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Set is the sun of my years
And over a few poor ashes

-1 sit in darkness and tears

Gerald Massey A Wail

Father Time is not always a hard parent, and, though
he tarries for none of his children, often lays his hand

lightly on those who have used him well.

Charles Dickens Barnaby Rudge
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ABSTRACT

Depression is the most cémmon psychopathofogical syndrome in the elderly
(Blazer, 19821, ‘ Yet, with appropr}até treatment, depressive symptoms - -
generallg'have a favourable prognosfs.: " Researchers such as Post (1972)
and Zung (1980{ have emphasized ;he.importanée of the premorbid person-
alit* in understanding depression and‘blannfng its effective treat-

ment.  However, pérsonality'sfudieé are unpopular and often méthod—

ologically unsound. = The present study attempts to investigate the

problem of the premorbid persoﬁality in depressed elderly persons.'

The toﬁal number of severely andlmoderately depressed,ejder]y persons
lfdund in a randémly selected community sample was maFched‘with a group

of non-dépressed élderly pérson§ on age, sex, marital status,-socio-

- economic class, social support, type of accommodafion,.previous |

ané present émployment, living arrangements, physical‘mbrbidity and number
- of life events.. The hypothesis tested was fhat depréssed subjects

would differ from non-depressed subjects on the development and

funttioning of their premorbid personalities. The two groups thus

were assessed on the following scales:

' i) The first was a factor analytically based scale, the Eysenck

[

Personality Inventory (EPI). This scale was administered

- R e

using a'modification which has been shown to greatly reduce
the effect of the present mental state, thus being a measure
of the fuhctioning of the premorbid personality (Kendell and

Discipio, 1968).

ii) -The second scale, the psychodynamically based Psychosocial

——

Index (PS{) which measured both present‘functioning‘as well



as well as the development of the personality, from birth to
the present.l lt'thS'invo]ved a retrospective acéount of
thé subjectfé histofy._ Dimensions measured were Current
Adjustment, Condition 5t Birth, Déve]opment and Functioning,
‘Stress, Siénificant Relationéhips and Current Family

Functioning.

Results indicated that the two grodps differed significantly on the
Extfaversion dimension of the EPI and the Current Adjustment, Stfess,
Significant Relationships and Current Family Functioning dimensions

of the PSI.

Implications of these findings for both the prevention and treatment
of depressed elderly patients ‘as well as the limitations of this study

are discussed.- A number of recommendations are made for future

research.



INTRODUCT I ON

Fér mil]enia,'phi]ogophers_héve tried to-persuade their listeners
that old age, like poverty,ag;ingshgghnggggféry eviis. ' HoweQer, their
~ converts have,beeg féw. Goode (1971) contends fhat being old may give
one the opportunity to pracfise serenity and exhibit strength in the face
6f édversity. A long life is ;een by Birren and Renner'(l980)_as‘the
-proving ground for the significance of'events, decisions and activities,
It can encompass fQII hea]th or crfppling énd'terminal disease. Some -
peoble in their sixties seem ''old'. Yet the famous pfanist Arthur
Rubenstein at 84 says of old age ailments, ''Forget them, eat four
.Iobsters and caviar, drink champagne and do not be afraid to harry if

you are alone. Every day brings a new adventure." - (Quoted in Genn,

1971 : 354).

However, our society does not pay much respect to the elderly unless

they ''contribute'. OQur era is “the age of youth' and the elderly can

-be éategorizea as a-”minofity group' as they rarely share in the advantages
: énjoyed by the méjority. Furthermore, predeices restrict opportunities
"~ for the Flderly_to achieve personal satisfaction and participatién

in the entire range of activities open to other members of society (Busse
and Pfeiffer, 1977). ,Organizatiéns like thé "Gray Panthérs“ in
Philadelphia, U.S.A., attempt to advance the cause of the aged and
_challenge stereotyped images of 6lder people, enhahcing their mental and
~emotional being through active.involvement in significant'effqrts on
behalf of themselves and others (Lowy, 1980). The fact that by the year
2000, 9% of the world population will be 65 years of age.and older
(appfoximately 580 million) (Busse and Blazer, 1980), must‘prompt more

research and teaching in areas related to mental health and ageing.




Sdciél welfare and government policy, the arts and pHi]osophy, all
’_eXpreésvbeliefs and attitudes regaraing ageing. In South Africa, a
fSpecial act provideslfor '"" ... the protection and welfare of certain

aged aha debilitated persons, for the:care of their interests' (Depart-

ment of Health, Welfare anvaensions, 1981). The scientific study

of fhe pro;esseskbf growiﬁg old is known as gerohtology (Greek-gerén,

- ontos; meaning an old man). A relatéd ferm is geriatrics (Greek

géras - old age and idtros - physician) referring to the medical care
 of the aged. Geréntology involves natural and behavioural sciences

and has Secome alnodern,sophisticéted discipline involying physical,

psychological and social aspects.

Yet ageing is often seen as both terrifying and depressing. This
'- Ts aptly illustrated by Simone de Beaﬁvoir'(l971) who tells éf the
“'young Buddha, Prince Siddartha, who would often leave his‘beautiful

palace and ride:into the countryside. The first time he went out

heAéaw a totfering, wrinkled, white-haired, decrepit old man who '
‘was bent over,vtrembling and mumblfng incomprehensibly while hé propped
himself up on his stick. The sight astonished the prince and the
charioteer told him just what it meant to be o{d:’ "It is the woridfs
pity', criedSiddartha, ''that weak and ignorant beings, drunk with the
vanity éf youth, do not behold old age! Let us hurry back té the

palace. What is the use of pleasures and delights, since | myself

am the future dwelling-place of old age?" (de Beauvoir, 1972 : 1),

QAgeing'usuaIIy refers to processes of change in organisms which occur
after maturity, whereas old age refers to the last phase of life. Many
definitions focus on limitation of functions in old‘agé.' Alex Comfort
(1956) for example; defines senescence as "' ... a change in the Behaviour

of the organism with age, which leads to a decreased power ofrsurvivél




and adjustment"! (Comfort, 1956 : 90). "Similarly, Handler (1960,
in Birren and Renner, 1980), holds that: |

-

Aging is the deterioration of a mature organism

" resulting from time-dependent, essentfally irrever-
sible changes intrinéic to all members of a species,
such 'that with the passage of time, they become
increasingly unable to cope with the stresses of
the environment, thereby increasing the probability

of death. : -
(Hand}er, 1960 : 4).

Busse (1977) speaks of 'primary ageing' which he sees as being rooted

in heredity. This is a process of inborn and déirimental'changes,.

that are time related but indepeﬁdent of stress, trauma or disease.

These are not always recognisable in all people‘and tﬁose changes

thét are present do not progress at the same rate. Disabilities.resu]tihg

from trauma and disease he refers to as ''secondary ageing'.

- A more satisfactory perspective is provided by Birren and Renner
(1980)." They found that because all aspects of the human organism
-are not necessarily in close synchrony during ageing, it is useful

to distinguish three, ages: -

! i). biological age, referring to life expectancy;
ii) psychological age, referring to .the adaptiye behavioural
capacities of the individual; and
iii) social age, referring to the social roles of‘an jndividual
with regard to the expectation; of his group and society

. for someone of his age.

These ''ages'' interact and are interdependent, but one may certainly

-be old in body and young'in spirit, Birren and Renner take all three



of the above aspects into account in their definition that:

Ageing refers to the regular changes that

occur in mature, genetically representative organisms

living under representétive conditions as they

advance in chronological age

(Birren and Renner, 1980 : 4).



,

1. Biological, Sociological and Psychological Aspects of Ageing.

1.1 Biological Aspects of ‘Ageing

" (a) The issue of immortality

An interesting question has revo]ied around whether or not some

" animals are immortal, that is, whether they are capable of continuous
and total cell replacement (Busse and Blazer, 1980). As fmmor-
ta]ify i§ assumed to exist in'the‘lower,.sfmp]er forms of life, it

- has been held thaf some animal cells that are capable of dividing

are immortal if removed from the body's regulatory mechanism.,

Alexis Carrel (1873 - 1944), who won the Nobel Prize for physiology
and medicine in 1912, reported that he had continued a culture of
chickgn*gmbryo heart cells for thirty-four year;. "At the end of
this periéd, these cells were growing with the.samé vigour.and

showed no evidence of depreciation over a period several times‘Tonger '
than the normal life span of a chicken. It later appeared that

Carrel had fed the cell culture with a crude extract from chicken
emPryog, which contained very few, but é‘sufficient number, of living
chfcken cells. The introduction of these new fibroblasts

permitted the culture to survive (Busse, 1977).

- Hay flick (1974) supported his Hypothesis that Human cells have a
finite capacity for replication and functioh by removing cells at
.regular.intervals from his cell cultures and storing them at sub-zero
temperatures under specific conditions. The cells, some éf them pre-
served for twelve years, were then incapable of dividing. When they .

were removed from the sub-zero temperatures and returned to a culture



medium, theyvbegan to'divide ég5in. Regardless of the numbér of
doublings reachéd by the bopulation at the time that the cells were
'preserved, the summated total doublings was about 50. Thus the stored
. cells seemed to contain an inherent mechanism'for “remembe}ing” at
‘what doubling level they were stored in the cold.  When they were
returned to a suitable environment, their capacity to duplicate took

up at the pofnt where it was‘ipterrﬁpted. Hayflick asserts that

this "“in vitro" demonstration can be repeated ''in ;fvo”;. By
llmarking cells and injecting them into a host animal from which they
~can be withdrawn later and theﬁ re-injected into new host.animals,f

‘a similar limit to the number of possible doublings can be demonstrated.

Although the issue of immortality versus finite capacity for repli-
cation is far from being séttled,‘the immortality theory has currently
: lost.grouhd. Although other experiments have suggested that animal
.and human ﬁel]s have the ﬁapatity to be immortal, it has been demon-

. strated that all such immortal céllv colonies are abnorﬁal }n}one

way or another (Weiss, 1974). However, if one accepts that deliberate
 bi§logical pfogramming takes place, it is unclear where the memory

for these proérammed changeé'is:s£ored. The obvious ;ite is the
nucleus of the cell. Yet the érythro;yle'has no nucleus. - It
>appears to survive‘in the circglation for 120 days gnd.thére is no

known way to increase its life span (Busse, 1977).

(b) Theories of finite capacity

A number of. theories have taken Hayflick'é"(197h)'po§tulate into
account regarding the finite capacity that normal cells have for

replication and function:



i) Exhaustion theory rests on the assumption that a living
organism contains -a fixed store of energy like that within
a coiled watch spring; when the spring of the watch is un-

wound, life ends (Selye, 1970).

'.ii)v ThebaccumUIation of-de]eterious material theory postulates
that pigmehts, such as lipofucsin, accumulate in a number
of living cells throughout the life span. HoweQéf, there

s as yet no evidence that the accumulation of these pig-

ments actually affe;t$ cellular efficiency (Bondareff, 1980).

iii) The composite theory holds fhat'somatic cell typesvdiffer
from one another in frequency of ce]l diy}sion,ﬁsome
dividing frequently, e.g. epithelial cells; " and some not)
at all; e.g. the neurons of the brain. Ageing thus
involves the accumulation of defectively functioning cells

in organs whose cells are non-dividing (Curtis, 1966).

iv) A fourth fheory focuses on the immune system; the primary
defense mechanism of the body which is essential for pre-
servation of life. Alterations take place with time which
shorten life expectancy and prolonged survival is seen as

being associated with an.immunologically elite population.

Wolford (1962, 1964) suggests that stimulation of auto-
immune mechanisms, events in which the immune system attracts
or rejects normal parts of the body, leads to immunochemical

insults and decreased life expectancy.



1.2. Sociological Aspects of Ageing

Adjustment{ satisfaction, self-esteem and social well-being seem to
. depend on three statements.regarding the relationship between the

elderly and the structure of society:

i) that the status of the aged is high in static societies,
and this tends to decline with the acceleration of social
change;

ii) that the aged are most highly valued in societies in which

they are scarce;

iii) that the status and prestige of the aged are high in those
societies in which older people continue to perform use-
ful and socially valued functions, in spite of their

physical problems.

The most well-known theory of ageing and society is the so-called
'"disengagement theory' (Cummings and Henry, 1961), which contends
that only those older people who accept a reduction in social and

personal interactions are usually satisfied in old age.

The activity theory of ageing postulates the opposite; i.e. that
 the maintenance of activities is fmportant to most people as a basis
for deriving and sustaining satisfaction, self-esteem and health.
Palmore (1968) contends that those who reduce their activities as

they age tend to suffer reduction in overall satisfaction.

There is considerable support for both these theories and one cannot
ignore the fact that there are differences in patterns of living
where some people tend to maintain relatively high or relatively‘lbw

levels of activity.

10,
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1.3 Psychological Aspects of.Ageing

These theories are usually an extens%on of developmental theories
~into middle or later life. The most well-known are the developmeﬁtal
stages of Eriksoﬁ (1956) wh;ch end with the eighth stage deséribing

old age,eﬁtitlgd "'ego integrity versus deépair and disgust."

This refers to the psYchological processes of working through
involutional losse; and taking a final pésition vis=a-vis 6ne's past
lifé and necessity of death. . The developﬁental task is the resolution
" of involutional grief and the acceptance of losses. If there is
successful completion of this developméntél task, a state described

by Efikson as ‘''ego integritf” is brought. about. If there is failure
to resolve ihvolutional Ioésés; varying degrees of psychological
decompensation‘will take place and despair may result. Integrity

can thus be 'described as the acceptance of onefs life and the sig-
nificant people in it as inevitable and oné's own responsibility. :
- One is. faced with the task of ihtegrating.life and death. Successfui
resolution of this cfisis places one beyond anxiety into a realm of
sérenity. Because of its transcendental nature, this theory has a
certain heuristic utility. Although little can be said of stage

theory from a scientific point of view, it has achieved great popular

appeal. .

1.4 Processes of Ageing-

(a) Normal processes -

Change during senescence is inevitable and is seen by Weinberg (1980)



as a crisis in slow motion. = The change may be imperceptible but
gradual and progressive and is affected by genetic inheritance,

physiologica], psychological and socio-economic vectors.

(i) Physical

It has beéé found that the trunk shortens, and there are muscular
changes involving loss of élasticity and atrophy because of dis-
ease and irreQersibIe shéinking. Greying of hair, loss ofAhair
aﬁd teeth, elongation of ears and subcutaneous fat losses are
common, Impairment of hearing and sight often occurs. ‘However,
with regular medical examinétions and adequate nutrition, the

decline may be less acute (Rossman, 1980).

