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UNIVERSITY OF SOUTHERN MAINE

Bureau of Continuing Education for Nursing 96 Falmouth Street
School of Nursing Portland, Maine 04103

Dear Telelecture Student:

I'd like to take this opportunity to welcome you to a new avenue of
learning; that is, by something we are all familiar with, the telephone.

As you know our state of Maine is large, rural and often hampered by
severe winter storms that make travelling next to impossible. Hospitals
and other health facilities are often located in remote areas. Continuing
education opportunities for most health workers may or may not be avail-
able at the local institution of higher learning or in the aea. Associa-
ted and escalating costs to attend workshops and meetings even in the
state are becoming prohibitive.

So, it was with these facts in mind that the telelecture system was
developed. It is an amplified, private telephone system that takes the
shape of a huge party line, available only for our use. It is available
24 hours a day, 7 days a week. Because it is designed to be interactive,
persons at each site on the network can talk with the instructor who may
be as far away as in California or with each other throughout the state.
Each site hears the conversation simultaneously.

An important person at each site is the telelecture liaison person. She
or he will be happy to assist you in learning how to use the equipment and
to answer questions you may have. I welcome your questions as well as your
comrents and suggestions in order to bring quality education closer to your
home or employment setting.

Looking forward to talking with you by telelecture.
Cordially,

e A ko

Mary Rost, R.N.
Directo

Bureau of Continuing
Education for Nursing

MAR/11 |
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COURSE OVERVIEW

Human behavior and psychosocial development are
the focal points for this course. The sessions will
include discussions re the general stages of growth,
emphasizing the adult and older adult and the influence
of early development and the family on present
behavior. ' v







MEET YOUR INSTRUCTOR

Nancy Mackay, M.M., M.S.W.

Nancy MacKay brings a wealth of experience to this
Telelecture course. With an M.S.W. from New York Uni-
versity's School of Social Work, Nancy has worked in a
variety of positions in New York and Maine. Going from a
case worker to a student social worker in a variety of
organizational settings, she became Chief of Social
Services at the Villege Counseling Center in New York City.
Her Maine experience has included the Directorship of the
East Side Day Treatment Program, the Bangor Day Treatment
Program and the Day Treatment programs all at the Counseling
Center in Bangor. She is presently the Office Director
of the Aroostook Mental Health Center's Houlton Office.

In this capacity she supervises staff and social workers at
local hospitals, carries a clinical workload and consults
to local agencies. She is also involved in commmunity
education activities.

Nancy is a member of the National Association of Social
Workers and the Academy of Certified Social Workers. (By the
way, you may have noticed an M.M. degree by Nancy's name.

To round out her activities, she also has a master's degree
in Music).

We welcome Nancy MacKay to Telelecture!







COURSE OBJECTIVES

Upon completion of this course, participants will be

able to:

1. Identify several approaches to the study of human
behavior.

2. Recognize the limitations of current knowledge.

3. Describe the developmental tasks and risks of each
stage of development.

4. Discuss the role of the family in human development
and behavior.

5. Discuss the basic coping/defense mechanisms and
the role they play in ourselves and others.

6. Define the developmental/behavioral issues in
geriatric care.

7. Discuss the issues which help and/or prevent us

from being effective in working with human behavior.
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TOPICAL OUTLINE

SESSION DATE TOPIC
I October 2, 1980 Approaches to Human Behavior
II October 9, 1980 The Family
ITI October 16, 1980 Stages In Adulthood
v October 23, 1980 Coping
\ October 30, 1980 Issues in Geriatric Care

SESSION TIME: Thursdays, 10:00 a.m. - 11:00 a.m.






SESSION I

Approaches To Human Behavior

1. Course Overview

II. Theoretical Biases in Approaches To Human Behavior
A. The "Abnormal" view/behavior as disease

1. freud and the medical model

2. opsychopathology

B. The '"mormal' view/behavior as health

1. humanistic psychology and self actualization:
Abraham Maslow

C. Behavior as '"learned"

1. conscious vs. unconscious notivation

2. learning theory

III. Erickson's Psychosocial Stages of Development

A. Relevance to our needs

11 |
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IV. Problems With Current Theories of Behavior

A. The feminist viewpoint

B. Cultural differences

12



REFERENCE MATERIALS

SESSION I

Theories of Personality by Duane Schultz, Brooks/Cole Pub-
lishing Co., Monterey, California, 1976. pgs. 162-176,
"Erik Erikson"

Psychology Constructs The Female, by Naomi Weisstein from
Radical Feminism ed. by Anne Koedt, Ellen Levine,
Anita Rapone. 0Quadrangle, New York Times Book Co. 1973
pgs. 178-197.
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SESSION II
THE FAMILY

I. The Family: Matrix Of Behavior and Personality

A. Importance of the family in developing trust,
autonomy and initiative.

1. relevance of the first three stages of develop-
ment.

B. Importance of the family in developing industry
and identity.

1. relevance to stages four and five

a. difficulties in."letting go"
b. adolescent crisis as a mutual task
C. Sexuality and physical change

D. What is a healthy family? An alternative model.
1. communication as a way of describing families

a. 'healthy'" communication

b. '"unhealthy" communication (

1. the double-bind h

19 |



SESSION II (cont.)

2. scape-goating

20



REFERENCE MATERIALS
SESSION IT

Peoplemaking by Virginia Satir
Science & Behavior Books Inc., Palo Alto, California,
1972, pp 9-19 and 59-79

Communication, Family and Marriage, ed. Don Jackson.
"The Family of the Schizoohrenic: A Model System'" by

Jay Haley. Science & Behavior Books Inc. Palo Alto,
California, 1968, pp 171-197.
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along with them. This turns the transaction into a power
struggle, which usually works in the opposite direction.
It is possible that at this point in time, things are so
ruptured nothing can be done. The chances are pretty
good that if your family members live under the same
roof, they will be willing to at least try.

I have seen much pain in families. Each one has
moved me deeply. Through this book I hope to ease that
pain in families whom I may never have a chance to meet
personally. In doing so, I hope also to prevent the pain
from continuing into the families their children will form.
Some human pain is unavoidable, of course. But as a
people, we don’t always put our efforts in the right place, to
change what we can and to work out creative ways to live
with what we can’t change.

There is some possibility that just reading this book
may evoke a little pain for you. After all, facing ourselves
has its painful moments. But if you think there mayv be a
better way of living together as a family than the way you
are living now, I think you’ll find this book rewarding.

C— /:Q
P
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LIUED 1L [CTHEUUU LU yUR (U BUC UL yOWT [Urrily rignt
now? 1

That question would never have occurred to most
of the families | have worked with. Before they came to
me, living together was something they just took for
granted. If there was no visible family crisis, everyone
assumed that everyone else was satisfied with the situation.
I suspect many of the individual family members didn't
dare face such a question—they felt stuck in the family. for
better or for worse, and knew no ways to change things.

Do you feel you are living with friends, people vou
like and trust, and who like and trust you?

This question has usually brought me the same
puzzled replies. “Gee, I've never thought abou: that:
they’re just my family—as though family members were
somehow different from people!

Isit fun and exciting to be a member of your family?

Yes, there really are families in which the members
find home one of the most interesting and rewarding places
they can be. But many people live year after year in fam-
ilies that are a threat to them, a burden, or a bore.

If you can answer “‘yes’’ to those three questions, |
am certain vou live in what I call a nurturing family. If you
answer "‘no’’ or ‘“not often,” you probably live in a family
that is more or less troubled.

After knowing hundreds of families, I find that each
one can be placed somewhere along a scale from very
nurturing to very troubled. The nurturing families are indi-
vidual ones, yet I see many similarities in the way these
families operate. Troubled families, too, no matter what
the nature of their visible problems, seem to have much in
common. I would like now to draw vou a word picture of
each type of family, as I have observed them. Of course,
neither picture will fit any specific family exactly, but in



one or the other you may recognize some part of your own
family in action.

The atmosphere in a troubled family is easy to feel.
Whenever I am with such a family, I quickly sense that I am
uncomfortable. Sometimes it feels cold, as if everyone were
frozen; the atmosphere is extremely polite, and everyone
is obviously bored. Sometimes it feels as if everything were
constantly spinning, like a top; you get dizzy and can’t find
your balance. Or, it may have an air of foreboding, like
the Iull before a storm, when thunder may crash and tight-
ning strike at any moment. Sometimes the air is full of
secrecy, as in a spy headquarters.

When I am in any of these kinds of troubled atmo-
spheres, my body reacts violently. My stomach feels queasy;
my back and shoulders soon ache, and so does my head. I
used to wonder if the bodies of the people who lived in
that family responded as mine did. Later, when I knew
them better and they became free enough to tell me what
life was like in their family, I learned that they did indeed
feel the same way. After having this kind of experience
over and over again, I began to understand why so many of
the members of troubled families were beset with physical

humor is caustic, sarcastic, even cruel. The adults are so
busy telling their child what to do and what not to do
that they never find out who he is, never get to enjoy him
as a person. As a result, he never gets to enjoy his parents
as people, either. It often comes as a great surprise to
members of troubled families that they actually can enjoy

one another. 8
When I would see whole families in my office who

were trying to live together in such an atmosphere, I used
to wonder how they managed to survive. I discovered
that in some people simply avoided one another; they
became so involved in work and other outside activities
that they rarely had much real contact with the family.

It is a sad experience for me to be with these
families. I see the hopelessness, the helplessness, the loneli-
ness. | see the bravery of people trying to cover up—a
bravery that can eventually kill them. There are those who
are still clinging to a little hope, who can still bellow or nag
or whine at each other. Others no longer care. These
people go on year after year, enduring misery themselves
or, in their desperation, inflicting it on others.

Traditionally, we have looked upon the family as
the place where we could find love and understanding and
support, even when all else failed: the place where we
could be refreshed and “‘recharged” to cope more effectively
with the world outside. But for millions of troubled
families, this is a myth.

In our big urban, industrial society, the institutions
we must live with have been designed to be practical,
efficient, economical, profitable—but rarely to protect and
serve the human part of human beings. Nearly everyone
experiences either poverty or discrimination or unrelenting
world pressures or other consequences of our inhuman
social institutions. For people from troubled families, who
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ills. Their bodies were simply reacting humanly to a very
inhuman atmosphere.*

In troubled families the bodies and faces tell of
their plight. Bodies are either stiff and tight, or slouchy.
Faces look sullen, or sad, or blank like masks. Eyes look
down and past people. Ears obviously don’t hear. Voices
are either harsh and strident, or barely audible.

There is little evidence of friendship among indi-
vidual family members, little joy in one another. The
family seems to stay together through duty. with people
Just trying to tolerate one another. Now and then I would
see someone in a troubled family make an effort at light-
ness, but his words would fall with a thud. More often

*Perbaps you will find the reactions I describe bere surprising
Everybody - every body —bas some kind of pbysical reaction to the
individuals around bim, but many people are not aware of it. Most
of us bave been taught as we grew up to ‘turn off” these feelings.
.Witb years of practice one may turn them off so successfully that be
i1s totally unaware that be is reacting until, bours later, he has a
beadache or an aching shoulder or an upset stomach. Even then be
may. not understand why. As a therapist [ bave learned to be tuned
into these feelings in myself and to recognize the signs of them in iy
patients. They tell me a good deal about what is actu;zlly going on

bet‘zf)een us. I bhope this book will belp you learn to recognize these
useful clues in yuurself,

are even harder to'bear.

No one would intentionally pick this troubled way
of living. Families accept it only because they know oi no
other way.

Stop reading for a few minutes and think about
some families you know that would fit the description
“troudbled.” Did the family you grew up in have some of
these characteristics? Does the family you are living in
now? Can you discover any signs of trouble that you
haven’t been aware of before?

How different it is to be with a nurturing family'
Immediately, I can sense the aliveness, the genuineness.
honesty, and love. I feel the heart and soul present as weli
as the head.

I feel that if I lived in such a family, I would be
listened to and would be interested in listening to others:
I would be considered and would wish to consider others:
I could openly show my affection as well as my pain and
disapproval; I wouldn’t be afraid to take risks because
everyone in my family would realize that some mistakes
are bound to come with my risk-taking—that my mistakes
are a sign that [ am growing. I woul!d feel like a person in
my own right—noticed, valued, loved, and clearly asked to
notice, value, and love others.

One can actually see and hear the vitality in such
a family. The bodies are graceful, the facial expressions
relaxed. People look at one another, not through one
another or at the floor; and they speak in rich, clear voices.
There is a flow and harmony in their relations with one
another. The children, even as infants, seem open and
friendly, and the rest of the family treats them very much
as persons.

The house where these people live tends to have a
lot of light and color. It is clearly a place where people live,




planned for their comfort and enjoyment, not as a show-
place for the neighbors.

When there is quiet, it is a peaceful quiet, not the
stillness of fear and caution. When there is sound, it is the
sound of meaningful activity, not the thunder of trying to
drown out everyone else. Each person seems to know that
he will have his chance to be heard. If his turn doesn’t
come now, it is only because there isn’t time—not because
he isn’t loved.

People seem comfortable about touching one
another and showing their affection, regardless of age. The
evidence of loving and caring isn’t limited to carrying out
the garbage, cooking the meals, or bringing home the pay-
check. People show it also by talking openly and listening
with concern, by being straight and real with one another,
by simply being together.

Members of a nurturing family feel free to tell each
other how they feel. Anything can be talked about—the
disappointments, fears, hurts, angers, criticisms as well as
the joys and achievements. If Father happens to be bad-
humored for some reason, his son can say frankly, “Gee,
Dad, you’re grouchy tonight.” He isn’t afraid that Father
will bark back, “How dare you talk to your father that

way!” Instead, Father can be frank, too: “I sure am
grouchy. [ had a hell of a day today!” To which his son
may reply. “Thanks for telling me, Dad. I thought you
migk:t have felt grouchy with me.”

Nurturing families show evidence of planning, but
if something interferes with the plan, they can readily make
adjustments. This way they are able to handle more of
life’s problems without panicking. Suppose, for example,
that a child drops and breaks his glass. In a troubled family,
this accident could lead to a half-hour lecture, a spanking,
and perhaps sending the child away to his room in tears. In
a nurturing family, more likely someone would remark,

= ———

a learning opportunity, which raises the child’s self-worth,
rather than as a cause for punishment, which puts the self-
worth in question. In the nurturing family it is easy to
pick up the message that human life and human feelings are
more important than anything else.

These parents see themselves as leaders, not bosses,
and they see their job as primarily one of teaching their
child how to be truly human in all situations. They readily
acknowledge to the child their poor judgment as well as
their good judgment; their hurt, anger, or disappointment as
well as their joy. Their behavior toward him matches what
they tell him. (How different from the troubled parent
who tells his children not to hurt each other, but slaps
them himself whenever they displease him.)

Vital, nurturing parents know they have to learn
leadership; they didn’t get it automatically the day their
first child was born. Like all good leaders, they are careful
of their timing, watching for an opportunity to talk to their
child when he can really hear them. When a child has mis-
behaved, the father or mother moves physically close to
him, to offer him support. This will help the offending
child to overcome his fear and guilty feelings, and make the
best use of the teaching the parent is about to offer.

Recently, I saw a mother in a nurturing family
handle a troublesome situation very skillfully and humanly.
When she noticed that her two sons, ages five and six,
were fighting, she calmly separated the boys, took each
by the hand, and sat down with one son on either side of her.
Still holding their hands, she asked each of them to tell
her what was going on. She listened to one and then the
other intently, and by asking questions she slowly pieced
together what had happened: the five-year-old had taken a
dime from the six-year-old’s dresser. As the two boys talked
about their hurts and feelings of injustice, she was able to
help them make new contact with one another, return the
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“Well, Johnny, you broke your glass. Did you cut your-
self? I’ll get you a Band-Aid, and then you take a broom
and sweep up the pieces.” If the parent had noticed that

X

-i:_

Johnny had been holding the glass precariously, he might
add, “I think the glass dropped because you didn’t have
both hands around it.” Thus the incident would be used as

dime to its rightful owner, and pave the way for better
ways of dealing with each other. Furthermore, the boys
had a good lesson in constructive problem-solving.

Parents in nurturing families know that their child-
ren are not intentionally bad. If someone behaves destruc-
tively, they realize that there has been some misunder-
standing or someone’s self-esteem is dangerously low.
They know that a child can learn only when he is valuing
himself and feeling valued, so they don’t respond to his
actions in a way that will make him feel devalued. They
know that even when it is possible to change behavior by
shaming or punishing, the scar that results is not easily or
quickly healed.

When a child must be corrected, as all children
must at one time or another, nurturing parents rely on
listening. touching, understanding, careful timing, being
aware of the child’s feelings and his natural wish to learn
and to please. These things all help them to be effective
teachers.

Rearing a family is probably the most difficult job
in the world. It resembles a merger of two business firms.
putting their respective resources together to make a single
pfo_dHct. All the potential headaches of that operation are
present when an adult male and an adult female join to
steer a child from infancy to adulthood. The parentsin a
nurturing family realize that problems will come along,
simply because life offers them, but they will be alert to
creative solutions for each new problem as it appears.
Troubled families, on the other hand, put all their energies
into the hopeless attempt to keep problems from happening;
when they do happen—and, of course, they always do—these
people have no resources left for solving them.

Perhaps one of the distinguishing features of nur-
turing parents is that theyv realize that change is inevitable:
children change quickly from one stage to another, nurtur-




ing adults never stop growing and changing; and the world
around us never stands still. They accept change as an
unavoidable part of being alive and try to use it creatively
to make their families still more nurturing.

Can you think of a family that you would call
nurturing at least part of the time? Can you remember a
time recently when your own family could be described as
nurturing? Try to remember how it felt to be in your
family then. Do these times happen often?

Some people may scoff at my picture of the nur-
turing family and say it isn’t possible for any family to live
that way. To them I would say, I have had the good fortune
to know a number of these kinds of families intimately, and
it is possible. Alas, only four families in perhaps a hundred
know how to do it.

Others may protest that with all the pressures of
daily living there just isn’t time for most people to over-
haul their family lives. To them I would say, we had better
find the time; it is @ matter of survival. I consider this our
first priority. Troubled families make troubled people and
thus contribute to crime, mental illness, alcoholism, drug
abuse, poverty, alienated youth, political extremism, and
many other social problems. If we don’t give our best
efforts to developing the family and making people who are
more truly human, I see our present social problems growing
worse and worse, perhaps ending in extinction for us all.

But if the price of failure is high, so is the reward if
we succeed. Everyone who holds a position of power or
influence in the world was once an infant. How he uses
his power or influence depends a good deal on what he
learned in the family as he was growing up. If only we can
help troubled families become nurturing—and nurturing ones
even more nurturing—the impact of their increased human-
ity will filter out into government, education, business,

closeness between them. Every interaction between two

people has a powerful impact on the respective worth of each
and what happens between them.

If encounters between a couple become doubt-pro-
ducing, the individuals involved begin to feel low pot about
themselves. They begin to look elsewhere—to work, to chil-
dren, Lo other heterosexual partners. If a husband and wife
begin to have sterile and lifeless encounters, they eventually
become bored with one another. Boredom leads to in-
difference, which is probably one of the worst human feelings
there is and, incidentally one of the real causes of divorce. I
am convinced that anything exciting, even if it’s dangerous, is
preferable to boredom. Fighting is better than being bored.
You might get killed from it, but at least you feel alive while
it’s going on.

& \3 Y )
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If, on the other hand, communication between a
couple produces something new and interesting, then alive-
ness and/or new life comes into being; there develops a
deepening, fulfilling relationship, and each feels better about
himself and the other.

I hope that now after the many exercises you have
experienced, my earlier words about the communication pro-
cess will have more meaning: communication is the greatest
single _Eggg_)_ij affecting a person’s health and his relationship

to mers.
Cem———
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religion, all the fields that determine the quality of our
lives.

I'am convinced that any troubled family can become
a nurturing one. Most of the things that cause families to
be troubled are learned after birth. Since they are learned,
they can be unlearned; and new things can be learned in
their place. The question is, how?

First, you need to recognize that your familyvis a
troubled family.

Second, you need to have some hope that things can
be different.

Third, you need to take some action :o start the
changing process.

As you begin to see the troubles in vour family
more clearly. it will help you to realize that, whatever may
have happened in the past, it represented the hest yo;J
knew how to do at the time. There is no reason for anvone
to feel guilty himself or to blame others in the family.
The chances are that the causes of your family pain have
been invisible to all of you—not because you don’t want to
see them but because either you don’t know where 10 look
for them or you have been taught to view life through
mental *‘glasses” that keep you from seeing certain things.

In this book you will begin to take off those glasses
and look directly at the things that cause joy or pain in

family life. The first is seif-worth. %\

SN

After thirty vears of listening to literally thousands of
interactions among people. 1 gradually became aware of certain
seemingly universal patterns in the way people communicated.

Whenever there was any stress, over and over agaln
I observed four ways people had of handling it. These four
patterns occurred only when one was reacting to stress
and at the same time felt his self-esteem was involved—‘his
pot got hooked.” In addition, the “hooked™ one felt he
could not say so. Presence of stress alone need not ‘hook
your pot, incidentally. Stress might be painful or annoying,
but that isn’t the same as doubting your own worth.

The four patterns of communication (which will be
dealt with in detail later in this chapter) are: pw,
blaming. computing, and distracting.

T As I went into this more deeply I began to see that
the self-esteem (pot) became hooked more easily when a per-
son had not really developed a solid, appreciative sense of
his own worth. Not having his own, he would use another’s
actions and reactions to define himself. If someone called
him green, he would agree with no checking and take the
other’s comment as one fitting him. He was green because the
other person said so. It’s easy for anyone with doubts about
his own worth to fall into this trap.

Do you know your internal feeling when your pot
gets hooked? When mine does, my stomach gets knots, my
muscles get tight, I find myself holding my breath, and I
sometimes feel dizzy. While all this is going on I find that my
thoughts concern the pot dialogue I am having with myself.
The words are variations of ‘“Who cares about me? [ am
unlovable. I can never do anything right. I am a nothing.”
Descriptive words for this condition are embarrassed, anxious,
incompetent.

What I say at this point might be quite different from
anything [ am feeling or thinking. If I feel the only way out
of my dilemma is to make things right with you so you will



think I am lovable, etc., I will say whatever I think would fit.
It would not matter if it were true or not. What matters is my
survival. and I have put that in your hands.

Suppose, instead, I keep my survival in my hands.
Then when my pot is hooked, I can say straight out what I
think and feel. I might feel some initial pain at exposing my
“weaknesses’’ and taking the risk that I believe goes with that,
but I avoid the greater pain of hurting myself physically.
emotionally, intellectually, socially, and spiritually, as well
as avoiding giving you double-level messages.

It’s important at this point to understand that every
time you talk, all of you talks. Whenever you say words, your
face, voice, body, breathing, and muscles are talking, too.
A simple diagram is as follows:

Verbal communication = words

Body/sound communication = facial expression
body positicn
muscle tonus
breathing tempo
voice tone

What we are essentially talking about in these four
patterns of communication are double-level messages. In all
) four instances your voice is saying one thing, and the rest of

N you is saying something else. Should you be interacting with

someone who responds in double-level messages, too, the
results of your interactions are often hurtful and unsatis-

\_ factory.

The troubled families I have known all have handled
their communication through double-level messages. Double-
level messages come through when a person holds the following
views:

1 feel terrible

It is my belief that any family communication not
leading to realness or straight, single levels of meaning cannot
possibly lead to the trust and love that, of course, nourish
members of the family.

Remember that what goes on in a moment in time
between two people has many more levels than are visible on
the surface. The surface represents only a small portion of
what is going on, much in the same way that only a very
small part of an iceberg is visible.

Thus in the following:

“Where were you last night?’’

“You are always nagging me!”’

Something is happening to each person in relation to
himself.

Something is happening to the perception by each of
the other.

The ensuing direction of the relationship can go toward
distrust, personal low pot, frustration, or, on the other hand,
it can be the beginning of new depth and trust.

Let’s take a closer look at these universal patterns
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He has low self-esteem (low pot) and feels he is
bad because he feels that way.

He feels fearful about hurting the other’s feelings.

He worries about retaliation from the other.

He fears rupture of the relationship.

He does not want to impose.

> ok W

He does not attach any significance to the person or
the interaction itself.

In nearly all of these instances the person is unaware
that he is giving double-level messages.

So the listener will be confronted by two messages,
and the outcome of the communication will be greatly
influenced by his response. In general, these are the pos-
sibilities: pick up the words and ignore the rest; pick up the
non-word part and ignore the words; ignore the whole message
by changing the subject, leaving, going to sleep, or com-
menting on the double-level nature of the message.

For example, if I have a smile on my face and the
words, “I feel terrible,” come out of my mouth, how will
you respond? Picking up on the possibilities outlined in the
last paragraph, you might respond to the words and say,
“That’s too bad,” to which I can respond, “I was just kid-
ding.”” Your second choice is to respond to the smile and say,
“You look great,” in which case I can say, “How can you say
that!” Your third choice is to ignore the whole thing and go
back to your paper, in which case I would respond, “What'’s
the matter? Don’t you give adamn?”” Your fourth choice is
to comment on my double message: ‘I don’t know what
you’re telling me. You're smiling, yet you tell me you're
feeling bad. What gives?” In this case I have a chance to re-
pond, “I didn’t want to impose on you,” and so on.

Let yourself imagine what kinds of results there could
be if each of the above were the basis of communication
between two people.

of response people use to get ‘arourid the threat of rejec :
In all cases the individual is feeling and reacting to the threat,
but because he doesn’t want to reveal ““weakness’ he attempts
to conceal it in the following ways:

1. Placate so the other person doesn’t get mad;

2. Blame so the other person will regard you as
strong (if he goes away it will be his fault,
not yours);

3. Compute with the resultant message that you are
attempting to deal with the threat as though
it were harmless, and you are trying to establish
your self-worth by using big words;

4. Distract so vou ignore the threat, behaving as
though it were not there (maybe if you do
this long enough, it really will go away).

Our bodies have come to accommodate our feeling
of self-worth whether we realize it or not. If our self-worth
is in question, our bodies show it.

With this in mind I have devised certain physical
stances to help people get in touch with parts of themselves
that are obvious to other people but not to themselves. All
I did was exaggerate and expand the facial and voice messages
into the whole body and make it so exaggerated that nobody
could miss it.

To help clarify the responses (we are actually going to
play out these roles in communication games in the next
chapter), I have included a simple word-diagram with each
descriptive section.

PLACATER

(1) Words agree (“Whatever you want is okay. Iam
just here to make you happy.™)



Body placates (‘I am helpless.”)

Insides (*‘I feel like a nothing; without
him [ am dead. I am worthless.”’)

The placater always talks in an ingratiating way, trying
to please, apologizing, never disagreeing, no matter what.
He’s a “‘ves man.” He talks as though he could do nothing
for himself; he must always get someone to approve of him.
You will find later that if you play this role for even five
minutes, you will begin to feel nauseous and want to vomit.

A big help in doing a good placating job is to think of
yourself as really worth nothing. You are lucky just to be
allowed to eat. You owe everybody gratitude, and you really
are responsible for everything that goes wrong. You know
you could have stopped the rain if you used your brains, but
you don’t have any. Naturally yvou will agree with any
criticism made about you. You are, of course, grateful for
the fact that anyone even talks to you, no matter what they
say or how they say it. You would not think of asking any-
thing for yourself. After all, who are vou to ask? Besides, if
you can just be good enough it will come by itself.

Be the most syrupy, martyrish, bootlicking person
you can be. Think of yourself as being physically down on
one knee, wobbling a bit, putting out one hand in a begging
fashion, and be sure to have your head up so your neck will
hurt and your eyes will become strained so in no time at all
you will begin to get a headache.

When you talk in this position your voice will be
whiny and squeaky because you keep your body in such a
lowered position that you don’t have enough air to keep a
rich, full voice. You wiil be saying "yes” to everything, no
matter what you feel or think. The placating stance is the
body position that matches the placating response.

BLAMER
(2) Words disagree (““You never do anything right.
What is the matter with you?”)
Body blames (“I am the boss around here.”)
Insides (“I am lonely and unsuccessful.”)

The blamer is a fault-finder, a dictator, a boss. He
acts superior, and he seems to be saying, *If it weren't for
you, everything would be all right.” The internal feeling is
one of tightness in the muscles and in the organs. Meanwhile
the blood pressure is increasing. The voice is hard, tight,
and often shrill and loud.

Good blaming requires you to be as loud and tyran-
nical as you can. Cut everything and everyone down.

As a blamer it would be helpful to think of yourself
pointing your finger accusingly and to start your sentences
with *‘You never do this or you always do that or why do you
always or why do you never . . .” and so on. Don’t bother
about an answer. That is unimportant. The blamer is much
more interested in throwing his weight around than really
finding out about anything.

Whether you know it or not, when you are blaming
you are breathing in little tight spurts, or holding your breath
altogether, because your throat muscles are so tight. Have
you ever seen a really first-rate blamer whose eyes were
bulging, neck muscles and nostrils standing out, who was
getting red and whose voice sounded like someone shoveling
coal? Think of yourself standing with one hand on your hip
and the other arm extended with your index finger pointed
straight out. Your face is screwed up, your lips curled, your
nostrils flared as you tell, call names, and criticize everything
under the sun. Your blaming stance looks like this:
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You don’t really feel you are worth anything, either. So if
you can get someone to obey you, then you feel you count
for something.



COMPUTER
(3) Words ultra- (“'If one were to observe carefully,
reasonable one might notice the workworn
hands of someone present here.”)

Body computes (“I’m calm. cool, and collected.”)

Insides (*‘I feel vulnerable.”)

The computer is Very correct, very reasonable with no
semblance of any feeling showing. He is calm, cool, and
collected. He could be compared to an actual computer or a
dictionary. The body feels dry, often cool, and disassociated.
The voice is a dry monotone, and the words are likely to be
abstract.

When you are a computer, use the longest words
possible, even if you aren’t sure of their meanings. You will at
least sound intelligent. After one paragraph no one will be
listening anyway. To get yourself really in the mood for this
role, imagine that yourspine is a long, heavy steel rod reaching
from your buttocks to the nape of your neck, and you have a
ten-inch-wide iron collar around your neck. Keep everything
about yourself as motionless as possible, including your
mouth. You will have to try hard to keep your hands from
moving, but do it.

When you are computing, your voice will naturally go
dead because you have no feeling from the cranium down.
Your mind is bent on being careful not to move, and you are
kept busy choosing the right words. After all, you should
never make a mistake. The sad part of this role is that it
seems to represent an ideal goal for many people. “Say the
right words; show no feeling; don’t react.”

Your computer position stance will look like this:

DISTRACTER
(4) Words irrelevant (the words make no sense)
Body angular and off somewhere else
Insides (“Nobody cares. There is no place

for me.””)

Whatever the distracter does or says is irrelevant to
what anyone else is saying or doing. He never makes a
response to the point. His internal feeling is one of dizziness.
The voice can be singsong, often out of tune with the words,
and can go up and down without reason because it is focused
nowhere.

When you play the distracting role, it will help you to
think of yourself as a kind of lopsided top, constantly spinning,
but never knowing where you are going, and not realizing it
when you get there. You are too busy moving your mouth,
your body, your arms, your legs. Make sure you are never
on the point with your words. Ignore everyone’s questions;
maybe come back with one of your own on a different sub-
ject. Take a piece of imaginary lint off someone’s garment,
untie shoelaces, and so on.

Think of your body as going off in different directions
at once. Put your knees together in an exaggerated knock-
kneed fashion. This will bring your buttocks out, and make it
easy for you to hunch your shoulders and have your arms
and hands going in opposite directions.

At first this role seems like a relief, but after a few
minutes of play, the terrible loneliness and purposelessness
arise. If you can keep yourself moving fast enough, you
won’t notice it so much.

You will look like this:
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As practice for yourself, take the four physical stances
I have described, hold them for just sixty seconds and see
what happens to you. Since many people are unaccustomed
to feeling their body reactions, you may find at first that
you are so busy thinking you aren’t feeling. Keep at it, and
you will begin to have the inteérnal feelings you’ve experienced
so many times before. Then the moment you are on your
own two feet and are freely relaxed and able to move, you
find your internal feeling changes.

It is my hunch that these ways of communicating are
learned early in childhood. As the child tries to make his way
through the complicated and often threatening world in
which he finds himself, he uses one or another of these
means of communicating. After enough use he can no longer
distinguish his response from his feeling of worth or his
personality.

Use of any of these four responses forges another
ring in an individual’s feeling of low self-worth or low pot.
Attitudes prevalent in our society also reinforce these ways
of communicating—many of which are learned at our mother’s
knee.

“Don’t impose; it’s selfish to ask for things for your-
self,” helps to reinforce placating.

“Don’t let anyone put you down; don’t be a coward.”
helps to reinforce blaming.

“Don’t be so serious. Live it up! Who cares?”’ helps
to reinforce distracting.

At this point you may well be wondering if there is
any hope for us at all if these four crippling modes of com-
munication are all we have. Of course they are not.

There is a fifth response that I have called leveling or
flowing. In this response all parts of the message are going in
the same direction—the voice says words that match the
facial expression, the body position, and the voice tone.
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Relationships are easy, free and honest, and th-re are few
threats to self-esteem. With this response there is no need to
blame, retreat into a computer, or to be in perpetual motion.

Of the five responses only the leveling one haz any
chance to heal ruptures, break impasses, or build bridges
between people. And lest leveling seem too unrealistic to
you, let me assure you that you can still placate if vou
choose, blame if you like, be on a head trip, or be distracting.
The difference is you know what you are doing and are pre-
pared to take the consequences for it.

