuade her of this. The psychiatric service itself in Health
District B was unable to organize relief admissions on a regular
basis. There was one case where a daughter was given two relief
admissions for her mother, but even here, the second admission,
which was to allow her to go on a package tour holiday, was not
conifrmed until the day before she was due to go on vacation. The
mother was eventually given a longstay bed in the psychiatric
hospital, when the daughter could not cope any more. This was
probably sooner than would have been necessary if better relief
care had been provided. The daughter had wanted to continue
caring.

In other cases in Health District B, carers broke down in sad
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ways. One single daughter was offered day care for her mother in
the specialist home for the mentally infirm elderly, but, according
also to the staff there, it was too late. Her mother could not adjust.
Some months later, the daughter suddenly became unable to carry .

on. As there was no hospital bed available, the family had to
arrange for the mother to stay in a private nursing home for six
weeks, at great expense, before a bed at the psychiatric hospital
became free.

By contrast, in another case, a man who had been caring for
his mentally deteriorating wife for many years, wanted to continue
to do so, but was unable to. After his wife was admitted to the
psychiatric hospital in a crisis situation, very confused and with a
urinary tract infection, she was transferred to a longstay ward.
The ward sisters of both the initial ward and the longstay ward
that she went to, commented that it was tragic that there was no
better solution since the couple were very devoted to one another.
The husband was not aware that he had been informed that his
wife had been placed in longstay care. He remained hoping that
she would be discharged, claimed that he did not want to see 1

anybody from a "geriatric department", and that he hoped to have
his wife back soon as she had "been away so long". She died 18
months later, still on the longstay ward.

Such cases were striking illustrations of the advantages
provided by the Health District A patients and their carers in the
form of a betterdeveloped psychogeriatric service, that could at
least offer regular monitoring, relief admissions, and some support
to carers.

j,'

.yi' ■ ' ■
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Training Families in Care Provision:
10 A Demonstration Project ■■■.. .,..: '

^ Dina Csillag
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General Background
Extensive research has indicated that the percentage of elderly

aged 75+ in the total population in Israel is increasing.
As a result, a larger group of persons will demand and consume

nursing and personal care services at a higher rate, i.e., more
intensive help will be required in maintaining the activities of
daily living (eating, dressing, bathing, mobility, etc.).

Researchers in various countries, including Israel, have
demonstrated repeatedly that the majority of elderly stay at home
within the open community and the major caregiver for the
mentally frail or physically handicapped is still the family, namely ■

spouses, offspring, sons and daughtersinlaw, grandchildren and
other relatives. These ifndings apply even to those cases receiving
professional services at home from the formal support system.
The burden of the elderly is carried by the family that bears the
ultimate responsibility, no matter how adequate, available and
accessible the formal services may be. This responsiblity
frequently arises from positive feelings and good will: a wish to
help a partner with whom one has shared most of one's life; a
desire to return some of the attention or help one has received
from parents as a child or adult or to honor one's grandparent.

However, since this burden is usually heavy, intensive and

The author is Director of Development and Training of Human Resources, ESHEL,
the Association for the Planning and Development of Services for the Aged in
Israel.

.. ■_■ .: ■ ■ ■ ■Ift ■



Training Families in Care Provision

continues for many years, sometimes far too long, it often leads to
extreme hardship, diiffculties, mental and physical stress, reduction
of leisure, drastic alteration in the normal way of life and changes
in family preferences. It is not unusual that caregiving that began
out of a feeling of love for the aged triggers intrafamily conflicts
and clashes between daughters and sons, quarrels between inlaws
and anger among the younger generation. If the caregiver is the
spouse the intramarital equilibrium is disturbed, tension and anger
increase ("You got sick and I have to pay the price . . . "), and the
opportunity to "repay" old accounts plays a part in the scene.

In such cases we can anticipate hostile feelings towards the old
person, secret hopes that the old one will be "taken away" from
home or even a wish for his or her imminent death. In the "good"
cases the situation might deteriorate to care with some hostility
and lack of warmth and empathy; at worst  it results in open
abuse.

There is no doubt that often the caregiver and the care receiver
are both paying a high price. Professionals are increasingly aware
that within the process of caregiving for the elderly there is often
a "hidden" client who is also very much in need of help, and the
question that arises is: Who is taking care of the caregiver, i.e. the
family, as a client in its own right.