(ii) Intellectual and emotional changes

Eisdorfer (1965) states that empirical data concerning intellectual
vchanges in the aged are both complex and contradictory. The
rapfd decline in intellect is not inevitable if good physical
and mental health aﬁd édequate intellectual stfmulation are pfesent.r
The evidence that older persons show a loss of’receﬁt memory

and have impaired lea}nfng ability is equivocal.

fhe elderly are also regarded as being slow thinkers, rigid,
irritable and dependent (McTavish, 1971). These changes seem

" related to personality traits and will be dealt with in Section 2.6.

. (b) Pathological processes

The elderly frequently suffer more major disorders, both physical and

psychiatric, than other age groups. They also show more modifications



of patterns of disease as compared to younger adult patients (Hodkinson, 1975).

(i) Physical pathology in the aged

Accurate dfagnosis in the aged is jdst as essential as in any
other group as thgir.'diseases are oftén.just as treatable.
‘However, difficulties arise with hisfory-taking and pﬁysical
examination which render accurate disgnosis more difficult.
Appendix A outlines in. detail the physical disorders common

in the aged, including the symptoms and treatment.

This section wili deal briefly with the way disease presentation

~in old age'differs from that in younger adults.

. Multiple disease

Traditional medical teaching has laid great stress 6n the
importahce of synthesising all the findings of history,
éxamination.and investigation towards a single unifying Co
diagnosis. The approach is seen by Hodkinson (1980) as
\quite inappropriate to the elderly patieht and can mislead
“the hhysician. Older.peoplevoften accumulate diseases
that can be controlled Sdt not cured{ such as pérnicious

anaemia or myxoedema., They may have diseases which have a

b

frequency increasing with age such as ﬁalignancies, stroke

or new diseases that arise against a background of pré-
existing diseases or d[sabilities. Multiple disease and
disabilities may interact so that a number of minor lesions,
which would not be important individually;.become significant

in combination.



\

Altered responses to illness:

-Pain

Disease; which might be qUite painful with yoﬁnger persons
may be totally paihless in old age. For example, a myo-
cardial infarction may be painless as compared with the usual
severe paralysing péiﬁ experienced. in younger patients;

This may be attributed to stoicism (Hodkinson, 1980) or some

change in the physiology of pain appreciation (lsaécs, 1982).

TemEerature

Collins et al (1977) found that even when gross infections are
present, temperature does not rise and the presentatidn may be
fnSidious or non-specific. = They attribute this to decline in
thermoregulation with age. Symptoms such as a modest increase

in pulse or breathing rate may have to be relied upon.

'""Missing'' diseases

Severe hypertension,‘sevére bronchitié and emphysema are.common

in middle life, but aﬁevrarely seen in old age except in much
ﬁilder forms. Although a high degree of susceptibilify remains
to new stréins of influenza, other viral infections aré rare, e.g.
infective hepatitis. Hodkinson (1980) states that thiS'bhenomenon

réflects alterations in the immune status of the elderly.

'_ii) Psychiatric pathology in the aged

Weinberg.(1980) argues that the concept of simple'causality is

4.
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| inadequate for péychiatric.théofy in old aoe. This has come
about bocause of increased knowledge of the relafion bethen
the individual and tHe sign}ficant environment around him;
thus'placing'psychiatric illness in a broader social context.
vSomo of fhe dysfunctional features of old age can therefore be

seen in the light of physical and psychosocial difficulties.

"There are a number of symptomé in the elderly which might lead
. one to suspect that there is psychiatric pathology present.
Appendix A outlines in detail the common psychiatric dis-

‘orders in old age.

Forgetfulness

A generous allowance is often made for foroetfulnesslin old
age, and Hodkinéon (1980) warns that it is easy to make this
“error when fhe forgetful old person has preserved an
excellenf”sociol facade. Deteriofation of memory may be a
sign of;aznumber of psychiatric conditions, including deﬁehlia,
dopressioo,'head‘injury,_a]cohdl}ém or hypothyroidism. A

diagnosis often missed is that of injurious use of medication.

) Confusion

" This may be of an aoute or chronic type. Patients with"
acute confusion exhibit clouding of'consciousness, impaifed
memory, disorientation, restlessness and rambling speech.
.Hallucinations and aggressive behaviour may be presont'(Slate;
and Roth, 1974).--oChronic confusion fs seen in patients with-

intractable heart, renal or hepatic failure‘élthough a

-proportion is due to the deménting.procesé (Hodkinson, 1980) .
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Apathy

This is often due to depression of a mild or severe variety,
although it may also be a sign of dementia, and therefore
the symptom constellation would be a crucial factor

(Zung, .1980; Pitt, 1974).

Anxietx

Although this is a natural reaction to stress, morbid anxiety
aﬁd agitation may indicate psychiatric disturbances such és
acute delirium, mania, dementia or depression. Endocrine
disorders such as hypoglycaemia or thyrotoxicosis may

precipitate anxiety, usually associated with agitation (Weinberg, 1980).

Hallucinations and delusions

These are often signs of a major psychiatric disofder such as
alschizophrenic proceés. Common delusions may be of a

somatic or nihilistic type. Haiiucinations méy be aﬁditory,

often evidence of a functional disofder. Visual hallucinations

are more common in organic disorders (Verwoerdt, 1976)-

Abnormal behaviour

Self neglect and sexual misdemeanours may be signs of a
dementing process although it should be borne in mind that
deterioration in standards may be the result of the elderly

person being too proud to accept any outside help (Pitt, 1974).
Fiegenbaum (1974), in a study of the attendance of elderly
people torout-patientvc]iniés and private practice,

found that when clinicians'replace'stereotypic attitudes -



“with a thoughtful consideration of underlying pathology,
ahd freatment goals are formulated in the context of good
psychiatric practice, the elderly can profit from contact

“with psychiatry. |

¢

1.5 Depression

1.5.1 Definitions

Dépressionvis difficult to define fn a precise Away. Someone is said
. téxbe depressed when he describes his feelihg state as.low-spirited, :
‘ “btﬁe“, sad, Qrievous‘or unhappy. This description is not adequate

for a diagnosis of clinical depréssion. The Psychiatéic'Glossany,

~ {American Psychiatric Association, 1975) defines depression as follows:

Slowed thinking and decreased purposeful physical activity
accompany the mood change when the term is used diag-
nostically. - This definition indicates that depression
is a state of both mood change and reduced activity.
Q@ - Persistent grief feelings make up a clinical depression
~only when accompanied by marked reduction in activity.
In many severe cages, this reduction involves the '
above-mentioned obvious slowing of thinking and movements.
In other cases, often equally seQere, the diminution of
activity is only related to withdrawal from previous fields

of interest.

While this definition provides a satisfactory dgscripfion of the condition,

there are a number of other symptoms recognized as depressive in nature
that are excluded. For example, self-accusation and somatic symptoms
are excluded from the constituents of the depressive disorder.

Marked sadness without depressive behaviour reported by Hogarty and Katz -

17.



(197f) asbmaking.up a ﬁbtab1e minorfty in the normal population s also
excluded from the realm of clinical depression. Normal grief, low
morale (Kutner gg;gl; 1956) and low life satisfactionA(Neugarten,'
Havighurst and Tobin, 1961) do not include diminution of activity and
‘hence are not syn?nymous with this definitiop,'a]though they may freq-
uently overlap Wfth mild depression.  In the absence of a consensual
operational definition, depression may bé viewed both as a reactive
mood disturbance accompanfed by failure of adaptation as well ‘as
disease, in the sense that fts manifestations are deviations from

normal biological function "(Hill, 1968; Klerman, 1971).

Disregarding the problematic question of aetiology asof secondary con-
sequence in mahy cases of depression with a prolonged course, a
development takes place in old age depression towards increasing

somatization which reinforces the disease character of a depression

(Epstein, 1976).

1.5.2 Depression in the elder]y

1.5:2.1 Historical background

]

In the_Sth Century B.C., Hippocrates explained depression as an_
alteration of the brain by black bile (melan - black; chole - bile;
melanéholia); one of the four humours which determined manfs'tempe;ament
and Health. Greek and Roman physicians also reported the'ﬁrevalence

of melancholia as intrinsic to advancing age and believed it to be

_most common amongst the elderly (Willmuth, 1979).°

Dhringthe Middle Ages, the development of rational, empirica],rmedicaI'

thought and practice was arrested and demonology had a great influence

18.



"on physicians of the time. As historian Charles Mackay .asserted,

"it was sufficient to be aged, poor and ill-tempered to ensure death

- at the stake or on the scaffold" (quoted by Willmuth, 1979 : h96) and

It is easy to imagine how depressed, deluded old people with their

pre-occupations of fanciful sexual sins and fantasies of having

brought harm to family and neighboﬁrs participated in their own

persecution and destruction.  An English physician, Reginald Scot

(1538 - 1599), believed that witches were mentally ill

" ... so as, what mischeefe, mischance, calamitie, or
slaughter is brought to passe, they are easily persuaded
that the same is doone by themselves, imprinting in '
their minds an earnest and constant imagination'hgrepf.
They are leane and deformed, shewing melancholie in their
faces, to the horror of all that see them'

(quoted by Willmuth, 1979 : 497)

During the seventeenth and eighteenth centuries, the clinical arts

‘of bedside observations and description were greatly advanced and

because the ancient humoural thebry was superceded, melancholia

was seldom referred to as a condition typical of old age. = The nine~
teenth.centqry concépt was that depression in old age was the firsf
stage of all mental illness, ad dementia the common last stage.

It was-only during the modern period that epidemiological studies
confirmed that depression is the common disease of the elderly and is
often self-limiting. However, misconceptions and unwarranted pessimism
persist and maintain attitpdes and beliefs about depression in the j

elderly which result in neglect and poor care (Schmidt, 1974).

9.

'wdmen of the period often prayed to die young.rather than risk growing old.
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. 1.5.2.2 _ Classification

The diagnéstic dilemma of depression has for a long time revolved around
whether it should be regarded as two discrete entities (endogenous
or reactive) or whether they constitute the respective endpoints

w

~along a continuum (Zung, 1980; Blazer, 1982).

" The term “ehdoggnous” is used in an ambiguous way in psychiatry.
"Etymojogically, endogenous means ''of internal origin", the opposité’

~of ''reactive'. However, endogenoué dengtes a particular syndrdme

which is a “psychofic” one of depressive mood, retardation and diurnal
,rhythm.' Used in this sense, the opposite of endogenous is neurotic.

| Endogenoué depressions can therefore correlate with but are not identfcal

to reactive depressions. One Should therefore qualify by saying ''endogenous
in the aetiologic sense'! or‘”endoéenoqs in the'symptomatological sense'! |

- (Stenback, 1980).

Many authors find it difficult to uphold a quali;ative difference
between psychotic and neurotic depressions, and view the difference

as a question of severity. Protagonists for this view who concép-
£ﬁaiise depression on a coﬁtinuum include Lewis (1971),~Kendei] (1968),
aﬁd Hill (1968). Protagonists for the_endogenoqureactive dichotomy

"include Kiloh and Garside;(1963) and Fahy et al (1969).

. Slater and Roth (1974) consider depression in old age .to belong to
two main types, firstlyendogenous depression with its clinical
similarities to manic-depressive disorder with the following main

© symptoms:

. i) psychomotor retardation;
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ii) quilt;
iii) self.depreciafidn;
iv) hypochondriacal ideés-or(somati;{delusions, and

v) diurnal variations.

The second, neurotic depression, they view as reactive to physical
illness or social and economic stress and deprivation. The emotional
disturbance is usually less profound, a clear diurnal variation of mood

is not characteristic and initial insomnia is present.

Attempts to differentiate manic-depressive type of depression and
the neurotic type are probably, in the view of Goldstein (1979),
thought to be futile, as.precipitating factors usually become evident

after thorough investigations.

1.5.2.3. Epidemiology

Communi ty studies of the elderly have demdnstrated thét'depression
is relatively common (Kay et al, 1964). One to two percent of their
group suffered from severe affective disorders and 8-12% from

affective disorders of a milder. neurotic and reactive type. Williamson

et al' (1964) noted that most patients with depression were not recognised

as such by their general practitioners and when psychiatric mqrbidity

was found, sedations and tranquillizers were offered rather than

referral to the psychiatric services. It has been postulated that

the type of depression occurring among elderly people living at home,
and which seems to pass unrecognised and unrelieved? represents a
re]ativefy benign'form of the disease. However, in follow-up studies

of the two Newcéstle»samples (Kay and Bergman, 1966; Kay et al, 1970)
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-evident.

The term IidySphoria” has been used to describe;aged personévwho are
A hnhappy; dissatisfied or disgruntied,'and who often exhibit disturbed
~or maladjusted behaviour, These pérsons are usually found in resi-
dential .care and are described by the staff ‘as being their most
difficult charges. Blazér and Williams (1980) found a difference
between the incidence of dySphofic?éymptpms,and depressive disorder as
defined by the DSM 111, They consider that what is often called
depreséion in lafe life actually represents decreased life satisfactfon
and periodic episddes_of grief secondary to the vicissitudes of old
| _age; A study by Gillis and iabow (1980) provided partial evidence
for regarding dysphoria as a special entity. They found differences
in 1ife satisfaction and in perceptionvof financial matters. The
dysphorics scored highér~on.the former scale and IoWér on the latter
scalé. The researchers admit.that theirvfindings beg more answérs
than they provide especially with regard to aetiology. A; present
this term is not used by fhévauthoritative International Classification
of Diseases (World Health Organization, 1978). Thus, there does
seem to be a consensus that depression in the agéd tends to take .a form
which j; different from that usually found in younger persons, although

there may be some disagreement regarding the emphases of various

symptom patterns.

}

%he folldwing table from Zung (1980) incofporates both the general
signs of depréssion a;‘well as those specific to late life. He
regards them as core signs and symptoms which may be‘followed for the
diagnosis of depressive disorder in the elderly. | He argues that

they are universally recognized and understood by researchers in this field.
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TABLE |
1. PERVASIVE AFFECT a. depressed, sad
b. tearful ‘
2. PHYSIOLOGICAL DISTURBANCES a. diurnal variations

b. sleep, early and frequent
waking.

c. appetite, decreased

d. weight, decreased

e. libido, decreased

f. fatigue, unexplained

g. constipation

h. tachycardia

3. PSYCHOMOTOR DISTURBANCES

o]

. agitation

o

retardation

L. PSYCHOLOGICAL DISTURBANCES . confusion

o o
.

emptiness.

. hopelessness
indecisiveness.
irritability

. dissatisfaction

personal devaluation

QO —-Hh 0 QA 0

. suicidal ruminations

(Zung, 1980 : 351).

1.5.4 Depression and dementia

The symptéms of depressién are often confused with those of
. dementia.  Diagnosfic discrepancies also exist between clinicians
‘who define these terms differently. Wells (1979) suggested.

that, clinicians we}e incorrectly labelling individuals with de-

pression as demented.
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#

The.térm fpéeudodementia“ wfs a tefh‘appfied to the élinical

condition appearing in e]der]y patients with depressfon and apparent
;ransient cognitive impairment.‘} In other words, dementia is mimicked,
or caricatured, by depression. Patients respond to the mental

status examination in a.way similar to those with true degénerative

brain disease (Blazer, 1982).