So when you are leveling you apologize in reality when
yourealize you’ve done something you didn’t intend. You are
apoldgizing for an act not for your existence. There are times
when you need to criticize and evaluate. When you do this in
a leveling way, you are evaluating an act, not blaming the per-
son, and there is usually a new direction you have to offer.
There are times when you're talking about intellectual kinds
of things such as giving lectures, making explanations. giving
directions, and so on, where precise word meanings are es-
sential. When you are leveling in this area, you are still showing
your feelings, moving freely while you’re explaining. You
aren’t coming off like a machine. So many people who make
their livings with their brains—scientists, mathematicians, ac-
countants, teachers, and therapists—come off like machines
and epitomize the computing response. In addition. there are
times when you want to or need to change the subject. In the
leveling 1esponse you can say what you want to instead of
hopping all over the place.

The leveling response is real for whatever is. If a
leveler says, “I like you.” his voice is warm and he looks at
you. If his words are, ’I am mad as hell at you,” his voice is
harsh, and his face is tight. The message is single and straight.

Another aspect of the leveling response is that it repre-
sents a truth of the person at a moment in time. This is in



contrast, for example, to a blaming response where the person
is feeling helpless, but is acting angry—or is hurting, but is
acting brave.

A third aspect of the leveling response is that it is
whole, not partial. The body, sense, thoughts, and feelings
all are shown, in contrast to computing, for example, where
nothing moves but the mouth and that only slightly.

There is an integration, a flowing, an aliveness, an
openness and what I call a juiciness about a person who is
leveling. You trust him, you know where you stand with him,
and you feel good in his presence. The position is one of
wholeness and free movement. This response is the only one
that makes it possible to live in an alive way, rather than a
dead way.

Now, to help you distinguish more clearly between a
given subject and the different ways of expressing oneself
about that subject, let me present five ways of apologizing in
the five ways of communicating. This can also serve as a kind
of demonstration before actually playing the games in the
next chapter. Let’s imagine that I have just bumped your arm.
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Placating (looking down, wringing hands): ‘“Please forgive
me. I am just a clumsy oaf.”

Blaming: “Ye gods, I just hit your arm! Keep it in next time
so I won’t hit it!”

Computing: “1 wish to render an apology. I inadvertently
struck your arm in passing. If there are any damages, please
contact my attorney.”

Distracting (looking at someone else): ‘“‘Gee, some guy’s
mad. Must’ve got bumped.™
Leveling (looking directly at the person): *‘I bumped vou.

I'm sorry. Are you hurt?”

. Let’s take another imaginary situation. I am your
father, and there is something wrong in what you, my son.
are doing.

Plagcating (coming up with a hushed voice, downcast face):
“I'm — uh — uh — gosh, gee, Jim, I — am sorry — you feeling
okay? You know — promise me you won’t get mad — no.
you’re doing okay, it’s just — maybe you could do a littie
better? Just a little, maybe? Hm?”
Blaming: “For Christ’s sake, don’t you know anything. yvou
dumb cluck?”’
Computing: “*We are making a survey of our family efficiency.
We find that in this department, namely with you, that
efficiency is beginning to go down. Would you have any
commments to make?”
Distracting (talking to his other son, standing next to Jim):
“Say, Arnold, is your room about the same as Jim's? No,
nothing wrong—I was just taking a walk through the house.
Tell Jim to see his mother before he goes to bed.”
Leveling: ““Jim, your room is in bad shape. You havenT
made your bed since yesterday. We need to stop, take a look,
and see what’s wrong.”

It’s anything but easy to break old habit patterns and
become a leveler. One way in which you might be helped to
achieve this goal is through learning what some of the fears



are that keep you from leveling. To thwart the rejection we so
fear, we tend to threaten ourselves in the following ways:

I might make a mistake.

Someone might not like it.
Someone will criticize me.

I might impose.

He will think I am no good.

I might be thought of as imperfect.
He might leave.

Nk e

When you can tell yourself the following answers to
the foregoing statements, you will have achieved real growth:

1. You are sure to make mistakes if you take any

action, especially new action.

2. You can be quite sure that there will be someone
who won’t like what you do. Not everyone

_ likes the same things.

Yes, someone will criticize you. You really aren’t
perfect. Some criticism is useful.

4. Sure! Every time you are in the presence of
another person, speak to him, and interrupt
him, you impose!

So maybe he will think you’re no good. Can you
live through it? Maybe sometimes you aren’t
so hot. Sometimes the other person is “putting
his trip on you.” Can you tell the difference?

6. If you think of yourself as needing to be perfect,
the chances are you will always be able to find
imperfection.

7. So he leaves. Maybe he should leave, and anyway,
you’ll live through it.

These attitudes will give you a good opportunity to

stand on your own two good feet. It won’t be easy and it

5
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won’t be painless, but it might make the difference as to
whether or not you grow.

With no intention of being flippant. I do think that
most of the things we use to threaten ourselves and that affect
our self-worth turn out to be tempests in teapots. One way I
helped myself through these threats was to ask myself if I
would still be alive if all these Imagined threats came true. If
I could answer yes, then I was okay. I can answer ves to all of
them now.

I will never forget the day I found cut that lots of
other people worried about these same silly threats as I did.
I had thought for years I was the only one, and I kept myself
busy trying to outwit them, and at the same time doing my
best to conceal the threats. My feeling was—what if somebody
found out? Well, what if somebody did? We all use these
same kinds of things to threaten ourselves.

By now you must realize that this isn’t some kind of a
magical recipe, but the leveling response is actually a way of
responding to real people in real life situations that permit
you to agree because you really do, not because you think
you should; disagree because you really do, not because you
think you won’t make points unless you do: use your brain
freely, but not at the expense of the rest of you: to change
courses, not to get you off the hook, but because vou want to
and there is a need to do so.

What the leveling response does is make it possible
for you to live as a whole person—real, in touch with your
head, your heart, your feelings, and your body. Being a
leveler enables you to have integrity, commitment, honesty,
intimacy, competence, creativity, and the ability to work with
real problems in a real way. The other forms of communication
result in doubtful integrity, commitment by bargain, dis-
honesty, loneliness, shoddy competence, strangulation by
tradition, and dealing in a destructive way with fantasy
problems.




It takes guts, courage, some new beliefs, and some
new skills to become a leveling responder. You can't fake it.

Unfortunately there is little in society that reinforces
this leveling response. Yet people are actually hungry for
this kind of straightness and honesty. When they become
aware of it and are courageous enough to try it. distances
between people are shortened.

I did not come to this formulation via religion or
through the study of philosophv. I came to it through a
tough, trial-and-error way, trying to help people who had
serious life problems. I found that what healed peocple was
getting them to find their hearts, their feeling. their bodies,
their brains, which once more brought them to their souls
and thus to their humanity. They could then express them-
selves as whole people, which, in turn, helped them to greater
feelings of self-worth (high pot), to nurturing relationships
and satisfying outcomes.

None of these results is possible through the use of
the four c'rippling ways of communication. 1 have found
these, incidentally, as inevitable outcomes of the way authority
is taught in famliies and reinforced by much of our society.
What is so sad is that these four ways have become the most
frequently used among people and are viewed by many as the
most possible ways of achieving communication.

From what I have seen I’'ve made some tentative con-
clusions about what to expect when I meet new groups of
people. Fifty percent will say yes no matter what they feel or
think (placate); 30 percent will say no, no matter what they
feel or think (blame); 15 percent will say neither yes nor no
and will give no hint of their feelings (compute); and 1/2 per-
cent will behave as if yes, no, or feeling did not exist
(distracting). That leaves only 4 1/2 percent whom I can
expect to be real and to level. My colleagues tell me [ am
optimistic, saying the leveling response is probably found in
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only 1 percent of our population. Remember this i5 not
validated research. It is oniy a clinical hunch. In the vernacular
it would seem we are all a bunch of crooks—hiding ourselves
and playing dangerous games with one another.

At this point I want to make an even more drastic
statement. If you want to make your body sick, become
disconnected from other people, throw away your beautiful
brain power, make yourself deaf, dumb, and blind, using the
four crippling ways of communication will in great measure
help you to do it.

I feel very strongly as I write this. For me, the feelings
of isolation, heiplessness, feeling unloved, low pot, or incom-
petence comprise the real human evils of this world. Certain
kinds of communication will continue this and certain kinds
of communication can change it. What I am trying to do in
this chapter is make it possible for each person to understand
the leveling response so he can recognize and use it.

I would like to see each human being value- and
appreciate himself, feel whole, creative, competent. healthy,
rugged, beautiful, and loving.

Despite the fact that I have exaggerated these dif-
ferent ways of communication for emphasis, and they may
even seem amusing, I am deadly serious about the kiiling
nature of the first four styles of communication.

In the next chapter, when you play the games I have
invented, you will be able to experience exactly what these
ways of communication are like, and you will be able to
understand very quickly the toll they take of your body, the
distrust that is formulated in your relationships with others
and the blah, disappointing, and many times disastrous out-
comes that ensue.






this behavior is formally the same as that of the schizophrenic who
becomes frightened and enters his doctor's office asking if this is
Grand Central Station, He behaves as if he is seeking reassurance
and simultaneously qualifies that behavior by a denial of it. The
difference lies in the fact that his denial itself is qualified incon-
gruently--he negates the denial by making it clearly fantastic.

A logical hypothesis about the origin of schizophrenic behavior,
when the behavior is seen in communications terms, would involve
the family interaction of the patient.5 ) If a child learned to relate
to people in a relationship with parents who constantly induced him
to respond to incongruent messages, he might learn to work out
his relationships with all people in those terms. It would seem to
follow that the control of the definition of relationships would be a
central problem in the origin of schizophrenia.

5)For a fuller discussion of the family of the schizophrenic see
Jay Haley, "The Family of the Schizophrenic; a Model System, "

J. of Nervous and Mental Disease, 129:357-374, 1959. (See p.171
this vol.) ’

I COMMUNICATION, SYSTEMS, AND PATHOLOGY

THE FAMILY OF THE SCHIZOPHRENIC: A MODEL SYSTEM

Jay Haley

This paper will attempt o show that schizophrenic behavior
serves a function within a particular kind of family organization.
The emphasis in this desc ription will be on the interactive behav-
jor of the schizophrenic and his parents rather than on their ideas,
beliefs, attitudes, or psychodynamic conflicts. This work is
largely based on an examination of a small sample of families par=
ticipating in therapeutic sessions where parents and schizophrenic
child, as well as siblings, are seen together and recorded. An
excerpt from a recording of a family session will be presented and
analyzed in terms of the observable behavior of family members,
to illustrate the hypothesis that the family of the schizophrenic is
a special kind of system which can be differentiated from other
family systems.

The hypothesis that schizophrenia is of family origin has led to
a number of investigations of schizophrenic patients and their par-
ents. These studies include both impressions of family, members
and attempts at statistical measurement of individual traits of par-
ents or the conflict between them. Typically the mother of the
schizophrenic is described as dominating, overprotective, manipu-
lative of the child and father, and also overtly rejecting (18). The
father is usually described as weak and passive, holding aloof from
the patient (15, 17), and occasionally overtly rejecting and cruel
(8). Many investigators mention a certain percentage of fathers or
mothers who appear 'mormal."”

Besides reporting descriptions of the individuals in the family,
investigators report on the relationship between the parents on the
assumption that conflict between father and mother could be rela-

Reprinted from the JOURNAL GF NERVOUS AND MENTAL
DISEASE, 129:357-74, 1959. Copyright by the Williams and
wilkins Company, Baltimore; reproduced by permission.




ted to disturbance in the child. Lidz and Lidz (13) reported in 1949
that 20 of 35 schizophrenic patients had parents who were clearly
incompatible. Tietze (20) reported in the same year that 13 of 25
mothers of schizophrenic patients reported unhappy marriages and
nine marriages which were described as "perfect' were found by
the investigator to be otherwise. In 1950 Gerard and Siegal (7)
found strife between 87 per cent of the parents of 71 male schizo~
phrenic patients in contrast to 13 per cent found in the controls.

In the same year Reichard and Tillman (17) noted the unhappy mar-
riages of parents of schizophrenics. Frazee (8) in 1953 reported
that 14 of 23 parents were in severe conflict wiith each other and
none had only moderate conflict in contrast to 12 control parents
who had only moderate conflict. Lidz (16) reported in 1957 that

all of 14 families of schizophrenic patients contained marital re-
lationships which were seriously disturbed. Bowen (6) describes
the parents in this type of family as experiencing “emotional di-
vorce.'" Wynne uses the term "pseudo mutuality” to describe the
difficulties family members have with each other (23),

These studies provide strong evidence for conflict between the
parents of schizophrenics, but do not clarify what strife between
parents has to do with schizophrenia in a child. After all, there is
conflict between parents who do not have schizophrenic children.
Similarly, to show that the mothers of schizophrenic patients are
dominating and overprotective and the fathers weak and passive
does not clarify how schizophrenia is appropriate in families with
such parents. Psychiatric terminology secems particularly unsuit-
ed to this problem. The language of psychiatry either describes
the processes within an individual, such as his needs, fantasies,
anxieties, and so on, or provides static descriptions of two indivi-
duals in dominant-submissive or rejecting or dependent relation-
ships. When schizophrenia is described in the traditional psychia-
tric way, and when other family members are seen with the biased
emphasis upon the process in the individual, it is difficult to relate
schizophrenia to a family.

Currently most groups investigating schizophrenia and the fami-
ly are recognizing that the total family unit is pathogenic, and there
are attempts to develop a language which will describe the inter-
action of three or more people. A transition would seem to have
taken place in the study of schizophrenia; from the early idea that
the difficulty in these families was caused by the schizophrenic
member, to the idea that they contained a pathogenic mother, to
the discovery that the father was inadequate, to the current empha-
sis upon all three family members involved in a pathological sys-
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tem of interaction. Although it would seem impossible at this time

to provide a satisfactory language for describing the complex inter-
action of three or more people, this paper will suggest a rudimen-

tary approach to such a descriptive system. An essential require-

ment of any such description is that it show the aduptive function

of schizophrenic behavior within the family system.

The present paper is a product of the current research conduct-
ed by the Bateson project. Historically this project began as a
general investigation of the nature of communication and began to
focus on the communication of the schizophrenics in 1953, The ob-
servation that the schizophrenic consistently mislabels his ccm-
munication led Bateson to deduce that he must have been raised in
a learning situation where he was faced with conflicting levels of
message. From this came the "double bind" hypothesis (5) which
was put together with Jackson's emphasis on schizophrenia serv-
ing a homeostatic function in the family (12j. The research pro-
ject then brought together the families of schizophrenics to observe
the actual behavior in the family. Basically the double bind hypo-
thesis was a statement about two-person interaction and it has been
extended to areas outside of schizophrenia (9, 11). When the fam-
fly was seen as an interactive unit, there was an attempt to extend
the double bind concept to a three person system (21). Currently
the project is attempting to devise a theoretical system for des-
cribing the family as a unit and this attempt had led to several
papers (2, 3, 4) including this one.

The importance of describing a total system rather than ele-
ments within it may explain some of the inconsistencies in the
description of individuals in the family and contlict between them.
For example, it is possible that a mother could show rejecting
traits when her child is iil and dependent upon her, and overpro-
tective traits when he begins to recover and attempt to achieve in-
dependence from her. Similarly, parents may not show discord
when their child is psychotic and they are drawn together by this
burden, but conflict could appear should the child behave more
assertively and so threaten to leave them. Alanen (1) studied
mothers of schizcphrenic patients and found many of them within
the limits of the "normal" on the basis of Rorschach tests and in-
dividual interview. He mentions, almost in passing, "Some of the
cases in which the mother of a schizophrenic patient had been rel-
atively healthy belong to those in which the father was seriously
disturbed. The wives of all fathers who had developed chronic
psychosis belong, for example, to this category.' If the 'normal-
ity' or the pathology of a family member depends upon the influence



of the behavior of other family members at that time, only a study
of the total family system will show consistent findings.

The focus of a family study should be on the total family and on
the interaction of parents and children with each other rather than
on the interaction of family members with interviewers or testers.
What a family member reports to an investigator about his rela-
tionship with another family member is only hearsay evidence of
what actually takes place. To study the system of interaction in
the family of the schizophrenic it is necessary to bring family
members together over a period of time and directly observe them
relating to one another. Inevitably the fact of observing the fam-
ily introduces a bias into the data for they may behave differently
when observed than when not observed. It would seem to be im-~
possible to leave the observer out of this sort of study, and the
problem is to include him in the situation in such a way as to max-
imize the information he can gain. The most appropriate type of
observation would seem to be in a therapeutic context. There is
serious doubt as to whether this type of family can be brought to-
gether without therapeutic support. If the parents are merely
asked to be observed interacting with their schizophrenic child,
the question is automatically raised whether they have something
to do with the illness of the child; accordingly guilts and defenses
are aroused and must be dealt with in the situation. Long term
observation of the family is also necessary since they may give
one impression in a single interview and quite another when they
have talked together many times and pretenses are dropping. The
presence of a therapist is necessary as sensitive areas in the re-
lationships are touched upon when family members get more in-
tensively involved with one another. Long-term observation also
- provides an opportunity to verify hypotheses and make predictions
as family patterns are observed occurring again and again. Final-
ly, the introduction of a therapist makes possible the observation
of a family responding to planned intervention. As ideas are pre-
sented to the family, or as therapeutic change is threatened, the
family can be observed maintaining their system under stress.

Although the expense of regular filming of therapy sessions is
prohibitive, the occasional use of film and the constant use of tape
recordings provides data which may be studied at leisure.

AN ILLUSTRATION OF FAMILY BEHAVIOR
Since few investigators have the opportunity to observe a schiz~
ophrenic and his parents interacting with cne another, an illustra-

43

tion is offered here. The following excerpt is transcribed verba-
Him from a recording of an interview where a patient and his par-
ents were seen weekly as an adjunct to his individual therapy, te-
cause of his previous inability to see his parents for even a few
minutes without an anxiety attack. The patient, a thirty nine
vear old man, suffered a breakdown in the army and was diag-
-nosed =s a schizophrenic, After discharge he returned home and
remained with his parents for the following ten years. There
were several abortive attempts to leave home and go to WOrkK.

He was employed for little more than a year during those ten
years and was supported by his parents during his temporary
absences from home. When he entered the hospital, at the in-
sistence of his parents, he was hallucinating, behaving in a com-
pulsive way, exhibiting bizarre mannerisms, and complaining of
anxiety and helplessness.

Earlier in the interview the patient had been saving he felt he
was afraid of his mother, and finally she brought out a Mother's
Day Card she had just received from him. It wasa commercial
card with the printed inscription, "For someone who has been
like a mother to me." The patient said he could see ncthing
wrong with the card nor understand why his mother was disturbed
about receiving it.

Patient: Uh, read the outside again.

Mother: All right, the outside ways, '"On Mother's Day, with
best wishes"--everything is very fine, it's wonderful,
but it's for someone else, not for your mother, you
see? "For someone who's been like a mother to me."

Father: In other words, this card made mother think. So
mother asked me...

Mother: (interrupting) When you...

Father: (continuing) what I think about it. So I said, "Well,

I don't think Simon-~meant that way, maybe he...

Patient: (interrupting) Well, I mean you can interpret it, uh—
uh, you've been like a mother is uh supposed to be.

Father: No, no.

Patient: (continuing) a good--a real good mother,

Therapist: Why don't you like the idea that he might have delib-
erately sent that?

Father: Deliberately? Well...

Mother: (overlapping and interrupting) Well, that's what I..
Father: (continuing) well, he says he didn't, he agrees...
Mother: (continuing) Well, I meanI believe our son would

have. ..
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Patient:

Mother:

Patient:
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Mother:

Therapist:

Father:
Mother:

Therapist:
Mother:
Patient:

Therapist:
Patient:

(overlapping and continuing) that he couldn't get an-
other card.
@interrupting) Well, I meant to sting you just a tiny
bit by that outside phrase.
(overlapping) You see I'm a little bit of a psychia-
trist too, Simon, I happen to be--(laughing) So I felt
so--when you talked to (the therapist) I brought along
that card--I wanted to know what's behind your head.
And I wanted to know-~-or you made it on purposely to
hurt me--Well, if you did, I--1...
(interrupting) Not entirely, not entire...
(interrupting and overlapping) I'll take all--Simon,
believe me, I'll take all the hurt in the world if it will
help you--you see what I mean?
How can you...
(continuing) Because I never meant to hurt you--Huh?
How can you hurt anybody who is perfectly willing to
be hurt? (short pause)

"hat's that?
1 uh--a mother sacrifices--if you would be--maybe a
mother you would know toc. Because a mother is
just a martyr, she's sacrificing--like even with Jesus
with his mother--she sacrificed too. So that's the way
it goes on, a mother takes over anything what she can
help. ..
(interrupting) Whaat mother?
(continuing) her children.
{interrupting and overlapping) Well, uh, I'll tell you
Ma--listen, Ma, I didn't mean to--to sting you ex-
actly that outside part there.
Well, you said so.
Oh, all right, but it~-it wasn't that exactly. No, I'm
not giving ground—uh--it's hard to explain this thing.
Uh-——uh--What was I going to say. Now I forgot what
I was going to say. (short pause) I mean I felt that
this--this is what I mean, uh--that I felt that you
could have been a better mother to me than you were.
See there were things.
Well you said...

(interrupting) You could have been better than you
were. So that's why--that's what I {felt--it was, uh-~-
uh, was all right to send it that way.
Well, if you meant it that way that's peri--that's what
1 wanted to know--and that's all I care--you see. But

44
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Mother:
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Mother:
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Patient:

Therapist:
Patient:

I still say, Simon, that if you would take your father
and mother just like they're plain people--you just
came here and you went through life like anybody else
went through--and--and don't keep on picking on them
and picking them to pieces-—but just leave them alone--
and go along with them the way they are--and don't
change them--you'll be able to get along with every-
body, I assure you.

(interrupting) I mean after alla card is a card--why

I d--it seems to me kind of silly (anguish in his voice
and near weeping) to bring that thing in here--they
have scld them at the canteen, Ma...

Are you anxious now.,..

Why. ..

Are you anxious now because she said...

I shouldn't be blamed for a thing like that, it's so
small. ..

(overlapping) I'm not blaming you.

(continuing) I don't even remember exactly what the
thing was.

(overlapping) Well, that's all T wanted to know
(laughs)

(continuing) I didn't want to--to--to--to blame you or
nothing.

Will you slow down a minute. Are you anxious now
because she said she didn't like to be picked on? And
you've sort of been picking on her today. Is that what's
making you so--upset?

No, it's now what's making me upset. That they s--
after all, mother's got to realize that those peopie--
the people that sell the cards—-.hey sell them and
people buy them--the wording isn't exactly right--I've
stood for half an hour in a store sometimes picking--
picking out a card to send mother or to send to one of
the family where I wanted to get the wordings just so--
and the picture on the thing just so. Iwas just too par-
ticular, that was before I took sick...

1 think you did that this time too--

(continuing) And came back to the hospital. Nol
wasn't--1 bought that thing in five minutes. There was
only a choice of four cards--but of course that helped.
But I--1--I--uh, I--1 do have--T've changed now with
those cards, I'm not as particular as 1 usedtobe. 1
mean uh--peop--they sell those cards and, uh--1don't
think that they——they got--they don't mean anything by



the words. Uh, --they're sold for people to buy, they're
sold for people to buy.

Therapist: (overlapping) The person who sends them ought to
mean something by the words.

Patient: No, but I...

Therapist: And you seem to be denying that vou sent...

Patient: No, I think that can be interpreted in different ways.

Therapist: Sure, it's pretty safe, but not quite safe enough appar-
ently,

Patient: Is that the way you feel too?

Therapist: I feel you tried to say something indirectly so you'd be
protected.

Patient: (interrupting) No, I wasn't, I just felt that--that--
that thing.

Therapist: Now you're...

Patient: (continuing) was--was--all right I'm changing a little
bit. Uh,--that that mother was a good enough mother.
1t says "For someone that's been like a raother to me."

Father: A real mother.

Patient:  Yeah, a real mother--so that's all. 1)

Despite its brevity, this excerpt illustrates a typical kind of
interaction in this type of family. From the point of view of psy-
chiatric diagnosis, the patient manifests such symptoms as:

1) blocking and forgetting what he was going to say, 2) showing
coneretistic thinking when he says "a card is a card,” 3) implying
that someone else caused the difficulty ('They sell them in the can-
teen" and later in the interview implying in a rather paranoid way
that it was the fault of a post office clerk for mailing it) and 4)
claiming amnesia ("I don't even remember what the thing was'’).
Although less dramatic than symptoms manifested by the full-
blown psychotic patient, his behavior could be said to be schizo-
phrenic.

Another family could have responded in this situation rather
differently. Should a child in another family send his mother such
a card, she might respond to it in any of a variety of ways. And
whatever way chosen, her husband and child would also have a
range of possible ways to respond to her. This particular family
selects these ways, and a description of this family must 1) de-

1)This excerpt is not offered as an example of family therapy
but rather as an example of family behavior. The parents in this
case were not considered to be patients and the family as a unit
was not officially undergoing treatment.
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scribe the formal patterns in this type of interaction in such a way
as to 2) differentiate the patterns from other possible ones, or
those in other families.

POSSIBILITIES OF A THREE-PERSON SYSTEM

One way to describe a particular family is to present its type of
interaction against the background of the potential ways a mother,
father, and child might interact with one another. If any set of
parents and child are brought together in a room, what sort of
communicative behavior is potentially possible between them ?

1. Whatever they do together can be seen as communication
between them; each will do something and each will respond. Al-
though it seems obvious, itis particularly important to emphasize
that family members cannot avoid communicating, or responding,
to one another when they are in the same room. If one speaks to
another and he does not answer, his not-answering is a response
in a real and meaningful sense.

2. Not only must parents and child communicate with each
other, but each must communicate on at least two levels. What-
ever one says and does will inevitably be qualified by the other
things he says and does, and when any piece of communication is
about, or qualifies, another piece of communication they can be
szid to be of different levels. Whenever anyone speaks to another
person he must qualify what he says because he must speak in a
tone of voice, with a bady movement, with other verbal statements,
and in a particular context. What he says will be qualified with an
indication of what sort of statement it is, i.e. 2 joking statement,
a sincere one, an unimportant one, a command, & suggestion, and
so on. A man can smile and murder as he smiles, and if his be-
havior is to be described both levels of communication must be in-
cluded.

If 2 man says, "I won't stand for that any more!" in a tone of
voice which indicates anger and with a gesture of putting a stop to
it in a situation where what he says is appropriate, then his state~
ment and qualifications can be said to be congruent, or to "affirm,"
each other. Messages and their qualifiers can also be incongruent.
if 2 mother makes a punishing statement while laheling what she
does as benevolent, she is disqualifying what she says, or mani-
festing an incongruence hetween her levels of message. It isim-
portant to note that she is not contradicting herself, Contradictory
statements are of the same level, such as, "I will do it," and "I
won't do it." Incongruent statements are of different levels: "l




will do it, " said in a tone of voice which indicates, '"Don't take
what I say seriously.” Whether family members qualify their own
statements incongruently or congruently, and under what circum-
stances they do so, can be described as they interact with one an-
other.

3. The three people in the room must also qualily each other's
statements. As they respond to one another, they are inevitably
commenting upon, or classifying, each other's statements. They
may affirm what each other says, or they may disqualify the
other's statements by indicating that isn't the sort of thing that
should be said. If mother says, "I brought you some candy, ' and
her son says, '"You treat me like a child, " the son is disqualifying
his mother's communication, If he accepts it with a statement of
thanks, he is affirming her statement. A description of parents
and child must include whether, and under what circumstances,
they affirm or disqualify each other's behavior.

4. When three people are in a room, some sort of leadership
will take form, even if only in terms of who will speak before the
others do. Any one of the three may initiate something, and the
other two may go along with him or attempt to take leadership
themselves. In some families, fati.er and child may consistently
turn to mother for 2 decision, other families may label father as
the final arbiter, while other parents may lean on their child for
the initiation of what is tc happen. b '

5. The three people may also form any or all of various pos-
sible alliances. It is possible for the three of them to ally against
the outside world, or for one to ally with someone in the outside
world against the other two, or two may ally against the third, In
some families father and mother may form a coalition against the
child, in others the child may ally with one of his parents against
the other, and so on.

6. TFinally, when something goes "wrong,'" there are a variety
of possible arrangements for the three people to handle blame. All
three may each acknowledge blame, one may never accept blame
for anvthing, two may consistently blame the third, and so on.

This list of some of the possibilities in a three person system is
made more complex by the fact that a family member may form an
alliance but indicate he isn't forming one, or may take blame but
qualify his statement with an indication that he really isn't to blame.
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The possible range of maneuvers is considerably increased when
people are seen to communicate at multiple levels.

THE RULES IN THE FAMILY OF THE SCHIZOPHRENIC

Given a potential range of behavior between three people in a
family system, it becomes possible to look at any one type of {fam-
ily as restricted to a certain range of that potential. No one fam-
ily will interact in all possible ways: limited patterns of inter-
action will develop. The patterns described here are those in a
particular sample and are those which occur when parents and
schizophrenic child interact with each other. They may behave
differentiy with other people, including psychiatric investigators
or siblings of the schizophrenic child. Although siblings are in-
cluded in our observation of this type of family, the description
offered here is of the three person system, partly for simplifica-
tion in this presentation and partly because parents and schizophren-
ic child form a special triadic system in the larger family unit.

THE WAYS FAMILY MEMBERS QUALIFY THEIR OWN
STATEMENTS

Consistently in this type of family the individual members mani-
fest an incongruence between what they say and how they qualify
what they say. Many people do this under certain circumstances,
but when these family members interact they confine themselves
almost entirely to disqualifying their own statements.

In this excerpt, the mother confronts her son with the Mother's
Day Card because she didn't like it, but she emphasizes what a won-
derful card it is, Then she says she wants to know what was behind
his head and if he sent it to hurt her, and she laughs. In a context
of accusing him of hurting her, she says she wants to be hurt and is
willing to take all the hurt in the world to help him. Her descrip-
tion of herself as a special person who will sacrifice all is qualified
a few momerts later by the statement that she and her husband are
just plain people and her son should treat them like anybody else.
This "benevolent advice" is offered in a punishing tone of voice and
context. When her son says she shouldn't blame him, she qualifies
her statements as not being blaming. Consistently what she com-

municates she qualifies in an incongruent way.

The father is only briefly in this excerpt, but while there he in-
dicates that the son didn't mean to say what the card said, and, be-
sides, the card said she was a real mother.

The son also manifests incongruent behavior. He sends a card
to his mother on Mother's Day which indicates she is not really his



/ mother. He further qualifies this message by indicating there was HOW FAMILY MEMBERS QUALIFY EACH OTHER'S

nothing wrong with it and then suggests that it says she is like a STATEMENTS ) ) ‘
mother is supposed to be. Following this, he indicates that it means Although it is possible for family n.lembers to aﬂ.u‘m or dis-
\ she could have been a better mother than she was. He then protests qualify each other’s statements, in this type of family the mem-
that it was silly of her to bring the card in, and qualifies this with bers consistently disqualify what each other says. In this excerpt
_ the statement that they sell them in the canteen. Besides he doesn't it is difficult to find any statement by one person affirmed by an-
remember what the thing was. After indicating that he bought the other. The son has actually disqualified his mother's whole past
| card hurriedly, he qualifies this by saying it took him five minutes maternal behavior at one §troke by sending her such a ca-.rd. ]

/ to choose among four cards. He adds that one should be careful in When she protests, he indicates her proi':ests are not valid, Sim-
" choosing cards with exact wording, but people sell those cards and ilarly, the mother disqualifies the greeting s‘he received from her
they don't mean anything by the words. Finally, he qualifies his son and also his defenses of it. When %le indicates there 1§ n(?-
greetings by saying that it meant she was not only a good enough thing wrong with it, she labels this as in error. When he md}'

“_mother but a real mother, cates he knew what he was doing and meant to "'sting" her a bit,

she indicates this was in error. Father joins them to disqualify
both the son's message, since he didn't mean it, and his defense
of the message. No one affirms what anyone says except 1) when
the son says he doesn't remember what the card was, and his
mother says that is all she wanted to know; 2) when the father says
the card means she is a real mother, and the son agrees. Both
of these affirmations involve symptomatic behavior by the son:
amnesia and distortion of reality. From this excerpt one might
hypothesize that the family members will disqualify what each
other says except when the child is behaving in a symptomatic
way. Such a hypothesis requires more careful investigation,
Apparently even symptomatic behavior by the child is usually dis-
qualified except in certain contexts. When the mother is under
attack, the parents may affirm psychotic behavior but not neces~
sarily at other times.

The more extreme incongruence between the son's levels of mes~
sage differs from that of his mother, and this difference will be dis=
cussed later, Yet basically a similar pattern of communication is
apparent. The mother does not say, ""You shouldn't have sent me
this card--what do you mean by it?' which is implied by her bring-
ing the card to the session, The son doesn't say, "I sent it to you
to sting you, but I'm sorry I did nc.v." The mother is condemning
him for sending her the card, but she qualifies her messages in such
a way that she indicates she isn't condemning him. The son apolo-
gizes for sending the card, but he qualifies his apology in such a way
that he isn't apologizing. Father indicates the son didn't mean what
he said, and the card didn't say what he didn't mean anyhow. Al-
though these incongruencies between what is said and how it is qual-
ified are apparent in the verbal transcript, they are even more ap-
parent when the vocal inflections on the recording are heard.