On this background ESHEL (the Association for the Planning
and Development of Services for the Aged in Israel) and the
National Insurance Institute (N.I.I.) responded to the suggestion of
Dr. Prager of the School of Social Work, Tel Aviv University, to
develop a training program to help families involved in care
provision for their elderly members.

What Is the Training Program for Families in
Care Provision?

The program is actually a training course, providing groups of
families with knowledge and supportive guidance which will help
them cope in a better way with their caregiving burden. This is
achieved by inviting caregivers to take part in group meetings,
which utilize a series of videotapes* (17 tapes, running a total of
about ten hours).

* See attached list of videotapes.
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Goals of the program ■ ■;

The goals of the program may be deifned both on cognitive
and emotional levels as follows:
1) To provide families with speciifc knowledge and skills which

will enable them to cope with the problems presented by care
provision and teach them practical techniques of caregiving.

2) To support and maintain the mental health and integrity of
the family by relating to its problems.

3) To develop group support and the ability to share common
problems with other families as well as with professionals.

Content of the Program and Its Development
Two groups of family caregivers (spouses, adult children and

inlaws) in a small town near Tel Aviv were chosen in collaboration
with the municipal welfare and health services as subjects for
testing the efifcacy of the program. All of the selected caregivers
had an elderly person at home in need of nursing or personal help.
The training program was formulated to address the major
problems connected with the prolonged caregiving of handicapped
elderly at home.

A professional expert was invited to lecture on each issue and
to answer questions. Each lecture was followed by a group
discussion directed by a group leader who participated in all the
meetings of the group throughout the period of three and a half
months.*

The meetings were held weekly and lasted about two and a
half hours. The number of participants in each group was 1315 .

caregivers.
The main issues discussed by the groups were:

1) The effects of chronic illness  presented by a physician.
2) Home nursing  presented by a qualiifed nurse.
3) The effects of physical activity  presented by a

physiotherapist.
4) Intergenerational/interpersonal relationships in caregiving 

presented by a social worker. ■■ : ■ ■■■■

5( The relationship between formal and informal networks 
* The project was evaluated and the results are reported by B. Morginstin in
Chapter 13. . ■ . ., ' ■: ■■.
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presented jointly by a community social worker and a public
health nurse.

6) The role and meaning of faith in longterm care  presented by
a rabbi.
The ifrst group of families served as an experimental group on

which to test the content of the training program, to analyze the
problems of group formation and the reactions of the families, and
to obtain a general evaluation of the program. The program was
revised on the basis of this initial evaluation. The meetings of the
second group were videotaped. Edited versions of the videotapes
were prepared, and they are available for free lending at the
various branches of the ESHEL Audiovisual Mobile Center for the
Aged. They are intended as an aid for the professional worker who
wants to train and support families in the process of caregiving
and is interested in using the groupvideo method. Each tape is
based on the lecture of the expert and on excerpts from the group
discussions. The latter can serve as a trigger for discussion in the
specific group attended by the worker.

The sets of tapes were edited in such a way as to form a
_r_ complete process  a "training course" with an introduction and a

conclusion. On the other hand, the modular structure of the tapes
enables the professional to use any part of the material in any
order according to his or the participating families' needs. The
groups may differ from each other in various ways: type of
participants, type of limitations of the elderly, the subject of the
course, etc. Moreover, the videotapes can be used merely as a tool
for enriching the knowledge of the worker and to encourage him to
start such a group. Thereby they can serve a useful purpose even
without being shown to the families themselves. Any professional
worker can use the program, but of course, knowledge and
experience in group dynamics can only enrich the meetings.

"Selling" the Program
The program is intended to be used by various health and

welfare services all over the country, and was developed by the
same organizations which are going to use it. However, it contains
many innovative elements with which most of the professionals
are unfamiliar, namely: using videotapes while working with the
client; relating to a "new" client in a new milieu  the group, etc.
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These facts are liable to create doubts which might result in refusal
to use the program.

These were the reasons for the setting up of a "selling phase",
which is being implemented at present.

It includes the following elements:
1) Several workshops have been held for the target population 

the professionals. In these workshops the video series are first
presented to group leaders and key persons to encourage them
to let their staff use the videotapes, and set up group sessions.

2) A "demonstration videotape" has been prepared which provides
the main ideas of the program and includes a few excerpts
from the videotapes. This special tape is shown to professionals
who are considering using the program.