Wells (1979) presented a thorough examination of the problem of
pseudodemehtia and compared the clinical features with that of
true dementia. He presented the following asrdistinguishing

- characteristics :

" Dementia ‘ ' : Depression
Insidious and indeterminant Rapid onset
onset ' )
Symptoms usually of long Symptoms usually of short
duration duration

"~ . Mood and behaviour fluctuate Mood is consistently depré;sed
"Near miss' answers typical "Don't know“ answers typical
Patient conceals disabilities. Patient highlights disabilities
Cognitive impairment_reTatively Cognitive impairment fluc-
stable . ' o tuates greatly

(Wells, 1979).

1.6 Aetiology

Bergman (1982) observes that in looking for causes of depression in late
iife, the investigator finds himself embarrassed by the large number
. of necessary and'apparent]y'serious Mcauses" which can present themselves.

Yet a substantial number of elderly persons remain free of depression in
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 spite of suffering from the stresses of bereavement, poverty, poor
housing, decline in social status; social isolation and ill-health;
factors often assumed to provide sufficient explanation for a depress-

ive illness.

Blazer (1982) provides a‘usefql model for understanding the development
of depression in late life. This model -takes cognisance of the
futility of searching for a cause or external agent responsible for this

condition and introduces ''chains of causation''.
The following interactive factors are included in the schema:

i) Intervenfion and develobmental factors.
i) Reference factofs, e.g. increased age.
iii) Environmental factors, é.g.'increased social stress or
- decreased social support.
iv) Physical healfh-fattors.
y) Uncbnscious psychic factors, e.g.. decreased perceptual
_awareness of thevenvironment.
vi) Conscious psYchic factors, e.g. guilt feelings.

vii) The self involving a poor self image.
These factors lead to the behavioural factor, depressive symptomatdlogy.

The following section contains a discussion of factors associated
" with ‘the aetiology of depression, providing a pertinent rather than a

comprehensive view of the problem.

1.6.1 Biological factors

There is an increésing body of evidence supporting the view that the
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‘aged are more prone to depression because of biblogicaj factors
- (Grauer, 1977?. Much of the biological.hypothesis of depression ori-
ginates from an attempt to explain the changes associated with medica;{oq,
e.g. the euphoriant action of monoamine oxidase inhibitors and the anti-
depfessant effect of the tricyclic group of drﬁgs. An increase in
monoamine oxidaée'(MAO) activity in both plasma platelets and in .the

human hindbrain with increésing age has been reported‘(Lipton, 1976). }
This may be associatedejth the availability of MAO which is inversely
préportional to the level of oestrogen. Subsequent to menopause,

the Igvel of oestrogen decreases and the level of MAO'riseg. MAO,

an enzyme, is involved in the metabolism of norepinephrine, low levels

of which, in brain tissue, are associated with depression.

Circadian rhythm theory takes cognisance of the fact .that almost

vevery body function has a rhythmicity, including the function of
neurotransmitters.  For exémple, ﬁorepinephrine turnover in the brain
ma* vary markedly during the day (Blazer, 1982). ‘Wehr et al (1980)
report that depression varies with the circadian rhythms_of 3 methoxy.-
A hydroxyphenol glycol (M.H.P.G.) which is a metabolyte of serotonin
and catecholamines, both of which substances arevassociated with
depression and mania. Stenback (1980) argues that disturbances in

| catech;Iamine metabolism can be correlated Qifh a sénse of prolonéed
failure in central life tasks. The shock effect inherent in the loss:
pxpérience of a significant person implies rédu;ea'behavioﬁral'activity

and jts concomitant reduced catecholamine synthesis.

Elderly people have - also been found to differ from younger adults
in their sleep pattern. There is evidence that fhey dream ‘less fre-

quently and for shorter periods dﬁring the night with consequenthEM
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‘sleep deprivation (Grauer, 1977), a-factdf shown to be associated
~with depréssion (Vogel et al, 1977).. This view has been supported by

Raffwafg_et al (1966) who studied the problém of the sleep E.E.G.

“In spite of these: hypotheses, the results obtained in studies of
depressive subjects appear to be equivpcal and controversial. The
'major difficulty seems to be the aetiological heterogeneity of depression,

despite considerable Similarity in éymptomatology (Busse and Pfeiffer, 1977). ,

Blazer (1982) cautions. that the psychébiology of depression is highly
compléx_and;canndtibe limited to a sihplistic mode 6f neurophysiblogicaI‘,
changes. Therapeutic intervention at the neurophysiological level in

the form of psyéhophafmacology oécuré within a psychosocial context

~and cannot be divorced from it.

1.6.2 PhYsicaI factors
-Physjcal illnesses have for a long time been aséociated with depreséive '
disorders (Roth and Kay, 1956). Bergman (1975, cited in Bergman, 1982)
in a follow-up study of day hospital patients, showed a significant
relationship between depressfon and physical disorders. Another

source of indirect evidence of the relation between depression and physical

-~
[

‘illness is a longitudinal community study conducted by Kay énd Bergman

(1966). In-a forty-two month foliow-up period they found a higher
‘mbrtality'rate among funétionallyldisordered’sdbjects, including

" depressives, than in non-disordered controls.

Zung.(1980) in a review of a number of studies in the area, found that the

depressed subjeCtsrécored-ihe ‘highest on an index of physical ill~-

™ health and spent more days sick in hospitals or nursing homes than a
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heal thy volunteer group, In addition, they brqduced ]oWer'self-ratings

of their health, as projeéted five years info the future.

Givén‘thét eldérly-depressives are freqﬁently also bhysically ilj, it
fs possible that.the affective disorder may not be recognised. Epstein
- (1976) points out that it may be diffiéult to identify depression when
the mood disturbance is regarded és appropriate.for a physically ill
person.  Many of these patients suffer a neurotic type of. illness,
‘with the clinicai picture including a blend of behaviour and somatic
.complaints. - Although hypochondriasis may seem some what of a mis-
‘nomer when applied to patients who ére in fact suffering from some
physical iilnéss, it is frequentiy hard to tell, in elderly patients,
whether complaints of pain and discomfort are primarily. physical or
psycﬁiatric in nature.. They may indeedvbe both. It seems therefére,
that the intefrelationship between depressive disorders and physical

illness must be recognized and understood if intervention is to be

effective (Murphy, 1982). -

1.6.3- Social factors

-In old age, bereavemént, loss of income, status, friends, or social.con-
tacts have all been cited as significant factors in depression. For

person§ past the age ofv60 years, losses are often more numerous and

visible, whereas gains are fewer and less apparent (Busse ana Pfeiffer, 1973),
. for example, the loss of fulfilling employment in exchange for a minor
éain'such'as a railways concessionary scheme or ''senior citizens'" dis-

counts. Given additional strésses‘such as physical'fnfifmity, these

losses may become difficult to tolerate. The elderly are sﬁbjected to

many changes within themselves and their environment. The core prob-
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lems seem to be an inability to handle external losses as well as

disturbed perception of external and internal changes (Pitt, 1974).

The study of the relationshfp between environmenté! stresé and the
"development of depréssion has beeh of considerable interest in recent
years ( paykel, 1970; Jacos, Prussof and Paykel, 1974; field, 1977).
In view of the'faﬁt'that depression in the senfum is often a first-time .
event, the question of whether this type of'aépression is secondary to

environmental changes, has been raised.

vThe elderly~are considered to bé at’a greater risk for stressful 1ife
| events, which may involve loss of'empibyment, or sPouse, or friends.
'fhis fé coupled with thé stéreotype of the aged as dependent, rélelesé,
querulous and forgetful. = Researchers such as Lowenthal-(l965) and
Cobb (1976) investigated the importance of factors in the social environ-
ment fhat might modify the adverse consequences of environmental stress.
Suppért functions of the social environment appeared to be one of the
~ Mmost important factors, and the term ”social.support” was coined. This
refers to ' ... the provision of meaningful, appropriate and protective
feedback from the social environment to the person.that enables him to.
negotiate intermiétent or continual enQironmentgl stressors“ (Blazer,
1982 : éh), However, defining and measuring soc}al support méy be
even more problematic than defining and measuring social stressors, and
aq-adequate understanding of social support necesgitates an understanding
of the nature of the social.enQironment itself. While the confributions
of social factors to depressive disorders in_]atevlifevis firmly
established (Palmore, 1968; Shanas, 1979), the details of this relation-

ship have yet to be resolved.

30.
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1.6.4 Psychological aspects

Blazer (1982) sees two major issues underlying psychological aspects
of'ihé aetiology of depression in late ]ifé. The'first concerns the
question of whethervthere is a difference between depression with onset
in léte‘life'andudepression with onset at earlier stages of the life
cycle. The second invdlves the‘actual bSychological mechanisms of late

~life depression.

Most writers (Epstein, 1376; iung,.1980; Bergman, 1982) woﬁld

answér the first question in the affirmative (see Section 1.5.3). The
“second issue seems more problematic. While it would be overstating the
case to say that older people have specific psychological mechanisms assoc-
iated with their depression, it is possible that changes in perception,
vmemor& and motor performance may all serve to modify‘psychological‘
'ﬁechanisms. However, in order to examine this, it is necessary to dis-

cuss the dynamics of depression in some detail.’

1.6.4.1 Psychodynamic approaches

'Becaus§ depression is usually characterized as a mood disturbance
associated with reductjon of activity, its aetiology has to be sought
in'factors influencing both mood and activity (Zuné, 1980); Loss

is recognized as a principal aetiological factor. By this is meant

an observable deprivation of an object that is of high value for the
subject, an object that is, as psychoanalysis puts it, cathécted. - When -
estimating the emotional impact‘of a loss, the personal meaning of the
loss and its consequences must bé taken into acgouht. Altﬁghgh most
people can cope with a loss, the critical qhestion concerns the reason

for which the prospective depressed patient'is unable to rise after the



severe blow.

Normally éffér a period of mourning, new and old objects of interest
receive even more attention and gradually the mental péin abates.‘, When
debression ensues, a hﬁmber of psychic procéssés take place. | The

Io;t objegt rémains a cathected object. In his.inﬁér world, the

patiént has not accepted the loss. This implies that thinking and
~feeling§ aEe gtill directed towards the ‘Jost ébjeCt. Under.tﬁe emotionai
iﬁpact of the loss, withdrawal'from-external'reality takes'place, reducing
" the opportunities for finding new extefnal cathected objeaté. But

the seeking of new sources of satiéfaction starts soonér or ‘later. When
this seeking fails, anxiety, deSpéir, helpleésness and aggressiveness
of various degrees en;ue. The person is unable to recqthecf. Thé pre-

morbid personality must be seen as a crucial factor in the failure to

deal with loss (zung, 1980: Blazer, 1982).

When one considers dépression in later Iife; in addftion_to failhre’

. to recathect, there is an fnability to make neQ'objective*ties and replaée
‘ 6Idvohes. However, the reaction seems .to bé out o% proportion to the
precipitating factor, A'yicious circle’of‘increasing'feelings of worth-~
iessness and regression i§ initiated. The elderly become afraid of
failure7and damageAto their seff-esteem.‘ They also avoid tasks for

which they feel ill-prepared(Stenback, 1980). Bergman (1982) mentions

" that with physical ageing, ;He elderly often need to mourn the loss

of the person they used to be.

: Freud, in 1917, explored the psychology of depression-in the classic
- paper ”Moﬁrning and Melancholia' (Freud, 1917). . "He described
ego identification with the Jost object and a subsequent turning of

frustration and anger originally directed at the lost object onto the

32
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self. In the successful mourning process there is less ambivalence,
- or outright hatred, felt towards the lost object and therefore less

self-hate.

This widely held }heory thus holds that depressibh'is a pathOIOgicaI'
response to the loss of a person or object that has been regarded ambi-
valéntly. The lost object is introjected into the self and hosﬁile'
.impu]ses are direc;ea‘toward that object in the form of self-accusations,
:self-blame and guilt; It would appear that in the depression Qf old

age guilt is, in general, a relafiQely uhimportant dYnamic fof;e. It

N seems to play a more prominent role in the depression of young peopie.

ana in the more sevére agitated p;ychotic depression in'éld age to thedegree

“that depression is « not related to biological factors (Epstein; 1976).

a

 Depression may also occur in response to the "loss of narcissistic
supplies' (Goldstein, 1979). Here the person feels that he has lost
'éverything and that nothing remains. - Frustration tolerance is Iow, and
various techniques are employed, including submission, manipulation,
coercion, demands and placating in an attempt to maintain desperétely

.néedéd relationships.

Although psychodynamic theorists have paid special attention to those
factors predisposing to depression thfoughout the life cycle, research
on the lifelong pattefns of reaction and potential for depression in

~ the elderly has been scanty.

1.6.4.2 Learning theories ' R

The most widely-known behavioural model of depression is the model of

'"learned helplessness' ( Seligman, 1975), which was first used to describe
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the proéess bélievéd to underlie the behaviour.pf dogs when subjected
. to inescapabje shock. _Whén dogs were given repeated inéscapable shocks,
théy seémed to give up and passively accepted the shock. - When they
_o¢casidna1iy did eécape, they failed to learn‘this behaviour. Seligman
" reviewed the similarities between behaviours chéracteristic of learned:
hélp]essness and that of the symptoms of depressidn. As learned help-
lessness is caused by learning that responding hgs no effect oﬁ rein-
- forcément, this ﬁodel suggests that dépression arises because of the

expectation that initiating action “in the social environment is futile.

The learning théory model, depeﬁdfng on reinforcement, involves the
gnvironment in a centrél way. This aspect has been used by Goldfarb
(1974) who has devised a "psychodynamic'' sequence of events to explain
‘depression which is in'paft related to the learning app;oach of Seligman.
Solomon (1981) has elucidated and expanded Goldfarb's model in the

- following way to include the greater social environment:
~ Figure | ‘

Multiple Stressors——A}iMastery-——%THelpIessness-4>1‘Fear/Anger/Loss

|

Adequate Copiﬁg Skills 5. Problem-solving
. V4 1

Inadequate Coping Skills « Symptoms

(Solomon, 1981 : 15).

The aged person feels a decrease in his ability to master the external

environment because of biological, psychological and social factors.

(a) Helplessness

This can be seen as both an affect and a behaviour. Learned

helplessness occurs when the response outcome is independent of the
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‘ sdbjectfs rééponse. :EVen if the respohse of the subjéct is
appropriate, fhis will not be reinforcea by his environment.