Mother's tone of voice and laughter are inappropriate and thereby It might be argued that the behavior il.l t.his excerpt is excep~
disqualify what she is saying, and father and son similarly do not tional since it deals with a moment of crisis. How.ever, analysis
make a flat statement which is affirmed by the ways they say it. of other interviews suggests that the pattern is typical. In a pre-

vious paper (5) the relationship between mother and schizophrenic
child was described as a "double bind" situation in that the mother
imposed incongruent levels of message upon the child in a situa-
tion where the child must respond to conflicting requests, could
not comment on the contradictions, and could not leave the field.
Further investigation indicates that this kind of communication
sequence is a repetitive pattern between all three family members.
Not only is each constantly faced with conflicting levels of mes-
sage, but each finds his response labeled a5 a wrong one. (Fam-
ily therapy with this type of family has its unrewarding aspects
since almost any comment by the therapist is similarly disquali-
fied.)

One can listen to many hours of recordings of conversations
between parents and schizophrenic child without hearing one of
them make a statement which is affirmed. Usually if one finds an
exception, it proves on closer examination to fit the rules. For
example, during a filmed session a family was asked to plan to do
something together and the father said in a positive way that they
were going to do this and do that. He fully affirmed his state-
ments by the ways he said them. However, a few minutes later
he said he was only saying these things because they should say
something in front of the camera, thus disqualifying his previous
statements
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Typically if one family member says something, another indi~
cates it shouldn't have been said or wasn't said properly. If one
criticizes the other, he is told that he misunderstands and should
behave differently. If one compliments the other, he is told he
doesn’t do this often enough, or he has some ulterior purpose.
Should a family member try to avoid communicating, the others
will indicate this "passivity" is demanding and indicate he should
{nitiate more. All family members may report they always feel
they are in the wrong. However, the; do not necessarily directly
oppose each other or openly reject one another's statements. II
one suggests going to a particular place, the other may not say
"No, " but rather he is likely to indicate, "Why must we always
go where you suggest?" Or the response may be the sigh of 2
brave martyr who must put up with this sort of thing. Typically
the family members may not object to what one another says, but
to their right to say it. Often open disagreements are prevented
by an atmosphere of benevolent concern and distress that the
other person misunderstands. Family members may also re-
spond in an affirmative way when their response would be appro-
priate only if the person had made some other statement.

It is important to emphasize that a formal pattern is being des-
cribed here wkich may manifest itself in various ways. A mother
may be overprotective and thereby disqualify what the child does
as insufficient or inadequate. She may also be rejecting and sim-
ilarly disqualify what he does as unacceptable. She may also with-~
draw when the child initiates something as a way of disqualifylng
his offer. Similarly, father may viciously condemn mother or
child or merely be passive when they seek a positive response
from him, and in both cases he is disqualifying their communica-
tion.

Although it is not uncommon for people to disqualify each
other's statements, ordinarily one would expect affirmation also
to occur. However, when observing these families one does not
hear even affectionate or giving behavior appreciated or affirmed.
1If one person indicates a desire for closeness, another indicates
this is done in the wrong way or at the wrong time. (However, if
one suggests separation the other will also indicate this is the
wrong thing to do, Typically in these families the mother regular-
ly threatens separation but does not leave, and the father does not
often threaten separation but spends a good deal of his time away
from home or "leaves" by drinking heavily while staying home.)
Typically family members behave as if they are involved in what
might be called a compulsory relationship. For example, a

mother in one family indicated with some contempt that her hus-
band was afraid to leave her because he could not stand being
alone. She suggested he was cruel to her because he was angry

at being tied to her. She also rejected his affectionate cvertures
because she considered them only a kind of bribery to insure stay-
ing with her. She herself was unable to leave him even for a night,
though he was drunk several nights 2 week and beat her regularly.
Both felt the association was not voluntary, and so neither could
accept as valid any indication from the other about wanting to be
together. A compulsory relationship is also typical of the parent
and schizophrenic child, Since the child is considered incapable
of leaving home and associating with others, his staying at home
{s taken as involuntary. Thereiore should he indicate a desire to
be with his parents, they tend to disqualify his overtures as mere=
1y a request that they not turn him out, and he finds his affection-
ate gestures disqualified.

LEADERSHIP IN THE FAMILY

Since family members tend to negate their own and each other's
communication, any clear leadership in the family is impossible.
Typically in these families the mother tends to initiate what hap-
pens, while indicating either that she isn't, or that someone else
should. The father will invite her to initiate what happens while
condemning her when she does. Often they suggest the child take
the lead, and then disqualify his attempts. These families tend
to become incapacitated by necessary decisions because each
member will avoid affirming what he dces and therefore is unable
to acknowledge responsibility for his actions, and each will dis-
qualify the attempts of any other to announce & decision, Both the
act of taking leadership and the refusal to take leadership by any
one family member is condemned by the others. The family "just
happens" to take actions in particular directions with no individual
accepting the label as the one responsible for any action.

ALLIANCES

Similarly, no labeled alliances are permitted in the family. A
family coalition against the outside world (represented, say, by an
observer), breaks down rather rapidly. Such individuals are also
unable to form an alliance of two against one. Often they may
appear to have such an alliance, as they tend to speak "'through"
one another. For example. the mother may ask for something for
her child as a way of indicating that her husband deprives her, and
so appear in alliance with the child. Or when the parents begin to
express anger at each other, they may turn on the child for caus-
ing their difficulties and so appear in & coalition against him. Yet



should the coalition be labeled, it will break down. If the child
says, "You're both against me, " one or the other parent will dis-
qualify this remark and so deny the coalition. If father should say
to mother, "Let's stick together on this, " she is likely to say,
"I'm afraid you'll back down at the last minute, ' or "It isn't my
fault when we don't stick together." The mother and child may
appear to form a coalition against the father, but should the child
say, "Father treats us badly, " mother is likely to say, '"He has
his troubles too, " even though a moment before she may have
been complaining to the child about how badly they were both
treated by the father. Family members behave as if an alliance
between two of them is inevitably a betrayal of the third person.
They seem to have difficulty functioning in a two-person relation-
ship, and as a result the separation of any one of the three from
the others is a particular threat.

What confines the members so rigidly within their system is
the prohibition on intimate alliances of one member with some-
one outside the family. As a result, the family members are in-
hibited from learning to relate to peopie with different behavior
and so are confined to their own system of interaction,

DEFENSE AGAINST BLAME

Characteristically the mothers in these families defend them-
selves by "transfer of blame." Such a defense follows from the
mother's consistent manifestation of incongruent levels: what she
does, she qualifies as not having been done or not done in that way.
If the child becomes disturbed, it happens "“out of the blue." If
anything goes wrong, mother indicates it is the fault of someone
else. In those rare instances where she does admit she did some-
thing wrong, she indicates she did it only because she was told to,
or out of duty, so that it wasn't her fault. She may also indicate
that something must be wrong with the other person, since he
ought not to have been affected by what she did, particularly when
she didn't really do it. Even when her behavior affects someone
pleasantly, she must deny that it was her fault. Typically she
presents herself as helplessiy pushed by forces outside her con-
trol.

The fathers also follow the family rule of incongruently quali-
fying their messages, yet they cannot use the same denial of blame
and remain with their wives. They tend to use types of defense
which complement her defense, and these are of three kinds. 1)
Fathers who are withdrawn and passive, accept the blame their
wives put upon them, but indicate by their unresponsiveness that
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they are blamed falsely and do not agree with her, 2) Fathers
who have temper tantrums and blame their wives, put the blame
on false or exaggerated grounds so the wife can easily point out
her innocence. This type of father is easily blamed since he is
dominating and tyrannical, yet by going too far he indicates he is
an innccent victim driven by forces outside his control. 3) Some
fathers do not blame their wives but also do not blame themselves
or anyone else. Such fathers make an issue of semantic differ-
ence. If asked if they or their wives are at fault, a typical reply
is, ' Just what do you mean by 'fault'?" By accepting no implicit
definition and not defini.ig anything themselves, they obscure
everything., Any particular father may manifest these three types
of defense, all of which involve both disqualification of one's own
statements and a disqualification of the other person's statements.

The child tends to use two types of defense. When "sane” he
may blame himself and indicate that everything wrong with the
family centers in him, an attitude the parents encourage. while
at the same time he gives an impression of being blamed unjustly.
When ''insane' he negates his own statements and those of others
by denying that anything happened. Or, if it did, he wasn't there--
besides it wasn't him and it happened in another place at a time
when he had no control over himself, The "withdrawal from re-
ality" maneuvers of the schizophrenic make it impossible for him
to blame himself or his parents since he defines himself as not
of this world.

THE "DIFFERENT' BEHAVIOR OF THE SCHIZOPHRENIC

The inability of the schizophrenic to relate to people and his
general withdrawal behavior seems understandable if he was
raisedin A learning situation where whatever he did was disquali-
fied and if he was not allowed to relate to other peop.e where he
could learn to benave differently. Should he be reared in a situa-
tion where each attempt he made to gain a response from someone
was met with an indication that he should behave in sorie other
way, it would be pnssible for an individual to learn to avoid try-
ing to relate to people by indicating that whatever he does is not
done in relationship to anyone. He would then appear “autistic. "
However, the peculiar distortions of communication by the schiz-
ophrenic are not sufficiently explained by this description of his
learning situation. If schizophrenic behavior is adaptive to a par-
ticular type of family, it is necessary to suggest the acaptive
function involved when a person behaves in a clearly pzrchotic
way.




The recovering schizophrenic patient, and perhaps the pre-psy-
chotic schizophrenic, will qualify what he says in a way similar
to that used by his parents. His behavicr could be said to be "nor-
mal" for that family. However, during a psychotic episode the
schizophrenic behaves in a rather unique manner. To suggest how
such behavior might serve a function in the family, it is necessary
both to describe schizophrenia in terms of behavior and to suggest
the conditions under which such behavior might occur. To des-~
cribe schizophrenic behavior, it is necessary to translate into
behavioral terms such diagnostic concepts as delusions, halluci-
xiations, concretistic thinking, and so on.

What appears unique about schizophrenic behavior is the in-
congruence of all levels of communication. The patient's parents
may say something and disqualify it, but they will affirm that dis-
qualification. The schizophrenic will say something, deny saying
it, but qualify his denial in an incongruent way. Schizophrenic
behavior described in this way has been presented elsewhere (10),
but it may be summarized briefly here.

Not only can 2 person manifest an incongruence between levels
of total message, but also between elements of his messages. A
message from one person to another can be formalized into the
following statement: J (source) am communicating (message) to

you (receiver) in this context.

By his body movement, vocal inflections, and verbal state-
ments a person must affirm or disqualify each of the elements of
this message. The symptoms of a schizophrenic can be summar=-
ized in terms of this schema.

1) Source. A person may indicate that he isn't really the
source of a message by indicating that he is only transmitting the
idea of someone else., Therefore he says something but qualifies
it with a denial that heis saying it. The schizophrenic may also
qualify the source of the message in this way, but he will qualify
his qualifications in an incongruent way, For example, a male
schizophrenic patient reported that his name was Margaret Stalin,
Thus he indicated that he wasn't really speaking, but by making
his denial clearly fantastic he disqualified his denial that he was
speaking. Similarly a patient may say that ''voices are making
the statement. In the excerpt presented, the patient denies that
he is responsible for the greeting card message by saying ''they
sell them in the canteen, " and yet this denial is by its nature self-
disqualifying and so his messages become incongruent at all lev-
els,
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2) Message. A person may indicate in various wa:'s that his
words or action are not really a message. He may indicate, for
examgle, that what he did was accidental if he blurts something
out or if he steps on someone's foot. The schizophrenic may in-
dicate that his statement isn't a message but merely a group cf
words, or he may speak in a random, or word salad, way, thus
indicating that he isn't really communicating. Yet at the same
time he manages to indicate some pertinent points in his word
salad, thus disqualifying his denial that his message is a mes-
sage. In the excerpt given above, the patient says, "a cardisa
card, " as a way of denying the message communicated. He also
says that he doesn't remember what the thing was, thus denying
the message existed for him. However, both these qualifications
of the message are also disqualified: the card obviously isn't
merely a card, and he can hardly not remember what the thing
was when he is looking at it.

3) Receiver. A person may deny this element in a message
in various ways, for example by indicating he isn't really talking
to the particular person he is addressing, but rather to that per-
son's status. The schizophrenic patient is likely to indicate that
the doctor he is talking to isn't really a doctor, but, say, an
FBI agent. Thereby he not only denies talking to the physician,
but by labeling the receiver in a clearly fantastic way he disquali-
fies his denial. Paranoid delusionary statements of this sort be-
come '"'obvious" by their seif-negating quality.

4) Context. A person may disqualify his statement by indica-
ting that it applies to some other context than the one in which it
is made. Context is defined broadly here as the situation in which
people are communicating, including both the physical situadon
and the stated premises about what sort of situation it is. For
example, a woman may be aggressively sexual in a public place
where the context disqualifies her overtures. The typical state-
ment that the schizophrenic is "withdrawn from reality" seems
to be based to a great extent on the ways he qualifies what he says
by mislabeling the context. He may say his hospital conversation
is taking place in a palace, or in prison, and thereby disqualify
his statements. Since his labels are clearly impossible, his dis-
qualification is disqualified.

These multiple incongruent levels of communication differen-
tiate the schizophrenic from his parents and from other people.
If a person says something and then negates his statement we
judge him by his other levels of message. When these too are



incongruent so that he says something, indicates he didn't, then
affirms one or the other, and then disqualifies his affirmation;
there is a tendency to call such a person insane.

From the point of view offered here, schizophrenia is an in-
termittent type of behavior. The patient may be behaving in a
schizophrenic way at one moment and in a way that is "normal"
for this type of family at another moment, The important ques=-
tion is this: Under what circumstances does he behave in a psy-

chotic way, defined here as qualifying incongruently all his levels
of message ?

In this excerpt of a family interaction, the patient shows psy-
chotic behavior when he is caught between a therapist pressuring
him to affirm his statements and his parents pressuring him to
disqualify them. From this point of view, the patient is faced with
a situation where he must infringe the rules of his relationship
with the therapist or infringe his family rules. His psychotic be=
havior can be seen as an attempt to adapt to both. 2) By behaving
in a psychotic way he could 1) affirm his statement about his mo-
ther, thus following the rule in the therapeutic relationship for
affirmative statements, 2) disqualify his critical statement of the
mother, thus following the family rules that mother is not to be
blamed in a way so that she can accept blame and all statements
are to be disqualified, and 3) synthesize these two incompatible
theses by indicating that the message wasn't his (it wasn't really
a message, he couldn't remember it, and he didn't really send
it). It can be argued that psychotic behavior is a sequence of
messages which infringe a set of prohibitions but which are quali-
fied as not infringing them. The only way an individual can a-
chieve this is by qualifying incongruently all levels of his com-
munication,

The need to behave in a psychotic way would seem to occur
when the patient infringes a family prohibition and thereby acti-
vates himself and his parents to behave in such a way that he
either returns within the previous system of rules or indicates

2)An attempt to synthesize two incompatible situations by a
perceptual change is suggested in Weakland and Jackson (22).
Describing an incident during a psychotic breakdown, they say,
"Psychotic delusions allowed him to free himself of decision
making. For example, the cab driver is a hospital attendant in

disguise. There is no problem in Home vs. Hospital; it has been
resolved, "
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somehow that he is not infringing them. Should he successfully
infringe the system of family rules and thereby set new rules,

his parents may become "disturbed." This seems to occur rather
often when the patient living at home "improves" with therapy.
When improving in therapy he is not only infringing the family pro-
hibitions against outside alliances but he may blame the mother in
a reasonable way and affirm his statements or those of others.
Such behavior on his part would shatter the family system unless
the parents are also undergoing therapy. The omnipotent feelings
of the schizophrenic patient may have some basis, since his fam-
ily system is so rigid that he can create considerable repercus-
sions by behaving differently.

A patient is faced with infringing family prohibitions when 1)
two family prohibitions conflict with each other and he must re-
spond to both, 2) when forces outside the family, or maturational
forces within himself, require him to infringe them, or 3) when
prohibitions special to him conflict with prohibitions applying to
all family members. If he must infringe such prohibitions and at
the same time not infringe them, he can only do so through psy-
chotic behavier,

Conflicting sets of prohibitions may occur when the individual
is involved with both mother and therapist, involved with a thera-
pist and administrator in a hospital setting (19), or when some
shift within his own family brings prohibitions into conflict. This
latter would seem the most likely bind the patient would find him-
self in when living at home, and an incident is offered here to
describe psychiatric behavior serving a function in the family.

A twenty one year old schizophrenic daughter arrived home
from the hospital for a trial visit and her parents promptly sep-
arated. The mother asked the girl to go with her, and when she
arrived at their destination, the grandmother's home, the patient
telephoned her father. Her mother asked her why she turned
against her by calling the father, and the daughter said she called
him to say goodbye and because she had looked at him with an
"odd'" look when they left. A typical symptom of this patient when
overtly psychotic is her perception of "odd" looks, and the problem
is how such a message is adaptive to the family pattern of inter-
action,

The incident could be described in this way. The mother sep-
arated from father but qualified her leaving incongruently by say-
ing it was only temporary and telling him where she was going.




The father objected to the mother's leaving, but made no attempt
to restrain her or to persuade her to stay. The daughter had to
respond to this situation in accord with the prohibitions set by
this family system: she had to disqualify whatever she did, she
had to disqualify what her mother and father did, she could not
ally with either mother or father and acknowledge it, and she

could not blame the mother in such a way that the mother would
accept the blame,

The girl could not merely do nothing because this would mean
remaining with father. However, by going with the mother she
in effect formed an alliance and so infringed one of the prohibitions
in the family system. The girl solved the problem by going with
mother but telephoning her father, thus disqualifying her alliance
with mother. However, her mother objected to the call, and the
daughter said she only called him to say goodbye, thus disqualify-
ing her alliance with father. Yet to leave it this way would mean
allying with mother, She qualified her statement further by say-
ing she called father because she gave him an “odd look” when she
left him. By having an odd look, she could succeed in not siding
with either parent or blaming mother, She also manifested schiz-
ophrenic behavior by qualifying incongruently all levels of message
and thereby adapting to incongruent family prohibitions. Previous-
1y the girl could withdraw to her room to avoid the alliance prob-
lem, but when mother stopped staying home while saying she was
going to leave, and left while saying she was not really leaving,
the girl was threatened by a possible alliance whether she went
with her mother or stayed at home. Her incongruent, schizo-
phrenic behavior would seem necessary to remain within the pro-
hibitions of the family at those times, If one is required to be-
have in a certain way and simultaneously required not to, he can
only solve the problem by indicating that he is not behaving at all,
or not with this particular person in this situation. The girl might
also have solved the problem by disqualifying her identity, indicat-
ing the context was really a secret plot, indicating that what she
did was what voices told her to do, or speaking in a2 random or
word salad way. In other words, she could both meet the prohibi-
tions in the family and infringe them only by disqualifying the
source of her messages, the nature of them, the recipient, or the
context, and so behave in a psychotic fashion,

It is important to emphasize that schizophrenic behavior in
the family is adaptive to an intricate and complicated family or=
ganization which is presented here in crude simplicity. The net-
work of family prohibitions confronts the individual members with

52

almost insoluble problems. This particular incident was later
discussed with the parents of this girl, and the mother said her
daughter could have solved the problem easily. She could have.
stayed with father and told him he was wrong in the quarrel which
provoked the separation. This would seem to be the mother“g»
usual way of dealing with this kind of situation—she stays with
father while telling him he is wrong. However, the mother leaves
herself out of this solution by ignoring the fact that she asked her
daughter to go with her. This request was even more compli-
cated--the mother asked the daughter to go with her during a per-
iod when the mother was saying the daughter must return to the
hospital because she could not tolerate associating with her.

When the parents reunited later that week, the girl was returned
to the hospital because mother said she could not stand daughter
in the room watching her, and she could not stand daughter out of
the room thinking about her.

The approach offered here differs from the usual psychodynam-
ic explanations, It would be possible to say that the mother's con-
cern about leaving the daughter with the father, even when she
could not tolerate the girl's company, might center in the family’s
concern about incestuous desires between father and daughterl.
Such a psychodynamic hypothesis could be supported. Later in
therapy the father and daughter planned a picnic alone together
when they decided they should see more of each other without
the mother being present. The evening of the day this was ar-
ranged, the therapist received a telephone call from the distu ri.ned
mother. She reported that she and her husband had been drinking
and arguing all evening and she reported that her husband had
told her it was natural for a father to nave sexual relations with
his daughter. The hushand's report was that he had not said this,
(He had said it was natural for a father to have sexual feelings
for his daughter, but this did not mean he would do anything at?out
it,) This crisis over suggested possible incest could be explained
by saying that the threat of closeness between father and daughter
aroused forbidden incestuous desires in them. However, it was
the mother who made an issue over the possible incest. From the
psychodynamic point of view, hints and discussions of inces?
would represent unconscious conflicts. From the point of view
offered here, this type of discussion is an aspect of family stra=
tegy. To label a relationship as possibly incestuous uld be
one further way oi enforcing a prohibition on zlliances between
father and daughter. i

Such a m=zneuver is similar to one where
the mother inhibits a relationship between father and daughter by
insisting that the father should acsociate more with the daughter,



son tries to avoid being governed or governing others, the more
helpless he becomes and so governs others by forcing them to
take care of him.

A MODEL FOR DIFFERENTIATING TYPES OF FAMILIES

What is lacking in the study of interpersonal relations is a
method of describing, by way of some analogy the process which
takes place when two or more people interact with one another.
Although there are models for inner activity, e.g., the id~ego-
superego metaphor, there is not yet a model for human inter-
action. Implicit in the approach to the schizophrenic family
offered here there is such a model. The essential elements of
it are: 1) the proposition that human communication can be clas-
sified into levels of message, 2) the cybernetic idea of the self-
corrective, governed system. If a family confines itself to re-
petitive patterns within a certain range of possible behavior,
then they are confined to that range by some sort of governing
process. No cutside governor requires the family members to
behave in their habitual patterns, so this governing process must
exist within the family. A third essential point is that when peo-
ple respond to one another they govern, or establish rules, for
each other's behavior.

To describe families, the most appropriate analogy would
seem to be the self-corrective system governed by family mem-
bers influencing each other's behavior and thereby establishing
rules and prohibitions for that particular family system. Such a
system tends to be error-activated. Should one family member
break a family rule, the others become activated until he either
conforms to the rule again or successfully establishes a new one.

A system of three organisms each governing the range of be-
havior of the other two, and each communicating at multiple lev-
els, is both a simple idea and a complex model. Yet such an
approach offers a general theoretical framework within which the
specific rules of any one type of family system can be classified.
The rudiments of such a system are suggested here at the most
general level. The family of the schizophrenic is a particularly
good model for this approach because of the narrow limits of
their system. OQur few prelimirary observations of families con-
taining children without symptoms, children who are delinquent,
and children with asthma, lead us to believe that the interaction
in the family of the schizophrenic is unique. Members of other
types of family sometimes disqualify each other's statements but
only under certain circumstances. Mutual affirmation will also
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occur. We have observed, for example, parents of an asthmatic
child finishing each other's sentences and having this approved.
Should the father of a schizophrenic finish the mother's sentence,
it seems inevitable that she would indicate he provided the wrong
ending. In other families leadership will stabilize into 4 pattern
accepted by family members. Certain alliances will be allowed
in some types of families, notably the delinquent where the child
is capable of forming labeled alliances in gangs outside the fam-
ily. In the family of the schizophrenic the range of behavior is
as limited and inflexible as is the behavior of the schizophrenic
in contrast to other people.

The observation of this tvpe of family system inevitably takes
place after the child has manifested a schizophrenic episode.
Whether the family behaved in a similar way prior to his diagnosis
is unknowable. In this sense it is difficult to assert that the inter-
action in his family ""caused'" schizophrenia. There are two pos-
sibilities. 1j If the family is a self-corrective system and the
child behaves intermittently in a schizophrenic way, then schizo-
phrenic behavior is a necessary part of this family system. 2)
Alternatively, schizophrenic behavior as a result of a particular
family system which has been disrupted by forces outside the
system, such as maturation of the child or environmental influ-
ence. The family then reorganizes a new system which includes
the schizophrenic behavior as an element, and this is what we are
presently examining. The evidence leads us to believe that schiz-
ophrenic behavior in the child is reinforced by the present family
system.

Although psychotic behavior may serve a function in a fami.y
system, a risk is also involved. The patient may need to he sepa-
rated from the family by hospitalization and so break up the sys-
tem, or he may enter therapy and change and so leave the system.
Typically the parents seem to welcome hospitalization only if the
patient is still accessible to them, and they welcome therapy for
the patient up to the point when he begins to change and infringe
the rules of the family system while acknowledging that he is do-
ing so.
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thus arousing his negative behavior as well as the issue of wheth-
er he neglected the daughter. The approach offered here does
not deal with supposed motivating forces within the individuals
concerned, but with the formal characteristics of their behavior
with each other. 3)

THE FUNCTION OF FAMILY BEHAVIOR

The difficulty for this type of family would seem to lie in the
inflexibility of their family system. They often maintain the
system despite the sturdy attempts of a family therapist to help
them deal wich each other more amicably. Apparently family
members gain only discord, dissension, and a constant struggle
with one another, or periods of withdrawal in a kind of truce, yet
they continue so to behave. It would be possible to postulate
psychodynamic causes for this type of behavior, or self-destruc-
tive drives could be sought, but an attempt is made here to devel-
op an alternative descriptive language centering on the peculiar
sensitivity of people to the fact that their behavior is governed by
others.

When people respond to one another they inevitably influence
how the other person is to respond to them, Whatever one says,
or doesn't say, in response to another person is a determinant of
the other person's behavior. For example, if one criticizes an-
other, he is indicating that critical statements from him are per-
missible in the relationship. The other person cannot not re-
spond, and whatever response he makes will govern the critical
person's behavior. Whether the criticized one gets angry, or
weeps helplessly, or passively accepts the criticism, he must
either be accepting the rules or countering with other rules.
These rules for relationships which people establish with each
other are never permanently set but are in a constant process of
reinforcement as the two people interact and govern each other's
behavior.

3)Although statements in the form of family rules deal with
observable behavior and are therefore verifiable, the verifica-
tion depends to some extent upon the skill of the observer. Such
statements are more reliably documented by placing the family
in a structured experimental situation where the results depend
upon whether or not the family functions under certain prohibi-
tions. The Bateson project is now beginning a program of ex-
periments with families similar to the small group experiments
of Alex Bavelas.
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Every human being depends upon other people not only for his
survival but for his pleasure and pain. It is of primary impor-
tance that he learn to govern the responses of other people so they
will provide him satisfaction. Yet a person can only gain satis-
faction in a relationship if he permits others to cooperate in set-
ting the rules for the relationship and so influence and govern
him. The person who dares not risk such control over him would
seem to provoke his own misery by attempting to avoid it. If
someone has suffered a series of hurts and frustrations with
people he trusted, he tends to try to become independent of peo-
ple--by not getting involved with them in such a way that thev can
gain control over his feelings or his behavior. He may literally
avoid people; he may interact with them only on his own terms,
constantly making an issue of who is going to circumscribe whose
behavior; or he may choose the schizophrenic way and indicate
that nothing he does is done in relationship to other people. In
this fashion he is not governing anyone and no one is governing
him.

The family of the schizophrenic weuld seem to be not only es-
tablishing and following a system of rules, as other families do,
but also following a prohibition on any acknowledgement that a
family member is setting rules. Each refuses to concede that he
is circumscribing the behavior of others, and each refuses to con-
cede that any other family member is governing him. Since com=
munication inevitably occurs if people live together, and since
whatever one communicates inevitably governs the behavior of
others, the family members must each constantly disqualify the
communications of one another. Should one affirm what he does
or what another does, be risks conceding that he is governed by
the other with all the consequences that follow being disappointed
again by an untrustworthy person. Schizophrenic behavior can be
seen as both a product and a parody of this kind of family system.
By labeling everything he communicates as not communicated by
him to this person in this place, the schizophrenic indicates that
he is not governing anyone's behavior because he is not in a rela-
tionship with anyone. This would seem to be a necessary style of
hehavior at times in this type of family system, and it may be-
come habitual behavior. Yet even psychotic behavior does not
free the individual from being governed or from governing others.
The person who insists that he does not need anyone at all afnd is
completely independent of them requires people to put him in a
hospital and to force feed him. To live at all one must be in-
volved with other people and so deal with the universal problem
of who is going to circumscribe whose behavior. The more a per-



SESSION III

STAGES OF ADULTHOOD

The Three Stages Of Adulthood
A. Early adulthood

1. intimacy
2. career
3. risks

B. Middle adulthood

1. productivity

fyre
)/

%@—assessment/career change

3. physical changes

a. male and female menonause

4. sexuality
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SESSION III (cont.)

Late adulthood

1. the meaning of integrity

2. need for integration

3. despair

Personality factors which affect old age:

need for a ninth stage.

1. interpersonal skills

2. ability to be self-nurturing

3. problem solving ability

4, dealing with disability
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sexuality

57







REFERENCE MATERIALS

SESSION III

Passages by Gail Sheehy, ''The Sexual Diamond" pp. 304-320

"The Crisis of Middle Age'" by Judd Marmor , from Qur Bodies
OQurselves, 'Menopause', Boston Women's Health Collection.
Simon & Schuster N.Y., 2nd Edition, 1971, pp. 327-336.

"Emotional Factors In The Aged", by Gloria Francis
Chronic Brain Disorders

"Emotional Problems of the Aged: Preventive Aspects and
Early Recognition'" - lecture by Arthur Peck, M.D.

59






22

THE

SEXUAL

DIAMOND

I have deliberately left the discussion of sexual changes and exchanges
within the midlife man and woman until last. That is because of the old
-hicken-and-egg argument. There is little doubt that upheavals in the hor-
mone levels of both sexes stimulate at least some of the psychological
changes of the middle vears. On the other hand, when the 40-year-old
married man says, “Our sex life went to pieces,” or the same-age wife says
she has taken a lover “to shore up our marriage,” it usually turns out that
‘he change in sexual circumstances is not the cause of but the accompani-
ment to all of the other shifts in perspective already described.

Many modern women exhibit their erotic potential most boldly at just
ibout the time their husbands’ sexual incentive is diminishing. For men,
the very thought of this can be disastrous.

Midlife “impotence” results, in over 90 percent of cases, from a dev-
astating combination of ignorance and male sexual anxiety. Many re-
searchers and studies confirm this. Masters and Johnson lay it flat out: “The
susceptibility of the human male to the power of suggestion with regard to
his sexual prowess is almost unbelievable.” * More than any fluctuation in
hormone level, it is anxiety, the free-floating fear of losing his male powers
1s he has known them, that can so often make the first time he can’t get
n erection crippling. Even the slightest suggestion that his sexual prowess
s diminishing can psych the midlife man into a repeat of what too often
seems to him to be a humiliating failure.

61

He notes that it takes more time to become aroused. Where it used to ‘
be a matter of seconds and a mere glance at the orbs of flesh colliding be-
neath a pair of tennis shorts, he may take minutes or more to reach erection
as he gets older. He also notices, correctly, that he is slower on the comeback.
In the sweet agonies of teen age he may have walked about with an erection
all day, seldom completely losing it even after he made love or masturbated
—a virtual prisoner of his hormones and tight-fitting pants. But now each
sexual act has a definite beginning and end, and it may be a matter of
hours or all day before he can reach erection again. Comparisons, sting-
ing comparisons . . . he is not the boy he once was.

The accumulating effect of such comparisons may soon have him be-
lieving that he is heading into terminal sexual aridity. In trying to will or
force an erection that he thinks may soon be completely unattainable, he
becomes a candidate for secondary impotence. That means, having enjoyed
a perfectly healthy sexual history, he is now unable to get hard at least
a quarter if not half the time. Or, if this episodic failure becomes a pattern
to which he resigns himself, not at all.

The facts are these: Masters and Johnson assert that all but the tiniest
percentage of impotence cases are psychological in origin. However, one-
quarter of men are impotent by the age of 65 and one-half by 75.2

What's normal? How well should the man over 35 be able to perform?
(The very emphasis on performance has been the single greatest cause of
sexual dysfunction over the ages.) Something is happening and there is no
one to tell him how to interpret it. Most men won't ask other men, nor
would they be likely to get a straight answer if they did; the level of lying
in sexual matters is very early raised to the incorrigible. Hence each man
thinks that his failure is in some way exceptional.

There are considerable advantages for the midlife man who lets him-
self enjoy his sexual maturity. Prolonged lovemaking comes naturally to
him. And he is capable of a deepening intimacy. (Intimacy does not flourish
in the presence of need to prove machismo.}

One man described to me how threatening some of these changes ap-
peared to him and how he fought them for almost five years. He had been
quite a stud during his thirties as a divorced man about town. When he was
close to 40 and quite happily remarried, a ripe and willful beauty from his
past invited him to a party. His second wife was out of town on business.
“I felt 1 had to try. I'd always been successful before.” As he led the
temptress to bed, he was feeling not only guilty but—something else—used.
There was no emotion here, his feelings were all tied up with his wile. In
fact he wasn’t leading at all. This other woman (like so many older women,
he later observed) was the aggressor.