3) A written guidebook was published and is obtainable on
request. The booklet discusses family needs, the program and
the ways to use it, and gives a summary of each tape and the
main topics for discussion.

4) Technical aid in the video method is offered to those workers
who feel threatened by this new technique.
Since we are only at the beginning of the "selling" and
implementing phase, it is as yet impossible to judge how
successful the program is. However, evaluation of the initial .

reactions indicates success in at least one aspect: the issue of
families involved in care provision has been placed on the
agenda of many workers and organizations that have now
expressed their wish to tackle the problems posed.

Summary
The program represents a major new departure in many

respects:
1) Aiming at the "hidden client", the caregiver.
2) Introducing the group method in working with the families in

order to teach and train them to share their problems and
burdens with each other and with professionals.

3) A real step forward has been made in teaching and training
families in caregiving tasks and encouraging them. ■ /' ,■ ■

4) A "syllabus" was developed for family training.
5) Using audiovisual means for direct intervention in the field of

aging. This method is new for the client as well as for the
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professionals. The latter has still to be taught how to benefit
from this tool and from the audiovisual technique in general in
the process of intervention.

6) By recording 17 realistic and authentic meetings of families we
were able to look into the life of the care provider in a far more
direct manner than usual. There is a large amount of taped
material containing family conversations which were not
incorporated in the edited tapes. We are now considering using
these tapes for iflms showing special aspects of problems, such
as feelings of guilt, hostility, creating new balance within the
family, etc.

7) The tool which has been developed is a relatively inexpensive
one for use by organizations and can easily be transferred to
any location. Its introduction represents an effort to help small
and poor services and communities to beneift from newly
available advances and knowledge.

8) This program was originally developed to be used in a special
way for a speciifc purpose, but the tapes have proved to be
useful for various purposes and different populations (families,
professionals, many kinds of students, etc.). It appears to be

  especially useful for paraprofessionals such as homemakers.
This point is very important considering the relatively small
size of Israel and the limited use any tool can have.

List of Videotapes
1) General introduction to the program and its aims.
2) Aging and chronic illness (presented by a geriatrician).
3) Communication with the handicapped aged (presented by a

geriatrician).
4) Family relationships in the aging family (presented by a social

worker).
5) Family relationships in the aging family (group discussion with

a social worker).
6) Changes in the aged personality (group discussion with a social

worker).
7) Homecare  medical, nutrition and nursing aspects (presented

by a nurse).
8) The personal hygiene of the caredfor aged (presented by a

nurse).

176



D. Csillag

9) Mental, social and physical activity of the caredfor aged
(presented by a nurse).

10) Dealing with food, liquids and bodily wastes (presented by a
nurse).

11) Arranging daily routine (presented by a nurse).
12) Basic issues of physiotherapy at home (presented by a .  

physiotherapist).
13) Basic physiotherapy for the caregivers (presented by a

physiotherapist).
14) Practical advice on daily life with the handicapped aged

(presented by a physiotherapist).
15) Religious aspects of caregiving (presented by a rabbi).
16) Towards a partnership  caregivers and professionals

(presented by social worker).
17) Principles in developing health services for the nursing aged

(presented by a nurse(.

 ' . ": . < ; !
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. q Evaluation of a Support Group

Brenda Morginstin

Introduction
This paper examines issues related to patterns and

characteristics of caregiving, and the impact of family support
services which might be provided to alleviate the burden of care.
The ifndings presented here are based on empirical data gathered
in a project designed to organize a caregiver support group in the
community of Kiryat Ono. The burden of care as perceived by
participants will be discussed in the hope of gaining an idea as to
who would be suitable candidates for support services, and a better
understanding of caregivers' expectations of, and beneifts from,
participation in support groups.
Background

Research and experience both aiffrm that the family is the
major provider of longterm care for the elderly at home. Studies
in Israel and abroad have shown that approximately 8096 of the
elderly who are dependent in functional activities of daily living
are receiving care from family members. In Israel this ifgure
reaches about 869S (Silberstein, 1981). Formal services provided by
the government through various agencies cover a much lower
proportion of the aged. In Israel, for example, about 1496 of the
dependent elderly receive formal services for personal assistance
with ADL and about 796 for home help (Table 1).