If tﬁere is no control over the response outcome, apathy, help-
Iéssness and a consequent laqk_of fesponse will occﬁr; Cohpled
wifh this is the existence of the stereotype of-old‘peob]e, including
" the belief that they have limited abilities and interests, are

in poor physical condition, are not'importént'tO'the~famiiy and

have various negative personality traits (McTavish, 1970). They are
also regarded as insecure, asexual, and mentally deteriorated-(Thomae,

1980). .

Simon and Wilson k1975, in Solomon, 198T) found that nurses who.
viewed patients as dependent and in need of care, reinforced the.
sick role, as well as the psychopathologically dependent behaviour
and negatively affected soéially-appropriate behaviour in their
patients, This means that society may respond.only to custodial:
and maintenance needs of the older person as it is seen By the
taring profession. = This may be construed as increased helpless-"
ness when it may be the function of the need of the caretakers,
rather than that of the oldéc person. Perceived loss 6f control

may lead to the older person giving up.

Behavibural‘responses fo all stimuli may then begome haphazard

and independent,of response outcome which reinforces the étereo-
tYpé and decreases expectations.of the older person. This in

“turn leads to decreased motivation, greater dependency and increased.

" helplessness. (Solomon, 1981).

(b) Rolelessness:

Rosow (1975, in Solomon, 1981) has noted that increasingly tenuous

35.
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ana informal rqles have‘Been given to old péople in industrialized.
sqéigties. These are generally peripﬁeral and exclude the

elderly from the mainstream of society. . goWevér,theVelderly are still
tied to the predominant modes of.proddction and consumption and

are constantlyvreiﬁforced by messages of social obsolescence,

- e.g. compulgéry retirehent and inadequate pensiéné.v The older

person later believes that he is no longer part of soéiety. 'He

begins to internalize the”steréotype and acts accordingly, thereby

further reinforcing the stereotype.

Rolelessness leads to feelings of alienatioﬁ and anomie, both

of which can be éssociated With‘depressive symptomatology.
Self-blame that occurs with the Steréotype and self-victimization
_accompanied by loss of esteem has been postulated to be én important
dynamic factor.in depressfve symptomatology. ‘Because there is

no wéy to direct anger associated with chronic vjctimization towafds an
‘external object, it is tuEnedinwardsaﬁd becdmesandtherpSychodynam[c
factor in depression, vDeep feelings ;f loss, with subsequent
mournfng,and depression,are‘stimulatéd by loss Ofisocial role.

There is thus‘dependenqe upon the ebb and flbw of the environment,
which increases helplessness, This leads to frustration and.angef
at not coping with consequent fear of the environment. If the
person hés preVioust coped adequately with stress,-he should be
able to compensatefbrhis helplessness and decreased mastery with

_ the strengths gained by previousvachievements and the effect may

be transitory. If there is failure of the support system, of a
-neurotic predisposition in.the personality, or-if a

_greater number of stresses occur, the person may develop pathological

symptoms (Rosow, 1975, cited in Solomon, 1981).



1.6.5 Loss in late life depression

Throughout the exposition on aetioiogy a common theme, that of loss,

is evident in psychobiologiﬁal, physical, social and psychological
spheres, Within the psychojogicél approach, MAO levels fn;reased as

é result of decreasing levels of oestrogenl(Lipton, 19765. ~Loss of
vpﬁysical health Qas seen to be a factor iﬁ late life depressioﬁb

(Zung, 1980; éergman,1982), ) Social f;ctors in aetiology stfessed the
loss of social support, including significant relationships and status
(Busse and Pfeiffer, 1973; |I1field, 1977). - Both major psychological
approaches, psthodynamic (erﬁd) and Iearﬁing theory (Seligman, 1975;

" Solomon, 1981) regarded -loss as a direct and crucial cause of depression.

Thomae (1980) , inan exténsive review, concluded that the loss of external
love objects is a principal aetiological factor in depression. .He
maintains that disagreement>among‘researchers exists only with regard
to-tﬁe scope and sufficiency of loss.. Some of the more important

losses he lists are those. of status, incomé, health, company, indepen- .
.dence, accommodation and lastly, of life. With regard to loss of. life,
he stresses that elderly persons should not be regarded as more ready
for‘death than‘younger pérsdns. If death is ﬁot faced and come to

terms with, it contributes to depression.

Loss has beeh conceptualized by Zung (1980) on three levéls: real

}dss, where the lost object is unavailable and ihaccessible{ threatened
loss, where there is potential loss, and the person has to deal with

.the anticipated loss.beforé it actually tékes place. Finally, fantasized
loés exists Qhere~theré is no basis in realify fqr the loss. This
results from an exaggeration or misinterpretation of the environment to

mean loss. These three kinds of loss are equally important as stressors.



Thus, if the aim of aetiological research is to contribute to effective
therapeutic intervention, any such research must.take cognisance of the

role of loss in all its facets.

1.7 Treatment of deplgssioq

‘ 1.7.1 Psychotherapy

Tuason (1973) cautions that the immediate impulse to prescribe drugs
for depression in late life must be tempered by the principle of making

haste slowly. He maintains that one third of depressive disorders

can be dealt with psychotherapeutically. This will promote clarification

of the patient's condition and careful history-taking may suggest that
 he has already experienced tHe worst phase of his illness. Reassurancé,
support and a clear prediction of what the patient will experience are
essential. The patient should probably.be discouraged f}om making

any major decisions as depressive illness colours the thinking process
"~ and decigidns'often bécdme illogicé! and unreasonable. Pitt (1980)
states, however, that severe agitated depression cannot. be speedily
dispelled by interpretation,ia]though insight into the pafient'sinternal
.conflict "~ is very helpful to those who treat him. = This will lead to
realistic expectations of what could possibly be achieved. Increase

in the patfentfs tolerance and-understanding.of himself by frank dis-
.'._chssion may prove fruitfﬁl; There hay also be the need to involve‘
other members of the family. Sieuer (1982) asserts that, although modi-
f%cations of traditional techniques have been suggested, there are no
vpsychdtherapies specifically designed for the aged; She cites one of
‘the'main reasons . for the rélﬁctance of many psychotherapists USengage

in therapy as being that the elderly are seen as poor investments of
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time and energy, and hold out little hope for improvement. She adds
“that theftherapfst with negative étereotypes of old age will have
'_difffculty in separating the'patient's negative cognitions from reality

. issues.

1.7.2 " Physical therapies . ,

'1.7.2.1 Pharmacological treatment

Rossman (1980) warns that older persons are at risk"for probléms secondary
to potentially toxic effects of medication becaqse a]tered_bhysiologic,
péthophysiologic ahd social factors renderrusual prescribing directions
inadequate for the ageing. Factors such as absorption, excretion
and.drug interactions are of cardinal importance to the clfnician.v
'However, pharmacological tﬁerapy has significantly improved menfal
illness prognosis in older adults, and Blazer (1982) reports that tricyclic
énti-depressants not only shorten' the duration of depressive episodes

- but also decrease the remission Eates from depressive disorders. The
clinician should be aware of the symptoms lfkely fo be reversed following
administration of the medication. Antidepressant therapy should be

: evaluated periodically to determiﬁe whether reversal .of symptoms has been
ef%ected by a given-medication. - The treatment regime should be as simble
as possible? the medication being prescribed as infrequently during the

v_‘déy as possible.

The mostiwide]y used medications are the tricyclics of which amitryptaline
(Tryptanol) in dosages from 25mg - 100mg a day are given. M.A.0. inhibitors
such as Tofranil are less commonly used because of their ability to

. produce a hypertensive crisis when combined with foods with a high tyramine
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- content such as cheese, red wine and certain other medications. '~ .Yet
Robinson et al (1972) suggest that they are more useful than the tri-
cyclics because of the M.A.0. activity that accompanies the ageing

process (Section 1.1).

Ancillary drugs which may be used are the minor tranquillizers such as benzo-
diazepines (e.g. Valium) or in cases of severe agitation, anti-

psychotic agents such as major tranquillizers (e.g. Largactil) (Bergman, 1982).

Blazer (1982) urges that as ageing is a dynamic process that not only
changes through time but displéys its diversity in different structures
and functions within the body, dfug therapy of the elderly must be

considered within the same dynamic framework.

‘1.7.2.2 Electro Convulsive Therapy

Where the patient is suicidal and there has been no response to medi-
cation, electroconvulsive therapy (E.C.T.) is the treatment often pre-
écriﬁéd. The action of E.C.T. appears to be physiological on the

brain and is séid'ko be remarkably safe. Pitt (1980) sees it as still
the most effective freatment-for severe depression and he considers it

té be a‘life—saver. This view is supported by Goldstein (1979) although

Tuason (1973) does not mention it in his treatment regime for depressives.

Busse and Pfeiffer (1977) suggestxthat hospitalization should always be
c;nsidered when the patient is severely depressed. Two factors should

be taken into account‘ih this decision. Firstly, there is the risk of
suicide which is higher fn eiderly dépreSsives as compared to younger
depressives. The second is that.the depth of depression can be evaluated.
and treatment can be administered most effectively within a hospital
setting.

4



1.8 Zung's triadic approacﬁ to the treatment of.debfeséibﬁ.

Figure 2.
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Thefapeutic outcome should be the mainkconcern of those involved in
treatment. It is thus important to dnderstand both treathent successes
as well as failures. Zung (1980) has proposed a model (éee Figure 2)
which rgprésents a holistic attempt to emphasize the interrelationship

between the various facets of treatment.

If one commences with '"Treatment' (1) it is ¢lear that treatment by it-
;eIf does not cause a patient to be '"Improved' (10). Treatment includes
psychotherapy and/or physical treatments, V-This affects the patientfs
biological systems and 'Internal Milieu" which produces ''Changes in
Cerebral Activities'" (2).. Zung claims that, regafdless of one's

- approach to the aetiology of depréssion, the ultimate action of treatment
on the somatic substrate is crucial. With regard to antidepregsant

medication, there is almost a one-to-one hypothesis which relates these

compounds to the molecular structure of neurons (Hall, 1973).
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Depression can be conceptualized as manifesting itself in three areas,
”Affective Changes' (3), 'Physiological Changes' (4) and ”Psycho]oglcal
»Changes“'(S). It is predlcted that changes in cerebral activities will
affect all three areas. 'Behavioural Changes" (6) are thus the end-
result of treatment. Either symptomatic reliet may be exhibited
clinically or adverse reactions ane complications may arise. These

" symptomatic changes, the result qf treatment; are net in themselves
sufficient to bring about the goal of an improved patient. They are
only one of three processes‘which together lead to a therapeutic outcome.

The decisive point in this model occurs when the other two of the

- three processes, ''Premorbid Personallty” (7) and ”External Milieu" (8)

- - . e R

enter into the schema., Premorbid personality'inc]udes the attitudes
~and expectations of the patient, conceptualizedres the results of
psychodynamic factors, which make;tne'petient ”himse]t“; - External
milieu includes immediate helpers, such as the clinical team, as well

" as the family, friends, community and the bhysical environment.

Thus” behavioural changes, external milieu and premorbid personality, in-
fluence 'Homeostatic Mechanisms' (9) producing a patient who 'is either
flmprd&ed" (10), “Unimproved/Worse“'(Tl) and any understanding of the
therapeutic outcome involves the nnderstanding of all three processes. An
ettempt may then be made to influence them simultaneously, if at all

~ possible.

This schema provides comprehensive guidelines for evaluating the

treatment of depression. However, one of its shortcomings is .related
to the lack of detail regarding constituents of premorbid personality,

as would appear to‘be indispensable to the schema. The following chapter

attempts to clarify and highiight this aspect.
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2. Personality in its relation to depression in late life.

2.1 The premorbid personality

While a number o% writers acknéwledge the importance of the premorbid
personality in late life depression, detailed or specificAinformation
-in thié regard is not often fo;thcoming.‘ Post‘(1972) in a study of
hospitalized depressives dealt at length withvthe premorbid personality.
He found that during old age, onjy a minofity with an acquired pre- "
disposition would react to.severe'life stresses with a depressive

illness.

Epgtein'(1976) emphasized that there might be certain adverse conditions
that, prevailing over long periods, may predispose a.person to depression
in ]ater life. The depression méy be a culmination of life-long con-
flicts in paftiéularly vulnerable individuals. Thomae (1980) sees the
main task of man's psychological inner life as having to cope with his
world, consisting of the biological, social and cultural factors
operating at‘each particular moment. This coping capacity develops.
throughout)}ife and coincides to a large measure with the premorbid
personalitf. Some of ‘these coping functions are esﬁecial]y rneeded in

old age. The extent to which coping resources have been developed

will have a decided bearing on symptom-formation during old age.

2.2 The study of personality

Samuel (1981) relates an incident concerning a 24-year old man who

brought suit against his parents for wilful negligence in their child-
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rearing practices.'. He was frequently unemployed and often admitted
to psychiatric hospitals. He accused his parents of "intentional
infliction of emotional distress' which had ¢aused his inability to

cope with life.

. The lawsuit calls’attention to the fundamental conflict in conceptions

of human personality, i.e. the “person-situation“ controversy in the
field of personality psychology. The issue being debated in this

controversy is whether the primary causes of behaviour are intrinsic -

.desires, habits, expectations and biological processes or whether they

are extrinsic in the pressures and learning experiences provided by the

4

" physical and social environment (Mischel, 1976).

A theory of personality refers to a set of basic principles intended to

organize and explain a large body of evidence cohcerning human behaviour
and thbught (Janis et _al, 1969). The origin of~§he person-situation.
contfoversycan bgltraced back to two somewhat incompatible theoretical
viewpoints, psychoanalysis {person variables) and radical behaviourism
(situation variables). Thus, psychoanalysis stresses the direct
expression of instinctive iﬁpulseé or the indirect‘expression of such
impulses resulting from an effort of the conscious mind to exert control

i

over its unconscious portions (Dare, 1981). Radical behaviourism main-

" tains that events occuring inside the person are of little importance

as causes of behaviour (Lowe, 1972).

Bowers (1973) stressed that both person variables and situation variables

have an important effect on one's life and that they interact with each

other in determining behaviour.

This controversy also enters into definitions of personality. Gordon

Allport's (1961) often quoted definition is an example of a 'person'

4.



ofientation; ”Pefsonality is the Aynamic organization; within the’
'.indiv}dua], of thosé psychophysical'éystems\that deterﬁihe his -
_ characterisfic behaviour and thought' (Allport, 1961 : 28):- On the
',othér hand,.Walter_Mischel (1976) .describes personality as " ... the
, distinctfve patterns of behaviour (including thoughts and emotions) that
characterize eachpfndividua]fs adaptation to the situations of his.or

her 1ife (Mischel, 1976 :.2).. Mischel thus stresses the "situation'

variables in personality development.

EQen with regard to personality méasurement, projective approaches have
been associated with the persoﬁ variable and objective approaches with
‘the situation variable, In view of the wide range in theories of
personality, it‘seems appropriate to ekamine the main approaches and their

assOciated assessments.