“After the first few times when I couldn’t get hard with another woman,
I began to realize it was because I was being forced into something I didn’t
want to do.”

He could not perform on demand, but as time went on he began to
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resent being demanded of. All the while he was becoming more attached
to, more vulnerable to, and more involved with his wife. It wasn't easy
to get used to this switch from using sex for dominance to wanting affection
and exclusivity. Gradually he saw an advantage to it all.

“It's the freedom not to feel you have to chase after women.” But even
when the change was positive, this man resisted it.

A recurring theme in the biographies of men describing midlife is their
escapades with younger women who were supposed to restore their waning
sexual powers. Sometimes, this does help to dispel the anxiety that is the
real culprit. And sometimes, to their chagrin, they find themselves suddenly
flat champagne in the presence of the sexual feast, or that the affair reduces
them to flaccidity with their wives. In any case, they are baffled. And
ashamed. And scared.

When Joe declares at a party, “I wouldn’t consider sleeping with a
woman over 40, or Sam announces to his friends, “I'm bunking with a
17-year-old girl this weekend,” they are revealing more than anything else
their own middle-aged fears of inadequacy. The 40-vear-old woman is not
evaluated as an individual; the 17-year-old girl is given no name, no per-
sonal characteristics. In both instances the female is narrowed to one di-
mension: she is an age.

It stands to reason that as a man begins to sense his own feminine side
in this period, he will also feel somewhat threatened by the initiating be-
havior now showing up in his partner. The shifting characteristics that be-
come evident in both sexes during the Switch-40s cannot be fitted together,
not for at least several years. But if a man doesn’t understand or can’t accept
this process, it can cause a locking of feeling. Sexual apprehensions only
aggravate the situation. From his perspective, as nature is narrowing his
own sexual potential, an eager and experienced woman of his own age
knows too much, expects too much. The most obvious defense is to find a
way to miniaturize women.

Seeking younger and more superficial partners is not the only device
by which women can be miniaturized. The entire sexual experience can be
reduced in scope by dehumanizing women, by seeing them as an assortment
of only slightly varying objects to be used and discarded. Prostitutes can be
paid for. Massage-parlor models can be activated like coin-operated ma-
chines. Some men make a contest of trying to seduce other men’s wives or
women friends, a form of male rivalry in which the female can be dis-
counted for having cooperated in the infidelity. Sexual fetishism also holds
great appeal. Most of the readers of The Fetishist Times are men in their
forties and fifties. A man may insist on sex in odd combinations. Feet
suddenly become an obsession, or dark nipples or whatever. Perhaps the
real motive is not to aiitact but to disqualify as many women as possible.

The basis for the ignorance problem is that until recently the Ameri-
can man has had almost no reliable source of information about sex. First
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he was a little boy being told by the big boys, “When you're older, you’'ll
know.” Next he was an older boy telling another ignorant youth he’d know.
Then he graduated from being a son into being a husband and father,
rarely asking the girls along the way specific questions because that would
have meant admitting he still didn’t know.

A bent penis at midlife throws him into a panic.

The least likely action a man will take, according to Dr. David Mar-
cotte at the Kinsey Institute, is to describe his real dilemma to a doctor.
To reveal to anvone a real or imagined weakness in living up to our
society’s standards of virility is repugnant. Furthermore, men don’t have
doctors for middle age. What man has a long-standing confidential relation-
ship with his urologist the way women do with their gynecologists> Men
find unimaginable the idea of opening their legs at the word of any doctor
the way women do to have their privates probed, Pap-smeared, episiotomied,
scraped, fitted with rubber disks, clamped with metal coils; the male role
in the reproductive years doesn’t require it. Beyond keeping up a solid
virility front, then, most men are also squeamish about baring their sexual
problems before a physician.

Even if they do, the general practitioner is untrained in sexual problems
as a rule. He won't take a sexual history or inquire about the situational
impotence that is the real problem. The patient will usually disguise his
real concern by describing other physical symptoms (“I'm rundown, over-
tired, overweight”), or he’ll invent an organic factor. If the doctor does ask
him direct sexual questions, he will probably lie. As a consequence of all
this dodging, the doctor usually ends up by telling him, “Don’t worry about
it; it’s just a natural part of the aging process.” The implication being:
“You won't need it much longer.”

Meanwhile, his female counterpart is often, literally, on the prowl
The “delaved blooming” of sexual desire and orgasmic capacity in women
over 30 has been paid profuse attention, of which he is only too uncom-
fortably aware. Masters and Johnson matter-of-factly state, “A woman will
usually be satisfied with 3-5 orgasms.” ?

This leaves us with what would seem a vicious circle: the midlife
woman actively seeking satisfaction of her now uninhibited sexual desires
from a man who, wary in the presence of any naked demand, goes into
involuntary retreat. How, we wonder, could nature be so perverse?

Facing the Facts of Male and Female Sexual Life Cycles

Males and females are most alike before they are born, at 18, and over
60. In between 18 and 60 they move toward opposite poles that reach an
extreme about 40.

The whole configuration can be seen in the shape of a diamond. That
is, males and females at the age of emancipation start out quite alike. In
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lated from a state of swollen excitemcnt to full erection again within the
same sex act. That is to say, the resolution phase is not fully completed for
minutes or even hours, and he is potentially able to have multiple orgasms
by reentering his partner again and again.

But the true sexual potential of the 18-year-old girl is as yet unrecorded.
Suppression of the young female’s sex drive has been lundamental in
stabilizing cultures around settled iamily life. That doesn’t mean it hasn't
always been there.

The shock wave caused by evidence that even nice girls are just as
interested in sex as bovs has only recently begun to register in our own
society. Few can fail to notice that something has been left out in our long-
prevailing notion of women’s sexuality as a lethargic and quiescent thing,
a tight little bud that opens only after ten or fifteen years of prving, pry-
ing, prying.

In fact, the vagina is a highly elastic space that enlarges with sexual
arousal. Even a small or verv voung female can receive an exceptionally
large penis, just as she can give birth to a ten-pound baby at the ripe age
of 18. The more sexual experience she has, the more quickly excitable and
repetitively orgasmic she becomes except that no time at all is required for
her to return to readiness.

Societies have always suspected this about women, hence the efforts to
suppress female sexuality. The ever-ready simplification seems to me to be
just the other side of the tight-little-bud extreme. The truth is much more
complex. We are touched by our emotions as weli as being creatures of our
physical capacities.

Having guiltily enjoyed a rather hot-blooded adolescence mvself, 1
always wondered how much truth there was in the “delaved blooming” idea
of female sexuality. I put the question to a friend.

“I remember an adolescence of absolute frenzy,” she groaned. “Not
getting through a day without seventy-five percent of it being occupied with
sexual dreaming, wishing, watching, touching if possible.”

Many young women ‘‘went all the way” with their steadies expecting
them to be, of course, future husbands. Still others sought to please.
Whatever other motives they had at the time, what now comes out in
consciousness-raising groups is that they felt guilty about enjoying it so
much. They didn’t know if it was normal, and they didn’t talk about it.

Even when it ran contrary to our own experience, women of my gen-
eration accepted the mythological profile of the 18-vear-old boy who is a
prisoner of his hormones and the young girl who is reproductively ready
but won't sexually arrive for ten or fifteen more years. Indeed, many of us
willed ourselves back into sexual dormancy. It was common [or nice girls
who had ‘“gone too far” to do penance for their erotic irresponsibility by
entering a period of revirgination.

That explains the kind of letter one man remembers getting over the
summer fro:m his girl friend: “What we’ve done is wrong. When we get back

>
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together in the fall, things will have to be different.” He was baffled. All
they had done was pet.

The last five years or so have prodded women of my generation to talk
and laugh about the sexual intensity we felt when we were very young.
And the risks we were willing to run for it. Much of this honesty was stimu-
lated by the abortion issue. Calls went out for all notable women who had
had an abortion to speak up. The necessity for abortion on demand could
not be ignored if a solid block of celebrities and important-men’s wives,
even wives of legislators, stood up to be counted. Some of them had sought
abortions back when they were 18, or 19 or 20.

"This is not to say that n.ost 18-vear-old girls in the pre-pill era did act
in a wav that would awaken their sexual energies, only to suggest that a
responsiveness close to the male’s was there if they had. But religious pro-
hibitions and the double standard, not to mention the legions of premature
ejaculators, all together were remarkably effective in cooling the young
woman's attitude toward sex.

Bovs, too, were given a double message: “Don’t do it, but we expect
vou will.”" Instead of emphasizing the likeness in his and her desires and
capacities, the double standard had an opposite effect that is well known.
His part was to play the attacker while she struck the pose of unwilling
prey. Anv [eelings to the contrary had to be falsified or apologized for, and
nothing in this ritualized contest allowed for mutuality. It cast a long
shadow of mistrust into the adult years for men who continued to believe
“\Women always give vou a hard time,” and for women who were convinced,
“Men only want one thing.”

The Diverging Sexual Life Cycles

The similarity of males and females at 18 extends into many areas
other than sexual capacity. At that age they are more alike or allied in the
need to break away from their parents than they are unalike as male and
female. They need one another to find out how they are different. Both he
and she are insecure, inexperienced, and as vet undistinguished by the
carapace of firm social and vocational roles. Enthralled as much by what
they are learning about themselves as by the other one, young lovers gladly
lose their egos in each other as if in a warm whirlpool bath. That’s why the
first love is so hard to give up.

Once into the twenties, the social sorting system begins segregating
them by domestic duties and career opportunities, and the massive distinc-
tion in sexual roles takes effcct. They begin moving apart in every way, n-
cluding sexually. An overwhelming proportion of the babies born ure pro-
duced by women in their twenties. Pregnancies cause sexual interruptions,
and small children are distracting. Men have already experienced “the sexual

acme of their lives . . . and will never again attain higher levels of total
sexual outlet.” @
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After completing her baby-bearing at the statistical age ot about 30 or 31,
the woman is at her fullest sexual availability. Although a slow physical
decline begins in the thirties for evervone, this decline 1s more than offset

W(mn female_b_;_h;:r_ukr_;;_gu@_l_loss of sexual inhibition. Psychiatrist

Mary Jane Sherfey particularly emphasizes the effects of pregnancy.” The
capacity for repetitive orgasms (orgasms that continue in a series uninter-
rupted by a full resolution phase), she says, most often occurs during the last
fourteen days of the menstrual cvcle in women who have already borne
children. This is because of the high levels of vasocongestion reached by the
woman who has already reproduced. The female erectile chambers have the
capacity to refill immediately after every climax, and this recreates the sexual
tension by engorging the entire pelvis with an inexhaustible supply of blood
and fAuid. It is one of the most striking differences between men and women
and between women and other primate females.

And the man? What changes when, and what remains forever? After 30,
it is widely agreed that the man loses his capacity for multiple orgasms. That
is, he loses the ten-minute boy power to re-erect by entering his partner again
and again. A full resolution follows each ejaculation. and at least a half hour
is required before he can have another erection. Nonetheless, the quality of
his sex life usually improves as he gains more social skills and higher status.
His status not only makes him more desirable in the eves of women, it makes
him more potent in his own eves. The effect of self-confidence on male-
hormone level cannot be stressed enough.

It is a hiological fact of life that as the vears pile up, the male erection
capacity goes down, and he must have longer and longer rest periods be-
tween sexual acts. The gradual physical slowing noticed by ev erybodv 1s not
so easily offset for a man by a new sexual experience, the wav it often is for
a woman, because ordinarily he has fewer inhibitions to give up. On the
contrary, midlife is when serious inhibitions are likely to trouble him tor
the first time.

With unsettling changes in his sense of self going on in every other area,
obviously a man’s sexual confidence will be affected. He may try to conceal
a flagging libido from his partner by picking a fight with her and then re-
treating into a self-righteous sulk. Or he overworks to the point of exhaus-
tion or gets psychosomatically sick, all to explain why he can’'t make love
on the weekend. There are easily fundreds of ways to avoid the real 1ssue.
Although his partner probably senses the real reason, she would be risking
annihilation to say so.

In America and all over Western kurope we place a premium on the
vertical penis. As anthiopologist Ray Birdwhistell savs. “Unless the maule
can get up this hyper-erect vertical penis and not ejaculate prematurely,
he thinks he's incapacitated.” = Aud then, too often, he 1s.

Some societies accept the fact that sex is quite possible with a ponrigid
penis. This requires (ooperation hetween the man and the woman. She pre-
pares her tissues for reception of the paitially erect penis, using added lubri-



DEADLINE DECADE

cation if necessary. In a society that assumes only bad girls cooperate, a taboo
is created against such helpful efforts. The nearest thing we have had to a
sexual revolution, claims the professor, is that women are now allowed to
admit what they know about sex without being regarded as bad girls. And to
teach men. But a big blind tank of ignorance still rolls through midlife, and
1 would suggest we have a long way to go to reduce the sexual casualties.

The bright side of the male sexual life cycle is this: A 'man in generally
good health need never lose his erective capacity. The sexually educated and
experienced middle-aged man can be a most satisfying lover. Once he over-
comes the anxiety of no longer being a boy, he can begin to appreciate his
matured powers to give tenderness and receive love, and to prolong his
own state of excitement by withholding ejaculation while he brings his
partner to ecstasy again and again. That's power. But he should also know
this: Women don’t like to feel they have to come again and again, in order
to compliment a man’s masculinity. As with erection, any rigid expectation
of a standard of performance is incompatible with good sex.

Looking at ourselves in cold, hard evolutionary terms, we are all rela-
tively useless after 30. All a species needs to survive is to reproduce itself,
which is easily possible at the age of 15, and fifteen vears more to raise the
next generation to reproductive age. Certainly by 40, when both the male
testes and the female ovaries begin to show the changes of age, we are, from
an evolutionary point of view, thoroughly disposable.

But we don’t want to go! We're doing everything in our scientific powers
to prolong our years of health and vigor. Today, an American boy baby who
has survived his first year can expect to live to 69 and a girl to 76.% Most child-
bearing is over by the time we reach 30. What do we do with all those years
of fulminating eroticism and undirected potential we have left? Lamenting
the apparent upsurge in male impotence that seems to coincide with the
lifting of age-old restrictions on female sexuality, writer Phillip Nobile ex-
pressed in Esquire a common viewpoint: “Indeed, the design appears badly
botched.” 10

Botched by us, I would suggest. Botched only because we continue to
set the adolescent ideal into cement and then crab about it when the next
fifty vears will not reciprocate our wishes for adolescent love, adolescent sex,
adolescent male strength and female beauty. We remain wholly unprepared

for the long stretch of the life cycle we will spend as nonproductive sexual
beings.

The Educated Male Orgasm

One reason we have come to believe that men enjoy sex less as they
grow older while women enjoy it more is the Kinsey hangover. Kinse;'
measured the sexual experience solely in terms of the number of “outlets.”
Reflecting in his research design the bias of his culture at the time (1943),
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Kinsey’s definition of male satisfaction was ejaculation—nothing more,
nothing less. Kinsey wouldn’t put up with any talk about “premature.” If
primates do it fast, he argued, then men should go them one better:

It would be difficult to find another situation in which an individual who was
quick and intense in his responses was labeled anything but superior and that
in most instances is exactly what the rapidly ejaculatory male probably is,
however inconvenient or unfortunate his qualities may be from the standpoint
of the wife of the relationship.!!

So, to some degree, we have Kinsey to thank for several generations of
premature ejaculators.

The male orgasm does not happen naturally. As Birdwhistell states, far
more often than Americans and most Western Europeans like to admit, a full
male orgasm, unlike ejaculation, does not happen at all without learning or
training. Ejaculation is composed of a two- or three-second sensation that
coming is inevitable, followed by three or four strong muscle contractions
that expel the semen and produce the most pleasure, then several minor con-
tractions, and it's over. What's more, the man over 50 may feel only one or
two contractions before expulsion or may lose the subjective feeling of in-
evitability altogether and be reduced to a one-stage ejaculation.

The full male orgasm 1s 'an exercise in exquisite delay. By training
himself to slow down every time he approaches the margin of ejaculatory
demand, the man can luxuriate in being stroked, savor the waves of hot
swollen tension, fantasize, and delight in bringing his partner through an
ascending chain of orgasms until she reaches a moment of climax com-
parable to his.

Because young men of today generally recognize the pleasure of pro-
longed lovemaking, they make efforts and experiment with different methods
to cause this delay. The problem for the older man is different. Although he
is much more easily able to be a mature ejaculator, that unfortunately was
not the ideal conveved by “making it” American style when he was a boy.
The ideal assumed that the man must come if he is to give a good perfor-
mance. The woman was also led tc believe she had failed if she didn’t ‘make”
him come.

Very recently in America, Masters and Johnson have indicated that the
man of 60 will find greater sexual contentment if on two out of three occa-
sions. he reserves his ejaculation altogether. In that way, sexual tension will
accumulate to a climax worthy of his expectations. Although this notion is
only now being gingerly advanced in this country, in Oriental culture it has
been the ideal. The ancient teaching in Chinese sex manuals is that the
voung man must be trained not to ejaculate, for his own as well as his part-
ner’s pleasure. In old Chinese wisdom, the deepest mutual joy in sex derives
from stimulating the woman's orgasms. The man is urged to improve upon
this pattern all through life: to hold back as long as he can and, if he does
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succumb, to do so as infrequently as possible so that on those occasions he
will be primed for satisfying release. It all dovetails so gracefully with the
changing human capabilities as we grow older. But then, Chinese culture
has always venerated age: whereas our own celebrates only & youth we all
lose. -

As the ‘most sober researchers attest, if sex were the only criterion, the
best match would be the adolescent boy with the woman twice his age.??

The Curious Ups and Downs of Testosterone

In some ways, the burden of aging put upon American men is more
nearly intolerable than it is for the women. Our men must be something
that no living creature has ever been able to achieve: They must be eternally
strong. We have prepared them for nothing less by ignoring possible evidence
to the contrary. .

We do know that the male hormone, testosterone, is intimately con-
nected with aggressive behavior, as it is with sexual behavior. And we are
just beginning to find out that male hormone level varies enormously with
the man’s emotional state. Dr. Estelle Ramey, a physiologist at Georgetown
University School of Medicine who is actively studying variations in tes-
tosterone with particular attention to its role in male heart attacks, called
to my attention a fascinating study by Dr. Robert Rose, a professor at Boston
University School of Medicine.

When a rhesus monkey is number one in the hierarchy of a primate
colony, his testosterone level measures higher than that of any of the
other monkeys. One might conclude that testosterone is the take-charge
hormone and that the one who has the most gets to the top. But take
this primate who is at the top of the pyramid and put him in a colony where
he is unknown, where he has to reestablish himself, and his hormone level
plummets. It all depends on his sense of security.!®

A testosterone level is not something that an individual *“has,” regardless
of the social situation; it is an open system. Two more studies by Rose show
how very susceptible this system can be. After an animal is defeated in a fight,
his hormone level drops and remains low. But put a low-status male in a cage
with a female he can dominate and with whom he can have an active sex
life, and up soars his hormone level along with his spirits.

Although similar patterns can be seen in humans, there has been an
inexcusable lack of scientific research in this area. Only now are new tech-
niques in chemistry being developed to measure sex steroids in human blood
accurately. Data are just beginning to come out:

The older the man, the more readily anxiety will cause a drop in his
testicular hormone.

From the age of 18, when the male’s testosterone secretion reaches a
peak per day, there is a slow fall-off until he dies.

Not all men are so gradual. More commonly than was anticipated, men
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show a substantial drop in hormone level beginning between the ages of 40
to 55. And then they have all the signs and symptoms of the menopausal
woman.

Mysteries of the Climacteric

Up to now this has been a male problem with no name. Well, there is
the vague term climacteric, but there is nothing visibly markable that
changes; he has no menstrual period to stop. People don’t expect him to have
hot flashes and diZzv spells, memory lapses and irritability. He may withdraw
into obsessive work, but other common symptoms such as waking anxiously
for hours in the middle of the night, lassitude, chronic fatigue, and head-
aches are sure to cut back on the energy and quality he once counted on tak-
ing to the office. His co-workers will eventually notice something is wrong,
even if he refuses to admit to it himself and especially if his moodiness
prompts him to lash out at them. Colleagues begin to be concerned about
how well he can uphold his end of the enterprise. Competitors may use any
of this odd behavior as ammunition against him.

A nasty downward spiral can ensue. Feeling his security on the pyramid
slipping, he becomes more apprehensive. He is anxious about getting older.
And the older he gets, the more that anxiety will suppress the production
of male hormone he needs to take charge with confidence. Eventually the
spiral will come back home to play havoc with his sex life. For as we already
know, the relationship between sexual capacity and testosterone level is a
highly synergistic one. But before going any further, I hasten to add Dr.
Ramey's reassurance: “Potency is really not a function of how much hormone
you're secreting as long as you have enough.” 14 Most men have enough for
moderate sexual activity deep into old age.

That question aside, the next two concerns everyone has are: How
many men undergo severe disruptions in their physical, emotional, and
sexual equilibrium as a result of the climacteric? And what is the age of
dread?

A current estimate is that about 15 percent of men suffer from the rapid,
sharp decline of testosterone associated with disruptive symptoms of the
climacteric. For the other 85 percent of men the hormonal change is slow
and gradual, although there is considerable variation. Most hardly notice
it; some experience no symptoms at all; and some are buffeted by wide
swings in hormone level over 2 period of a few years, causing equally un-
predictable swings of ‘mood, and then the symptoms disappear without
treatment. The symptoms of menopause also “affect almost all women to
some degree, but only about 10 percent of them are obviously inconvenienced
by these problems.” 3 There are important reasons that perccniage has
dropped so low. Menopause has been studied for many years. A woman knows
what to expect. Volumes of information are now available to educate her
further. Hormone replacement therapy, although controversial because of
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the uncertain cancer connection, is nonetheless well along in clinical use,
Most of all, menopausal women have a specific event to complain about and
adjust to and everyone knows it; they can expect a little sympathy. For men
it’s all so undefined and unexpected.

Reporting conclusive results from a study of impotence in 100 climac-
teric patients, Boston urologist Thomas Jakobovits gives this picture:

Beyond the age of 40, a man may manifest symptoms of the strains and stresses
peculiar to this particular time of life. An individual may suffer from
irritability, nervousness, and a decrease or a loss of sexual function. . . . this
decline of gonadal function with associated symptoms of the male climacteric
can begin at any age, but most commonly begins between the ages of 40 and 55.

Referring to three other studies, he reports that the average age of the
climacteric patient is 53.7.18

Dr. Helmut J. Ruebsaat, whose practice in British Columbia has be-
come increasingly involved with men experiencing the climacteric, puts
more weight on the forties decade. Three-quarters of the cases that have
come to his attention began between the ages of 41 and 50 and the remainder
sometime before 60. The tricky part of assigning an average age is that many
cases are not reported until long after symptoms begin, and many other cases
are never presented to doctors at all.'?

Symptoms of the climacteric come in clusters, and they are elusive. A
man doesn’t wake up one morning feeling suddenly sick all over, as he does
with the flu. One or two symptoms may come on for a period of days, fol-
lowed by a spell of more ominous symptoms; then it all passes, and he feels
fine. Until a few weeks or months later when another spell begins. With all
this confusion, it'’s no wonder that a man might think he is suffering a series
of illnesses with no connection. In summary, here are the complaints most
often associated with the climacteric:

Morning fatigue, lassitude, and vague pains are the most common.
Nervousness, irritability, depressive phases, crying spells, insomnia, memory
lapses, apprehensiveness, and frustration are the cerebral symptoms.
Diminished sexual potency and loss of self-confidence are particularly sub-

' ject to the reciprocal effect of his situation at home and at work.

And then there may be any one of a mixed bag of circulatory signs: dizzy
spells, hot flashes, chills, sweating, headaches, numbness and tingling,
cold hands and feet, plus an increased pulse rate and heart palpitations.
The last one scares the hell out of a man; he thinks he's having a heart
attack.

But the most bothersome symptom, as Jakobovits calls it, is the “decline in
psychologic stability.”

This is what got to Raymond Hull, a successful author in first-class
physical condition who began having spells of night fears and drenching
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sweats alternating with chills, along with a few days of feeling stupefied at
the typewriter where he ordinarily writes 2,000 words a day. When an at-
tractive woman friend turned up at his home eager to spend the weekend
and he had to let her sleep alone, he knew he had lost his sex drive. But
most unnerving was the topsy-turvy change of temperament. After several
weeks of normally good spirits, being ordinarily a placid man, he would
fall into an unfathomable depression. For a few days he would be down on
himself, his work, his friends, the whole human race—and a fear-ridden
spectator of his own volatile behavior.

“I'm wondering how such mood changes affect other men,” Hull noted
in the journal he began to keep. “This depression is unpleasant; but there
is another emotional effect that is dangerous. On any trivial provocation I
may switch from the depressed, apathetic mood, to one of near-insane
rage.” 18 Within a couple of weeks he would be soaring with unaccustomed
exhilaration. And then another spell would come on until he began to think
he was going mad.

The oddest part of it all was that the symptoms coincided with what was
by far the most successful and satisfying period of his life. In two years he
found himself just about back to normal. Ultimately the collaboration
between Hull and Dr. Ruebsaat produced The Male Climacteric, a 1975
book and apparently the first full-length treatment of this subject.

Undiagnosed. the climacteric can have a pretty dreadful ripple effect.
“The spells of bad temper that are a common symptom of the climacteric
will obviously cause problems for the man at work and with his friends,”
says Ruebsaat. “In extreme cases they may lead to quarrels, fights, even
murders.” 1* He also describes the fallout to be expected from the ambitious
man who has achieved some success; he commonly reacts with panicky de-
fenses against nonexistent threats to his prestige and livelihood.

An employer who begins to exhibit the emotional symptoms of the climacteric
can become a terror to his staff—unpredictable, unfair, the most-hated man in
the firm. He may be rash in his judgement of business affairs, slow to take

e necessary action, or wildly changeable in his decisions, as his moods alternate
between the optimistic and pessimistic.

That such havoc can descend on an otherwise well-adjusted man is
not a pleasant revelation. Indeed, in my experience, men will often dismiss
any mention of the climacteric as a misery-lovescompany idea cooked up
by menopausal women. There is truth in the assumption that the meno-
pausal sex resents having taken most of the blame for their husbands’
middle-aged problems. Eccentric behavior due to a change of life has been
traditionally ‘ascribed only to women. The terror and fury felt by dumped
“old” wives and anticipated by married women upon approaching the age
of abandonment, does seem to find 2 common voice when the climacteric
is mentioned. Thus when the New York Times ran an article in 1973
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asking “Is There A Male Menopause?” letters flooded in from women

whose marriages were already among the midlife body count. Their scars
showed big as life:

Unfortunately doctors, psychiatrists, men in general, have kept it all under the
rug, where they have swept it themselves. They are in terror of acknowledging
a condition which affects their behavior beyond control, but which they readily

ascribe to women without mercy. They cannot even talk about it among them-
selves.20 )

The “Name Withheld” who authored that letter also wrote that had
she read about the symptoms when her husband was going through vivid
climacteric changes at 46, she would not have turned in hopelessness to
divorce.

What can be done? The quest for potions of sexual rejuvenescence is as
old as the Bible. Rich men have been braving an icy trail to Switzerland
for vears to imbibe monkey glands, which may have boosted their sexual
morale but otherwise had no physical effect on their gonads. Fven when
pure male hormone is given, mind seems to be as important as matter.

The results of Dr. Jakobovits’s double-blind study are optimistic. He
treated 100 men, most of whom were in their seventies and eighties, for
impotence. Half were given oral hormone tablets (methyltestosterone)
and half placebos. After a month, a favorable response was seen in 78
percent of the cases treated with active medication. Even zmong those
who had been soothed with sugar pills, 40 percent regained their libido.
The urologist concludes that hormone treatment provides an uplift both
physical and psychological for a complex problem that may involve both
influences. “Once successful sexual ability is again re-established and once
the patient is thoroughly convinced of his own virility, then medication is
usually no longer needed.” 21

To replace or not to replace hormones is nonetheless a controversial
question. The flaw in prescription of testosterone for older men is that can-
cer cells are thought by some to grow well in its presence. One-quarter of alf
men over 40 have latent cancer of the prostate, although it generally re-
mains dormant and is discovered only on autopsy. It is therefore imperative
that any man about to embark on testosterone therapy have a thorough
physical and chemical examination first to rule out the presence of any
1ncipient prostate cancer.

Obviously it would be a bum rap to point the finger at every jumpy
middle-aged man and sav, *Aha, male mencpause!” More often than not the
poor guy will be struggling through a garden-variety midlife crisis. So far as
we know—and we don’t know very much—only 15 percent of men are candi-
dates for a riotous change in hormone levels. Given the new laboratory tech-
niques, we shall soon know more about the mysteries of the male climacteric.
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Sex and Menopause

The onset of vaginal lubrication for a woman corresponds to an erection
for 2 man. After 40, as the aging process sets in, vaginal lubrication will di-
minish to 2 degree. But it need not impair her pleasure or receptivity. Sex-
ologists offer a very direct piece of advice: Use it or lose it.2* Indeed, it is
the woman who continues to exercise an active sexual life, even without
hormone replacement, who shows the least evidence of this physical change.
However, there is for her as big a “but” as for her mate. 1f she senses this
delay of moistening as a loss of womanhood, it can impair her spontaneity.

Menopause creeps up on women. Most women think that as long as
they are menstruating regularly, they are not in the menopause. But even
though their flow may be normal in the forties. a chemical measurement
will usually show wide swings in sex hormones. That can bring on all the
svmptomatology of the menopause, even though the woman has monthly
evidence that she is still fertile and may even become pregnant.

Because we have not been aware that these wide hormonal fluctuations
commonly occur throughout the forties in both sexes, even the best-known
symptoms can be misunderstood. What is happening when waves of heat
spread over the upper body, often followed by chills? The medical term
is vasomotor instability. The vasomolor nerves are responsible for enlarging
or decrcasing the diameter of the blood vessels. Ordinarily, these nerves
will take their cue from the body temperature; if hard exercise heats us up,
more blood is sent to the dilated capillaries at the skin's surface so that
excess heat can be ventilated out of the body. The same process holds true
in reverse: in severe cold, the capillaries constrict and blood is drawn deep
into the trunk of the body where the heat can be better cons_erved and
important organs maintained. But when hormones become unstable, they
disturb the signals going to the vasomotor nerves. Dizziness, tco, in the
middle-aged woman or man, is usually caused by some disturbance of
bleod flow caused by the agitated vasomotor nerves. The palpitating heart
can have the same cause.

As I have said, 90 percent of women today are not overwhelmed by
problems of the menopause period, and the actual cessation of menses
appears later. The severe depression experienced by roughly 10 percent
of women, which was once widespread, has been offset by the increasing
opportunities and options available to the middle-aged woman and by a
profound change in consciousness. All the experts talk about “the world
is opening up” attitude that has replaced the closed-hook uselessness women
once felt when their children lefr home.

Many women today emerge with a burst of "postmenopausal zest.”
Once the worries of pregnancy are thrown out along with the tampons a'nd
contraceptives, women in good health will often experience a reawakening



of sexual desire, as well as great enthusiasm for directing their creativity into
new channels.23

We often wonder, “Who is that woman? She must be 55, and yet her
skin is terrific, and her breasts don't sag. What's her secret?” Chances are,
she is the woman with especially vigorous adrenal glands. Estrogen is pro-
duced by the adrenals, which are not affected by menopause, as well as
by the ovaries. Some women then compensate for the estrogen loss from
this other source; they age well, remain strong and energetic, and enjoy
much the same vaginal lubrication and elasticity they have had all along.
Although this defense against sexual aging is out of a woman'’s control, the
other most important counteractive factor cited by Masters and Johnson
is not. And that is regular intercourse, once or twice a week over a period
of years. :

The same can be said for both men and women. Consistency of sexual
relations is the key to continuously vigorous sexual expression.
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The Crisis of Middle Age

THE CRISIS OF MIDDLE AGE

In recent years the concept of crisis has occupied an increas-
ingly important position in psychiatric theory as a period in which
an individual, subject to stress, reaches a crucial point of tension
from which either adaptive integration or maladaptive disorganization
must eventuate. The significance of crisis, psychotherapeutically,
is that at such period of stress, properly presented interventions
can be of maximum efficacy.

Eriksonl originally introduced the concept of developmental
crisis 1in relationship to his well-known " eight sTages of man."
There are indeed many developmental crises throughout human exist-
ence, beglnning with the process of birth itself. Others include:
the crucial first year of life,--which lays the ground work for basic
security in interpersonal relationships; the accumulation stresses
of the second and third year of life,-- of fundamental importance in
connection with the development of inner and outer control mechanisms
and relationships to authority symbols; the crisis of the Oedipal
period,--with all of its fateful implications; the separation crises
involved in the first school attendance and the first extended depart-
ure from home; adolescence; the first employment and heterosexual ex-
periences; marriage, and parenthood.

The purpose of this communication is to focus upon still another
period of life--the middle years--as a particularly important develop-
mental crisis which, apart from our concern with the gross psychopatho-
logies of menopause, has not received sufficient attention as an
inevitable aspect of the aging process in our society.