* Director, Research and Planning Department, National Insurance Institute,
Jerusalem, Israel.
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Table 1
Needs and Provision of Personal Assistance and Home Help

Among Dependent Elderly
Bene Beraq, 1979

Type of Percentage receiving Percentage with Percentage
Assistance services unmet needs with need to

informal formal formal alleviate
only only and family care

informal

Personal assistance 76.6 3.6 9.7 26.0 12.1
Home help 58.5 4.2 2.8 43.6 10J

Source: B. Morginstin. 1984. Need for Personal Assistance and Home Help and
Their Provision by Family and Formal Services, Bene Beraq and Beer
Sheva, The National Insurance Institute, Demonstration Project No. 19.

It can be seen from Table 1 that the degree of overlap between
formal and informal care is quite small; most persons receive help
from family members only, while only small percentages (Q.7% in
personal assistance and 2.8J0 in home help) receive help from both
informal and formal sources. There is therefore a signiifcant need
for additional services in the formal sector, mostly as a
complement to family care and to reduce overburdening the
family. In this survey, professional interviewers were asked to
identify cases of extreme stress which called for formal service
intervention. Table 1 shows that according to professional
assessment, due to extreme stress in the caring situation, the 1

burden of family care ought to be alleviated in approximately 1292>
of the cases requiring personal assistance and H.% of those
requiring home help. One implication of these findings is that the
burden of care resides primarily with the family. In some cases
this burden becomes associated with stress.

The possible link between actual or perceived burden of care
and abuse of the severely disabled elderly has received insuiffcient
attention in abuse literature. In fact the problem of abuse was not
a speciifc factor in the initiation of the support groups in Kiryat
Ono, nor was the issue as such raised in group discussions. The
general attitude was that participants in these programs were from
"good" families who had made an independent choice to care for a
dependent elderly member, usually a parent or a spouse. Physical
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abuse was not brought up as a problematic issue by participants.
However, underlying most of the discussions in the group was a
sense that the caring situation itself, when characterized by
breakdown, overburden or exhaustion, contains elements of stress
and conflict between the care provider and recipient or others
involved in caring which might be linked to some forms of abuse,
most generally vocal and psychological abuse. In other words,
abuse might in some cases be an outcome which may have its
sources in an emotional, overstressful caring situation, which in
itself is a positive, generally voluntary arrangement arising out of
a sense of love, duty or shared personal experiences.

Therefore in attempting to deal with the problem of abuse, the
various elements of the caring situation should be carefully
analyzed, in order to identify some of the physical and emotional
factors leading to strain and overburden which might be alleviated
by outside formal services. This type of analysis should obviously
be done in program planning on an individual case level, but one
might also be concerned with an overall view of the various
factors involved. ■ ■ ■ .

Direct primary Burden of care Care recipient
care provider n T , , ,

1. Instrumental  Personal
 Personal characteristics Phvsical asPects characteristics
 Expectations and 2. Emotional

patterns of leisure time relationship I

and social involvement communication ^ /N

3. Perceptions of /
^ \ caring role /

1 1\ ' " ' / 1 1

1 Emotional support 1 > ' ' Instrumental 1

/ ' ' ' Instrumental Emotional ' ' care 1
: ■ "■ ;' ) care support (

Other informal , _ .
. , ' Formal servicescare providers

The above diagram presents only a partial outline of the _,

components of the caring situation, which would be elaborated in
speciifc cases. It illustrates the four principal subjects involved  '
primary care provider and recipient, other informal care providers
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such as relatives, and formal services  and the possible forms of
support or services among them. Three basic elements constituting
the burden of care are identiifed as sources of stress 
instrumental, emotional, and perceptions of caring role  some of
which may be alleviated given a suitable mix of support or services
according to the particular individual situation. In terms of
ameliorative services, it is dififcult to decide to whom the various
problems of the caring situation can be attributed, and who is
therefore the target population of services: the dependent elderly
care recipient or the caregivers. Moreover, what services could be
provided to ameliorate the burden of care?

One of the most striking ifndings in a study in Israel, where
the procedures of client identiifcation and service provision to
highly dependent elderly and their families were closely followed
and documented (Carmeli and Morginstin, 1988), was that the very
process of introducing services in these highly emotional
situations, adapting them to personal requirements and assisting
the caregiver and the older person to learn how to accept and
utilize the service effectively, was in itself a highly essential part of
case management. Introducing required services was not limited
only to comprehensive professional assessment and deifning met
and unmet needs on the basis of ADL and IADL requirements and
then ifnding the suitable services, which generally receive primary
emphasis in case management. Without sufifcient understanding of
the professional process of service introduction, it is unlikely that
services will have the desired effects of reducing the burden of care
and alleviating those points of stress and conlfict which may
underlie abuse.