2.3 The psychoanalytic approach to the study of personality

2.3.1 Psychoanalytic models of personality

J

Dare (1981) argues that the'concépt of personality is so central to

the nature of psychoanalysis that both therapeutic practice and theoret-
ical m;dels can be said to be almost exc]ﬁsively concerned with person-
ality. .Furthermore, psychoanalysis has ‘come to describe certain basic
",'gspects o%‘the workings of the mind which are, iﬁ'fact, descriptions of

personality functioning.

Freudian psychology is dualistic, in that it assumes two interacting
spheres of behaviour, the psyche (mind) and the soma (body). Although
there is disagreement regarding the exact contribution of biology

" (Rychlak, 1981), it nevertheless stresses a necessary tie-in of purely
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biological functions to human behaviour.

bFreudfs"fert mode] of fhe psychical apparatus is known as the
topographical ﬁodel (Freud, 1915a, 1915b). This modellconceiveé of

the mental apparatus as being founded on a systemic distinction (Laplanche
and Pontalis, 1973). The system Unconscious is organized by the law

6f functioning of the primary process, whilst the system Conscious-Pre-
.conscioué functions aécording to the laws of the secondary process

(Freud, 1911). At the time, Freud used the concept of repregsion

(Freud, 1915b) in a general sense., As it is well known, it is only

later (Freud, 1926) tﬁat Freud was to give a more detailed account

of the ego's defence mechanisms, of which repression is one.

Coupled to this ''spatial" model of the mind which sought to establish
and theorise a distinction between conscious and unconscious mental
processes, Freudian theory‘aiso provided a dynamic conception of mental
or péychical conflict (Freud, 1915a; Wollheim, 1977). Thus, psychical
life is characterized by a conflict between ;epressed unconscious

urges or wfshes of a sexual nature and with the system Conscious=Pre-
con;ciqué. By the process of repression, prohibited wishes are

kept at'bay in the system Unconscious. This initial model, aimea

at explaining neurosis predominantly, diminishes the contrast between
normality and abnormality. Dare (1981) considers it to be a.complete
model of'personality. For example, the main différence between an
ob;essiohal neurosis or aﬁ obsessional personality is seen merely as
phe degree to which the symptoms are unacceptable, or are believed

to be tolerable parts of personality.
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However,‘F}eUd (1923)1f0und that he required more complexity'in his
~model if all the psychic dynamics that seemed to be taking place in his
”patientsfwere to be explained; “ The tépograpﬁical theory wa5'replaced-
by the later structural‘theory.(Freud, 1923). He introduced a series
of three constructs, some of which stretched across the depth levels

, of Unconscious, Prgconscibus and Conscious in'the following way:

Eigﬁrg_3. .

" ‘.fi;‘f' '\\,‘ uncouscious: ..

 :f'(Freud, 1923 : 111),

The combined schematization has an Id completely in the unconscious
region and the Ego and Superego stretching ééross all three levels.

The concept of the ego defence mechanism was further elaborated by

Freud (Freud, 1926) so as to include other defences alongside repression.
The model invo]ves the drive-dominated aspects of .the mind, the Id,

which operates.according_to the.pleasure‘principlé (Hall and Lindzey, 1970).
It is seen as entirely amoral and has illogical wishes. Its stimulus

fs expressed 6nly after being processed by the Ego, the evaluator of
éxternal conditions and self-identity. What is considered superficially
to be personality is, in fact, the style of behaviour resulting from

the Ego defences in contact with the external world. VHeea must be taken
of the ideals and rules of 'the Superego, commonly ca]]edvthe conscience,
and is often cleafly in opposition to the Id. By ba]anc}ng the demands
of the ihstinctuél drives, the rdlés and reéulations‘of the SUperego,

and the realities of the outside world, the Ego giveé a predictability
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‘and regularity to mental ‘life, and the qualities of its functions are

- the qualities of the personality (Dare, 1981).

The difference between the Id and the Ego is.expressed in ferms of
~what Freud called the'primary Qersus the secondary processes. The
Id, which precedes Ego and Superego development, operates according
to a primary—mental process, seeking immeﬁiate'grafification énd,
if chécked, resorts to hallucinatofy wish-fulfilliment in order to
satiéfy the Id urges. (Rychlak, 1981). It is the Ego's defences

that help check these wish-fulfilling tendencies in behaviour.

Héwever, anxiety arises when the Ego is overwhelmed b* excessive

impulses which it is unable to bring under contfolﬂ The ego is forced
to take extreme measures to relieve the pressure. These measures

are then known as the defence mechanisms of the Ego. - Ego defences

may be seen as a demonstration of the personality's habitual style of
coping with anxiety (Hall and Lindzey, 1970). _The premorbid personality
would thus include the constellation of defences inferred from particulaf

- ways of handling stressful situations.

'Hdweyer, Freud's developmental model is also crucial for understanding
' the basic structure of personality. Indeed, Freud believed that
personality was well formed by the end of the fifth year and that

- subsequent growth consisted of elaboration on this basic structure.

2.3.2 The psychoanalytic view of personality development

Freud's notion of the sexual drive comprises four elements: ressure
) p P N

source, aim and object. The term pressure has a dynamic connotation
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which the notion of drive implies.  It is basically a demand for
_Qork.i The term sourﬁe refgrs to a bodily zone which;'when stimﬁlatéd;
produées a type of pleasure called sexual. * The aim of the drive is
to Abtain satisfaction, In Freud'é view, the Férm aim also refers to
~the position taken by the éubject vis-a-vis fhe object in fantasy
(Laplanche qnd.Pontéli55 1973).  In this sense a variability of aim
obfains, fér example, when psYchoanalysts'refer to active aﬁd.passive;
masochistic and sadistic, or phallié and castrated aims of the drive
(Freud, 1915¢c, 1931). The term object refers to persons, to
part 6bjecF and especially to tHe inner phantasy representation'of
object (Laplanche and Pontalis, 1973). Freud paid gpecial attention
"~ to tHe vafiabflity'of.the object of:the drive in human sexuality.
It is this variabi]ity which, for Freudian‘theory,'mark; an important
distinction betwéen human sexuality and animal sexuality, which in the
whole tends to be genetically pre-programmed. The concept of
: drivé is different to that of instinct and human sexuality is not
~ensured in advance. Its-dévelopment or maldevelopment is mediated
vthrough a complex-series of psychical structures of ‘which Oedipus

Complex is one.

Freud (1905) distinguished between three stages of psychosexual develop-
" ment; the oral, anal-sadistic and phallic-Qedipal stages. Because

of the intrjnsfc link between personality development and the develop-
ment of the sexual drive, as implied in this concept of drive, Fréudian
theéry cohfends and offers ample evidence to show that a faulty .
negotiation of the conflicts inherent to these stages leave a charac-

teristic stamp or mark on the peréonality (Freud, 1909, 1923, 1926).

'Round about the second year of life, the anal-éadisfic stage takes
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prominencé.» The object relation to_thé mother becomes invested

wfth meaning, having to do.wifh the function of defaecation*(retention/
,expulsion) and the product of defaecation . itself (thé symbolic value

of the faeces) (Laplanche and Pontalis, 1973). It is also at this
sFagé that the child first exberfences the social regulation of his
bowels., The conflicts inherent to this-stage may lead to exaggerated
reaction formation and Sublimétiqn such as obstinacy, miserliness,
orderliness and the hoarding of possessions'(Freud,']908).> A
combination of these traits usuallyforms an intrinsic part of the anal

anankastic personality (Freedman, Kaplan and Sadock, 1976).

In fhe fhird, phallic-0edipal stage, the genital erotogenic zone becomes
tHe centre of the child's sexuality (Freud, 1905). This stage culminates
in the Oedipus Complex, which is, a complex, psychical structure during
whiéh important psychosexual distinctions are established between

fhe‘male and female child (Mitéhell, 1976). It thus provides an
uﬁderstanding of the attainment of normal genital-heterosexuality.

The conflicts inherent in the Oedipus Complex were hypothesized by

Freud to underlie neurotic psychopathology (Freud, 1926).

In the positive form of the Oedipus Complex, the little boy_desires
his mother and develops hostile impulses towards the father. Under
the impact of castration anxiety, the little boy fears the loss of-
his penis and this anxiety leads to»représsion of his Oedipal desires

and the introjection of, or identification with, his father.

The little girl's Oedipus Complex is more complicéted’(Freud, 1931)
and although it is not within the écope of this thesis to explore -
this complexity, it is important to point .out that there is an '

ambiguity between the little girl's and the little boy's-Oedipus



‘Compléx. The little gfrl‘Starfs,initially in a position similar

- to that of fhe de'aﬁd'desires:Hér'méther; However, with:the_real-

~ization of castration,.Shé enters her poéiti?e Oedipﬁs Complex and

transfers tﬁe object from mother to father. Thi% transfer occurs

under the unconscious aegis of penis envy. The little girl's positive
\ , .

Oedipus Complex is, however, weaker since the realization of castration

entails a repression of the little girl's active ;exuality (Freud, 1931).

Subsequently, a period of psychosexual Iatehcy ensues until thé onset
of buberty. Some hostility towards the same-sexed parent and |
.desire to possess the opposite;séxed parent still remain, but it is
the.relative étrength of thé identifiéation that will determine fhe
dégree of "masculinity' or ”feminin‘ity"l developed. With an adequate
emotional environment during childhood development, healthy and ;

: éppropriate use will be made of ego-defences, and there will be no

development of neurosis.
2.3.3 Assessment

Pervin (1975) asserts that different theofﬁés of personality tend

to lead to different techniqués‘of personality assessment. | Tests that
are non-structured and disquised tend to be associated with clinically-
oriented theories that emphasise —unconscious factors. The clinical
orientation is associated with the variébility in response emphasised
‘in non-structured tests, and the emphasis on the unconscious is assoc~

iated with the need for disguise.

The clinical method of history taking has often been associated with
psychoanalysis, yielding a wealth of information in its attempt to plot

the gréwth of pefsohality through various péycho-social stages (Samuel,
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(1981) points out that at present ‘it is by no means a‘techniqué employed

éxclusively by psychoanalysis. This aspéct will be discussed in depth

in Section 2.5,

Projective testing is often used as illustrative of the psychoanalytic

approach.  The assumption hnderlying both the specific technidUes,

and the whole indirect approach to interpreting assessment data, is that

when a person can respond relatively freely, his total behaviour betrays

many of the determinants that brought it about -(Janis et al, 1969).

' Freedom to respond acknowledges the fact that behaviour is sometimes

. highly constrained and that at other times, there are more options

dpen. The more freedom is allpwed, the less constrained the behaviour

f of the subject. It is thus possible to‘tap the tendencies within him

that make up his personality. Projective methods differ from direct

methods in that théy do not ‘depend on the subject's willingness to

give information about himself. Freud (1905) described this ass-

. essment ‘process as follows, ''He that has eyes to see and ears to hear

‘may convince himself that no mortal can keep a secret. If his lips

i

are silent, he chatters with his finger-tips, betrayal oozes out of him

at every pore' (1905 : 77-78).

The best known projective devices used for personality assessment are

the following:

2.3.3.1 The Rorschach Inkblot tést: This test is

regarded by Dare (1981) as the archetypal projective device to

which much of the controversy, generated in relation to projective

techniques, applies. The test consists of ten symmetrical ink-

blots about a vertical axis and the subject is asked to say what

he sees in each blot in turn.

It allows criteria such as location

52.
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determinants, content and originality to be scored.. There have
been a number of systems used for scoring the Rorschach and it
allows the clinician to maké inferences about almost any facet
.of personality éuch as abilities, motives, defences, pathologicél

trends and values (Janis et al, 1969).

2.3.3.2 fhe Thematic Apéerceptidn Test (TAf): The
psycho-analytic rétionale‘for the TAT is the same as that for
the Rorschach, egcept that TAT stimuli are pictures of people in
rea}-lifeseftings rather than totally ambiguous.shapes. Thirty-
two cards are available to the examiner, although typically only
twénty are used. The subject is asked to make up a story approp-
riate to the picture shown. The TAT is a flexibie instrument
which can be adapted to individual circumstances and requirements
(Dare, 1981). A number of techniques for‘interpfeting the TAT
have been devised which attempt to tap attributes of the subject's

personality.

The validity of projective techniques‘is seen by a number of writers
as being both ;omplex and equivocal (Pervin, 1975; Dare, 1981;
Samuel, 1981). Janis?gﬁ_el (1969) sees projective tests as having
no intrinsic validity as they are not direct measures of specific
aspects of personality. However, in using the richness of these
techniqﬁes, both reliability and validity is called into question.
Dare (1981) argues that to ask whether a projective test is valid
is meaningless,-as the information obtained is about the subjectfs
experience rather than his behaviour. Pervin (1975) concludes

that after years of research on projective techniques, a mass of

conflicting information has been collected. = A number of psychologists
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are impressed by the clinical utility of the Rorschach in the -
assessment of persona]ity but.also take‘seri0usly the equivocal
nature of the research findfngs. Dana- (1965) states thaf he uses
the Rorschach in the face of strong professional édmonitions to
the cbntrary, as it is‘realizéd that adequate use of the test is
dependent ubén the clinician. Yet there is continual pressure

to demonstrate that the'Rorschach meets the usual psychiatric
criteria such as objectiv{ty, reliability and validity which is

does not seem able to do (Dare, 1981).

2.3.3.3 Projective testing as used in the aged: Most

of the studies of.projective techniques involving older people have
‘ been underfaken between the late 19h0fs and the 1960fs (Lawton

et al, 1980). Since then there has been a decline of interest
mainly bécause few studies met the standards of chrently acceptable

research methodology (Cummings and Henry, 1961; Ames, 1974).

Many studies also failed to include cognitive ability in their
.data-analytic designs. A test like the TAT or.GAT (Geriatric
Apperception Test) may make exéessive demands on an Q]der person

aﬁd more so someone who has marginal intelligence. Sensory and
motor impafrhent may penalizéithe older person and in some cases

the task may be impossible. Hearing'deficits can clear}y influence
any test performaﬁce if directions are not properly understood.
Eisdorfer (1960, in Lawton g&;gl, 1980) found that hearing impairment
was associated with several Rdrschach indicatorsof low developmeﬁtal
level. The usefulness of a test protocol may also be minimal

when the subject rejects many Rorschach cards. Age-re!afed changes
in Rorschach scores are sometimes explained.in terms of inner

tension ‘and the desire to escape. This result may, however, also
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be partly attribﬁtablé td thekbresence“of organic brain syndrome,
poor physical health.of soéio-cultural background (Gunner-Swenson
and Jensen, 1976). Thus, a]though projective tests may be useful
as a clinical tool ‘in the study of premorbid personality, their

validity‘becomes questionable when used in the aged.