What makes middle age a crisis period? There are four major
factor--somatic, cultural, economic, and psychological.
(1) As individuals reach the middle years of life, the somatic
evidences of the aging process can no longer be ignored. There comes
a moment in the life of every man and woman when the decreased
elasticity of the skin, the accuumulating wrinkles, and the coarsening
of the features force themselves into awareness in a way that can no
longer be denled by the psychologically healthy person. There is the
inevitable fateful day when reading glacses are prescribed for the
first time, or when a mar, catching sigkt of the back of his head in
a three-way mirror, realizes that the bélding person at whom he is
looking is no other than himself. For ‘he woman there is the sagging
of breasts once proudly firm, the beginring of irregularity of
menstruation, and then the finality of ts cessation. "For both men
and women there is the slackening of mustular activity and the
tendency toward increase in weight, witt the never-ending subsequent
struggle between oral craving and oral rustration. I am purposely
omitting discussion of actual somatic plhologies. My point is that
quite apart from any specific pathologiml syndromes, the normal
somatic changes that accompany the midd’» years constitute & series
of critical emotional stresses for all eople, the significance and
impact of which, however, vary in diffeent individuals for reasons
that I shall presently discuss.
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The unemployment rate is also higher for women in both groupsa-

Chenges in the level of poverty over the past few years have
left working women who are heads of families worse off than ever,
While the total number of children in poverty decreased by one-
fourth over a period of seven years, the number of poor children
in families with a wo.uian head increased by t2n percent. In
famllies where the heads is under age 55, a woman's femily is
nearly six times as likely to be poor as e man's.

The problem is not so much one of women needing more Jjobs.
Women need better Jobs. According to the Department of Labor,
one-fifth of the sixty-five million women aged sixteen and over
live 1in poverty. Ttn percent of the nation's families are head~
ed only by a women, but forty percent of the families classified
as poor have women heads. Most women, married or not, work out
of economic necessity; over one-third of the women of marriageable
ege are not maerried.

2. Jo Freeman, "The 51 Percent Minority Group: A Statisticzal Essay,"

in Robin Morgan, ed., Sisterhood is Powerful (New York: Random
House, 1970), pp. 37-46; Margaret Mead and Frances Kaplan, eds.,

ﬁmerican Women ( New York: Charles Scribner's Sons, 1965), pp.
5-53. ~
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(2) The second important area of stress is the cultural one. This is
especially relevant in the United States where youth and physical
vigor are particularly valued. One might speculate that the high
valuation of these patterns in American culture may be a carry-over
of our frontier history where such physical atributes were indeed
essentlal for survival. Regardless of its source, however, it is
worth noting that this is a pecullarly potent aspect of Americen
cultural life which does not exist to the same degree for older
European and Asian cultures, where middle aged people are still
considered attractive and desirable and where the elderly receive
considerably more respect and appreciation. Consequently, in the
context of Ameri¢an culture, the beginning loss of youth and vigor
is a relatively severer narcissistic. injury.

Still another relevant factor in American cultural life is
the great value placed upon individual success, whether it be in
terms of prestige, wealth, or power. The failure to have achieved
such success by the time middle age has arrived also, as we shall
see, constitutes a significant stress in our milieu.

(3) The middle years' of life also carry with them many increased
economic stresses. There still exists a prejudice against hiring
older people,: particularly in the white-- and blue collar areas;
Indeed, the increasing advent of automation may increase this dis-
crimination rather than decrease it. Moreover, children in a’
complex technology require more extended support due to their
prolonged training needs. In addition, the middle-aged person
often 1s faced with the heavy economic burden of supporting aging
and ailing relatives. It i1s possible that this latter burden now
will be somewhat eased with the advent of Medicare, but the steady:
increase of their own medical costs may weil continue to represent
a serious economic threat to many people in the middle years of
life. The insidious diminution ’n purchasing power which the
steady progress of inflation has brought with it in recent decades
constitutes an -additional source of strain to most people in this
age group.

(4) Most important, however, for the middle years, are the psycho-
logical stresses, not only in response to the above mentionzd o
_somatic and environmental pressures, but also to specific emotional
factors. Separation less is a key and recurring psychological
stress during this perdod: The loss of one's youthful self-image,
the increased frequengy of illness and death among relatives and
friendsf the loss of children who leave home, and the loss of love
in the "tired" marrigge where intimacy has been replaced by mutual.
toleration, and sex takes place withcut passion or tenderness.

Most significamtly stressful, however, are two additional
factors which are ugually unconscious, and which affect all middle-
aged people. The first of these--already touched upon--involves
the loss of the fantasy hopes of youthj;-- the hopes of fame, of
accomplishment, of wealth, and of romance. One of the fundamental
adJustments that most people have to make in the middle years, if
these fantasieg haye not been achieved, is the facing of the hard
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fact that their fulfiliment has become improbable. This involves &
profound problem in self-acceptance and in the willingness and

ability to make compromises with inexorable realities.

The second factor, and perhaps even a more challenging one,
is the fact that the somatic changes of middle age carry with
them sn inescepsble confrontation with the fact of mortality. The
defenses which have worked so well in youth--the illusion of in-
mortality and the denial of one's own ultimate death--can no longer
be maintained. The result is a marked increase in what Has come
to be known as 'existential anxiety",2 the anxiety that is derived
from fully facing both the 1imits of exigtence and our ultimate non-
existence.

An interesting fact, however, is that these stresses operate
differentially in men and women. In the middle years of life
women manifest psychiatric disorders three to four times as
frequently as men do. Why is this so? It is certainly not due
to a greater physiological vulnerability to the aging process. If
anything, modern American women maintain their youthful appearance
at least as well as men do; indeed, the artifices of the cosmetic
industry help them to maintain the illusion of youth far better
than men. The evidence strongly suggests, rather, that the reasons
for this difference in mg;bidipx;aye_cultural and psychological.
Firsﬁj‘there—is“muﬁﬁ’éfeater emphasis in our culture on the import-
ance of beauty and youth in women as compared to men. Second, the
cegsation of menses is an obvious narcissistic injury as compared
to the more insidious, less visible diminution of virility in aging
men. Third, the woman's loss of reproductive capacity at menopause
is in direct contrast to the preservation of this capacity in men.
Finally, the majority of women in our society still form their
indentities as mothers and wives, within the family, rather than as
persons in the outside world. In middle age, however, the function-
al role of a woman as a mother and a wife assumes less importance,
with children becoming less dependent and the husband less attentive.
Consequently many middle-aged women are apt to feel as though they .
are being discarded and retired to a cultural ash-heap, while their
husbands are still able to feel relatively needed and involved in
the outside world. (Ironically this functional difference is reversed
in the sixties and the seventies when the woman is apt to find her-
self much more useful and needed, in the grandmother role, than is-
the man of comparable agel)

Despite these cultural variables, the manner in which these
normal stresses of middle life are dealt with in any individual man
or woman depends upon factors which are highly personal and
idiosyncratic. These factors, for both men and womwn are:

1. The basic ego-integrative capacity of the individual--the

capacity for flexible adaptation in cantragt to emotional
rigidity;

74



2. The nature of interpersonal relationships--the character of the
marriage and of the relationship to children, other relatives,
-and friends;

" 3. The sense of continuing usefulness, which depends on the extent
of the individual's functional relationships, and the degree of
self-fulfillment that they afford; and

4

I, The breadth'of interests in the outside world.

Generally speaking, the weaker the ego-adaptlve capacity, the
more limited the base of interpersonal relationships, the narrower
the foundation of the sense of usefulness and of the interest in
the outside world,=-the more critical will be the impact of the
middle year stresses.

In general, four major patterns of response to the stresses of
middle' 1ife can be distinguished,* each, of course, subject to
considerable idiosyncratic variations and blendings. They are not
mutually exclusive. (1) Denial by escape. Here we see people try-
ing to avoid facing their inner anxieties by patterns of compulsive
activity. This is why so many middle aged couples fear being alone
with themselves or one another, and are constantly escaping into the
wasteland of TV, or to movies, card games, and parties. The formula
that dominates their lives is "What are we doing tonight?" Another
common defense is that of (2) Denial by over-compensation with efforts
to recapture the lost feelings of youth. Not for nothing are these
years sometimes characterized as "the dangerous forties!" The woman
utilizing this defense is apt to embark on a desperate search for the
romance and the love that has gone out of her marriage;

*#It should be emphasized that these reactions are typical .of confemp-
orary American life, and are not universal for-all times and. all
cultures. Obviously, patterns of adaptation and maladaptation are
strongly affected by the mores, the outlest, and the technology of
the sociocultural milieu-- viz. McLuhan's challenglng concepts in
"Understanding Media."3 while the man seeks to refurbish his
tarnishing narcissistic self-image by pursuing a chain of sexual’
conquests; ~As might be expected, this is a crisis period for
marriages, and the incidence of divorce reaches a high peak.

If these commonly used defenses fail to -work, then we may see
various forms of (3) decompensation, with anxiety states, depressive
reactions, apathetic surrender, or feelings of rage.* These
patterns of decompensation make up what are commonly recognized as
the psychological "disorders of the menopause".

On the other hand, tf the individual is able to meet the critical
developmental stresses of the middle years and deal with them
successfully then the outcome is a state of higher (4) integration
than he or she has previously achieved--an integration that means
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an added dimension of emotional maturity; a heightened awareness of
self and of others; a lessering of narcissistic self-involvement and
an increase in the capacity to cathect service to others; a greater
ability to find pleasure in the achievement of our children, our
students, and our youth in general; a renewed capacity for produc-
tivity and creatlvity; and, finally, a deeper appreciation of the
complexity and the rich bitter-sweetness that characterizes our
temporary sojourn on this planet of laughter and tears.

"For age is opportunity no less
Than youth itself, though in another dress."”
(Longfellow)

*#Viz: Dyland Thomas' anguished cry: "Rage, rage against the dying
of the light!"
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Menopause

MiNorause is defined as the period of cessation of
menstruation, occurring naturally between the ages of
forty-five and fifty. Menopause involves the gradual de-
cline of the working of our ovaries. Our ovaries can begin
to producc less estrogen starting even in our late twenties.
But most of us do not actually begin to notice signs
of menopause until our late thirties or early forties. In
other words, menopause is a long process which ends
with the complete cessation of menstruation and of our
ability to conceive and bear children. Our bodies have
to adjust to these changes in ovarian and hormonal func-
tion. The length of time and the quality of this adjust-
ment will vary from woman to woman. Removal of both
ovaries (as in a total hysterectomy) before the age of
natural menopause will bring on menopause symptoms.
A few older friends sat down and told some ol us
recently what their experiences of menopause had been
like:
L]
I have found life after 55 and the menopause very simi-

lar to life before 55 and the menopause.
» » [ ]

Just beautiful not to have to worry about the damn pe-

riods. And no more birth control!
* L] »

I was tired in the afternoons for a couple of years and
worried that I was going into a decline, but being luck-
ily a vicorous person, 1 kept going with my work. Then

one day I realized it 1nust have been the menopause.
» - ]

I don’t really think of telling my kids I'm in the meno-

pause because that would be overplaying its importance.
L] ] »

When I was about age fifty-six I began to menstruale
less often and felt mildly nervous at times. The woman
gynecologist to whom I had been going yearly for Pap
smears probed at some length into any possible dangers
and then vecommended a daily amount of Premarin, and
when this brought back the periods, suggested halving
the daily pill. This was six years ago and 1 have had no

menopausal symptoms sinee.
L ] L]

L
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Although we know that not every woman has the easy
time with menopause that these particular women did,
it was.a relief for us to hear such positive things about
menopause, because so much that we have heard and
absorbed about “the change of life” has been negative
and scary. The popular image of the typical menopausal
woman is negative—she is exhausted, haggard, irritable,
bitchy, unsexy, impossible to live with, driving her hus-
band to seck other women’s company, irrationally de-
pressed, unwillingly sulfering a “change” that marks the
end of her active (re)productive life. Our idea of meno-
pause has been shaped by ads like the one in a current
medical magazine that pictures a harassed middle-aged
man standing by a drab and tired-looking woman. The
drug advertised is "“For the menopausal symptoms that
bother him most.” Menopause is presented as an afflic-
tion to us that makes us an affliction to our friends and
families.

In our youth-oriented culture, menopause for many
people marks a descent into un-cool middle and old age.
In a society that equates our sexuality with our ability
1o bave children, menopause is wrongly thought to mean
the end of our sexuality, of our responsiveness to men,
of pleasure in bed. In a society that considers babies to
be our major contribution, menopause, often coinciding
with our children’s leaving home, marks the end of our
only important job, the end of our reason for existing.
Menopause is called “the change” and all the implica-
tions are that life goes downhill from there. (“The words
‘change of life’ must have had a catastrophically destruc-
tive effect on countless women,” writes one friend. “I'm
not willing to suspect it's such a change.”)

These views are being changed by women like those
who spoke above—who value themselves as more than
baby machines, who move into middle age as a welcome
time in which they can pursue other kinds of work, who
make carcful use of the drugs available to minimize
menopausal discomforts, who learn about ways that good
dict, rest and exercise can help to prevent problems with
mcnopause. Not everyone finds menopause physically
casy, but we are learning that if we feel good about our-
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selves and what we are doing at that time in our lives, we
will tend not to be so depressed and bothered during
menopause. And if we know what menopause is and
what to expect, we will be less mystified and alarmed by
our body changes. And for many of us, the freedom to
talk openly with our family or friends about what we
are experiencing promises to make menopausc a less try-
ing, tense and difficult time. [t also scems important that
our awarencss of how men fcel about themselves during
their forties and fifties will help to prevent possible difli-
culties in our relationships with the men in our lives.
(As they reevaluate their own lives during middle age,
many men are faced with the fact that they will not
“advance” further in their careers or that their lives
will not be as they had hoped, and many fear a loss of
virility and the approach of old age.)

Because almost all of us at some point during meno-
pause will go to a doctor about physical symptoms, it will
be really important to us to insist on good medical care
and advice. Many women up until now have been ad-
versely affected by their doctors’ own ignorance and
carelessness. One woman told us that she went from doc-
tor to doctor asking why she was so tired all the time—
not one of them suggested she was going (through meno-
pause. Another woman, [eeling tired, went to her doctor
and complained that she couldn’t do as much as she was
accustomed to doing. Her doctor said, “Well, after all,
you are getting old.”” Used to bowing to his authority,
she accepted his verdict and resigned herself to her loss
of energy. Pitifully little research has becn done int.
symptoms and cures for symptoms of a physical experi;
ence more universally shared by women even than child-
birth,

WHAT 1S MENOPAUSE?

In order to understand how menstruation eventually
ceases, it is helpful to know what causes it. (Sce the scc-
tion on menstruation in the “Anatomy” chapter, and the
Appendix to that chapter, for a full description of the
hormonal process involved.) The following is a simpli-
fied explanation of how the normal hormonal process of
menstruation changes as menopiuse occurs.

As we get older, our ovarics become less and less able
to respond to the ovary-stimulating hormones from our
pituitary, which formerly caused the regular maturing
and releasing of ova. Since progressively fewer ova arc
being released, the cyclic production of progesterone is
interrupted, and this in twin causes estrogen levels to
fall below the amount necessary to start endometrial
bleeding (menstruation). The pituitary, without the
usual cyclic feedback of estrogen and progesterone, gen-
erally overreacts, producing excessive amounts of those
hormones that stimulate the ovaries. The result is a

hormone imbalance, occurring to different degreces in
different women. The most important feature of this
hormone imbalance is a decrease in the amount of estro-
gen to which a woman's system has been accustomed,

This estrogen decrease is thought to be the major fac-
tor in many of the problems we might experience during
menopause. However, the interrelation of all the hor-
mones, and their relation to our physical and mental
health, are extremely complex, and to sy that all symp-
toms of menopause are caused by a lack of sufficient
estrogen would be inaccurate, Some doctors have gone so
far as to declare menopause “an eslrogen-deﬁcicncy dis-
ease,”” which they claim can be “cured.”” Most others are
more conservative but agree that many of the symptoms
can be alleviated in some women by readjusting the
body’s estrogen level. ;

If your estrogen level is low, your whole endocrinc
system is affected. Depending on your individual hor-
monal and glandular make-up you might have symptoms
that may be alleviated by estrogen-replicemcnt therapy.
However, if for any reason your doctor feels it would be
better to keep your estrogen level low (for example, to
permit the shrinkage of any possible tumors stimulated
by estrogen), you may feel that taking estrogen is a bad
idea. Tn any event, there is some estrogen secreted by
some other glands—the adrenals, for example—and a
woman's body may produce enough estrogen from
sources other than the ovaries so that she will not ex-
perience low-estrogen symptoms, even though her estro-

_gen production is lower than her original level.
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An average natural 'l]l(.‘llﬂl):lllsc occurs around age
forty-seven, although natural menopause may start as
early as thirty-five or as late as sixty. The following factors
can cause early onset of menopause: removal of ovaries,
or infection destroying them or interfering with their
blood supply; excessive exposure to radiation; very poor
health; prolonged nursing of a baby; disorders of the
endocrine glands; hypothyroidism, with serious obesity;
having babies too close together; frequent abortions or
miscarriages; very cold climates; hard manual labor or
excessive output of encrgy. The claim that the earlier
menstraation starts the later it will stop is apparently
not substantiated by fact. Women who have late meno-
pause are generally very healthy, although perfectly
healthy women can experience menopause any time be-
tween thirty-five and sixty.

Ovarian function starts to taper off at age twenty-seven
or thirty, but you probably won’t notice anything hap-
pening until you are in your forties, at which time men-
strual bleeding may become shorter and then longer;
then this stage may be followed by irregular skipping or
lengthening of periods. In a few cases menstruation oc-
curs regularly until one month when it just stops forever.
Most women, however, will taper off in both amount
and duration of [low, and will experience irregular and
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progressively more widely spuaced periods for a time of
two to three years. Some excessive bleeding is quite com-
mon during this time and neced not be a cause for worry.
However, if you have extremely profuse or prolonged
bleeding, or if you bleed between the dates when you
think your periods should be coming, you should see a
doctor, because you may have a benign or malignant
growth. Your breasts may increase in size or become ten-
der, and at this time cystic mastitis (nonmalignant breast
growths) or similar conditions may develop or become
more serious. It is a good idea to keep a record of exactly
what happens after you first notice irregularity in your
menses; the information can be useful in determining
treatment, if you should need it.

The removal of ovaries by themselves or in combina-
tion with other parts of the reproductive system, as in
a hysterectomy, will cause carly menopause. When ova-
ries are removed, your body must adjust to a lower level
of estrogen, and this brings on all the low-estrogen symp-
toms associated with menopause. If you have any choice
in the matter, hang onto your ovaries as long as you can—
don’t let anyone remove them as part and parcel of a
hysterectomy unless s/he has proved to you that it is abso-
lutely necessary for your health. One ovary is better than
none. Ovaries continue to secrete small amounts of estro-
gen after menopause, and this is useful for strong bones
and other parts of your body, as we will discuss later.

L 4 e ]
1 had one ovary and tube removed about three years
ago when I was twenty-eight. Since then I have had hot
flushes and backaches, and I wondered if I was going
through menopause. But my period still comes regularly,
and the hot flushes don’t come so often now.

L] * @

Sometimes a complete removal of the uterus, tubes,
and ovaries, often called a complete hysterectomy, is

unavoidable.

One of my friends recently had a complete hysterectomy,
and after a week began to have the hot flushes associated
with the drop in estrogen. Her doctor prescribed Prema-
rin, a form of estrogen, and she is now functioning well,

working, fecling better than before.
® ® [ ]

WHAT ARE THE SYMPTOMS?

The symptoms that occur because of the new balance
of hormones are chiefly the result of your body's reaction
to a drop in estrogen after it has been used to lots of it.
Some symptoms usually associated with menopause may
occur very early.

The most commonly reported symptom is the hot
flush, or the hot flash, with sweating. This is called a
vasomotor disturbance, and although the hormonal proc-
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ess causing it is not totally understood, hot flushes are
often relieved by estrogen therapy, A typical hot flush is
usually a sudden wave of heat from the waist up; you
may get red and perspire a lot; then when the flush goes
away, you feel very cold and chilled and sometimes
shiver. It lasts from a few seconds to a half hour and may
occur several or many times a day. When hot flushes
occur at night, they can cause insomnia, and sometimes
perspiration may be heavy enough to require a change
of bedclothes.

Suddenly, without warning my temperature seemed to
skyrocket about a hundred degrees. It wasn’t the sensa-
tion of standing in front of an open oven, as some have
described it, but the breathless feeling of having stayed
too long in a hot shower or a steam bath. I was hot, 1
was wet, and 1 was breathless. Charging across the room
I slammed up the window and began to gulp down the
cool, comforting fresh air.

The book said “hot flashes” were named by woman,
Right on. They had to be, the name is so accurate. How
to describe them—like a wash of wet heat; un.xpecled,
unwanted and uncontrollable,

L]

Lack of estrogen allows the usually acidic vaginal se-
cretions to become less acidic, thus increasing the likeli-
hood of vaginal infection. Some women have a heavy dis-
charge as a result. Without as much estrogen, the skin
and mucous membranes atrophy somewhat, particularly
those of the genitourinary tissues, The vagina starts to
become narrow, shorter, and less clastic, and the surface
of the vagina is easily eroded and may bleed and become
ulcerated. This condition can make intercourse painful
and may be responsible for so-called emotional problems
such as “frigidity” or irritability during and after meno-
pause. Lack of skin and muscle tone often leads to fre-
quency of urination, pain on voiding, and incontinence.
After menopause there is often a loss of fat and shrinkage
of tissues; breasts usually shrink and droop.

Lstrogen, besides being necessary for your general skin
tone, is apparently needed for bone tone. Osteoporosis
(porous and brittle bones) is related to the long-term
metabolic eflects of declining estrogen, and estrogen ther-
apy has been shown to arrest mineral loss from osteopo-
rotic bones. Low backache in menopausal women may
be the beginning of osteoporosis; as postmenopause ad-
vances, women often lose height and develop “dowager’s
hump” as their spines compress.

The lower estrogen level of postmenopause is now
thought also to be related to an increase in coronary
heart disease (atherosclerosis) and cancers in postmeno-
pausal women. Some doctors fcel that after their estrogen
level drops, women become as vulnerable as men to heart
disease and more vulnerable to cancer.

A whole range of other physical complaints—common
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ones are insomnia, headache, fast-beating heart and pal-
pitations, vertigo, vague abdominal pains, constipation
or diarrhea, nausea and vomiting, gas, tiredness, loss of
appetite or weight gain, and back or other muscle aches
—are not always so clearly related to the lower estrogen
level. We feel that these very common symptoms, so often
dismissed by doctors as psychosomatic, deserve thornugh
medical research to find causes and cures. If every male
doctor went through menopause, no doubt this research
would already be well on its way.

Emotional symptoms of menopause include irritabil-
ity, nervousness, depression, frigidity, lack of memory,
difficulty in concentrating, and temporary distortions in
close personal relationships. These emotional symptoms
can be caused or aggravated by a fecling of ill health
due to some of the physical symptoms of menopause. We
feel that they can often be minimized when a woman
feels generally happy about herselfl and involved in what
she is doing.

WHAT YOU CAN DO ABOUT IT

Since so many of the physical discomforts of menopause
are caused by insufficient estrogen, estrogen-replacement
hormonc therapy is a solution that many women can
turn to, being careful to consult a knowledgeable doctor
about its possible side cffects and dangers. Before talking
about hormone therapy, however, we want to emphasize
that there are other important ways of dealing with and
preventing some of menopause's discomforts. Good diet,
exercise, enough rest, where these are possible, can give
our bodies enough physical vigor and good health to
minimize menopause’s physical effects, just as work that
is meaningful to us either in or outside our home can
help tremendously to minimize the emotional effects
often associated with menopause.

If you are having uncomfortable physical symptoms
you might want to discuss estrogen therapy with your
doctor. Estrogen may rclieve low-estrogen symptoms like
hot flushes, sweating, cold hands and feet, 0Steoporosis,
and discharges from the vagina. Sometimes relieving
low-estrogen symptoms brings general relief from irrita-
bility or depression. Estrogen is commonly given in the
natural form, Premarin, or in synthetic forms, Stilbestrol,
Progynom, and Mcprane. Stilbestrol, however, has been
mentioned as a carcinogen (cancer-causing agent) in some
research., A natural form is usually well tolerated; side
effects from the synthetics include nausca, allergies and
pain in the breasts, but they are more powerful and
cheaper and you and your doctor may feel they're worth
trying. The Maturation Index test is done to determine
how much estrogen you should take; it simply involves
examining a sample of your vaginal secretions or cells.
Estrogen is not generally prescribed for women with

80

severe kidney or liver disease, some heart problems, or a
history of breast or uterine cancer. (1t is important to take
eslrogen or any prescription drug only under the guid-
ance of a doctor.)

s ® [ ]
Aunt Sarah has not had any estrogen prescribed because

she has fibroid tumors in her uterus that should shrink
when the estrogen level goes down. She still is having
some very heavy menstrual flows, but it wsually is on the
allernate months, She gets what she calls “fluid head-
aches,” which seem o be period-related—not  every
month, they vary somewhat. Her doctor was not at all
concerned about the tumors, and did not recommend
surgery at all.
L ] 2 L ]

The majority of those receiving estrogen at menopause
are being given it in cycles: they take a pill daily for
three weeks, then stop for a week. This is very similar to
many birth-control pill regimes, and similar to the tim-

ing of the estrogen a woman’s own body produced.
[ ] L L]

Ileve I am, onc of the lucky females, taking Premarin
since August, a liltle yellow pill cvery day for three
weeks, then none for a week. I guess this is the answer
for me. The gynecologist did not routtnely prescribe it
until I complained about the depression, the spilling over
with tears at very slight provocation, and then I realized
that intercourse was really painful. This must have justi-
fied his decision, along with the Maturation Index from

the Pap smear, to prescribe the hormone.
» L] L]

Bleeding is a common effect of estrogen, especially on
the week you don’t take it. For this reason some regimes
include progesterone, which brings the total hormone
situation closer to the premenopause state in that it pro-
motes a predictable endometrial bleeding—an induced
period in effect. You have a menstrual-type flow and feel
very much as though you had a regular period but the
flow is not as heavy nor for as many days. This “medical
curettage” avoids protracted bleeding, which can occur
when estrogen only is taken. Relief of menopause symp-
toms, however, can usually be obtained with estrogen
doses small enough so that no bleeding occurs. Mid-cycle
blecding on an estrogen-induced cycle should be checked
immediately by a doctor. In fact, any blceding at all that
occurs in a postmenopausal woman, whether or not she
is taking estrogen, should be carefully investigated by a
doctor; it may be a first sign of endometrial or cervical
cancer. In about one-third of the cases reaching surgery
the bleeding proves to be of malignant origin,

Possible side effects from too much estrogen are gastro-
intestinal disturbances, fluid retention and weight gain,
breast and pelvic pains due to swollen tissues, headache,
high blood pressure, vaginal discharge, and skin pigmen-
tation. As with birth-control pills—most of which also
contain estrogen—sensitivities vary enormously. It looks
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as though you're damned if you do, damned if you don’t
ake estrogen—the trick is to find the right amount, if
any, for you, to get regular check-ups twice a year if you
are taking estrogen, and to find a doctor who is aware
of both the positive uses and the potential risks of estro-
gen, who will be very careful about what s/he prescribes.

What can you do about weight gain? Eat less, espe-
cially refined carhohydrates, and exercise more. Estrogen
reliel of some of your other physical symptoms may im-
prove your general feeling of health enough so that this
will be easier {or you. If the extra weight bothers you, it
is probably worth losing; thinner people live longer, ac-
cording to insurance statistics—and they’ve got money on
it. Excessive weight can also make activity diflicult. A
good diet and sensible exercise have done a lot to help
many women fecl better through menopause. (See the
chapters on dict and exercise, "Nutrition” and “Women
in Motion.”) Not nearly enough research has been done
on diet and menopause. One woman wrote 1o us:

L] ® &
Perhap$ I have been fortunate in the matter of diet,
which may eventually be found to be important. I had
been drinking a concoction of brewer’s yeast and wheat
germ known as “liger’s milk” for about five years before
the onset of menopause. I am sorry that 1 was not also
taking thvee grams of Vitamin C daily and some Vitamin
E at that time, for I might have been spared the recur-
ring bouls of cystitis. The cystitis has disappeared since
1 have taken Vitamin C, but this may of course be un-
related.
L] » ]

Another woman, a vegetarian who practices yoga, writes:
*® L

To you younger sisters, vegetables and headstands may

not seem to be the pot of gold at the end of the rainbow,

but if you haven't tried it, don’t knock it!*

DEPRESSION AND MENOPAUSEt

About one in ten women experience severe depression
during menopause. Though physical changes do play a
part in these depressions, Pauline Bart [cels that we often
hecome depressed simply because we are middle-aged.
We have no dlear or important role to play in our so-
ciety.t Very little if anything is expected of us. We have
1o status. But at the same time, our life span has length-
ened, we have twenty or thirty good years ahead of us, If
we have had children, we end our childbearing ycars

® Irene Davall, National Coordinator of the Feminist Party.

tFor some of the ideas in this scction we are especially grateful
0 Marlicse Wior, who let us use her unpublished paper, “The
Menopansal Woman™ (sce “Further Readings™).

yBart, Pauline Bernice, Ph.D., UCLA Dissertations: Depression
in Middie-aged Woman: Some Sociocultural Factors. December
I967.

sooner than we did in the past, and we are left with a lot
of time on our hands and space in our lives. For there
are no clear societal norms which give us a useful place
in our children’s lives. Often we are in their way after
they leave home. If we have overprotected them or ex.
pected them to live out and fulfil our own lives for us,
we are both angered by their leave-taking and saddened
by our loss. Often, not understanding that we feel anger,
unuble to direct it toward our children or unable to ex-
press it in any way, we turn it inward onto ourselves and
become severely and heavily depressed.

We are faced with other real losses. Some of us feel
deeply saddened by the end of our ability to bear chil-
dren, We are losing our youth, And if in general we feel
unfulfilled personally, we may be bitter about not having
achieved happiness yet.

Il we are already working during nmcnopause and
middle age, we are less likely to suffer certain forms of
depression, though heavy work can take its physical toll
on us.

There are many legitimate reasons for our depression.
We have to recognize that its canses are not so much
personal as social; that is, our society does not recognize
us as necessary or valuable members. More research needs
to be done on both the physical and social causes of our
depression. And we must try to provide discussion and
work groups for ourselves and others to understand bet-
ter our own feelings and capabilities, to share them, and
to move out of depression into new and worthwhile lives.

"The following is an excerpt from a letter by a woman
in her fifties, previously depressed and now taking estro-

gen and feeling much better.
* L] »

Menopause itself is no longer a period to fear and won-
der about. 1t is simply a time when menstruation stops
and you can no longer becomne pregnant. As far as I
could tell, from intervicwing all the women around, this
was a redeeming feature for all but one person, who had
had a lystercclomy at thivty-three. Of course, it coincides
with the aging process, and as much as we look forward
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to growing older, it is quite an adjustment to accept
yourself with the wrinkles, the sagging, and the aches
and pains that may follow. In my case, however, I really
feel better. My back doesn’t hurl any more, I have
more energy than before, I no longer have the premen-
strual tension to as great a degree. I still am getting
headaches periodically that feel as if my skull is too
small for the amount of pressure inside.

I have come to terms with me, though, and that’s the
most important adjustment. I like what I'm doing. I feel
worthwhile; my marriage is better than during the pe-
riod when my children were all at home. I am looking
forward to perfecting some more shkills, reading so many
books I've never had time for, and sharing thoughts and
feelings with more people.

I was always very shy in my younger days, and some-
how was afraid to expose myself. It was very hard to
trust a relationship. Now, after all these years, I realize
that I'm just another human being, a woman with many
of the same fcelings that my friends have. Building a
wall around me was heeping me isolated and lerribly
lonely. There is a solution to every problem if you stay
with it and prepare to make any changes in the present
that will improve the situation in the fulure.

® * &

It makes sense for each of us to try to prevent emo-
tional problems at menopause by doing what we can to
keep not only our bodies but our minds healthy. Our
psychological state, how we cope with stress and main-
tain our security, is going to affect how we feel physically
all the rest of our lives. Remember, the stress of meno-
pause can often magnify already existing mental prob-
lems. :

We must make sure that society does not make our
later lives miserable by denying us rewarding roles in
addition to motherhood. For many of us, dilettante in-
terests are not enough to prcvenc the fecling of worth-
lessness that many older women experience. Many of us
need to be employed and to be paid fairly by socicty for
work that it values, We must at no time in our lives allow
parents, guidance counselors, husbands or anyone else
to talk us out of starting or continuing to pursue our
interests and careers. It is our present and future mental
health that is at stake, not theirst (Sce the “Childbearing”
chapter for some discussion of the problems of combin-
ing motherhood with outside work so that we don’t reach
45 with one job all over with and no other work begun.)

PREGNANCY AND MENOPAUSE

It is a very rare thing to become pregnant after men-
struation has stopped for a year. Some doctors think that
the odds are good enough so that you can do without
birth control six months after your menses stop. In an
extremely small number of cases eggs have been releascd
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without any sign of bleeding, and they have b?en fer-
tilized and been born as healthy children of sixty- or
seventy-year-old mothers whose menstruation  had
stopped decades ago. But more often menstruation can
occur around menopause, with no egg being shed—it is
called an anovulatory cycle.