In many cases, the very same circumstances that constitute a
need for support services, i.e. a strain in time on physical and
emotional resources, overburden, or a stressful, emotional, conlfict
laden situation, are the ones that prevent the caregiver from
searching out and utilizing services effectively. It is therefore
imperative for formal service providers to ifnd the means of
offering and providing the required services at the appropriate
time, such as immediately following release from hospital.

However, emphasis in services has traditionally been placed
primarily on providing instrumental care and only in the past few
years have we been witnessing an expansion of service objectives
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to deal with some of the emotional sources of stress and
overburden among caregivers, in addition to the instrumental
aspects of care provision.

Despite the burden of the caregiving role, the family still
remains the preferred vehicle for the provision of care, and, at
least in Israeli society, will continue to be the principal source of
services in the foreseeable future. There are three principal reasons
for this:
a) The limitations of formal resources and service structures,

including the prohibitive costs of institutional care;
b) The generally low quality of care in institutions and

prevalent negative attitudes towards institutionalization;
c) The fact that many families choose to provide care

themselves for as long as possible, turning to
institutionalization only as a last resort. *

Montgomery (1984) has pointed out that as policymakers and
service providers have become more cognizant of the burden of
care, its conflicts and the costs in human social terms, and more
aware of the fact that expensive institutionalization is often the
result of the deteriorating condition of the caregiver himself (not
only of the elderly recipient of care), more interest has been
expressed in designing ameliorative or support programs to assist
the family in its caregiving role, reduce conlficts and tension
associated with caring and thereby extend the family's capacity to
perform carerelated tasks. In other words, the target population in
service planning has gradually been shifting from the elderly
person alone to the elderly person and his/her family.

This is relfected in emerging thinking among policymakers in
Israel as well, primarily in response to an increase in the
proportion and number of Israel's elderly population, especially the
over 75 age group which has the highest growth rates compared to
other groups. Due to the increasing problem of dependency among
the elderly living at home, and concomitant pressures on
community and institutional services, policymakers are beginning
to recognize that these needs cannot be adequately met without
broader support to caregivers. One might summarize this slow
shift in policy as follows:
1. Professionals and policymakers are acknowledging the fact

that the family remains and will continue to be the most
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important and best resource for providing care at home.
2. There is a greater acceptance of the approach that the family

can no longer be considered a free resource, providing care at
no cost to the state. In order for the family to continue
functioning as a caregiver, funds should be allocated for
family support services.

3. Even families who provide adequate care need support in
order to alleviate the heavy burden of care and to prevent
deteriorating situations in which elder abuse can become a
part of an unbearable caring situation. In other words it is
necessary to begin to eradicate the traditionally accepted
differentiation between "good" families that manage the
caring situation and "bad" families that break down under
the burden of care. All family caregivers have chosen the role
of caregiver, whatever the motivation.

A number of questions raised by Montgomery confront the
serviceplanner: how is one to design services to facilitate
independent caring in caring situations which are by nature non
static, often deteriorating, and fraught with personal emotions,
psychological conlfict and tension? What particular kinds of
services are required by the modern care provider who is more and
more likely to be a working spouse or daughter? What will be the
probable impact of such services? Which caregivers are most likely
to require and to beneift from ameliorative services of various
types?

Over the past few years, policymakers have advocated a
variety of ifnancial support programs, direct care schemes and
social support services, such as day centers, respite care,
educational and training programs, intermediary day care, case
management or case coordination, and support and therapy
groups. Little is known about the potential impact of the various
family support strategies. It is becoming clear, however, that the
designers of support programs will have to deal with several
crucial problems. Will programs meet the caregivers' expectations
and enhance their resources to extend the caregiving effort? What
types of services are most effective? What are the costs of family
oriented services, and will such services reduce expenditure on
direct care provision at home and in institutions? On the
operational level, what is the optimum time to introduce services
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in order to assist the family as much as possible prior to crises and
breakdowns before it is too late? How can those in need of family
support, i.e. suitable candidates for this type of service, be
identiifed?