2.4 The factor analytic approach to the study of ‘personality

2.4.1 Theoretical "aspects

H.J. Eysenck is regarded by maﬁy.as one of the most important pioneers
in the modern study of personality. Using the statistical technique

of factor ané]ysié extensively, he has built up elaborate theories, |

his approach being situated within the ''objective'’ approaches to

~ personality (Eysenck, 1947; - 1960) .

2.4,2 Typological theories

‘Eygenck's study of personality takes two directions. One direction is
‘concerned with understanding ahd explanation of personality whilst

the other is concefhed with description and measurement. = The former
inVolves'Eysenck's explanation of thé biological basis of personality
while the latter-is concerned with factor analytic studies. Both have
been incorporated into the development of the inventory scales where
an_éttempt has been made to measure personality dimensions in a

guantitive way aéainst a theoretical background (Eysenck, 1964).

Human typology, the classification of human personality into various
types, is a principal interest in Eysenck's work (Eysenck, 1964).

" Early Greek scholars, like Hippocratés‘and Galen, isolated four out-
standfng personality types which they asserted were attributable to the
pFeponderance of the four bodily humours. Kant later echoed the

early Greek typologies in hiS exposition of the four temperaments,



Sgnguine, Meléncholic, Choleric and Phlegmatic. Cholerics and
'_melancholiés were ;hoﬂght“té have strong affécts;vwhilé sanguines
and phlegmati;é Qefe characterized Bvaeaker affects. Wundt (1903,
_in Eysenck, 1969) found a high fate of change of affect in sanguines

and cholerics and a slow rate in-melancholics and ph]egmatiés.

These early typoiogical theories were used in .Eysenck's researph
because of the implied notion that Underlyfng‘hdman behaviour there are
certain 'traits" chéracteristit of a particular individual.  These
traits intercorrelate to form broader ''types'! thaﬁ Qundtfs four
gniform Qariations of the‘human personality, '"to a quantitive two dim-
ensioﬁal system in which peoplg can occﬁpy any position and any
combination of positiohs on two major dimensions" (Eysgnck, 1969 : 15)

which he later called Extraversion and Neuroticism. ‘

2.4.3 Biological aspects of personality

'Eysenék (1967) embarked on numerous_investigatibns to discover a
‘biological basis fof personality. He assumed that éertain aspects
of personality were attributable to hereditary factors. With regard
to the factor of Neuroticism, Eysenck (1960) argues persuasively, in
an ektensive review, that Neuroticism is related to the lability of the
autonomic nervous system. The factor E*traversion.is related to
~cortical excitation and inhibitionvin which extravertsvhave higher
-excitatory thresholds than introverts, but weaker inhibitory thresh-
olds. This hypothesis is‘based largely on the work of Pavlov and

has not been experimentally demonstrated.

2.4.4 Factor analytic studies

Using Guildford's (1959) factor analytic work, and investigating the inter-
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correlations between those factors isolated by Guildford, Eysenck (1967)
yielded two important factors, one of emotional instab}lity |
(Neuroticism) and one incorporating the Extraversion and Introversion
group -of trait;. This leqt suppoff‘to the validity éf pursuing the

search for a two-dimensional system of personality.

2.4.5 Assessment

2.4,5.1 The Maudsley Personality Inventory (MPI):

Thfs was fif;t published'ih 1959 and consisted of i tems adapted
from Eysenckfs first inventory for Neuroticism, as well as from %he '
Maudsley Medical>Questioqnaire. Furthermore, it included items
from ;he Guildfofd Scaies: Soéiability, Emotional Depression,
Cycloid Disposition, Sélf Restraint, General Activity and

- Asundance (social initfative). By means of factor analyses,
items which bore no relation to the major dimensions were omitted.

items showing significant relation to the dimensions which

differentiated the sexes'were also excluded.(Bursill, 1960).

The final questionnaire consisted of 24 items for the neuroticism

scale, and 24 for the extraversion-introversion scale.

2.4.5.2 The Eysenck Personality Inventory (EPI):

This was originally supposed to have been.constructed as a revision
bf the MPI but is now regarded as a new questionnaire. - The

test is more applicable to popufations of low intelligence or
educational level. ft includes a lie scale, a construction of
‘two parallel forms and a reduction in the small correlation bet-

_ween Neuroticism (N) and Extraversion (E) found in the original



‘MP1 scales (Eysénck and Eysenck, 196L4).

2.4.5.3 THe,EPl as used in the aged: Lawton et al

(1980) regard. the MPI as more appropriate for use in the elderly
than projective tests, as both the Extraversion and Neuroticism
scales have been found to be highly stable and applicable over many

diverse samples.

Cameron (1967) used the Extraversion scale of the EP| and a number
o% other measures to test_fof age differences. ‘On the EPI,

the results indicated that aged females were more iﬁtroverted

than young adult females but no evidence of a difference between
aged males and young males along these dimensions were found.
Cameron attributed these results to the importance of female
,thsical attractiveness in American culture and‘physical deterijor-
ation with age.i He noted, however, that the control group of
_youhger females resided in co-operative apartments and that Extra-

version may be a characteristic of females who join such ventures.

2.4,5.4 The EPI as used in depression to test premorbid

] personality: Kendell and DiScipio (1968) used
~the EPI in a study of 92 depressed subjects in an attempt to test
théir premorbid personalities. They contended that a fundamental
requirement of any personality test was that it should be relatively
independent of the patientfs mental state and reflect his personality
rather than his illness. In depressive illness?itfis doubtful
Whether this requirement is met. For example, Coppen and Metcalfe
(1965) administered the MPI to 39 patients with severe depression

while they were depressed and again after recovery. = Both the

decrease in mean Neuroticism (N) score and the increase in mean
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Exfraversidn (E) score on recovery were statistically significant.
Thé customary'definigion of personality as the relatively stable
‘and énduring éspects of an individual's behaviour precludes suéh
gross changes from being inferpreted as changes in personali;y.
‘Thé obvious explanation isrthat patients do not rate their usual
‘way‘of actiné or feel{ng but remain preoccupied with their‘current

state of mind.

Kendell and DiScipio planned their study to see if patients could |
be pérsuaded to describe their normal personalities in spite of
depression. The EPI was‘first administered with the standard
instructions (T1). Later the same day the patient was given

the test with the additional instruction to disregard any illness
he had and answer according to how he behaved and %elt when he was
his normal self (12). The test was given a third time (T3)-

when the pétient was adjudged to have recbvered, eitﬁer before or
after discharge. ° For T1, either of the two parallel forms A and
B was given at random. For T2 the same form was given again.

- For T3, however, the patient was given the other form but still

with the extra exhortation added to the instructions.

There was - a significant difference between the results obtainéd

on both scales for T1 and T2, showing clearly that unless the standard
}nstructions are émended, depressed patients obtained MIs]eading

écores on thé EPl, both spuribus]y hfgh N aﬁd spuriously low E
scores. The difference between the.gcoreg obtained when i1l (T2)

and those obtained after recovery (T3), were not significant and

it may reasonably be assumed that these were a fair]y accurate
assessment of the patients' normal selves. It was shown fairly

clearly that if the extra exhortation was added to the test instructions,
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patients succeeded to a remarkable extent in describing their

normal selves, even when they were quite severely depressed.

Furthermore, they found that neurotic dépressive patients had a
higher N score and lower E score than both psychotic depressives
and normalipatients. Psychotically depressed patfents had a
higher N score and no‘differenée in E cqmpared to normals, and
higher E and Tower N than neurotic‘patienés. These findings

must be tentative since the sample was confined to hospital
patients, and these ﬁay have been'anvatypical’minority of'depressed

patients (Epstein, 1976).

Although there seems to be a. paucity of information, available
evidence seems to indicate that EP| scores with the Kendell
and DiScipio modification, provide an accurate picture of pre-

morbid personality, uncontaminated by the depressed mood.

2.5 Life history abproaches

Kenneth Keniston (1963) used‘an autobiography of Inburn, a college

‘ sbphomore, to identify the'major themes of his life. He interpreted
Inburn's Oedipal desires for his mother as a basis for Ia;er alienation
in which he turned his anger against established society. Kenistgn
(1963) summarizes his approach to the analysis of life saying,

u ... only when we have begun to understand the subtle interweaving

of themes, the over-determination of any single act, belief or
'.fantasy and the multiple functions that every dream, wish, behaviour

and philosophy serves, do we begin to understand somethihg of an indi-

vidual" (Keniston, 1963 : 60);

Sundberg (1977) outlined three major approaches to life history.
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~The first is a search for themes that run through the account and help
to explain man* events. The second is the search for aetiology,

iﬁ which the assessor looks at a case history for sources of stress,
impaired ;elations and perhaps physiological conditions. ~ He then tries
~to defermine the antecedent of a present disorder. ‘ A thira approach

is to search fo; predictors. This means that the assessor analyses

the material to locate specific events or characteristics ‘that correlate
with later events. Studies of this nature may lead to cpmprehensive
insights into the way personality functions, pfovidfng greater. depth
than fixed measures.  The personfs unique style and pattern of coping

with life stresses can be assessed.

¢

Usually this kind of h{story is retrospective and the assessor may also
have to investigatethepersonfs‘historical and cultural context. This
'provides an understanding of habitual patterns of béhaviour, which
then sheds light on the current problematic coping-style. There.

have been a number of attempts to systematize this approach.

Buhler and Massarik (1968) used the life history approach to assess
changes in certain qualities in people as they grew older. They

- conducted several studies of'creativity and productivity invthe life
spans of eminent people. Two factors related to the highest periods

of productivity were isolated. Activities requiring ''vitality' reached
“the highest point in the twenties and early thirties. Those rpqdiring

mentality' reached their. highest point later in life.

Using retrospéctive studies, Waterman, Geary and Waterman (1974)
have attempted to test Erikson's (1956) theory of developmental crises.
They found that'although ‘many college seniors had significantly

consolidated their occupational and ideological identities, a substantial



proportion were still leaving college in a state of identity diffusion.

An attempt to measﬁre matufify of persons, Qéing the life history
approach, has been made by Loevinger (1966). Drawing on a wide
theoretical base, sHe views the self as an integrator of experiencg,
as the .individual meets the successive prob]emé of life. Usiné
sentence completion tests, she has deve!oped a method of scoring
these completions which indicates the degree to whiﬁh'the person has

reached a developmental level.

An ihteresting amendment to life history procedure was developed by
Gillmore (1976, in Sundberg, 1977) called the "photohistory'. |
This consfsts.of 15-50 photégrapﬁs dating from birth to the present.
The subject is required to order the photographs chrorologically.

This p}ovides a stimulus for~generafing pértinent quesfions, pluﬁging
.fhe subjéct back into the thoughts, feelings and happenihgs associated
 with the photograph. Giflmore claims thét'this results in an inte-

grated and accurate experience of development.

" Apart from these aids to life history; there have also been attempts
to systematize life history itself.  Sundberg (j977) refers to a

| systematic life history schedule called the “biographfcal information
blank'' or biographical inventory. The test develdper gathers a set
of life history items, presumably related to a.criterion such as job
_performance, o; Fo a theoretical construct such.as achievement moti-
vation. Thé items thus cover relevant facts, past experiences and
activities. In various studies, large pools of items have been

developed which correlate with criteria such as leadership.

Life history items have been used more often in industrial than in

clinical psychology. Yet the importance of life history is continually
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being emphasi;ed._ Phillips andvDraguﬁs (1971) have investigated the
premorbid'personality;in $chiszhrenia, using a life history approach.
Patients fhought to héve é better ﬁrognosis for recovery weré those
~ showing gar\y sfgﬁs of‘”tﬁrning against the self' rather than social

withdrawal and ''turning against others''.

Briggs gf;gl_(1972) have developed the Minnesota-Briggs History Record
as a specific biographical invehtory.' This has since been converted
into a ﬁelf administered'inventory, consisting of items which, amongst
ofhers,.tapped important events regarding the subjectfs rélationships
with significant others. This history record has been used to .
demonstrate dif#erences befwéea juvenile delinquents and non-
delinquents. Using factor analysis, the folldwing scales were

: developéd: family disunity, conffict with parents, health awareness,
introversion, school and job failure, breakdown aﬁd addictions,

and social maladjustment.

Sundberg (1977) states that the person's life history is the person
and that the best predictor of the future is the person's past

behaviour in similar situations.

2.5.1 Findings of life history in depression

Using a case history approach, Roy (1981) investigated the role of
past loss in depressfon. Inamatched, controlled study of'102 depress=-
ives, he found that a large proportion had experienced parental loss

before the age of 17 years.

.Lloyd (1980a) reviewed studies examining the hypothesis that life

events which occur during childhood or early adolescence may predispose



a persoh to depression in adulthood.. ’She found that depressives had
a higher incidence of chiidhood béreavement.and other childhood loss
events tﬁan matched contro}s; ‘It appeared that childﬁood“loss of a
parenL by death genera1ly'incréa§es the depressive riék by a factor -
of about 2 or 3. She further concluded that early loss events were‘
also felafed to’the severity of subsequent depression and to attempted
suicide. However, she found that most;depressives had not experienced

an early loss event, clearly indicating that other causal factors are

.operative.

In another review, Lloyd (1980b) examined the hypothesis that major
life events may precipitafe a depressive disorder. The majority of
studfes, she found, demonstrate that depressive patients experience
more stressful .events in the months that precede the onset of their
disorder, than do normal ;ontrols.' She calculated“the risk factor
to be about 5 or 6, at six months after the event. The.criticism
here_is that the conclusions emanate from retrospective studfes.
Lloyd (1980b) suggests that corroborating prospective studies

are needed.

2.6  Personality development in old age.

Ideally, the senium should be an opportunity for the final maturation

of the personality. However, when a representative sample of graduate

students was asked to'describe old. people,. the adjectives ”stubbornf,
"touchy'!, '"bossy', or ''apt to complain excessively' were used byva high
pércentage'(McTavish, 1971).  Simone de Beauvoir .(1972) be]feves that
boredom, indolence, fesignation and ]ack of trust are traits charac-

terising old people. Thomae (1980) sees the origins of these stereo-,

typesvof the aged personality as outcomes of over-generalized observations
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6n very specific, unrepresentatiQe'sampleé. De Beauvﬁif, for example,
quotes outstanding French poets, politicians, and ;cientiSts regarding
their‘reactjons to loss of roles in oid age. Overgeneraiization

also results from problem caées seen by psychiatrfﬁts. Their ob-
servations of thgse stateslof deterioration and irritation may

contribute to the stereotypes of older people.

‘“Thompson (1973) contends that many commonsense notions about age changes

do not show up in the laboratory, while many laboratory phénomena,
observed under{highly contrélled conditions, tend to become obscure
in the real life situation where multiple interactive variables
opefate. ‘Many phenomena are also often presented without cautionary
notes concerning their generalizability. Until very reéently, many
psychological studies were based on institutionalized subjects,

who constitute a small minority of the aged population.