For all practical purposes you can assume you are
infertile a year after your last period. To be extra safe,
some doctors recommend two years. 1f you are that ex-
tremely rare bird who has a fertilized egg after meno-
pause, you should certainly consider an abortion if you
don’t want a child at that time, because the odds of pro-
ducing a deformed child or mongoloid child are high. 1f
you become pregnant after the age of forty, the incidence
of mongolism is one in seven. However, if you want to
have the child, there is a test that can determine whether
the child is a mongoloid. The test involves taking some
amniotic fluid from the womb by needle (amniocentesis),
and you should discuss it with your doctor. For women
who have not had earlier pregnancies, a late first preg-
nancy is likely to be a difficult birth,

SEX AND MENOPAUSE

Many of us have feared that menopause would bring an
end to our sex lives. But Masters and Johnson tell us,
“There is no time limit drawn by the advancing years to
female sexuality.”* And an older friend says, “I was
curious to see if my sexual life would be the same after
menopause and am delighted to find that it is.” Many
women report that they enjoy sex even more after meno-
pause because they no longer have to worry about get-
ting pregnant,

There can be problems with sex for us as we grow
older:

Our sex organs gradually atrophy (deteriorate) with
the lowering of estrogen, and vaginal lubrication can be-
come scarce, so intercourse can become painful in meno-
pause or post menopause. A lubricant like saliva or K-Y
Jelly may help, and estrogen therapy might correct it.

Other non-sexually related symptoms of menopause—
tiredness, emotional irritability, nervousness, hot flashes,
headaches, and so on—can do a lot to lessen our sexual
drive and pleasure. Once we are past these symptoms,
through time or hormone therapy, our sexual life can be
as good as ever.

Sometimes in going through menopause we may feel
that we have “lost our womanhood.” It is true that we
can no longer offer our partner the chance to produce a
child, but the odds are good that our partner wouldn't
want one anyway.

Many of us as we get older get fewer chances for
heterosexual sex. Middle-aged men often go through a
change of life in which they are impotent for anywhere

*William H. Masters, M.D., and Virginia E. Johnson, Human
Sexual Response (Boston: Little, Brown & Co., 1966), pp. 223-38.
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from two months to a couple of years. Divorce, dcath,
and a cultural norm which pushes men to seek younger
sex partners, leave many middle-aged women without
partners, and in the past it seems that many of them re-
signed themselves to a life without sex. But an increasing
number of women are breaking the silly convention that
women should pair up only with men older than they
are. We are enjoying male company without insisting on
marriage, so that the male-female numbers ratio is not
so important. And there are many good kinds of sexual
expression that don’t involve men: we can enjoy fan-
tasies, masturbation or sex with women.

Here is one woman’s experience with sex in middle
age:

¢ & ®
Sex was great—probably—until I had a hysterectomy for
fibroid tumors five years ago. After the surgery I was sore
and rather dead for a long time. Foreplay was less good
because there was a broken link—no visceral response
when he played with my breasts, and this had been very
nice to feel before.

Sex became less joyful. Coincidentally, my husband
became ill and was prescribed a tranquilizer which over-
dosed him to near impotence. My frustration was total,
and for the first time in my life, at forty, I masturbated
to orgasm. Out loud, in wonder, I said, “‘So that’s what it
is!”

I spent about three and a half years trying to reconcile
the two very different experiences, very different pleas-
ures, of intense masturbatory orgasm and intense shared
love-making with little increments of sensation which
make me rest and relax before returning for more shar-
ing. By now I just figure I have two great goods for my
pleasure. My husband doesn’t thrive on thinking about
the vibrator, and I don’t have as good an orgasm with it
if he’s there, so it's a private pleasure. I recommend it Yo
everyone (nol person-to-person or door-to-door, but here,
anonymously).

L] L] »

The writer Simone de Beauvoir talks about sex and
older people. She points out that for some the joy of sex
lies in their own physical beauty, and as this fades from
youthful prime, they derive less and less joy from sex.
They may even be unwilling to participate at all. How-
ever, she says, those for whom sex is a joyous, {riendly
act will frequently continue to enjoy it into the seventies
and later.
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EMOTIONAL FACTORS IN THE AGED

What is an emotion? An emotion is a subjective feeling, such
as fear, anger, grief, joy or love. Who are the aged? Like aill
things, age is relative., Since senile changes do not occur with
great frequency before sixty-five, this paper will consider those
over sixty-five as the aged. The topic, then, becomes one of,
how people over sixty-five think and feel. The aged can be
separated into the emotionally well-adjusted and the emotionally
maladjusted. The well-adjusted constitute the majority of the
aged, but it is also true that the incidence of mental illness is
highest among the aged in this country.

How does the well-adjusted older person feel subjectively?
His emotional needs do not differ greatly from those of younger
persons. He desires friendships, both casual and intimate, with
both sexes. He needs love, overt expressions of affection and the
feeling of being useful and wanted. He needs all of this if he is
to remain well-adjusted. Health workers reap nothing but more work
and trouble when they do not create experiences which help to fill
these common human needs. In fact, one undoes the good that is
afoot when old people are made to feel guilty, anxious or ashamed
for having "love affairs." They should be encouraged. Persons
who work with the aged should help cupid actively as they do in
matching young people. Never understimate the power of libido,
even in the so-called oldsters.

The well-adjusted aged person also has the emotional need to
keep busy at something, work or play, from which he gets a feeling
of accomplishment. One tends to let older persons sit and rest
and rock. Man needs to love and to work. Freud wrote of this in
his now rather classic phrase, lieben and arbeiten--to love and
to work. He called these the tasks of maturity. Maturity occurs
well before sixty-five of course, but the need to love and to work
is always present. Senescence, or growing old, impairs the capac-
ity to do certain kinds of work but the need to do something is
always present.

Another very important emotional need is to maintain self-
esteem, To maintain it is the task because self-esteem derives
from "making a mark on the world" and that has already been done
by the age of sixty-five. In order to maintain self-esteem, the
older person will crave appreciation, affection and reassurance.
He will also reflect on the days when he was making his mark on
the world. This is seen in the stories one hears over and over
again about the good old days. One really should listen to the
stories. It helps to serve the very important purpose of main-
taining self-esteem.

The well-adjusted aged.really have the same emotional
factors playing upon their lives that play upon all lives. In
general, they need to feel good about themselves; they need to
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feel good about other people, and they nced to be able to meet some
of the everyday tasks of living. Some very basic ways of helping
older people to feel good about themselves have been mentioned. In
addition, anything that helps you to feel better about yourself is

a clue to what will probably help the older person to feel better
about himself. Street clothes instead of shapeless, colorless night
clothes and shoes instead of slippers are exmamples of specific things
that will probably help. Hair that has been cut and set usually
feels better than long, straggly hair; and rid yourself of stereo-
types such as braids and knots look sweet on little old ladies. A
day of Toni permanents can do more than a month of good morning
care, meals and medication.

2 It is true that when one feels good about himself he will more
than likely feel good about other people.3 In regard to the every-
day tasks of living, all people, including the aged, must perform
some of them in his own life. This constitutes the latter half of
Freud's tasks of maturity--to love and to work. Can you picture a
lady in a nursing home ward sitting up beside her bed with a dish-
pan of raw potatoes in front of her slowly peeling away? It may
sound strange. Are you thinking, "more work than it's worth"? The
question is, more work than it is worth for whom--the health worker
or the old lady? It is more work than it is worth for the nurses
or dietary workers, but who are the homes and wards for--the nurses
and dietary workers, or the ladies in the home?

Who are the maladiusted aged, and what about them? Aged
persons who are complaining, quarrelsome, restless, negativistic,
depressed, agitated, angry, suicidal, paranoid, and sexually in-
appropriate such as exhibitionistic are maladjusted. Much of this
behavior may be so common in the aged that one tends to think it is
a natural part of old age. It is not.

One way to assess the emotional status of the older person is
to use Ericson's 8 ages of man and his accompanying developmental
tasks. The 8th or last age of man has as its developmental task the
establishment of integrity. Integrity means wholeness or complete-
ness. Disgust and despair result when integrity is not experienced.
Does the older persSh feel a sense of completeness to his life?

) Does he laok back and feel good about his life? In order to feel

,( whole and complete in the later years, one needs to have produced

\ something during a lifetime. That is, he needs to have had children
he feels good about; or he needs to have had ideas or done things
he feelswere worthwhile. He needs to have accomplished something--
something lasting and satisfying. He needs to feel pride in his
1ife. He needs to feel that he was on this earth for a reason.
This is one of the reasons why so many of the older, outstanding

“men and women are so sound mentally. One thinks of de Gaulle, who
heads a nation at seventy-six; Margaret Rutherford, the English
actress who performs daily on the London stage at seventy-five;
Konrad Adenauer; Dwight Eiscnhower; Robert Frost and many others,
They are examples of the well-adjusted aged. They developed
integrity or conpleteness. They generated, produced and created.
Fame, of course, is not the essential ingredient, but rather
reflective thinking that brings a smile of satisfaction with one's
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life., There is growing support, however, in the belief that there
is o cduse and erfect rcIataonqhip_between one's cultural and
educational oppor*unltles and one's adjustment in the later years.
The more opportunities one has the more he will experience, and

the more satisfying his life is likely to be. The greater the
satisfaction the less likely the chances for disgust. This
hypothesis may account in part for the Schweitzers, the Pope

Johns and the many other productive old people. Conversely, the
lack of opportunity may account, in part, for the Appalachian
miner and the unskilled laborer who do become maladjusted or
"senile" as it might be called. Our concern here, however, 1s the
aged--that group whose chances of overcomlng such early deprivation
are poor if not impossible. There is really a greater message in
this concept for us than there is for those in our care. Cultural
and educational opportunity is still knocking at our door. There
are also frank mental disorders which beset the aged, but this

idea has been advanced to help explain the seemingly healthy adult
who becomes a problem to himself and others when he reaches old age.

A sense of completeness or integrity, then, distinguishes the
emotionally well-adjusted from the maladjusted. The latter have
not accomplished this task. They look back, which is the only
direction in which to look when one is in the last age of man; and
they feel no sense of satisfaction, accomplishment, op_qompletlon.
Some wish openly for another chance. They know it is not possible;
and depending on what specific past experiences they have had, they
experience different degrees of disgust and despair. Disgust and
despair wear many faces. They may show themselves as continuous
somatic complaints, quarrelsomeness, restlessness, negativism,
depression, physical agitation, anger, suspicious thinking, sexual
inappropriateness or suicidal gestures. Somatic complaints, as a
manifestation of emotional disturbance, are commonly seen as head-
aches, dizziness, constipation, anorexia, sleeplessness, early
morning waking, and easy fatigability. The emotionally maladjusted
old person also fears death. He is not ready to die. The emotion-
ally healthy person feels good about his life and that helps to
remove the sting of death; but for one who feelsincomplete,
unfinished and unsatisfied, thoughts of death are frightening.

What about the less healthy thoughts and feelings which
plague some old people? In a very real sense of the phrase, the
dye has been cast; but as professional helping persons we cannot
just sit, and with them, wait for their death. Depending upon the
degree of emotional impairment, the zpproximate number of years
left, and the degree of physical impairment, there are some things
which can be done. Generally, any of the things mentioned for
helping to maintain the well-adjusted will also work in helping to
rehabilitate the maladjusted. Remember that the major criterion
for mental health is how you feel about_ypgpselt It is the
Professional health worker's obligation to create experiences which
will help the aged to feel good about themselves. One cannot be
too imaginative. A ward or nursing home can be a real "jumping"
place. Of all the patients there must be a fiddler among the lot.
Grandma Moses started to paint very late in life. What about
starting indoor flower gardens or quilting bees? One should not
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worry too much about bringing work in or finding work within the
institution for patients. The idea that patients are guests and.
must be waited on went out when the idea of therapeutic éommunity.
Tcame in. People must feel useful to_remain well-adjusted; and
the maladjusted must feel useful to regain adjustment.

What about some specific emotional illnesses? Chronic brain
syndrome associated with arteriosclerosis is a major mental dis-
order of the aged. This is a psychosis and it can produc® a
picture from slight peculiarity to gross bizarre behavior. The
clinical picture depends not on the etiological factor, but on
the pre-morbid or early personality. The middle-aged, suspicious
person can become the old-aged paranoid person for example. What-
ever the basic personality, it usually becomes exaggerated in a
brain syndrome. The orderly middle-aged person can become the
compulsive old person. The middle-aged man who "talks dirty" often
becomés the old man who actually acts out sexually. The outstanding
common characteristics of brain syndrome are impairment of memory,
reasoning and intellectual functioning; but the degree and kind of
impairment depend largely on the basic personality.

R

Helping persons with an organic psychosis is difficult, Ex-
planations must be repetitive. Memory may function for only a

few seconds. Routines, directional arrows, simple one and two word
poster directions, large calendars and clocks will also all help
with the great task of orientation. It is when disorientation is
not interrupted that anxiety emerges. It gives rise to less
healthy behavior. The behavior can range from dangerous to just a
nuisance.

Depression is another mental illness commonly seen in old
people. Depression is a reaction to loss, Certainly old people
are experiencing losses. Their peers are dying; their homesteads
and mates may be gone; their children may be far away; and worse
than all of that--they are losing their own power and productivity.
Their own early view of aging is also a major factor in depression.
If they have always felt, "I'd rather die than get old," they can
die figuratively--in a morbid depression of nothingness.

Working with these persons requires the patience of Job and
the serenity of Olympia. Patiently do for them what they will not
or cannot do for themselves. They might not eat, sleep, dress, or
even move because they do not feel they deserve those pleasures.
Spoon-feed them; dress them; give them small tasks which appear
lowly. Scrubbing dirty washbowls may be all they feel they deserve.
It actually helps them to punish themselves, which is what they feel
they need and deserve. As the need is met, the guilt is atoned for
and the depression lifts. ™

Chronic brain syndrome and depression are two of the frank
mental illnesses seen in older people. They will not be seen in
the aged who experience integrity. In the case of organic brain
impairment in emotionally healthy people, the clinical picture is
a mild one. A little memory and intellectual impairment is all
that will probably occur. It is hard to topple a house built on
a strong foundation, 88



It is true that the foundation was laid many years ago, but
love and work will strengthen it at any period along the way. In
order to maintain a useful adjustment to old age or overcome ‘a less
useful one, one must provide experiences in love and work which

will help the aged to feel good about themselves,

A paper given by Gloria Francis, Mental Health Integrator, at
the Short-Term Course in Geriatric Nursing, January 27-31, 1967,
under the auspices of the Medical College of Virginia, School of
Nursing, Continuing Education Program, in Richmond, Virginia.
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CHRONIC BRAIN DISORDERS

RELATIVELY PERMANENT,

IRREVERSIBLE,
DIFFUSE IMPAIRMENT OF
CEREBRAL TISSUE FUNCTION

—
DISTURBS __—-::
\

MEMORY CHRONIC
JUDGMENT ORGANIC
ORIENTATION BRAIN
COMPREHENSION SYNDROME
AFFECT

CHRONIC ORGANIC BRAIN SYNDROMES

ARE ASSOCIATED WITH:

CONGENITAL CRANIAL ANOMALY;
CONGENITAL SPASTIC PARAPLEGIA;
MONGOLISM; BIRTH TRAUMA;

PRENATAL MATERNAL INFECTIOUS DISEASE
CENTRAL NERVOUS SYSTEM SYPHILIS
INTRACRANIAL INFECTION

INTOXICATION (LEAD, ARSENIC, MERCURY
CO, DRUGS, ALCOHOL)

BRAIN TRAUMA

CCREBRAL ARTERIOSCLEROSIS
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CIRCULATORY DISTURBANCE (CEREBRAL
EMBOLISM, ARTERIAL HYPERTENSION)

CONVULSIVE DISORDER

SENILE BRAIN DISEASE

DISTURBANCES OF METABOLISM, GROWTH
INTRACRANIAL NEOPLASM

DISEASES OF UNCERTAIN CAUSES (M.Ss.,
HUNTINGTON'S CHOREA)



PARADIGM - REACTION TO ILLNESS AND LONG TERM CARE NEEDS

(based on paradigm by Goldfarb)
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' EHCTIONAL PROBLIMS QP THE AGED:
PREVENTIVE ASPECTS /AND EARLY RECOGNITION

Lecture by ZLrthur Peck, ii.D., Administraetive Officer, Department of
Psychiatry and Neuvrology, The Center for Instruction in the Care of
the Aged, The Jewish Home and Hospital for Aged, Mew York, N.Y.

Delivered June 14, 1767, at Georgetown University School of Nursing,

at workshop for professional nurses sponsored by the Divigion of
Community Health Services, U.S. Public Health Service, June 12-23, 1967,
entitled "Improvement of Nursing Care of the Older Person."

This presentation is divided into three major parts: (1) Normal
and Emotional Aging Processes, (2) Early Recogniticn of Psyechiatric
Illness in the /ged, (3) Prevention of Emotional Disorders in the Rged.

Normal Mental and Emoticnal Aging Processes -- What is here
meant by "normaal"™ Is simply the most prevalent because therc are
no measurable criteria of healthy mental and emotional functions in
the aged. (Nor, for that matter, are therc any such measurable criteria
for normal healthy mental function in any age.) Let's ccrnsider aging
to begin at 65. This is a statistical fiction but scme kind of a guilde-

line is needed.

Another guideline that is helpful is tc assess individuals in
terms of a spectrum of functional capazcity. This is simply a common
sense evaluation based on the physical and mental functions: On the
physical side -~ vision, hearing, sneech, the ability to dress cneself,
@ting and walking. 2And on the mental side -- memory, orientation, general
information, emotional control, calculation and knowledge of current events.

If one evaluates any group of people along the spectrum of functional
capacity it breaks down scmething like this: the people in the worst
possible condition both physically and mentally are found in state
hospitals, next there ave those in nursing hemes, and then there are
those in homes for the aged. At the top level there are those still
in the community and who are most easily examined and evaluated at places

where the aged congregate such as day centers.

What are the biological changes that occur with aging? First
of all, there is certainly a loss of muscular strength, tone and bulk.
If a man's living depends on his muscle, one can see what this would
mean to him. There is a loss of balance, coordination and of fine
skilled movements. Thus, even theose people who have skilled jobs which
don't require muscular bulk have more trouble walking as they age. There
is a loss of sensory acuity and the special senszes' functioning decreases.
To take vision, for exanple, the eyes show decreased decommodation, early
cataract formation which of course can progress, and arteriosclerctie
changes in the retina. Ls for hearing, there is certainly a loss of
hearing of both the upper and lower tones of tho audible register.

There is also a loss of the sexual hormones that are produced
throughout most of mature life. 2As 2 result of tho loss of these
hormones, there is a decrease in skin tene, hair lustre, and in bone
strength. In addition to all of these changes which do not necessarily
constitute disease per se, thare is also actually an increased incidence
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of disease in the aged. The cardiovascular system nost orominently but
also the neuromuscular system, digestive system, and urinary system - all
show more disease as time goes on.

Bs a result of all this, a truly healthy aged man or woman is rare,
in contrast to children where, of course, health is the rule.

What are the social concomitants of 2aging? Ve live in a western
culture which emphasizes such things as youth, beauty, strength, and suc-
cess, in terms both of position in the comnunity and in terms of money .
The scientific and technclogical revelution has stressed the new and
improved and has emphesized the epplication of the scientific method
to understand human behavior. The net result of all this is a generally
widespread negative view cf both aging and the aged, by the younger mem-
bers of society to be sure, but also - and this is perhaps not fully
appreciated - to a significant extent by the aged themselves.

Retirement at age 65 or 62, or even 60 now, is currently the domi-
nant trend in our society. Therefore almost all the aged are unemployed,
and if they are not unemployed they certainly would not be hired on a par
with younger persons. BAs a result of all these factors, the aged lose
status not only in the community but within the family.

ILn unfortunate fact is that the longer an individual lives, the
greater the chance that they will lose through death people to whon they
formerly were attached. This is obviously true of varents, and of sib-
lings, and of mates. It's also true of contemporaries who were friends
and, unfortunately too, even children. This is a very negative picture
but that is unfortunately what the aged individual has tc face.

What are the economic concomitants of aging? Most of the aged are
living on a fired income. For at least the last 20 or 25 years, this
country hes becn in inflation which causes decreased purchasing power
resulting in a reel squeeze on anybody who is on a fixed income. Few
of the aged can combat this by working. Many who grew up in the days
before social sccurity view being a public charge as a disgrace. And those
who' have to come to live in public housing as the result of reduced
inccne in their older years, hove a special problem, in that they feel
that they are superior» to the younger people in these public housing
developments, uho they feel never knew a better way of life as they
themselves did when thay were younger. The effect of the biological,
social and ccenomic concomitants cn the aging and on groups of the aging
deserves some special attention. Let's take a look at how these things
reflect themselves in the individual saged person's personality.

First, most aged people become egccentric. This is not
necessarily eccentric, that is odd or queer, different from other people -
but egocentric, that is they show an ‘ncreased focus of interest in
therselves, and at the same time a relative decrexse in other people and
in those events whieh are not primarily and directly connected with their
own lives.

Another personality factor commonly cobserved is rigidity by which
1s meant resistance to change and a wish for routine. Changes in
daily schedule or in food habits, or in environment are certainly not
handled easily o» willingly by most aged people. We cee this most
strikingly in situaticns where older pecople remain living in a neigh-
borhood and in an apartment years and years after they belcng there in
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“terms of the chonges that age toking wlace in thot neighborhond oad in
perhaps that same building. And this @s not fvlly evplained on the basis
of their not being able to afford to live somewhere elsc.

Therc is also an emphasis on the past - on what is often called
the good cld days. Sonctimes this is turned arourd in kind of a negative
bragging way such as in talking about how rough it was in the old days -
that there never, never has been a blizzard like the blizzanrd of '88
- for anybody who can remember that far back.

There is also a fear of losing independence - financial independence,
social independence, which means the ability to take care of cneself
physically without anybedy's help. And as a result of this fear of losing
independence there is o defense called into play: conservation. This
is analogous to what we're trying to do with our natural resources -- we
are trying to avoid squandering them, preventing our remaining national
forests ond beauty spots from being ruined, by conserving them. The aged
person tries to do the same thing, to conserve his or her resources.

These resources are of various kinds: money, friends, or bodily effort.

The idea of an aged person saving and holding on to money is a
familiar one. It has given rise to a fair amount of humor . one
of the few things in geriatrics that can still be laughed at. The same
is true for holding on to friends, and to doing as little as possible
not to exhaust onesell or wear oneself out physically.

There is also an emphasis on those sources of pleasure which are
still available to the aged. Food becomes quite important because it
remains @ source of pleasure that is available. The same is true for
reading and for hobbies. Theve is concurrently a deemphasis on those
sources of pleasure which are lost tc the aged, primarily sex, but also
work and athletics.

What characteristics do & group of aged persons show? First,

interest is centered around the immediate grcup. Gossip becomes a
major activity. Rivalry and jealousy are common. Mistrust of the new
is a striking factor. New neighbors, new staff members (for those who

are living in institutions), new programs of any kind are generally
nistrusted ner se.

Arnong the aged there is an emphasis on past events and periocds of
time. In the aged conservatives and reactionaries are more common than
liberals and revolutionaries. There is a yroup pressure for more
Relp in terms of medicare and other social sccurity benefits, and in
general, other programs to help the aged as a group. There is an increased
focus upon illness, upon medical care, and last but unfortunately not
least, unon death itszelf.

There is a very wide variation in the response of individuals
te all of these stresses thot come alnost invariably as a result of
simply growing = older. Not 211 older people break down under these stresses
as scvere and as nanifold as they seem to be. What then is it thet makes
for the variation in the response of aged individuals? If the stresses
are pretty much the same why should the responses be so variable?

Not all of the aged develop psychiatric illness. The capacity
to withstand stress and the resultant illness when stress cannot be
withstood depends upon four factors.
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The first of these is the individual's constitution. This is the
genetic endowment that nature gave one, what an individual comes into
life with, his innate physical and psycholegical apparatus. The more
we are beginning to learn about this from long-range studies beginning
with the neonatal period the more we see that this factor has been very
much neglected; it seems to be an important one.

The sccond factor in the capacity to withstand stress is the
individual's personality. This certainly does not begin end end at the
moment of birth. Like the constitution it begins at the moment of birth
and continues to the moment of death. Personality is the behavior of an
individual as the result of the individual's interaction with his life
experience. To put it in other terms, it's the result of interaction
of constitution with environment.

The third factor in the capacity to withstand stress is that
of physicel function. This is the state of physical function, bodily
function of the individual. This includes the function of the brain.

The last factor is that of the current human environment. This
one is the only one of the four which is subject to much change. One
can't do anything about individual bioleogical constitution. By the time
of 0ld age personality is fairly fixed. &2n 0old person's physical function
also is very difficult to improve markedly. What remains that can be
changed to any significant extent is the human environment in which aged
persons are placed. To give you a brief example of how important this
human environment is in everybody's responses to life, think of yourself
in the house watching something like Dracuia or Frankenstein on the late,
late show. First think of yourself in the house completely alone and
how you would feel watching the movie; then think of yourself and
how you would feel watching the same movie with somebody else there. It
doesn't matter too much who the other person is. This is the kind of
importance that the human environment has for the function of 2ll of us.

We have considered the stresses of aging and the factors which
enable an individuael to withstand stresses. Now let us move on toO
an examination of what happens when the individual 1is overcome with
anxiety. When stress excceds the individual's capacity to withstand it
the individual is flooded with anxiety. If we could take his unconscious
‘and put it into words it might be put into one sentence: "Now that I
can't take care of myself, what will become of me?"

The aged individual is at this point in his life forced to depend
upon others. There is a vast variation in how an individual responds
when circumstences orevent him from taking care of himself and require
that other people be denended upbon. How the person behaves at this time
depends upon his nrevious lifetime experiences at the hands of others.
If thege experiences were in general bad, that is, painful, he will now
try to disguise or in some way to circumvent his need for help. For
example, he can try to bluff and ccerce people around him into helping
him because they are afreid of him.

Enother technique is to reassure himself that he still has his own
resources which ne cdoes by collecting things, either by hoarding things
that are given to him or that he already possesses, Or by collecting
things that belong to other people, which we usually refer to bluntly
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as stealing. Whether it is by hoarding or by acquiring other people's
possessions, the aged person is trying to avoid asking for help by
building up his own storehouse. Now the more disturbed the individual,
the more unrealistic the stock of his storechouse is. Collecting old
paper or pieces of string obviously is not goingtc make anybody very
strong and very able to get along by oneself. Yet many people do just
that.

Another technique to hide the need for dependency is to lie - to
lie about one's current position, to conceal one's need for help from
other people. This occurs both in and cutside of institutions. It
can sometimes lead to disastrous consequences when older people who need
medical attention hide this fact out of fear that other people will take
advantage of them if they know they are now too weak to take care of
themselves.

What happens if an individual was lucky in life and hiv previous
experiences at the hands of others were good? 1In these persons the need
for help can be comfortablc tolerated and fairly openly sought, even
requested in words. But there is another important factor in determining
how an aged personhandles his need for help. He may view himself as
being dependent, and some persons find being dependent so painful that they
suffer a sharp loss of self-esteem and punish themselves by intense self-
blame and self-hate, which is recognized clinically as depression. Some
of these people can handle their self-concept by finding roles in which
they feel they can accept help. For example, they may exaggerate their
physical incapacities in order to merit help for other people. They reason
to themselves that if they are sick people have to take care of them, it's
coming to them, since it is expected in our society that the sick will
be cared for. This is a role they can tolerate when simply being weak,
0ld, infirm and not being able to take care of themselves without the
symptoms of illness would otherwise be tco painful for them to accept.

Sometimes paranoia comes into the picture, and an individual says
to himself and to other people: "I'm an innocent victim; they (it's
always '"they") stole my money; they ruined my health; they made me give
up my home", et cetera, et cetera. Dynamically the emphasis is on shifting
the responsibility for being helpless from themselves on to other people -
these mysterious "they."

Early Recognition of Psychiatric Illness in the Aged.

This topic is presented for those with a background of previcus
courses in psychiatry plus a considerable clinical experience with aged
patients. The purpose of including it here. is to provide help toward
early recognition of emotional disorders in the aged.

What are the psychiatric disorders? Basically they are diviied
into two major categories: Psychiatric disorder with known brain Ciseases,
and all others - psychiatric disorder without brain disease. In the aged
those psychiatric disorders with known brain disease are more comron
than among the general population.

These psychiatric disorders used to have names like "Psychcsis
with Cerebral Artericsclerosis" and "Senile Dementia." The terr “hat
the American Psychiatric Association has substituted for these s a much
Sounder, much more scientific one. It's simply called Brain Syndrome.
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A syndrome is a set of symptoms and signs found together. It's not neces-
sarily a discases precess. It!s simply a set collection of signs and
symptoms. Now what is brain syndrome? It's a set of symptoms and signs
which has been found to be in association with pathophysiological and
usually with ctructural changes in brain tissuc.

Brain syndrome itself is divided along clinical grounds into two
categories: Rcute Brain Syndrome and Chronic Brain Syndrome. Acute
brain syndrome is what used to be called delirium. This consists of the
sudden onset of confusion in a previously alert person. It is found
in association with a generalized disease of the bedy more often than
it is found in association with a disease limited to the brain itself.

If the underlying cause is treated the mental disfunction stops. The
prominent symptoms of Acute Brain Syndrome begins with clocuding of the
consciousness. The individual can have some clouding of consciousness
from a mild situation which we could call being dazed all the way down
to the individual who is in deep coma. There is no acute brain syndrome
without some clouding of consciousness. The most prominent feature of
Acute Brain Syndrome is agitation. There is much anxiety and restlessness
and often such individuals become quite violent in terms of resistance if
a nurse or somebody else makes an effort to restrain them, to keep them
from moving around.

Illusions are quite common, especially visual illusions. These are
misperceptions of acute stimuli. Many people confuse hallucinations with
illusions. Hallucinations are completely false perceptions. They start
with no stimulus of the sense organs. If somebody sees a devil standing
there he docsn't have to see a shadow; he doesn't have to see a coat
on a coathanger; he just sees it without any kind of real stimulus.

The opposite is true for illusion. The individual makes a mistake in
what he or she understands with their sense organs but there is a real
stimulus that begins with the process. An example is a man with pneumonia
who heard the rustling of the trees outside his hospital window and was
very terrified on the assumption that this was an angry crcwd talking
outside and getting ready to come in and lynch him. There was a consider-
able amount of noise; certainly there was no lynching.

Disorientation is another prominent symptom of Acute Brain Syn-
drome: disorientation for time, disorientation for space, and disorienta-
tion for person. Disorientation for time is always affected before the
other two. If you find an individual who 'seems not to know who he is
or who you are but who knows what time it is, what day it 1is - be very
cautious about making the assumption he has brain syndrome. If he has
brain syndrome this disorientation for time will certainly be present.

If it's mild, disorientation for space or for person may not be present.

There are deficiencies in memory if one looks for them. Deficiencies
for recent memory are more prominent than deficiencies in remote memory.
Decreased attention, attention span, and retention also occur as does dec-
reased intellectual functioning and decreased judgement for things such
as calculation and spelling.

If all of these symptoms are present there is no problem in making the
diagnosis; even if most are present the diagnosis is secure. If no
alteration of consciousness and no disorientation for time exist be very
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.cautious about this diagnosis even in a patient who looks wvery restless,
agitated and who is not oriented for persons.

What are the causes of l.cute Brain Syndrome? The list is quite
long. The causes begin with cardiovascular disease including such things
as congestive heart failure, s§trokes, hypertensive encephalopathy. A&ny
renal disease which produces uremia can cause acute brain syndrome.
Metabolic diseases such as diabetes, either in coma or in insulin
shock, can produce Acute Brain Syndrome. Dehydration and infections, even
those which occur in the aged without fever also can result in Acute
Brain Syndrome. Concerning head injury, although the skull X-ray is
negative, it cannot be assumed that this person will not develop some
kind of brain damage. If the X-ray is positive, it is presuned that there
has been a serious injury. Even if skull fracture is not found it should
not be neglected to observe the patient carefully for some time afterward.

Another form of trauma which can give rise to acute brain syndrome
and is not commonly thought of is that which occurs after a long bone
fracture. Here the mechanism is fat embolism. Acute painful states of
any description can cause acute brain syndrome. Needless to say, pal-
pitation of the bladder and the eyeball do not take much time to detect
and can be of enormous help in making a diagnosis.

Toxic causes can occur too. The most common being reaction to drugs,
either to drug overdosage or to idiosyncratic response.

In Chronie Brain Syndrome the onset in contrast to acute brain
syndrome seems to be gradual. However, sometimes an individual who
has mild Chronic Brain Syndrome develops an acute illness and first comes
to medical attention at that time. Sometimes a social situation brings
out in a glaring fashion the poor judgment of Chreonie Brain Syndrome
which was not otherwise recognized, or denied. Nobody likes to admit
that there's anything wrong with their relatives, certainly with theip
parents. Often there is a gradual loss of function as a result of Chronie
Brain Syndrome which the family does not want to see until something
happens that is so bad that they realize they must request professional
help.

Chronie Brain Syndrome occurs so far as is known without any direct
association to a generalized disease process. There may well be some
underlying general disease process which causes Chronic Brain Syndrome
but if so it is still unknown. In contrast to acute brain syndrome people
develop Chronic¢ Brain Syndrome in the absence of any diagnosable generalized
disease process.

The incidence of Chronic Brain Syndrome is striking. This is without
doubt the commonest psychiatric disorder in the aged. More than 40% of
the first admissions to State hospitals are over 65 years old. By 1980
Such admissiouns will have jumped to 4 times what they are now. And,
if anything, that's a conservative estimate.