The Kiryat Ono demonstration project in Israel (Morginstin et
al., 1985), in which the family caregiver was the primary or indirect
target of services, has produced ifndings about the family's
expectations from a support group and the impact of this service.
It should be noted that the number of participants in this project
was small (15 participants) with the resulting implications for data
interpretation.
Participant selection

The ifrst issue of signiifcance in the family support project in
Kiryat Ono, was that of participant selection. As observed in
other studies, it was found here that families providing even
intensive care did not always consider themselves in need of
support services, often saw themselves as solely responsible for
care, did not know how to incorporate formal services in the
caring situation, and were sometimes unknown to professionals.
When they did apply for services this was often done at the point
of exhaustion or during a severe crisis, at which point the potential
ameliorative impact of the service sometimes proved minimal.
Several families often had to be encouraged or persuaded to
participate in the support group before they reached the crisis
point at which they could no longer continue to provide care. They
were generally unaccustomed to viewing themselves, rather than
the elder, as in need of support, and tended to view the need for
services only in instrumental or functional terms: home care,
medical care, etc. In fact, however, attendance was steady and only
one person dropped out of the group during the four months of
weekly sessions, in spite of the practical dififculties involved in
getting out of the house and attending group meetings over this
long period.

In Kiryat Ono potential participants were interviewed by local
nurses and social workers. About onethird refused to participate.
The rest were selected by the planning team primarily on the basis
of:
a) Caring for a severely disabled person;
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b) Ability to communicate in Hebrew;
c) Perceived "need" for a support group, as determined by the

social worker and nurse.
During the project weekly sessions were held for a period of 41/2

months. During each session a different lecture was presented by a
number of Israel's most esteemed professionals on a variety of
aspects of aging, medicine and health, personal care, services,
physiotherapy, social work, religious aspects of caregiving, etc.
Each lecture was followed by a group discussion led by a social
worker trained in group dynamics and methods.

Findings
Participants were compared to nonparticipants after the total

potential population of known caregivers in the area was
interviewed. Answers were sought to the questions: Who is in need
of and utilizes this type of service? Can we learn something about
what constitutes the burden of care for those caregivers who
decided to participate in the project as opposed to those who
decided otherwise?

In accordance with the usual approach that services should be
provided to families caring for the severely disabled elderly, the
project organizers tended to identify burden with ADL condition.
During planning stages, it was felt that an important criterion for
participation ought to be the severity of the dependency of the
care receiver. When the two groups  participants and
nonparticipants  were compared, however, there seemed to be no
difference in ADL status. Despite this fact, which was a source of
consternation mainly to researchers, staff members intensively felt
that those who were chosen or who opted to participate in the
program suffered from severe strain and burden of care, and were
thus in fact most in need of the support group. Therefore, other
variables which might give some indication of what constituted
the burden of care were examined. In the comparison of
participants to nonparticipants, it was in fact found that the
burden of care might be less related to objective factors such as the
ADL status of the elderly person himself, difficulties in providing
physical care or even the scope of help received in caring, and more
closely related to a number of personal characteristics of the
caregivers, particularly selfconception as a caregiver.
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Table 2
Candidates for Family Service:

Participants and Nonparticipants in the Kiryat Ono Project

Participants Nonparticlpants
Characteristics of elderly receiving care

Percentage aged 85 and over 46 U
ADL no difference . ■

IADL greater
dependency if■

Percentage having cognitive ■ ■\. ■ . 

impairment ., r 31 11. ■^ 

Characteristics of caregivers _■ ,. /
Number of hours per week
devoted to caregiving 44 32 .■■■■>■.

Percentage receiving informal help 77 57
Percentage receiving formal help 62 .■ /' 47> '

Percentage aged 50 and over 92 63
Percentage who deifned primary
dififculty in caregiving as emotional 69 38 :'■' :; '

Percentage who felt they are not
doing enough for the elderly 23 9

From Table 2 it can be seen that the elderly care recipient was
relatively older among participants than among nonparticipants,
and that the group of participants included a higher proportion of
elderly characterized by some form of cognitive deterioration,
especially as regards memory. A surprising ifnding was that
participant caregivers were characterized by a higher proportion
receiving both informal help from family members and formal
services. Participants were also relatively older than
nonparticipants and tended to deifne their primary problem in
caregiving as an emotional rather than a physical instrumental
one. Although participants generally reported providing a greater
number of hours of care than did nonparticipants, very interesting
was the more prevalent feeling of insecurity or inadequacy among
participants. Especially apparent in open interviews with
participants was dissatisfaction with the care they were providing
and a greater sense of guilt accompanying the feeling that they
should be doing more.