,~Mosf research data is derived from the trait-centred approach which
defines the aged by the similarity or différence- of trait-scores mea-
sured fn'persons of different age groups at the same measurement
point, or iﬁ the same person at different measurement points (Thomae,
1980). A number of authors draw attention to the Iimitafions of

this aﬁproach as it is‘based entirely on expected correlations between
:age and trait-scores and the interactions of other variables cannot be
taken into account. This process~centred approéch'involves the
;na!ysfs of naturally-occufring behaviour observed in the interactions

among people in real settings. However, data in this regard have

not yet'been applied to a study in ageing and personality (Thomaé, 1980).

2.6.1 Trait approaches to the ageing personality

-

Guildford (1959) describes personality aé a unique pattern of traits.

65.



66.

\

~ He measured adult and adolescent populations and compared them
with the elderly and found that there is no universal trend towards
_ changed personality traits in the transition from middle to old

age. Findings related to the trait approach include the following:

2.6.1.1 Activity = A decrease in activity or vitality
is expected with increasing age. P;Imofe (1970) found a non-

_ signjficant decrease between the first and the twelfth ﬁeasurement
| points of the Activity invehtory scores of the Duke study subjects.
The important conclusion té be drawn is that there is consistency

of activity from middle to old age. Thus, activity theory
of ageing, mentioned earlier (Section 1.2) as a valid alterna-
tive to the disengagemeﬁt theory, is sﬁpported (Cumﬁing and Henry,
1961). Another study (Neugarten, 1977), showed that life
satisfaction is positively related to social action or activity.

Life satisfaction will be attained if the elderly person can

~remain active in everydéy life.

2,6.1.2 Mood and happiness Because of the increased

frequency of depression in elderly persons, somevpsychiatrists
N haJe tended to generalize this into a depressive syndrome basic .
to the ageing personality. However, Thomae (1980) refers rather
" to a‘”neutrélization“ of mood with age. He sees this as being
related to perceived heach, attitude towards others, degree .
of social participation, degree of perceived frustration and

failure in life.

2.6.1.3 Life satiéfaction and morale Life satis-




" faction is regarded as an index of successful ageing (Havighurst,
1963) and is defined as the ability of the individual to

recover from disturbances in affective emotional state.

Morale, defined as psychological well-being based on sense 6f
purpose ana,confidence in the future, is regarded as another trait
which changes in normal ageing (Thomae, 1980). Cameron (1967)
found morale to be lower in older sﬁbjects as comparéd to younger
subjects.  However, it should be emphasised that life-satisfaction
and morale aré the outcomes of, rather than the éonditions for,

adjustment processes.

2.6.1.4 Locus of control  This concept was introduced

by Rottér (1966) within the framework of a cognitive social
learning theory of personality. ‘'Internal locus of control"
refers to a consistent, generalized expectation of the person
thét he or she controlé eventé, whereas “externaf control!! dccurs
when the person believes that he or she is completely dependent
on the decisions, plans or actions of others. Expeétations for
internal control may bé.higher in the years before old age and
changes perceived from middle to old age may reduce this sense

of control.

Trait-centred approaches to the aged personality face the commdn
problem of .generalizing observations and/or experimental findings;
from a sample to the population of the aged. However, the conflict
between the generalizing orientation of the developmental

psychologist and the individualizing orientation of the personality

psychologist may be partially resolved. Interindividual différences

in development have become a major issue in theory and research
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in old age (Rotter, 1966).

2.7 Rationale and géneral aims of the sfudy»

The reyiew'has thus far focussed on the concept of depression in old
age within the framework of Qarious theories of ageing, involving bio-
logical, psychological and sociological aspects. General physical
and psychiatric conditions often experienced in old age have been
oqtlined and these have been seen to be relevént to the inci&ence

and presentation of depression in old age.

The author has also summarized arguments for conceptualizing depression
as either a single entity or as a number of separate disorders. For
the purposes of this study, depression will be régarded'as a continuum

within a unitarian model, as it is seen by Kendell (1968) and Hill (1968).

Both within the section on aetiology, as well as that on treatment of
depression, personality factors are seen as - crucial. ~In
Zung's (1980) triadic model of treatment, the premorbid personality was'

seen as one of the three pillars affecting treatment outcome.

" The concepts of personality within various theoretical frameworks were
seen to‘differ markedly. Both the psychoanalytic and the factor analytic
_abproaches to personality study appear to be valuable and a synthesis

or temporary ‘''marriage of convenience" betweén these appro;éhes could
yield a wealth of information. This could have cliﬁical relevance re- '
garding prégnosis in old age depression, since decisfons about thergaeutic

intervention would be enhanced by knowledge of the premorbid personality.

‘However, despite the importance of personality studies in the elderly,
there appears to have been a decline of interest since the 1960's.

Studies that have been attempted have often been methodologically unsound



or have been attempts to eitherquestion or support various nersonality
stereotypes.  This has often resulted in what may be seen as futile

exercises - (McTavish, 1971).

“Previous researchrhaé also failed fo investigate the development and
functioning of the elderly personality and relate these to the
: present situation or problem. There have been some mitigating factors.
The primary one is that it is sumply more dlfftcult to test older

people. They often work very slowly or addltlonal time is needed to
convince them of the necessity of responding to the test. Very often
questionnaires demand that the subject be able to read or rndicate»
responses on a_recording\form. vIn the case of the Thematic Apperceptien
Test (TAT), extensive directions for taking the test and the requirement
to prodnce a logical story may make excessive demands on an older person.

._Sensory deficits, educational deprivations, social subgroup differences

and cohort-specific cultural norms may also be the sources of response.

- and interpretation problems. Certainly the healthier, more ' economically

" secure and more culturally privileged the older subject, the less Iikely

are such problems to occur (Blazer, 1982). !

A further difference is that'the information is almost always retrospective
in nature. Such studies may be-coloured by the present mental state

which lays the validity of the data open to euestion. Thus Lawton et

al (1981), in reviewing personality testing in old age conclude, ‘' ...
éhat_the current state of the art.is not encouraging ... however, where

coherent theory, judicious test choice and careful methodology have

been applied, knowledge has been advanced" (1981, : 549).

Many previous studies of depression in the aged have made use of

institutionalized patients (Trichard et al, 1980; Post, 1972). One
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of the mos t xmpertant methodologlcal flaws in these studtes is seen

'by Blazer (1982) as the over- or under-estumatlon of the phenomenon.
"For example, many individuals may not seek consultations for their
depressions in late life. Zemore and Eames (1979) cite the failure

te provide adeduate control groups. The decision to enter the instit-
ution and institutionalization itself may be a confoundlng varlable.'
Kendell and DISCIpIO (1968) state that it is widely accepted that only

. an atyplcal mlnorlty of al] aged depressives are ever admitted to

hospital.

The aim of the present study is to investigate in-depth the develoPment
Tand functioning of the personalities of depressed elderly persons

as compared to the development and functioning of non-depressed

elderly persons. fts uniqueness lies in the fact that previous

studfes of aspects of personality development (Lloyd, 1980; Roy, 1980)
of.deptessives have involved mainly younger adults. A study which does
include older people is that by Gillis and Zabow (1981) which examined
the life histories of those who were diagneaed as dysphoric. This

study was, however, limited to .institutionalized patients.

The present study uses both the life-history as well as the factor
analytic abproach. The former provides a struetured retrospective
view of personality development, which taps the subjectfs usual person-
ality funetioning as well as reconstructing impoftant phases of

» His life. | One may thereby investigate what has happened to him, what
crises has has undergone and how he has copee with these crises. Clues
may be provided as to his present condition, in a sumllar way to that

_ whach Phllllps and Draguns (1971) have used in their study on schizo-

phrenics. As Sundberg (1977) observes, '"... the task of the assessor



is to understand_the person of this minute's observation and the
relation of these observations to the days-and years of the person's
developihg life. Each individual may be viewed as a long story of

which we are reading one page' (1977 : 84).

However, retrospective accounts are often coloured by the subject's
mentalkstate. Therefore, they may not Teflect an accurate pfe-
morbid pe(§onality. Thus it is intended to make use of a factor
'vanalytic'approach with a modification to ensure the functioning

brior to the episode of depression is indeed described by the subject.
Thié‘wi]l ensure that the data is uncontaminated by the present

" symptoms (Kendell and DiScipio, 1968).

Particularly in the light of the paucity of comprehensive personality
studigs and reliance on institutionaI samples, this study is valuable
'_because of its Qse of subjects in the community. Blazer (1982)

, régéfds community surveys as the only direct means of estimating
prevaleﬁCe and incidenée, provided that it . is possible to acéurate]y
’idehtify cases. YWith regard to the study of premorbid personality,
Kendell and DiScipio (1968)'point out that, 'Firm conclusions about
the personalities of those who develop depressive illnesses can,
howevef, only be made on the basis of community studies' (Kendell and

DiScipio, 1968 : 770).

.The present study, by investigating an important aspect of depression
in old age, may assist in planning psychotherapeutic intervention where
such is indicatéd. Even more important though, it is hoped that

the study will allow for planning towards the prevention of depression

in old age.
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3. Methodology

3.1 Research design

This study was designed to compare the difference in premorbid per-
sonality between elder]* aepressed and elderly non-depressed
persons.; Elderly was regarded as any person 65'years and older.
Using a rahdomly’selected sample-of elderly ''Coloured' persons in
one geographicalvzone of the Municfpal Comprehensive Health Service
(”cémmunity sample”),.two grobpﬁ of subjects were selected on the

following basis:

i) the depressed group, consisting of moderately and severely
depressed subjects, who were defined as those scoring
twenty pbints or above on the Hamilton Depression Rating

Scale;

'ii) the non-depressed group, consisting of subjects scoring less

than 10 pdints on the Hamilton Depression Rating Scale.

~ All moderately and severely'depressed in the community sample were

matched with non-depressed subjects on the following variables:

i) Age
This variable was matched because it has been suggested
that there is a change in the prevalence of depression in
old age. Blazer (1982) postulated that the milder forms
decrease and the more severe forms of depression increase

with increasing age.
i) Sex

It is suggested that there is a sex difference both in the

/2.



iii)

iv)

v)

Vi),

/3.

prevalence and incidence of depreésion. >Murphy (1982), in
a review concerning the'origins of debresgion; found that
workfng class’women were fivetimes more likely than working
Elass ﬁen to develob a depréssive disorder in the year

following a severe difficulty.

Marital status

Elkowitz and Virginia- (1980), in a review of the relationship
of depression to widowhood, found that the majority of

depressed eiderly‘persons are either divorced or widowed.

Soc ioeconomic class,'social Support, type of accommodation,

previous and present employment and living arrangements.

These factors have been found by a number of researchers

to be associated with depression (Butler;.197h; Zung, 1980}

Befgman, 1982). In a comparison between elderly depressed
subjects and normal elderly people, Murphy (1982) found an

7

association between major social difficulties and depression.

Physical morbidity

Section 1.6.2 outlines the importance of the relationship

between physical factors and depression.

Number of life events

’

Stressful life events may contribute to the aetiology of

depression as a precipitating event (Briscoe and Smith,

1975) and it has been found that there is an increased fre-

quency of these events amongst depressed subjects. Object

loss has received most attention as a predisposing event for

depression (Lloyd, 1980).
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As it was'expec£ed thét'subjectS‘ffom both groups would be able

to provide comprehensive answers to questions related'to iife history,
it was'abcritérion that all the sﬁbjects were considered to be
_cognitively intact. Thus the subjecté'were screened for cognitive
impairment by two psychiatrists who'carried éut'a psthiatric

mental state examination independentliy.
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Experimenter effect was reduced by applying a ''blind'' measure in which
the researcher was not informed as to which of the subjects were

depressed or non-depressed, until completion of the experiment.

The independent variables were thus depression and non-depression,and the 

research design was
’ Tablell 2

Deﬁfessed Non-depressedl

N = 10" N = 10

The dependent variables were two measures which tapped premorbid
personality, (i) the two scales of the Eysenck Personality Inventory;
Extraversion and Neuroticism, and (ii) sevenscales of the Psychosocial‘
Index.: current adjustment, condition at birth, development and functién-
ing; significant relationships, stress, current family functioning‘and

the psychosocial index percentage. Comparfsons were carried out

separately for each of the dependent variables.

The statistical measure used was Hotelling's 12 test which reduces the

probability of Type | error likely to occur in individual t-tests

(Gilbert, 1978).

3.2 Subjects

Theré Qére.six fémales and four males in each group. The experimental
group consisted of the moderately and severely depressed subjects in
tHe»community sample. The control‘group consisfed,of ten non-
depressed subjects matthed on tﬁe measures previoﬁsly mentioned.

The means and standard deviations for age and Hamilton Depression Rating



Scores for both of the groups.are gfven in Table ||b.Appendix E
contains the scores /ratings of matching variables for each-subject

in the two groups.

Table I1b

| AGE ' , - HDRS
" SUBJECTS
MEAN ‘Std.Deviation Mean Std.Dev.
Depressed Group 71:1 3,31 26 5,58
Non-depressed 70:8 | 3,48 5.4 2,88
. ' Group ' ' - .

3.3 Apparatus

The description of apparatus is divided into three sections, according

to the scales used at various stages of the study.

3.3.1 Selection of depressed and non-depressed_groups

The Hamilton Depression Rating Scale (HDRS)

THe HDRS (Hamilton, 1960) is widely used and Mowbray (1972) regards
it as an invaluable instrument for clinical research in psychiatry.
;Citing.a number of factor analytic studies, he érgues that.this scale
provides a way of objectively recording observations made at clinical

interviews with depressed patients. He adds that, used by practiced

and experienced interviewers, a satisfactory level of inter-observer -

agreement can be achieved.

In a comparative study (Bailey and Coppen, 1976), corre]ationéh
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'were_maae petween the Hamilton Scale and another wfdely?used scale, the
Beck inventoFy (Beck gg_gl,_l§6l). -Althoﬁgh divérgent results were
found in one;third of the subjects, significant and satisfactory
correlations were found in two-thirds. 'The researchers state that

.trained clinicians can reach a high degree-g? reliabilityusing this
scale. In a validity study of the HDRS (Knesevich et al, 1977),

a high correlation (0,89) was‘found between the HDRS and a psychiatrist's

global rating, and between the change in these during treatment (0,68).

Mowbray (1972) used the fojlowing total scores as a guide for asseséihg

the severity of depression:

Above 35 - Very severe expressién
25 - 34 - severe depressibn

20 ~ 24 - moderate depression

15 - 19 - mild depression

' The Hamilton Scale has been used in the Cape Peninsula studies with
satisfactory results (Gillis and Elk, 1981; Gillis et al, 1981). Its
items correlate highly with symptoms of depression in old age

tabled by Zung (1980) and cited in Section 1.5.3.