A survey done by the New York State Department of Mental Hygiene,
which has a special Office of the Consultant on Aging, began in 1958
and is still being conducted in three kinds of institutions 1in the
New York Metropolitan area: homes for the aged, nursing homes and state
hospitals. Psychiatrists have directly examined residents selected at
Yandom. In this way some 1,000 aged persons have been examined. In
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homes for the aged 80% were found to have some degree of chronic brain
syndrome; in nursing homes 87% were found to have some chronic brain
syndrome; and in state hospitals S4% were found to have some degrece of
chronic brain syndrome. The state hospital statistic, of course, refers
only to patients over the age of 65. If, in an institution such as

a home for the aged where 80% of the population were admitted not primarily
for psychiatric care and who have been found to have Chronic Brain Synd-
rome, it is evident then that Chronic Brain Syndrome is certainly & major
problem in the aged.

What about the people who still live in their own homes, who are
not institutionalized? One such group was sStudied. This was a group of
patients of the Westchester Visiting Nurses Society. When these persons,
without any preselection, were examined by a psychiatrist, 447% were found
to have diagnosed Chronic Brain Syndrome. So these people too have a
very high incidence of Chronic Brain Syndrome.

In another study, a group of healthy aged men who volunteered to
1ive at the National Institute of Héalth for 2 weeks, underwent a battery
of tests, observation and interviews. The purpose of this research was
to answer this question: What are those aged persons like who have not
come to medical attention in any way? In this group, upon examination,
23% were found to have Chronic Brain Syndrome. What are its causes?
Senile brain changes do occur, but the cause of these changes is as yet
unknown. The incidence of cerebral arteriosclerosis is high. It occurs
in association with generalized arteriosclerosis but is not always found
in close association with it. An individual can have very severe arterio-
sclerosis from the neck down and at autopsy be found to have a brain
relatively free of arteriosclerosis. In fact, autopsy studies such as
those done by Rothschild, and brain oxygen uptake studies done by Kety
at the National Institute of Mental Health, fail to show a correlation
between the clinical severity of chronic brain syndrome and the degree
of detectable brain disease.

This has provoked a good bit of discussion. There is a group
of zealous psychoanalysts who say -- "Rhha, you see this proves that the
so-called physical changes have nothing to do with the situation.
Everything we see in aged people who supposedly have brain disease is
the result of their emotional state and their neuroses." The other point
of view says, "oh no. It's not that at all. You haven't proven that.
What's happened is that because we don't have sophisticated testing
techniques we are still unable to pinpoint the primary factor, which is
of course some chemical or some neurophysical malfunction.” In essence,
we haven't yet learned what that factor is and it's nothing as gross as
what can be seen in the brain at autopsy.

How does one make the diagnosis of chronic brain syndrome? There
is no loss of consciousness except in very scvere states where people are
nearing the end of their lives. In those people who are still up and
walking around there is, in contrast to acute brain syndrome, no loss
of consciousness. Disorientation certainly occurs and here the time
sphere again is affected before space, and space before person.

The earliest evidence of chronic brain syndrome clinically is the losc
of the ability to estimate the passage of time - to tell how long some-
thing Has been going on. You might find this on a hospital ward not
be asking somebody how many days he has been in the hospital but by asking
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him something like how long docs he think it's been since breakfact, op
how long to lunch, or whatever. You may find that somehody who has
previously been able to handle this kind of question easily now bLegins
to have quite a bit of trouble and confusion about it. &t any rate, when
things reach a point when the day of the week cannot be identified, nor
the approximate date of the month, then the diagnosis is clearcut.

/// There is in Chronic Brain Syndrome as in Acute Brain Syndrome some

# loss of memory. Recent memory is lost more than remote memory, and recall

\ 1s lost before recognition. Recall means asking someone to tell you

\ something from his own store of knowledge. For example, to use the
\cliche question that is always used in Hollywood by the psychiatrist in
)lexamining a patient: "Who is the president of the United States?" If
/the patient cannot give the name on that basis, this is loss of recall.
Then, when the psychiatrist says to the patient, "The president is one

‘\of the following -- Kennedy, Eisenhower, Johnson, Roosevelt" and if the
{patient can't picl the right name out of that group then he has lost the
ability of recognition as well. Recognition doesn't require as good a
kmgmory as recall.

There is also a decrease in intellectual functioning: calculation,
airrent events and common facts. What is meant by "common facts?" This
means facts which do not require any degree of education whatsoever. For
example, one asks what happens if you put an ice cube in a glass of hot
tea? The common answer is that the ice cube melts. This is sufficient
to give some indication of the retention of the ability to do very ele-
mentary "common sense" thinking.

There is present sometimes but not always a heightened degree of
emotional ability which means simply that the person is more demonstra-
tive and more reactive than most pcople are. They cry more easily;
laugh more easily; get angry more easily; and sad more easily. Of all
the points in the diagnosis of brain syndrome this is the weakest one.

In addition to observation and common sense diagnosis, how you test
people you think may have this kind of disfunction? Several tests,
simple tests, are available which can be done by nurses, even by aides
if they are properly instructed. Dr. Alvin I. Goldfarb, the Consultant
on Iging in New York State, and two people who work with him developed
a list of ten queéstions called the Mental Status Questionnaire. These
questions are as follows:

/ Where arc we now?

\ Where is this place - where is this palce located?
What is today's date?
What month is it?

/ What year is it?
How old are you?

| What is your birthday?

- What year were you born?
Who is president of the United States?

\AWho was president before him?

It is relatively easy, if only these ten questions are asked, to rule out
chronic brain syndrome. If a person can answer all of the questions,
he does not have chronic brain syndromé. If he makes mistakes in the
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questions, you cannot assume that he dodés have chronic brain syndrom:.
He might, or might not. If the answers Hdre correct forget about chronice
brain syndrome in that patient. This test is by no means the only

one given to deternine chronic brain syndrome.

Prevention of Emotional Disorders in the AgaC

A recent study pointed out that the stresses of aging hit
different groups of people at different decades of their lives. Those
who are hit hardest and earliest by changes of aging are women who
are extremely narcissitic, that is, very vain and superficial and who

/ have relied mainly on their appearance for €go satisfaction. On the

male side, those who are most early affected by aging are the athletes
because their strong point, physical agility strength, is the first one
to be lost with aging. Next comes the manual workers; then the mental
workers; and last the creative, individualistic persons. The reason for
this is that the latter had already learned to make things for themselves,
to find ways and means to conduct their lives and do not depend on

-outside forces nearly as much as upon what they create from the inside.

If one takes a group of aged persons and gives them questionnaires
on how happy they are - what do we learn about those people who are
most satisfied with their situation? We find that these were the same
people who also were best adjusted and most content with their lives
when they were younger. These are also people who even though they
are now chronologically old do not see themselves as being old people.
When they are asked to check off how old they feel, or how old they
think they are in general, in all respects they do not check themselves
off as very old. They check themselves off much younger - down in
middle age.

This group of people continues to be active, to work, to partici-
pate in community activity and in leisure activity. They show a back-
ground of high educational attainment which in turn is closely linked
with income. Other surveys have also shown that the incidence of brain
syndrome in the aged is lower in those people who have a background
of high education, high income, good medical care, and good use of
available community social facilities.

Is the best advice to people then that if you want to avoid
chronic brain syndrome when you get old, get as much education as you
can when you're young? This may be specious reasoning. It may be
that these individuals got themselves a good education and did well in
life financially and in terms of their career because they already were
endowed with a healthy personality and with healthy bodies. If so, then
it is the healthy personality and thehealthy bodies which are protecting
them from Chronic Brain Syndrome as they age'.

Leshan and Klein wrote about a series of mental health education
groups which showed some interesting things. These were groups of 25
golden age club members who volunteered to meet together for an hour
and a half a week for from 8 to 13 weeks. It was not group therapy.
Catharsis of an intense nature was avoided and the goal was simply to
discuss as a group mutual concerns and interests. The contents of
their discussions, the things they wanted to talk about were health,
housing, old age and learning, conformity, hope, destiny, parents and
grandparents, religion, love marriage, recreational opportunity, work
and retirement, finances. Their major concerns could be grouped under
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headings of dependency, isolation, status and identification. The
authors of these reports feel that the lessons for programmning are

(1) to provide for the aged access to other generations (2) to encourdage
their active role as grandparents (3) to encourage interaction, friend-
ships and sharing (4) toencourage responsibility such as sheltered
workshops, activity and involvement in philanthropy and in other com-
munity affairs.

What can be done to prevent psychiatric disorder in the aged?
The maintenance of general physical health can't be overlooked. This
sounds vague and trite but it is vital.. It's the exclusive source of
resistanceto the other stresses of age. Proper diet and exercise need
to be maintained. Regular medical checkups including eye, ear and
dental checkups also must be maintained. As yet, despite all the talk
about arteriosclerosis and cholestral and fat in the diet, not enough
is known about these things in connection with Chronic Brain Syndrome
to warrant any restrictions of the diet on that basis.

There are some interesting preliminary studies of the effects
of administration of neucleic acids for people with severe chronic
brain syndromes. Dr. Ewen Cameron, working at the Veterans Administra-
tion Hospital in Albany, N.Y., has given some people with Chronic Brain
Syndrome ribonucleic acid and des-oxyneucleic acid with some promising
results. Much more will have to be done before it is known how much
good this will do in preventing Chronic Brain Syndrome.

Prompt recognition of Acute Brain Syndrome is important because
this is one area where we can prevent the development of Chronic
Brain Syndrome. If Acute Brain Syndrome is not taken care of the brain
damage does become permanent and Chronic Brain Syndrome results.
Therefore, close care to head injuries and all the other things listed
above as causing Acute Brain Syndrome cannot be overstressed.

.’,

There is another problem of the aged which can be prevented and
which is called "admission shock." This acute confusional state occurs
in many older people when they are first admitted to an institution -
either a hospital, a nursing home, or a home for the aged. First, it

jis necessary to appreciate the stresses involved in this kind of shift -
/the stresses of loss of privacy,loss of property,loss of individual

/ rights and privileges, sep-ration from the familiar environment, separa-

R‘tion from family and friends, and the loss of control over finances.

In recognizing these stresses it is necessary to set up effective
programs to counter them such as arranging trial visits, tours, joining
in meals and in activity programs of the institution for the aged
before their admission. Individual orientation to facilities, to staff
and residents, and group orientation sessions both before and after
admission have been found to be helpful. All this helps the aged person
to ventilate resentment and of the feeling of being rejected by
children. 1In this way the aged person may more easily accept that his
admission was necessitatedby actual needs for more care than could
possibly be provided at ° LA s S ot - % s
= .7 . . home. Another helpful factor to recognize is that
all of the aged share as an oustanding fear the fear of becoming in-
capacitated.

Discussing the programs and the services in the institution with
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with the incoming resident is usciul as is an opportunity for the
newcomer O participate actively in the institution's nrograms. The
aged person can become both a member of a welcoming committee and a
volunteer to help take care of other residents, to feed, dress and
escort those who are less capable physically. In one institution
such a program reduced the number of people who suffered admission
shock and who had to be transfered quickly to the infirmary f1om
65% to 8%.

There is also much to be done by working with the children of those
people newly admitted to institutions for the aged. They can be helped
to decrease their guilt feelings and to recognize that their parents
were admitted for a bona fide reason - to obtain services which could no
be given at home. They can be motivated to visit their parents regularl
by better understanding the stresses of separation. Active working re-
lationships should be established from the onset between the staff
and the relatives in order to alleviate the stresses of the aged person
and of themselves.

There are other forms of prevention. It was emphasiZed earlier tha
the only factor in the capacity to withstand stress which is subject to
any outside control at all is the human environment. This is the key
to all attempts of the prevention of developrment of psychopathology
in the behavior of the aged. How can the human environment be made
to be helpful? First, the knowledge of how aging affects the individual
is a basic factor. Next, the recognition that the individual's behavior
consists of efforts to decrease anxiety even though those efforts may be
unknown to the individual himself and even maladapted; that is, instead
of making things better for himself he makes things worse.

Utilizing the strong dependency needs of the aged to provide
support is perhaps the most useful single technique in caring for the
aged. .Many aged persons accept assurance that help will be given
to them when it is needed in the future in place of concrete active
help in the present. If a staff member can develop a relationship
with the patient wherein he or she becomes really trusted, the aged
patient's fears of becoming helpless diminish. Behavior which is design
to attract staff attention and to test the availability of help there-
fore eases off. With gradual encouragement some increase in independent
activity can and often does occur.

Nurses have a key role in the care of geriatric patients. First
of all the majority of the geriatric population requires medical care
which is involved directly with nursing care. In institutions nurses
have nuch more time with patients than do doctors. The nurse is on the
day-to-day care unit, the leader of the people who take care of the
patients needs. As a leader she is in a position to indoctrinate the re
of the team and to influence their relationships with patients. The
nurse is in reality vested with much power in the daily lives of
patients. This in itself can provide considerable assurance for the
patient, much more so than brief and intermittent help coming from
outsiders or from lower echelon help.

The staff must honestly examine their own attitudes about ¥Orking
with the aged and to recognize frankly that the aged do arOuse uncom.
fortable feelings. 01d age and disability do imply that death is near
and that withering, wrinkling, loss of coordination, loss of function,
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control and independence will some day happen to us. The fears these
things arousce in us provoke a  wish Lo get away and to avoid, if not
physically, emotional closcness wilh aged patients.  If nurses and others
who work with the aged do not know that such reactions are universal

to some extent, they will feel unnccessarily guilty and actually leave
the situation. With time and effort the satisfactions of properly caring
for the aged do become more apparent and tend to balance off these
anxicties.

If & nurse can lead the rest of the staff in handling the disturbed
and disturbing behavior of aged patients which is an expression of their
fears, then those fears and their troublesome behavior will lessen. To
an institutionalized old person this single factor can spell the dif-
gerence between a pleasant life and one of increasing isolation and

ear.
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SESSION 1V
COPING
How Do We Cope? Dealing With Conflict and Anxiety

A. What is a defense?

B. When are defenses carried too far?

1. relevance to developmental stages

C. Fifteen basic defenses

1. introjection

2., projection

3. identification

4. regression

5. repression
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10.

11.

12.

13.

14,

denial

reaction-formation

displacement

turning~against-

isolation

undoing

ritualization

intellectualization

rationalization
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15. sublimation

' ‘/—'

B. Analyzing ones own defenses: some extra considerations

‘1. eating and drinking

2. sarcasm and clowning

3. falling ill

4. sex
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REFERENCE MATERIALS

SESSION IV

Personality Development and Psychopathology, by Norman Cameron
Houghton Mifflin Co. Boston, 1963, pp. 232-245.
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SESSION V

ISSUES IN GERIATRIC CARE

Some Developmental Issues In Geriatric Care
A. Beyond the 8th stage
1. integrity and despair in institutional care

a. the importance of reminiscence

b. self-esteem

c. dependance vs. independance

2. the need to stay connected

a. family

b. environment

c. 1interpersonal relationships

d. interests
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e. sexuality

some defense mechanisms of the elderly

a. denial
b. conservation
c. sublimation
d. detachment
e. Yregression
o
organic brain syndrome &:Ehpression

a. 1mportance of pre-morbid personality

1. ability to adapt

2. dealing with loss

114



II.

3. problem solving

4, hobbies and interests

Dealing with families and staff

A,

guilt

anger

denial

detachment

identification

115






REFERENCE MATERIALS
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"Recent Research Findings on Practice With The Aging"
by Marie Latz Blank Social Casework, Vol. 52 #6, June 1971.

"Emotional Breakdown in Elderly People' by Muriel Oberleder, Ph.D.
Hospital and Community Psychiatry, Vol. 20 #7, July 1979.
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From:

Marie Latz Blank

Social Casework, Volume 52,
No. 6, June, 1971

Recent research findings on
practice with the aging

An understanding of an elderly person’s life history

is especially useful in helping him make plans suitable

to his life patterns prior to the time of crisis

Marie Latz Blank is social work consultant,
Section on Mental Health of the Aging,
Division of Special Mental Health Programs,
National Institute of Mental Health,

Chevy Chase, Maryland.

Ilis article considers theories and research
findings that may have meaningful implica-
tions for direct social work service delivery
to the aging. It focuses for the most part on a
few findings from cross-sectional, longitudi-
nal studies of normal aging persons and on
research on the delivery of service. Also dis-
cussed are publications on effective therapy
and casework with the aging that give ex-
amples of ways in which these research find-
ings may be utilized.

An examination of normal aging patterns
may help social workers—who are often on
the front line of service to aging persons—
to better differentiate between those aspects
that are mental health problems and those
that are part of the normal process of aging.
When a mental health problem does exist, it
is important to note the elements that may
aggravate the problem and the ways by which
the elderly person may most effectively be
helped.

Social workers are members of a greater
society that attitudinally puts little value on
the aged, who, in increasing numbers, “bene-
fit” from today’s advancing scientific knowl-
edge. This societal attitude has much to do,
with how each person approaches his own
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aging process and how others care for the
elderly.! Discussing the “sleeper” problem of
the conflict between the old and young in so-
ciety, Robert N. Butler says, “Age-ism de-
scribes the subjective experience implied in
the popular notion of the generation gap.”

“Age-ism” should not be a provlem for so-
cial workers. As a result of their training and
experience, social workers are aware that each
human being is unique and that fixed ideas
about any member of a particular group run
counter to their professional task. Too often,
however, those who contemplate working
with the aging or those who work directly
with them consider only the immediate prob-
lems that are presented and not the underly-
ing needs. These underlying needs should be
taken into account if the helper is to be of
maximum use to his older client, Social work-
ers, in general, recognize that all people have
basic needs that extend beyond food, clothing,
and shelter. The needs of the elderly include
having someone with whom to interac’, hav-
ing someone to care about and to be cared
about, and having something to which to look
forward.

1K arl Stern, Joan M. Smith, and Margit Frank,
Mechanisms of Transterence and -
Counter-Transference in Psychotherapeutic and
Social Work with the Aged, Journal of Gerontology,
8:328-32 (July 1953).

2Robert N. Butler, Age-Ism: Another Form of
Bigotry, The Gerontologist, Part 1, 9:243
(Winter 1969).
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Recent rescarch findings on practice with the aging

Many aged people suffer physical and men-
tal losses that hinder their ability to communi-
cate their needs and that isolate them from
others. On the other hand, as noted earlier, it
appears that these losses are often overempha-
sized and that certain stereotypes are preva-
lent in describing aging persons. Fixed mental
pictures of the elderly are held not only by
laymen but also by professional persons who
work with the aging, professionals working
with younger persons, and by old people
themselves.? In view of the American cultural
value of independence, many of these stereo-
types have negative connotations.

Stereotypes about the aging

In a recent study professional practitioners
and students in professional schools of social
work—some of whom were working with the
aged—were asked, “What are old people
like?”* The thirteen social work practitioners
in the sample who chose to work with the
aged offered only positive stereotypes about
older people; nineteen social workers working
with clients of other ages had, for the most
part, negative mental pictures of the clderly.
On the other hand, six of the twelve social
work students in the sample who were work-
ing with the aged in their field placements
and 60 percent of the seventy-two students
who were working with other clients had
negative mental pictures of the aged.

Social work students are not the only pro-
fessional students who hold such views of the
old. In a recent study of freshmen and senior
medical students in one medical school, medi-
cal students characterized old people as being
disagreeable, inactive, economically burden-

2See Franklyn N. Arnhoff and Irving Lorge,
Stereotypes about Aging and the Aged, School

and Society, 88:70—71 (February 13, 1960) ; Jacob
Tuckman and Irving Lorge, Attitudes Toward Old
People, Journal of Social Psychology, 37:249~60
(May 1953); and Jacob Tuckman, Attitudes Toward
Aging of Individuals with Experiences with the
Aged, Journal of Genetic Psychology, 92:199-204
(June 1958).

‘Robert L. Wolk, Professional Workers’ Attitudes
Toward the Aged, Journal of the American Geriatrics
Society, forthcoming.
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some, and dull® The results of this study
indicate that these medical students were
more prejudiced against the aged than against
any other minority group. The small diler-
ence between the attitudes ol freshmen medi-
cal students and those in the senior class
toward the aging patient indicates that pro-
fessional education has no substantial effect
on students’ opinions.

Several implications can be drawn from
these studies as they relate to the people who
will ultimately have to deliver vital services
to the aging. Of particular concern are social
workers’ attitudes toward the aging; these
attitudes affect the practice of those who work
with the elderly and the amount of manpower
available for services. In 1964 Edna Wasser
wrote that a sense of commitment to social
work for older people who are in trouble had
yet to be realized.® It does not appear that
attitudes have changed in the past seven years.

These studies are of significance for social
workers for at least two reasons. First, in view
of the shortage of graduate social workers
interested in working with the aging, as well
as the shortage of skilled professional persons
in general, paraprofessionals could be trained
to offer services to aging persons living in the
community to heip prevent mental health
problems. Second, schools of social work
should include in their curricula study of the
entire life cycle of the individual, rather than
focus primarily on the infant, child, and
young adult. It is possible that, given a more
tully rounded picture of the human life cycle,
additional graduate social workers might
choose to work with the aging, or, at the very
least, would obtain deeper understanding of
human development from birth to deatt.

Paraprofessionals and the aging

The following discussion concerns two stud-
ies on the use of paraprofessionals in preven-

3Donald L. Spence et al., Medical Student Attitudes
Toward the Geriatric Patient, Journal of the
American Geriatrics Society, 16:976-83
(September 1968).

8Edna Wasser, The Sense of Commitment in
Serving Older Persons, SoctaL CASEWORK, 45:443-49
(October 1464).
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tive mental health services for the aging. The
Family Service Association of America
(FSAA), with funds provided by the Na-
tional Institute of Mental Health (NIMH),
placed social work teams in five FSAA mem-
ber agencies with the overall goal of learning
whether aged clients, with enhanced casework
services, could sustain their social, physical,
and emotional functioning to enable them to
live more effectively in their communities.
Teams consisted of a trained soctal worker
and an agency-trained social work assistant;
the caseworkers, who supervised the assistants,
believed that their services had been signifi-
cantly enriched through the assistants’ activi-
ties on behalf of the clients. The assistants
encouraged the clients to utilize community
health, welfare, housing, recreational, and in-
stitutional resources and accompanied them
to various places. Their work with agencies
and institutions on behalf of clients saved the
workers a considerable amount of time in
areas in which professional intervention was
not required. So successful was the use of the
assistants that four of the five participating
FSAA agencies have continued to employ the
assistants, although they no longer receive
NIMH funds.”

Another NIMH proiject, carried out by the
Community Service Society in New York
City, has demonstrated how mature, nonpro-
fessional agency-trained workers can provide
information and referral services to sustain
the emotional, social, and physical function-
ing of elderly persons in public housing. Ser-
vice workers were available to residents sixty
years of age or older in four public housing
projects. The aged population of a fifth hous-
ing project was used as a control. Interviews
to determine the ecffectiveness of the program
and to compare the control and experimental
groups were conducted before the two-year
service began and after it ended. The final
report on this project indicates:

TFamily Service Association of America, Social
Work Team with Aging Fanuly Scrvice Clients:
Third Summary Progress Report, Submitted to the
Naticnal Institute of Mental Health, mimeograpied
{New York: Family Service Association ot
America, August 31, 1909).
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Served tenants (especially those 75 years ot age
and older) were sustained to a greater cxtent
than the control (unserved) tenants in their atti-
tudes about their environment (the housing
project, the neighborhood), and in their percep-
tion of their “happiness with life” and their
health condition.®

Further, the report states:

The two-year experience supported the premise
that in-service-trained workers can discharge
responsibilities, as defined in this demonstra-
tion, satisfactorily and well under professional
supervision. Their utilization frees the profes-
sional worker to concentrate on tasks where
professional training is essential.?

Theories about the aging process

It was stated previously that schools of social
work should give greater attention to the
life cycle bevond the early years. Allen Pincus
has suggested that social workers should art-
tempt to formulate a developmental theory of
aging in order to increase their understand-
ing of the aging process and to provide appro-
priate social work intervention with aged cli-
ents in need of help.'® The best way to obtain
solid data about changes and the develop-
ment of personalities in adulthood and old
age is through longitudinal studies of indi-
viduals from birth to old age. There are a
few studies currently under way that may be
able 1o provide such information in the fu-
ture, but they are too new to have carried
their sample populations to old age. Some
longitudinal studies have examined persons
from middie age to old age and from old age
(over sixty-five) to death. Other studies have
been done cross-sectionally—by taking samples
of different age groups and comparing them
—and some researchers have carried these
cross-sectional studies further longitudinally.

8Community Service Society, Senior Advisory
Service for Public Housing Terants (New York:

Community Service Society, 1999}, p. 137

’Thid., p. 193.

10 Allzn Pincus, Toward a Deveinpmental View of

Aging for Social Work, Social Work, 12:33-41
(July 1967).
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Recent research findings on practice with the aging

One of the better known cross-sectional
longitudinal studies on aging, carried out by
the Committee on Human Development at
the University of Chicago, is known as the
Kansas City Adult Life Study. From this
sudy came the well-known disengagement
theory of Elaine Cumming and William E.
Henry. Persons ranging from fifty to seventy
years of age were interviewed several times
during the overall study, and, for the pur-
poses of the d'l_s_cn agement theory, a “quasi
ample” of aged persons aged seventy to
ninety was also used. Cumming and Henry
state:

In our theory, aging is an inevitable mutual
withdrawal or disengagement, resulting in de-
creased interaction between the aging person and
others in the social systems he belongs to. The
process may be initiated by the individual or by
others in the situation.!?

Using samples from the Kansas City Adult
Life Study, Bernice L. Neugarten reported
later, in summing up a series of studies on
personality and aging, that it appeared that
chronological aging was ordered to some ex-
tent in the study of intrapsychic processes.'
Intrapsychic processes involve increased im-
portance of inner life and decreased efficiency
of certain cognitive processes. On the other
hand, other studies in the same series indicate
that socioadaptational patterns are relatively
independent of age. Such factors as health,
financial resources, and marital status appear
to influence the social adjustment of persons
fifty vears of age and over.

Robert Havighurst, Bernice Neugarten, and
Sheldon S. Tobin used later studies of the
same sample to compare the disengagement
theory and the activity theory.'* According

"Elzine Cumming and William E. Henry, Growing
Old: The Process of Disengagement (New York:
Basic Books, 1g61), p. 14-

f'Bcrnicc L. Neugaren, Summary and Implications,
n Personality in Middle and Late Life, ed. Bernice L.
Neugarten and Associates (New York: Atherton
Press, 1964), pp. 188-200.

13See Robert J. Havighurst, Bernice L. Neugarten,
and S!\cldon S. Tobin, Disengagement and Patterns
of Aging, in Middle .4ge and Aging, ed. Bernice L.
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to the activity theory, older and middle-aged
people have the same psychological and social
needs, but society withdraws from the aged
person. Withdrawal is not a mutual process as
in the disengagement theory. In the sample
studied, it was found that social and psycho-
logical engagement appeared to decline over
the years. As activity decreased, it was found
that the sense of contentment in the subjects
appeared to decrease, but that life satisfaction
did not decrease. The investigators concluded
that neither the activity theory nor the disen-
gagement theory of successful aging would
in itself explain the results, One can infer
from these studies that the basic personality
of the individual is the most important di-
mension for describing patterns of aging.

After years of study by the Committee on
Human Development, Havighurst reported
that personality organization and coping
styles appeared to be the major factor in the
life adjustment of the individual as he grows
older.’* Havigchurst noted that few of the
persons studicd refused to try to adapt to
change and that, when there is a close fit
amonyg the personalitv, the social environ-
ment, and the physical organism, adaptation
is relatively easy and will be successful. The
concept ot adaptation has implications for
social workers who are in the position of
helping aging persons adapt themselves to
whatever their circumstances are.

An NIMH project carried out in the Jewish
Home for the Aged in Philadelphia demon-
strated that aged persons who normaily
would be institutionalized and provided with
custodial care can be maintained at an effec-
tive functioning level within the community
if an integrated program of medical, soc.al,
and personal services is available to them.!®

Neugarten (Chicago: University of Chicago Press,
1968), pp. 161-72; and Bernice L. Neugarten, Robert
J. Havighurst, and Skeldon 8. Tobin, Personality
and Pauterns of Aging, ibid,, pp. 173-77-

14Robert . Havighurst, A Social-Psychological
Perspective on Aging, The Gerontologist, 8:67-71
(Summer 1608).

15Home for the Jewish Aged, Final Report
Summary: Integrated Communitv Program of
Services to the Aged, mimeographed (Philadelphia:
Home for the Jewish Aged, 1967).



The persons studied were applicants for ad-
mission to the home who were ambulatory
and capable of moderate activity. Through
the project’s services, many of these old peo-
ple were enabled to continue to cope with
their life situations and to make limited ad-
justments within the community,

Theories about depression

Ewald Busse and others at the Center for
Study of Aging and Human Development at
Duke University have made several reports
on a cross-sectional longitudinal study of aging
that started in 1954.'° This study includes
data on physical examinations, mental status,
psychological health, and social histories of
the participants. In his report on findings of
this longitudinal study and other studies,
Busse states:

Periods of depression that are more or less in-
capacitating but do not require medical help
develop in the lives of most people. Evidence
indicates that such depressive periods increase
in frequency and depth in the advanced years
of life. . . . The older subject becomes depressed
when he cannot find ways of gratifying his
needs; that is, when social environmental
changes or the decreased efficiency of his body
prevent him from reducing his tensions, he is
likely to have a loss of self-esteem; hence, he
feels depressed.'?

Busse indicates further that when the aging
person is studied longitudinally, the impor-
tance of physical health becomes even more
evident; the aging person can tolerate the loss
of love objects and prestige better than a de-
cline in physical health. There are many im-
portant findings in this particular cross-sec-

165¢e Ewald W, Busse, Research on Aging: Some
Methods and Findings, in Gersatric Psvehiatry, Grief,
Loss, and Emotional Disorders in the Aging Process,
ed. Martin A. Berezin and Stanley H. Cath (New
York: International Universities Press, 1965),

PP- 75-95; and idem, Therapeutic Implications of
Basic Research with the Aged, Instituie of
Pennsylvania Hospital, Strecker Monograph Series,
no. 4 (Philadelphia: Institute of Pennsylvania
Hospital, 1967). .

Y"Busse, Basic Research with the Aged, pp. 13414,

123

Recent research findings on practice with the aging

tional longitudinal study, but, for the pur.
poses of this article, emphasis will be given
to the depressive reaction found in the aged
normal population; this reaction has implica-
tions for social workers who are in contact
with aged persons, many of whom are im-
paired physically and who demonstrate their
depression in varying ways.

Alvin 1. Goldfarb, who has written exten-
sively on psychotherapy with the aged, be.
lieves that aged persons have been dismissed
as poor subjects for therapy because of their
dependency. He points out that there is a fail-
ure to “recognize the importance of depend-
ency and helplessness as a basic motivational
force in the social behavior of most individuals
in our culture.”® Goldfarb believes that un-
derlying the various ways the aged seek help
for themselves are feelings of depression. Aged
persons may have a constellation of symp-
toms, ranging from apathy, displays of help-
lessness, and hypochonderiasis, to paranoid, or
openly angry, manipulative, and explosive re-
actions. The basic components and psycho-
dynamic sequence in old-age dependency start
from early in life as a result of genetic factors,
disease, and familial, educational, and cultural
influences. Later come physical, mental, so-
cial, and economic losses, followed by the in-
creasing inability to master the problems
posed by internal and external changes,
threats that lead to feelings of helplessness,
and then fear, anger, and fear of retaliation
because of this anger. These feelings finally
result in a search for aid.

Goldfarb believes the aging person will
model his behavior on what he considers as
likely to help him obtain a parent substitute
to aid him and that reassurance and support
can be offered the aged depressed patient.
Winning over a protector by the aged person
may directly yield pleasure—the pleasure of

*SAlvin I. Goldfarb, The Psychodynamics of
Dependency and the Search for Aid, in The
Dependencies of Old People, Occasional Papers in
Gerontology, no. 6, ed. Richard A, Kalish (Ann
Arbor, Mich.: Institute of Gerontology, 1969), p-1;
see also idem, Depression, Brain Damage, and
Chronic Illness of the Aged; Psychiatric Diagnosis
and Treatment, [onrnal of Chronic Diseases,
9:220-33 (March 1959).

Sacial Casework: June 1971



Recent rescarch findings on practice with the aging

feeling mastery again over a problem—and
can provide the patient with the comfort of
having a powerful parental surrogate.

Before proceeding to the next longitudinal
study, it seems pertinent to discuss briefly
Erik H. Erikson's theory of the seventh and
cighth stages of the life cycle. Erikson de-
scribes each successive life stage as one of
inner and outer conflict.

Each successive step, then, is a potential crisis
because of a radical change in perspective. Crisis
is used here in a developmental sense to connote
not a threat of catastrophe, but a turning point,
a crucial period of increased vulnerability and
heightened potential, and therefore, the onto-
genetic source of generational strength and mal-
adjustment.1?

These latent capacities, according to Erikson,
are present from birth, and with each conflict
they reach ascendancy at a particular time in
the life cycle. Each stage is dependent on an
carlier stage for the development of the self
in the following stages. The seventh stage,
which occurs at middle age, he calls “genera-
tivity”: the guidance of the next generation—
or its opposite—the sense of stagnation. The
cighth and final stage is either one of inte-
gration of all stages or of despair in relation
to one’s life cycle.