To conclude this comparison, it can be stated that in an
examination of factors contributing to the burden of care, evidence
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was found that in planning services, greater attention ought to be
paid to the emotional as opposed to physical aspects of caring.

Participants were interviewed prior to participation in the
project and in the month following its completion. In terms of the
program content, participants felt that the sessions were
purposeful, and enabled them to express themselves and share
with others feelings that they had never expressed before: anger,
fear, shame etc. Interestingly, when asked to compare the lectures
to the group discussions, participants tended to feel that the
lectures were more important and useful. During the interviews
the need for structured, clear information presented by
professionals as part of the group experience was very apparent.

We were especially interested in comparing reported beneifts
gained by caregivers participating in the program, compared to
their expectations reported before the support group began.
Expectations were examined in three areas: group participation,
physicalinstrumental aspects related to caregiving and emotional
aspects. In general, the comparison of expectations to beneifts
indicated that (Table 3):
1. In terms of the relative degree of importance of the various

items, there was a clear shift in emphasis from expectations
primarily in instrumentalpractical aspects of caregiving to
beneifts described in terms of the emotional content of
caregiving.

2. Expectations were met primarily in areas of interpersonal
relationships, improved contact and communication between
the caregiver and the elderly person.

3. Two important expectations were not met: the expectation to
learn ways to better organize the caring situation or to use
available time more eiffciently, and the expectation to learn
how to improve family and intergenerational relationships.

Another important effect of participation in terms of easing
the emotional burden was a change in some basic attitudes
towards caregiving related to the perception of the caregiving role.
Participation in the support group changed participants' attitudes
in the direction of the importance of increased participation of
other family members, including grandchildren, in providing care,
and enhanced their awareness that the caregiver has the right to
think of his own needs in addition to those of the disabled elderly
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person.
Interesting too was the change in attitude towards

institutionalization as an alternative to caring at home  six out of
the seven caregivers who had vigorously rejected the institutional
option prior to the program changed their minds by the time of
the interview conducted after the program's completion. It should
be noted that in several of these cases, some deterioration in the
older person's condition had occurred.

Table 3
Participants' Expectations Prior to Support Groups

Compared with Reported Beneifts
(Kiryat Ono Project)

Expectation Number Percentage
having reporting

expectation beneift after
before participation

participation
To learn from others in group 12 $T
To ifnd time for oneself '' ' . 9 .

To learn new ways of caring ' 8~Wb' 

To improve care, make it more efifcient  ■■ 8 **■.

To learn about services 7 ;■ 5f
To improve communication with the elderly person 8 ■■ ■0F; .

To better understand the condition of the elderly person 7... : iff,
To improve relationship with the elderly person 6 .. ...SI.
To solve family problems 5 '■:S(|'

An evaluation of the Kiryat Ono project was also undertaken
in terms of some subjective feelings of the caregivers which have
often been found to characterize the burden of care. For this
purpose, participants were asked to score themselves on items such
as:

"I feel that the whole burden is on my shoulders." v
"I'm angry that the family doesn't help out."

 "I have no patience when the elderly person, sick wife or
■...■ husband, asks for help."
 "I have satisfaction from taking care of the elderly person."
 "I feel that I don't do enough for the elderly person." ■v .

Changes were found in two seemingly contradictory directions.
■" 1*. ■ " ■'' ■
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Several participants expressed feelings suggesting reduction in
emotional strain and burden, and particularly a reduced sense of
guilt that they were not doing as much as they should for the older
relative. On the other hand, several participants seemed to ifnd the
program a vehicle for legitimizing feelings of diiffculty, hate, shame
and anger towards the elderly person as well as towards others.
During the group discussions held in the course of the program, it
was often found that the same people who were able to express
their fears and feelings of anger later reported a reduction in the
stress and strain associated with caregiving.

Finally, in evaluating this project it was important to look at
two points were emphasized:
1. Several workers expressed the opinion that their clients'

participation in the support group had improved
understanding between themselves and the families,
especially regarding families' awareness of the possibilities
and limitations in providing services.

2. On the other hand, it was felt that because this was a new
and experimental project, caseworkers were not suiffciently
involved or even informed about what was happening during
group sessions. It would have been more effective to integrate
the group experience with the individual casework.

These comments and suggestions should be taken into
consideration in future planning of family support programs as
pa,rt of overall service strategy.
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