Attempts have been made to operationalize
these concepts for research, but, as Erikson
has noted, these attempts have often been de-
veloped as achievement scales, which repre-
sent'a misuse of his schema. What Erikson
believes is necessary is the ratio of conflict in
cach of the stages between positive and nega-
tive feelings. Robert N. Butler's suggestion
that the ¢lderly person reviews his life at a
particular time appears to concur with Erik-
son’s concept of the eighth stage. Butler
writes:

I conceive of the life review as a naturally oc-
curring, universal mental process characterized
by the progressive return to consciousness of
past experiences, and, particularly, the resurgence

—

"Erik H: Erikson, Identity: Youth and Crisis (New
York: W, W. Norton & Co., 1968), p. 96.
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of unresolved conflicts; simultaneously, and nor-
mally, these revived experiences and conflicts
can be surveyed and reintegrated.?°

An NIMH longitudinal study of the nor-
mal aging process was started in 1955 on
forty-seven healthy men aged sixty-nine to
seventy-one. Follow-up studies were done six
and eleven years later with the survivors. The
persons involved were examined in relation
to their social-personal situations, their med-
ical status, their psychiatric conditions, and
their psychological functioning.®® Butler re-
ported that in the six-year follow-up of
twenty-nine of the thirty-nine survivors, “sup-
porting data were found for the hypothesis
that, triggered by the approach of death,
older people universally undergo a life review
leading to various preparations for loss, bod-
ily dissolution, and death.”**

At the third point in this eleven-year study,
Robert D. Patterson, Leo C. Freeman, and
Butler reported on eighteen of ‘the twenty-
three survivors.?® They state that the sur-
vivors often indicated they had reviewed or
still were reviewing their lives. Ten of the
survivors had been depressed at one of the
three times they were examined during the
longitudinal study. Three of these depressions
were caused by the despair the subjects ex-
perienced while reviewing their lives. The

20Robert N. Butler, The Life Review: An
Interpretation of Reminiscence in the Aged,
Psychiatry: Journal for the Study of Interpersonal
Processes, 26:66 (February 1963).

2James E. Birren et al,, eds., Human Aging: A
Biological and Behavioral Study, Public Health
Service Publication no. 986 (Washington, D.C.:
U.S. Department of Health, Education, and Welfare,

1963).

~

32Robert N. Butler, Aspects of Survival and
Adaptation in Human Aging, American Journal of
Psychiarry, 123:1242 (April 1967).

23Robert D. Patterson, Leo C. Freeman, and Robert
N. Butler, Psychiatric Aspects of Adaptation,
Survival, and Death, in Human Aging I1: An
Eleven-Y ear Follow-up Biomedical and Behavioral
Study, ed. Samuel Granick and Robert D. Patterson,
Public Health Service Publication (Washington,
D.C.: U.S. Department of Health, Education, and
Welfare, in press).
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subjects who had reviewed their lives without
becoming depressed appeared sometimes to
have attitudes that Erikson described as an
acceptance of one’s own life cycle.

Social workers are in contact with many
old people who come to their attention be-
cause they are depressed and sometimes ex-
hibit symptoms of organic impairment related
to depression. John Clancy states:

Among the aged, depression may be primary
or secondary to organic brain disease, Primary
depressions in the aged must be distinguished
fom other psychoses of the senium, but all too
frequently the diagnosis is based on age rather
than the clinical signs. This distinction is doubly
important because the prognosis of treated de-
pression is good regardless of age.*

Social workers should be aware that the act
of reminiscence in aging persons may be a
sign of their need to review their lives and
that they may or may not be depressed. Not
only listening but helping the aged person
accept what cannot be undone or relived—the
social worker’s task with some younger cli-
ents—can be therapeutic in itself. Butler, who
has made use of the concept of the life cycle in
his treatment of many elderly persons, em-
phasizes that both therapeutic and social ef-
forts must focus on the possibilities of the
present and deal with the grief for past re-
lationships.®

Judith Liton and Sara C. Olstein, writing
on the therapeutic value of reminiscence for
aged persons who have had some intellectual
deterioration, state, “Reminiscing can enable
such clients to regain that part of their iden-
tity in which they were most comfortable and
may even bring about a further development
of their identity.”*® They note that what the

34John Clancy, Other Aspects of Depressions,
Geriatrics, 20:97 (February 1965).

*Robert N. Butler, Directions in Psychiatric
Treatment of the Elderly: Role of Perspective of the
Life Cycle, The Gerontologist, Part 1, 9:134-38
(Summer 1g69).

*%fudith Liton and Sara C. Olstein, Therapeutic
Aspects of Reminiscence, Sociar CASEWORK,

£0:263-68 (May 1969).
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client remembers appears to be determined
by the emotional content of the past experi-
ence as well as by the person’s present situa-
tion.

Another model of human development has
been proposed by Charlotte Biihler, who di-
vides the life cycle into five phases.*” The first
phase, childhood, ends at approximately
fifteen years of age. This period, which is
broken down into several categorics, is char-
acterized by the absence of self-determination
concerning life goals. The second phase cov-
ers the period from fifteen to twenty-five
years of age, when life goals are tentative and
experimental. During the third phase, from
twenty-five years of age to approximately
forty-five or fifty years of age, a variety of
patterns of self-determination is found.
Biihler states:

The middle of life might . . . be expected to
be the period in which an individual could set-
tle down to live within the frame of reference
of the present in pursuing many immediate ob-
jectives; he also might be expected to acquire a
clearer outlook on the intermediate and even
distant future.28

The fourth phase, from forty-five or fifty to
sixty or sixty-five years of age is a crisis pe-
riod, as is the second phase. At this time, a
person must reassess his goals.

The fifth and final phase of life begins at
approximately sixty-five to seventy years of
age. Characterizing this period is the “grad-
ually evolving awareness of thte past life as
a whole resulting essentially in fulfillment or
unfulfillment and even despair.”™® This
model, which Biihler originally developed
from an analysis of 202 biographical studies
in 1933, supports to some degree Erikson’s
theory on the last stage of life. From her
studies, Biihler came to the decision that

2Charlotte Biihler, The Course of Human Life as a
Psychological Problem, Human Development,
11:184-200 (1968).

28Ibid., p. 194.
¥]bid., p. 198.
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human life is lived under a certain directive
that she calls “intentionality.”

Gerard G. Brissette’s recent study on the
significance of life goals in aging adjustment
uses a sample of men and women sixty years
of age and over. The preliminary report on
this research indicates that “once the princi-
pal events of a life are laid out for review,
certain major thrusts of the personality (both
conscious and unconscious) can be discerned
by observers.”®® Brissette states:

Beyond whatever academic value there might
be in knowing the patterns and personality cor-
relates of life goals, there is the hope that such
knowledge will aid in the economy of human
resources, enlightening particularly those who
work for the relief of the burdens of old age.?!

9Gerard G. Brissette, The Significance of Life Goals
in Aging Adjustment: A Pilot Study, California
Mental Health Research Monograph no. g
(Sacramento: Bureau of Research, California
Department of Mental Hygiene, 1967), p. 8.

Nbid., p. 54
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Conclusion

The theory and research discussed in this
article have two major implications for social
workers. First, although it is common in so-
cial agencies to examine the life history of the
younger client, few agencies consider the life
history of the older person to be of interest
or of use. An understanding of an elderly
person’s life history can lead, however, to an
understanding of his problems and desires.
For the social worker such knowledge is espe-
cially useful in helping the aged person make
plans that are suitable in relation to his life
patterns prior to the point of crisis.

In conclusion, the research cited indicates
that depression is not uncommon even among
normal aging persons. A number of reasons
have been suggested for the aged person’s
despair and a number of helping methods
have been described. It is this writer’s belief
that social workers can improve their services
to older people by gaining an understanding
of the emotional components of the last stages
of the life cycle and that paraprdfessionals
could be utilized profitably in giving sup-
portive services to the aging.
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Emotional Breakdowns in Elderly People by Muriel Oberleder, Ph.D.
Excerpted from: Hospital & Community Psychiatry
A Journal of the American Psychiatric Association
Vol. 20, No. 7, July 1969

Many of us who work with elderly people believe that senility, as it is commonly called,
actually represents an emotional breakdowi in elderly people. 1Its structure, its
course, its causes, and its results are very similar to a breakdown at any age. We

all agree that loneliness, ill health, retirement, and all the deficits associated

with old age cause unhappiness in the elderly but I think we overlook the obvious

fact that those things actually cause mental breakiown. Were we to restore the normal
props of living to elderly people, we might very well do away with senility.

One factor that may be slightly more common to old age than to any other age is
anxiety. In my belief, anxiety is the extra stress of aging; indeed, old age is
anxiety. Old age occurs when external stresses overtax the older person's ability

to function, and if you remove the stresses, the person can again function. I feel
that anxiety underlies all senile symptoms, and causes them. In old age you have
more anxiety-evoking situations and fewer anxiety-reducing opportunities; that formula
in itself could account for senility, or emotional breakdown in the aging.

Senility is an ugly word, but it is shorthand for all the nonsense we associate with
mental breakdown in old age. We have been brainwashed into thinking that there are
very erudite and definite explanations for senility. We speak freely of arterio-
sclerosis of the brain and chronic brain syndrome. We are told that we lose millions
of neurcns every day from our brain cells, so that our brain shrinks in measurable
proportion to our years, and for that reason alone we must expect irreversible

changes in old age. Those ideas are so fixed that even when dramatic studies indicate
there is no relationship between actual, visible brain changes and function in elderly
people, we tend to overlook those results. Thus if Grandpa loses his memory we say

it is because he is an old codger, and there is nothing we can do about it but make
him happy until his dying day.

We pay lip-service to possible emotional and social stresses and envircnmental factors,
but we rarely consider the possibility that elderly people who have had a breakdown
can recover. We usually think of senility as involving memory loss, disorientation,
confusion, aggressive and agitated behavior, senseless rambling, phobias, hallucina-
tions, delusions, and infantile regressive behavior. We have all seen elderly
patients chewing on their gqums, groaning rhythmically, or being incontinent. But how
different are those symptoms from the ones of any seriously regressed patient of any
age? I think they are the symptoms of psychosis, not necessarily of senility. The
only difference is that when a patient shows those symptoms after 60, he is labeled
Senile.

When elderly people finally do enter a mental hospital, they are in such a severe
state of confusion and disorientation that we tend to think they are senile. But
the truth is that the elderly are never considered to need hospital care until they
are in an emergency state of breakdown, because the danger signals that warn

of an impending breakdown have been overlooked. If we encounter unusual nervousness,

Muriel Oberleder, Ph.D., Chief Psychologist, Geriatric Service Bronx (N.Y.} State
Hospital. Dr. Oberleder also is assistant professor of psychology at Albert Einstein
College of Medicine at Yeshiva University in New York City and has a parttime practice
(private). This paper is based on a presentation given in March 1968 at the Veterans
Administration Hospital in Tuscaloosa, Alabama.
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irritability, depression, unaccountable anger, personality change, apathy, or with-
drawal in a young person, we make sure he is seen by a physician to prevent more
serious consequences. But when those symptoms appear in elderly people, they are
considered par for the course of old age. And so the elderly person seldom is re-
garded as being sick until he is very sick.

We also tend to overlook the dangerous implications of what appear to be very common
and ordinary situations. For instance, when an old person loses his teeth and must
face people and eat without his dentures, we do not realize how intensely traumatic
that is for him, perhaps even to the point of bringing on senility almost overnight,
Instant senility might also occur when a person is advised to wear a hearing aid.

Any of the harbingers of old age can cause a radical breakdown in some people, partic-
ularly those who have prided themselves on being intact and healthy.

. Such situations may precipitate senility or emotional breakdown in the aging, but
generally they are not the real causes. I believe that they cause senility only in
people who have a predisposition for it--perhaps 2 per cent of the elderly population,
not unlike the percentage of people in all age groups who have mental breakdowns, I
feel that the main predisposing condition is conflict in middle age.

Middle age is a crucial time, because all the unexpressed and repressed angers that
accure over the adult years begin to fester, and the fear of old age begins to
encroach. Many middle-aged people find themselves in a bind: they will look neither
inside nor outside themselves, they will not look ahead, and they are even more
terrified when they look behind. They very often are tense, irascible, unpredictable,
menopausal men or women, and we very conveniently tag some physiological condition

as the cause. We forget that these people are actually suffering from the same
repressed anger, fear, love, need, quilt, ambition, insecurity, failure, feelings of
rejection, and, above all, sexual repression that occur in people of all ages.

I discovered the importance of sexual repression as a factor in senile breakdown
quite accidentally, in giving the Rorschach test to elderly patients and receiving a
great many anatomical responses. The patients saw kidneys, hearts, lungs, and other
organs, The accepted interpretation is that as you get older, you become more con-
cerned with your body, and you worry about getting aches and pains. I too accepted
that interpretation, because I was a long way from growing old.

However, I also noticed that instead of looking at a part of the ink blot that really
did look like a kidney or other organ, the patients would point to an area that was
a pathologically sexual area, on card after card. I thought, Well, perhaps there

is a kind of sexualization in old age, manifested in bodily complaints and the need
for a doctor's attention. Following that hunch, I have found that elderly people
very often use somatic complaints, and bodily preoccupations, and relationships with
the doctor to fulfill their frustrated needs for sexual satisfaction or at lease some
physical contact.

That led me to think that perhaps most senile symptoms are substitutes for frustrated
impluses or buffers against inner conflict, and so I began to look at some other
typical symptoms. Of course memory loss is the main symptom of old age--and of all
psychoses, I now realize. We recognize that memory loss is selective in very old
patients. They will remember certain thingsat certain times and forget them at others.
There is no consistency to the forgetting, but there is a purpose; that becomes very
clear when you have an opportunity to see elderly people fairly regularly, such as in
psychotherapy. You can predict when, how, and what they will forget. They forget
things they don't dare remember, or things they are afraid they won't remember.
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Many also forget under pressure. If you ask an elderly person, as the first question
of an intelligence test, "Who is the President of the United States?" he will very
often forget the answer because he is so embarrassed and frightened about taking the
test. If you ask him the same question later and he gives the answer, obviously
anxiety had blocked his thinking altogether. He will also forget things that are
threatening, that disrupt the happy dream he has set for himself, or that invoke
other memories that are distressing. Very often forgetting is merely a very handy
way of tuning oneself out of a totally unbearable situation. Of course memory does
deteriorate with disuse, but that does not mean it cannot be resurrected.

Another form of tuning out occurs when elderly persons simply fail to register certain
objects and external events. When the elderly person is terribly preoccupied with

his inner problems, which he very often is, he will not see the objective reality
around him. That can be demonstrated by asking an elderly patient who seems com-
Pletely out of contact to look around the room and name every object he sees. It is
about the hardest thing to get him to do; he has to struggle to keep his eyes on the
things about him. All the interference is coming from an inner source, and it is a
visible effort for him to stay with the task. But if he does, it is a victory for

him, and he feels a sense of power from his ability to concentrate on external matters.

Confusion also can be a purposeful blotting out of reality. For example, consider
the elderly people who are found by the police in a state of confusion, who don't
remember their name or address, but do remember their son's address and insist upon
being taken home to that address. I think that too speaks for itself.

Even incontinence is merely a symptom, a very effective means of vengeance, degrada-
tion, and self-degradation, and, more positively, an appeal for care. Incontinence
can be reversed, as all who work with elderly patients know, when it is treated like
any other symptom: by confronting the patient, helping him to understand why he uses
the symptom, and teaching him to relearn control.

The delusions of the elderly do not differ from those occurring at any age. They per-
mit the patient to make a compensatory use of his intolerable feelings--it is much
more rewarding for him to think that he owns the hospital or that he is in his own
home than to admit he has been put in an institution. I can understand why many
patients under stress sometimes have such a delusion; I have learned to wait, for the
symptom will disappear when the stress disappears.

It is true that certain symptoms appear more frequently in old age. However, I do not
feel they are necessarily due to old age any more than drug addiction is due to
adolescence or bed-wetting to childhood. A person usually chooses the symptom
appropriate for his age group--appropriate in the sense that it is his main dread.

At age 40 we all start to worry about losing our memory, and at 50 we are convinced

we have. At 60 we begin not to care any more about losing our memory; at 70 we may
get sore as hell about it; and at age 80 we can cause a lot of trouble for everybody
because we are so outraged by it. I purposely cited decade birthdays because they

are panic periods, crisis times; they are the ages when we review our life situation.

At all ages, when we are anxious, for the usual reasons of repressed anger, we punish
ourselves by selecting the symptom that is the worst for our age and times. For
instance, if you want to know what symptoms your adolescent patients will show, just
watch television; you will find, as I have these past few years, that the majority of
young adolescent male patients will present symptoms of homosexuality. Patients

will present other symptoms at other times, but whatever television represents as

the worst thing a person in a specific age group can be, that is what he fears he is.
Symptoms represent a compulsive fear, and one compulsively grasps the symptom that
represents the consequence most feared.
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As anxiety increases in old age, the symptoms become more and more limited because
of the stereotyped and limited expectations of the aged. Thus they have very few
appropriate symptoms to select from, and memory loss is the most convenient because
it serves so many purposes.

As I indicated before, I beleive the problems of old age start in middle age, and
that some people are predisposed to senility. The stresses of middle age represent

a new life hurdle quite different fraom those of childhood, adolescence, or young
adulthood. Just as we prepare a child for a healthy adolescence and an adolescent
for a healthy adulthood, we have to prepare ourselves in middle age for a healthy old
age. However, it is during those crucial middle years that people so often tune out
considerations of old age.

For example, one of the big difficulties in getting backing for geriatrics programs
is that most of the administrators are middle-aged, and they turn a deaf ear when
you talk about the elderly. The young people are very cooperative; they do not have
many fears of old age yet. Thus you have any number of young students volunteering
to work with the aged, but very little professional or administrative help. That
phenomenon extends outside the profession into the legislature, and elsewhere. It
is almost impossible to get a legislator to listen when you are discussing the
elderly.

Scores on IQ tests show a very definite drop for all types of people at age 60, and

of course it is unrealistic to think that everybody instantly deteriorates at 60.

A more reasonable explanation is that at age 60 you either are faced with retirement
or have just retired; the whole galaxy of feelings associated with retirement comes
into play, and you bring dysfunction upon yourself. I believe that people bring
senility upon themselves, and I think they can do so at any time of life when they
feel sick or have been terribly disappointed. We all remember feeling old at many
periods of our lives, always low periods. When you are really old and you are feeling
stress, you grab at the senile symptoms to end the tension. I believe it is a com-
pulsive thing in some elderly people, especially those in mental hospitals.

Certain special threats of middle age persist into old age. They can be categorized
as threats to sexual ability, to status, and to sense of security. As we grow older,
we begin to feel signs of weakening in those three most important adult areas, which
are closely tied with our sense of self-esteem as a human being. The delicate mech-
anisms of our psychological balance are easily tilted by the enormous fear that
assails us about those areas.

Many common occurrences in old age or even middle age, such as loss of teeth, eye-
sight, hearing, might start an emotional breakdown. We are aware of the destructive
effects of major dislocations, poor health, and death of a spouse, but we seldom
recognize that the senile symptoms that often accompany them really are symptoms of
acute emotional breakdown. They are transitory reactions to stress, and they are
treatable and reversible.

Usually, however, the elderly person is not given a chance to recover. For instance,
if a 70-year-old man falls and breaks his hip, the family physician immediately
recommends hospitalization. The patient wakes up after surgery and finds himself

in a strange place surrounded by his family's anxious faces. He may temporarily
become confused, and may not even recognize his family. The kindly physician will
say to the family, "He's an old man and that's why his hip broke when he fell. I
think you might want to start thinking about the fact that your father will not be
the man he was. He may not know you. He may lose his memory. He may become con-
fused. You might do him a favor by putting him in a nursing home." In other words,
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the old person is not really permitted to recover. When he does show signs of alert-
ness from time to time, they are regarded as intermittent residual functioning, not

as an indication of potential.

So far I have been referring to the elderly as much-victimized individuals who suffer
from our many bad treatments of them. The elderly are not angels. They are exactly
what they were all their lives. If they were rats, they become worse rats. As

they grow older they feel guiltier, often with good cause. In some patients, their
guilt, anger, fear, and worry about punishment will result in senile breakdown. It
is very hard to make contact with them, because they are terrified of punishment, and
with good reason. Very often they want to be senile. It is a way out, a comfortable
one, and they don't want you to bother them. When you do bother them, you often
find a deeply distressed human being. Then you ask yourself, "Why did I wake him up

out of his dream?"

I have had some good results with traditional psychotherapy with elderly patients.
However, I have not had an opportunity to follow them up, and I do not know how long
our cures last, if you want to call them cures. First of all, I am a little suspi-
cious of the rapidity with which older patients drop their symptoms, although it may
be that they have fewer defenses to break down. I usually encounter these patients
in a mental hospital, which is the end of the line, and they may have less to defend
because they think of themselves as being so completely indefensible.

When such patients do recover, we cannot expect them to continue to function well

for long if they go back to the very same situations that drove them crazy in the first
Place. Family therapy should be used with elderly people's families as with those

of younger patients. The families have many attitudes to be changed, and many
guilts to be worked with, and they must be involved in plans for the patient. Of
course, generally speaking, the situations that cause breakdown in old age are part
of our sociclty, and we do not have an atmosphere conducive to emotional well being

for the aging.

Suppose the restored elderly patient cannot or should not return to his family and
is willing to go elsewhere--to a residential home or a retirement village, or to a
pleasant apartment such as our hospital provides for elderly ex-patients in the
community. We then face a new problem, which for lack of a betteir word, I call
separation anxiety. It is the same thing we see in children going to school for the
first time; they are both eager and afraid to try out new things, ard at the same
time they feel terribly disloyal to their parents for being glad about leaving them.

The same occurs with retired people and their middle-aged children. The elderly
rarents look forward to having a nice life near a golf course in Florida, and the
middle-aged children may welcome having the parents live further away. But both
cides feel they should not be happy to be rid of the other, and so, because people
who realistically want to be apart feel that they should stay together, a bind is

created.

Sometimes I think a brusque and ruthless approach is best. Just say, "Forget it.
You know what the situation has been like, and it has not been a success to this
point. Why not separate? Don't worry about your child, go!' You both have other
resources available to you. Enjoy yourself." Sometimes that works, but never with
4 depressedperson who is afraid to feel joyful. Depressed people in old age, and
perhaps those of all ages, are afraid to feel happy because they are afraid they
will be punished for it. Elderly people hug their depression because they are
terrified that a lightning bolt will strike them if they dare allow themselves

to be a little happy.
131



You

revent an emotional breakdown in the obvious way, by providing a healthy environment

and plenty of opportunities to develop satisfactory roles in life and good self-
KZattitudes. Nevertheless, no one is guaranteed a pleasant old age unless he resolves

his middle-age conflicts when they arise. How anger is handled in middle age is a
very qood clue to how the person will react in old age. He does not necessarily need
psychoanalysis or even psychiatric help. I think most people who have lived a healthy
life into middle age are perfectly capable of working through the problems of middle
age themselves, possibly by talking to a friend or two. The important thing is to
immediately identify what triggered the anger, then deal with and dispel the anger,
for if accrued, it becomes terribly self-destructive. !

ggow the question arises about how to prevent an emotional breakdown in old age.

One of the thingsto be avoided, in both middle age and old age, but particularly in
middle age, is the tendency we have to dissociate ourselves from old age. In old
age, the dissociation is reflected in an actual denial of reality, and can lead to
various kinds of bizarre and psychotic behaviors. However, denial sometimes is a
helpful defense in old age if it remains within realistic bounds. I am reminded of
the questionnaire about negative and positive attitudes toward old age that I gave
to elderly people when I was doing my doctoral study. I discovered that people who
had the highest intelligence and gave the most youthful Rorschach responses had the
most negative attitudes toward old age; they saw other old people as being hopeless.

One such woman I tested had at the age of 83, won $50,000 on a quiz program as an
expert on Shakespeare. Her responses about old age were negative, but she had
completely dissociated herself from the elderly; on the attitude scale she wrote,
"These are my observations, not necessarily my sentiments, in respect to other people.”
I wmight add that she had been and still is living a happy life. She takes her

fellow residents at a home for the aged for walks, reads to them, and helps take care

of people some 20 years younger than herself.

One of my most recent discoveries is that if a room is bright and cheery, or there
is music playing, or there is a pleasant odor about, an old person will suddenly
become more alert. When I hold group therapy on the wards I have charge of, we
spray cologne around, have bright pictures on the wall, and turn on a radioc. We
go up to a patient, look him full in the face, and say in a very loud voice: "How
are you, Mr. So-and-So?" We find the patients respond and become very alert. This
is what is known as sensory stimulation; many studies with younger people show that
when you deprive a person of stimulation to his sense, he may become hallucinatory
or delusional or lose control of his ability to test reality.

Perhaps there is a neurological explanation for that. Recent studies have shown that

connective fibers extend from sense organs in the brain up through the reticular or
the limbic area and into the cortex, indicating that an activating process may take
place when a sensory organ is stimulated. In any event, I believe that any kind of
stimulatiQn--sensory, emotional, occupational--is helpful, and that there is a good
possibrlity that senility can be reversed through it. Hospitals with reality-
orientation programs for elderly patients use that principle.

Some hospitals and nursing homes have had good results in stimulating elderly patients
to be sociable through a regular social hour where beer or wine is served. On my
wards we have served wine with dinner, not so much for its effects on sociability

out to remind patients that the day has passed; they know it is dinner time because

that is when the wine is served.
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In curing senility--and I regard senility as a curable mental disease, a psychosis--
it is always important to identify the precipitating causes and crises and, if pos-

sible, the antecedents. They should be discussed with the patient as soon as he is

in contact. If the explanation is given to him in a kind, gentle, and matter-of-

fact way, he will readily understand and accept it.

We must also try to identify the patient's pattern of symptom formation. Is he an
aggressive person? Is his behavior an acting out? Is it a form of denial or a
consequence of memory loss? We must also try to identify the purpose of his symptoms
as we do with patients of all ages. We can then treat him just as we do them; we
remain aware of the defensive use of each symptom and take it away from him as soon
as he is comfortable enough to operate without the symptom. The patient can find
that comfort in his relationship with the therapist , if he is given time to recover.

Very often patients will sit in group therapy without any visible change for weeks,
listening intently to the therapist. One difference in group therapy with the
elderly is that it is permissible for the therapist to say a lot. He can talk for
the patients, and about them, very openly--about how horrible children are to old
people, how ugly old people loock, how terrible it is to lose your teeth--saying all
the things that are unmentionable. Whatever the patients have or are can be discuss-
ed without mincing words. The therapist discusses it for them. Some patients are

nourished by what is said, and they recover through it.

The method employed here is to release the potentialities of the patients by ventila-
ing their immobilizing tensions. If they cannot ventilate them for themselves, you
find out what the dynamics are and do it for them. We have also used role-playing
very successfully with elderly patients. Then, of course, through reality-orienta-
tion programs, we take active steps to dispel delusions and constantly bring a

realistic awareness to the patients.

Activity is therapy for the aging, and almost anything they do will be curative.
Allowing them too much idle time for introspection can be harmful, because they are
not nourishing the other strengths that they have. If there is a difference in old
ace, it is that the individual often has fewer inner resources. One has to keep the
resources that one has in very good shape, and they have to be exercised and stimu-
lated. The sort of daydreaming that might be fully acceptable at a younger age

can become dangerous in older age, if it prevents the patient from having the

stimulation he needs. ’

We seem to have a double standard in treating patients. If we admit a younger patient
who is very confused and out of contact with recent events, and if after several
months of therapy the confusion and memory loss clear up, we consider him recovered.
But when the same happens with an elderly patient, we still expect arteriosclerotic
change and do not regard him as recovered. I think it is that expectation of

senility we have to work against, more than the reality of senile breakdown.
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TELELECTURE COURSE REACTION FORM — ALLIED HEALTH

The Bureau of Continuing Education for Nursing—University of Southem Maine

The presentation of a learning experience remotely by telelecture is new. The following questions are intended to help identify the strengths
and weaknesses of this system. As one of the first persons to experience telelecture in Maine, your honest responses will be valuable in the
improvement and overall evaluation of this instructional method, Thank you.

This form must be completed during the final meeting of the course and returned, along with other materials, to the staff liaison person in
order to complete course requirements for Continuing Education Units {CEU’s).

NAME: SOCIAL SECURITY NO.:
COURSE TITLE LOCATION:
YOUR POSITION: WORK SHIFT:
1. 0O Days 3. O Nights
HOW MANY REPRINTED ARTICLES DID YOU REQUEST FROM THE LIBRARY? 2.0 Evenings 4. Rotating

IFE YOU DID NOT REQUEST ANY ARTICLES, PLEASE EXPLAIN WHY:

WHY DID YOU TAKE THIS COURSE? (Please select ONE which best applies).

1. 0O To keep up with latest developments in your profession 5. O To qualify yourself for a new position
2. O To fulfill a specific educational objective 6. O In order to obtain CEU's

3. O Lack of other education opportunities 7. 0 Other (specify)

4. O Enroliment is mandatory

PLEASE INDICATE IN THE LEFT HAND COLUMN YOUR ATTITUDE ABOUT TELELECTURE BEFORE YOU TOOK THIS COURSE;
AND CHECK IN THE RIGHT HAND COLUMN YOUR ATTITUDE ABOUT TELELECTURE NOW.

BEFORE CLASS NO. 1 FINAL CLASS
1.0 Very positive O
2.0 Positive 02
3.0 No Feeling Either Way O3
4.0 Negative 04
5. Very Negative Os

PLEASE DESCRIBE AT LEAST TWO JOB RELATED INSTANCES WHERE YOU USED INFORMATION FROM THIS COURSE:

1.

2,
WHAT TOPIC, WHICH COULD BE OFFERED BY TELELECTURE IN THE FUTURE, WOULD BE OF MOST INTEREST AND VALUE
TO YOu?

TOPIC SUGGESTED SPEAKER & ADDRESS

1.

2.

WOULD YOU BE WILLING TO SERVE ON A COMMITTEE VIA TELELECTURE TO PLAN FOR OTHER COURSES? YES______ NO__

AT THE BEGINNING OF THE SYLLABUS IS A LIST OF SELECTED LEARNING OBJECTIVES.* BY PLACING CHECK (v} MARKS IN THE APPROPRIATE BOXES
BELOW PLEASE RATE HOW WELL YOU ARE ABLE TO MEET EACH OBJECTIVE AT THE END OF THE COURSE.

QBJECTIVE RATING OBJECTIVE RATING
NUMBER (Check one for each objective) NUMBER {Check one for each objective)
Not at All Very Well Not at All Very Weli
1 2 3 4 5 6 1 2 3 4 5 6
1 1
2 12
3 13
4 14
5 15
6 16
7 17
8 18
9 19
10 20
'Is.oﬁm;l:ir:gram planning objectives may number less than the 20 provided for on this form. In such cases the remaining boxes should be

PLEASE COMPLETE THE QUESTIONS ON THE REVERSE SIDE
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PLEASE INDICATE YOUR RESPONSE TO THE FOLLOWING STATEMENTS BY CIRCLING THE NUMBER WHICH BEST DESCRIBES YOUR

QEACTION TO EACH STATEMENT. FOR EXAMPLE, IF YOU STRONGLY DISAGREE WITH A STATEMENT, YOUR RESPONSE WOULD

AGREE 1 2 3 4 5 6 @) DISAGREE
IF YOU SLIGHTLY AGREED, IT WOULD BE: AGREE 1 2 (@ 4 5 6 7 DISAGREE
IF YOU WOULD LIKE TO MAKE ANY COMMENTS ABOUT PARTICULAR QUESTIONS, PLEASE FEEL FREE TO DO SO.

The presentation by the instructor was clear and well organized.

AGREE 1 2 3 4 5 6 7 DISAGREE

Comment:

The instructor presented the material with a great deal of enthusiasm,

AGREE 1 2 3 4 5 6 7 DISAGREE

Comment:

The SYLLABUS for the course supported and clarified the content presented by the instructor.
AGREE 1 2 3 4 5 6 7 DISAGREE

Comment:

Course materials other than the syllabus (slldes, pictures, articles) were well coordinated with the course content.

AGREE 1 2 3 4 5 6 7 DISAGREE

Comment:

The course was accurately described in the information you received before the first class session.
AGREE 1 2 3 4 5 6 7 DISAGREE

Comment:

Hearing discussion from other course participants helped you to learn.
AGREE 1 2 3 4 5 6 7 DISAGREE

Comment:

You feel that you shared your ideas and knowledge with other listeners on the telelecture network. (Please explain why if you disagree with
this statement).
AGREE 1 2 3 4 5 6 7 DISAGREE

Why you disagree or other comment:

The balance between lecture and discussion was appropriate to the subject matter.
AGREE 1 2 3 4 5 6 7 DISAGREE

Comment:

The length of the course was appropriate to the amount of material provided.
AGREE 1 2 3 4 5 6 7 DISAGREE

Comment:

Your knowledge and understanding of the subject area has been significantly improved by the course.
AGREE 1 2 3 4 5 6 7 DISAGREE

Comment:

You expect that your job performance will be significantly improved by this course,
AGREE 1 2 3 4 5 6 7 DISAGREE

Comment:

You would attend a TELELECTURE course again assuming the content was of interest to you.
AGREE 1 2 3 4 5] 6 7 DISAGREE

Comment:

You would recommend this course to other nurses as a valuable educational experience.

AGREE 1 2 3 4 5 6 % DISAGREE

Comment:

What would you recommend to improve the delivery of courses via telelecture?.
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