3.3.2. Measures used for matching

All subjects in the community sample were rated on the following measures:

i) Age, sex, marital status, previous occupation, occupation
at present, living arrangement, type of accommodation, supp-
-ort network and assessment of physical morbidity (see

Appendix B  for operational definitions).
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ii) Life events schedule (Dohrenwend, Krasnoff, Askenasy and.

Dohrenwend, 1978). -

This schedule is composed of 10 items which together provide a
reasonably comprehensive review of the changes occurring in the
subject's life-wérld during the six months preceding the interviews.

It is composed of eleven sections tapping the following areas:

work, residence, finance, schoo)l and training, health, contact»with

the law, love and marfiage, children, family, rituals/customs and other.

A1l changes in these‘areas,‘as well as their impact on the subject's

life, are noted.

Although validity and reliability figures are not available for this
schedule, it is presently being used by the Medical Research Council
(MRC) in a large scale study of psychiatric patients admitted to

Valkenberg Hospital, Cape Town.

i 3.3.3 Measures administered only to the experimental and

control groups

(a) The Eysenck Personality I[nventory,

This instrument has been described under Section 2.4.5.2 and is
probably one of the best known personality -inventories. Lanyon
(in Buros, 1972) states that, ' ... as a measure of the two major

factors of personality, the EPl scales are as good as any' (1972 : 76).

A}

. . .
Standardization

The MPI was developed with a standardization sample of 400 subjects

(200 men and 200 women), all between 20 and 36 years of age. About



50% had uniQers{ty educétion;.i EPl'constructfons had previohsly
involved the participation of‘30 DOOTSijects. Numerous other
standardizatiéns have been condﬁcted in éther parts qf the worid
making the EPI more widely applicable to other éultures in com-
pensation for the limitations in the‘origfnal standardization

sample (Kline, 1981; van der Spuy and Shamley, 1978).

Reliability

Test-retest reliability and split-half reliability have both

been used. For the EPI, &est-fetest reliability ranged from

0,84 ~ 0,9Q'for fhe coﬁp]ete test and 0,80 - 0,97 for the aiternate'
forms., Split-half reliability was‘0,74 - 0,91 (Eysenck and

.4Ey$¢nck,'1964).

Validity

Extraversion is characterized by sociability, friendliness, en-
joyment of excitement, talkativeness, impu]siveness,‘cheerfulness

' aﬁd spontaneity. Neuroticism is characterized by worryiné, mood=~
iness, tension and nervousness as well as physical.symptomé of
anxiety (Kline, 1981). The criteria being employed thus seem to
bexdefined adequately. Descriptive validity has been establ ished
* by means of nominated groups, which involve acquaintancesf sub-
jective ratings of observable tharacteristic; which then yielded
satisfactory correlations with Extraversion and NeQroticism

scores (Eysenck, 1963). White et al (1968) ﬁonducted.three
'vinvestigations into the validity of the EPlI. In thé‘first, the
mdtual Extraversion ratings of five groups of students were
cohpared with their Extraversfon scores on the EPI.  The corre-

lations were found to be significant. In the second study, two

groups of male students scoring at extreme
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ends of‘the Ektraversion scale were interviewed abqut their
,éveryday activities. Most of the differénceé between the groups
-lay in the direction predicfed. bFinal]y, two extreme scoring
groups of female sfudentS‘wefe compared by means of questionnaires
. measuring rulefbreaking.' Extraverts reported having broken more
.rules more %requently than‘introverts and expressed more permissive

attitudes towards rule-breaking.

The two personality dimensions measured by this instrument are
regarded by Hein (in Buros, 1972) to be useful in psychological
research. = However, he cautions that the adequacy of this

instrument for purposes other than research has yet to be verified.

(b) The Psychosocial Index: (PS!)

This instrument was developed in South.Africa in 1972 (Strickliin,
1974). It provides a framework or model for the assessment

of the client's personality development and functioning withiq a
therapeutic setting. It is a -systematic method of evaluating case
history data. Theoretically, it der{ves from a dynamic.orien-
tation although it is 6pen to use and interpretation by other schools.
It éttempts to identify the most significant influences upon
personality development and functioning and then proceeds to
~ascertain how, and to what degree, these influences»operate in
regard to a particulaf personality at a given time. ~‘ldentifiaﬁle
influences are then translated into true/false questions which are
grouped according to psychodynamic meaning. Qqantitative

indicators are yielded of the following:
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(a) Severity of maladjustment of the personality.

(b) Assistance, external to the client, aiding in improved
functioning.

(C) Prognostication regarding the client's improved functioning.

it therefo;é has twb_distinct advantages «overvéther types of eval-
- uation, Firstly, it synthesises all case history data énd other
information, compiementiﬁg the ﬁsychosdtia] history. Secondly,
it analyses the client holistically'within his environmental exper-
ience, It includes interaction with significant persons, and the
resourées, external to the client, available to assist him

‘at a given time.

The PSI| therefore, consists of four parts:
(a) a case history and summary.

(b) a questionnaire consisting of 252 true/false state-
ments wich discrfminate between ''normal'' and 'tabnormal''’
personality developmentana functioning. This is
baéea on the history and is scored by the same person

-who took thé‘histOry. This series of questions will
" yield scores on the following subscales (Appendix D)
contains a rationale for and a full description of each

subscale):

i) Current adjustment.
ii) Condition at birth.

'iii) Development and functioning. . There are five

'1

divisiong in this category: physical, behavioural,

intellectual, emotional and social.

v
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iv) Stress. Sfrick]in (1974) distiﬁguishes between
internal stress which is influenced by maturatfon,
‘and external stress involving tra;matic experiénces
and environmental stresses.
) Significant felationships; There are three
divisions in fhis category: mother/client, fatﬁer/
~client and otherS/ciient which include  siblings
and any ofhe} significant others.
vi) Current family functioning.
vii) Comﬁunity‘resource§. This subscale will not :
be relevant to the preseﬁt study.
viii) The PSI percentége.. This is a summation of the

.scales expressed as a percentage. *

(c) A graphical representation of results.

(d) A dynamic diagnostic statement.

Reliability

‘
' The only data on reliability is that provided by Striﬁklin(197h) ob-
‘tained during the develépment of the instrument. Using the

seven major categories of,fhe PS1, 20 case histories onclients o
referred to agepcies for specific problems were rated by 21
examiners, all members of the clinical team. A total of 211
assessments were made. If perfect feliability was to be

%ound, all the cases would have been rated as requiring intervention.
To find such a result in a flexible diagnostic tool such as the PSI
would not be expected and tﬁirteen aberrationg from expectations

were found.



© Validity

Using a control group consisting‘of 35 persons regarded as normal
and an éxperimental group of 35 maladjusted individuals, examiners
were required to rate and distinguish the two groups. They were

~able to do this with minimal overlap.
Evaluation

The éSl is one of the few inétrﬁménté of its kind which has been
.developed'within tﬁe.South African context. Ramphol (1972)
used ghe PS! to study the effects of the mother-child relétionship
on the socialization process of. lnd1v1duals, both children and
adults. Gillis and Zabow (1981), using the PSI,.in a study of
-dysphorialfound that dysphorics have life-long manifestations of
 undue dependence and lnadequacy in both personal relatlonshlps and

- coping behavuour
3.4 Procedure

A COmmunitysstudy of.“coloured“ aged was initiated by a psychiatric re-
-Search;team attached to the local mental health servj;e. This was
similar to, but more extensive than, a ''white" étudy undértaken in 1978
(Gillis and Elk, 1981);'- The purpose was to provide indepth information
tegarding the physical, psychological and sociological problems in old

"age. This information would facilitate planning long-term geriatric

. health care for this !‘population group''. One hundred and fifty subjects

" over the age of 65 years were to be selected. Two methods existed

for choosing this random community sample:

i) Using the State 0ld Age Pension List. This was not feasible

83.
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.-because of‘the'enormify of the task which required perusing
tens of thousands of pages. Furthermore, the list would
only have included personé‘who actually receive a social

pension and would not have been representative.

ii) Using a sample from the list of aged persons compiled by

the Cape Town Municipal Comprehensive Health Service. The
Municipality haé demarcated three health zones. ,\Each zone
is divided into districts, a sister being in charée of each
diStrict. It is the sfsterfs duty to keep record of all the
elderTy residents in the area (women over the age of 60 years
and men over the age of 65 years, i.e. pensionable age).

These district lists are constantly updated with regard to

deaths and change of domicile.

A sample from the Eastern zone was chosen. This zone con-
sists of 35 districts, including most of the Cape Flats, town-

ships and home ownership schemes.

3.4.1 Validation of lists

~In order to be able to Qse the Healthb Service lists, it was necessary
first to Validate them. For.this purpose all 35 lists were collected
and, using a tabie of random numbers, 10 of these lists were chosen.
Again using the taﬁles, one street per list was chosen (10 streets).
Two of the planners wentvto these 10 streets, The first 20 houses

on each street were visited in order to détermine if any women over the
age of 60 years and men over the age of 65 years werezliving there. A
list of all aged was compiled, This list was compared to the Health

Service lists. The lists were found to be 76% accurate which were .
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"adjudged to be statistically sufficiently high to validate the Health

Service lists.

3.4.2 Choosing the community sample

Ten Health Service lists were chosen at random. A proportional sample
was chosen based on the number of people listed until a total of 150 was

reached.

A group of specially trained interViewers was used. This group
consisted of 3 psychologists and 3 psychiatric socfal workers, the
experimeﬁter being one of fhe interviewers. The intervieweis.under-
went a 5-day course during which the interview format was discussed

" and practiced in detail, Each interviewer was given an opbortunity to

conduct a full interview.

The interviewers were supplied with a list of names and addresses.
"Only those found to be above 65 years of age were to be interviewed.

Questionnaires included the following:

Genera biographical, medical, psychiatric and social information
(Appendix B).

Hami1ton Rating Scale for depression (Appendix C)

Life Events Schedule (Appendix B)

3.4.3 Choosing the experimental and control groups

Using the Hamilton Rating Scale scores, a sample of all subjects
found to be moderateiy or severely depressed (a score of » 20 points)

was chosen. The reason for using a comparatively high cut-off point



was two-fold:.

(i) To decrease the risk of including depressive subjects whose -
Hamilton rating score may have been inflated by somatic

complaints.

(ii) Inclusion of mild depfessives would have trebled the sample'
size and matching with non-depreséivés would have been made

problemétic.

Eleven subjects were thus chosen and screened for cognitive functioning.
One subject had to be excluded because of cognitive impairment. Ten
other subjects were matched as closely as possible to the depressed

sample on the variables mentioned in section 3.1.

The list of research numbers was handed to the research assistant att-
ached to the team. A list of twenty names and addresses was given

to. the experimenter, in no way indicating which of the subjects were
debreSsed and which were not. This was done to decrease the exper}menﬁer
effect. As the researcher.had had clinical experience, it was likely
that depression,if present, could be detectéd. However, within the
constraints of the study, thiélappeared to be the most satisfactory

arrangement.

The'researchér then visited all the subjects, introducing himself

v_as someone who was interested in télking about the subjectfs early
years (''die ou dae'). This seemed to appeal .to all the subjecfs who,
without exception, agreed to be interviewed. Each interview ]ésted
approximately two to three hours, although this period varied consider-
ably depending upon factors such as fatigue, garrﬁlousness and co-oper-
ation. Often it appeared as if the éubjects were glad to have company

for a few hours. The EPI (with the Kendell andkbiScipio addition) was

86.
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administered first. Then a full psychosocial history Qas taken.,

Many of the subjects made referenﬁe to the faét‘that the interviewer

was of the”samg "opulation group'' as they we}e and they felt relaxed

iﬁ hfs‘pfesence. Most of the intervfews weré conducted in the ''dialect"
v'spoken Ey-the local blacks, a,mfxture of English and Afrikaans. =~ It was
thus possible for‘fhe researcher to appreciate the nuances of the case

, history material. | |

One examble of the importance of language used was the answérvto one

of the researcherfs questions'invo]ving early éxpe;iences of being ''down
.in the dumps' to which the respondent repiied, 'Yes, often'', Oﬁ closer
questionfng it transpired that the respondent was referring to “dums”_'
thelcolloquialism for draughts, which.had élways been hHis favourite game.
Two of the subjects were from the sahe village as the researcher.

This allowed for closer‘follow-up of socio-economic and family backgrounds.

Carter (1974) argues that determining the presencerf psychiatric
disorders ambng blacks can be impossible for those who are not aware

of black behaviour patterns. Aithough he mighé'have been overstating
the case somewhat, in this study there appeared to be an élement of truth

in his assertion.
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L., RESULTS

4.1 Hypotheses

Relating to premorbid personaIity

Hd : There is no difference between elderly depressed persons and
elderly non-depressed persons with regard to their premorbid personalities\

. as measured by:

(a) -the Extraversion scale of the EPI.

(b) the Neuroticism scale of the EPI.

~

HI : Extraversion scores are significantly lower for elderly depréssed

persons than elderly non-depressed persons.

Neuroticism scores are significantly higher for elderly depressed

persons than elderly non-depressed pérsons.

Relating to personality development and functioning

H0 : There is no difference in personality development and functioning
between elderly depressed persons and elderly non-depressed persons as

measured by:

(a) . the Current Adjustment scale of the PSI.
(E) the Condition at Birth scale of the PSI.
"(c) the Development and #unctioning scale of the PSI.
* (d) the Stress scale of the PSI.
(e) the Significant Relationships scale of the PSI.
(f) the Current Family Functioning scale of the PSI.

:{g) the Percentage Score of the PS].

Hl . ‘Scores of elderly depressed persons are significantly lower than

elderly non-depressed persons on all of the above scales of the PSI.
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4.2 Mode of statistical’analyéisA

The data was analysed by way of an Hotellings T2 analysis (Gilbert,
; 1978),»Which permitted simultanéous comparison of the two groups on all
‘nine variables. By faking the correlations between the variables

into account in téé computations of T2, the chance  of concluding
~that a difference exists when if does not (Type | error) is greatly
reduced. If T2 is found to bé'signifiéant, individual t2 scores for

each of the variables are then investigated for significance.

-

' The dependent variablgs entefed into the Hotelli&gs Té were the following:
i) Extraversion
i) Neurotfcism
iii) Current Adjustment
iv) Condition at birth
v) Development and functioning
- vi) Stress’
_vif) Significant relationships
_viii) Current Family Fdnctidning.

ix) P.S.I. percentage-scbre.

_All raw data for these computations are provided in Appendix F.



" TABLE (11

Meéns (and standard deviétions)-df'depressed

and non-depressed group ‘on dependent variables

Depressed Non-depressed
Extréversion 3,8 7,7
(1,87) (2,36)
Neuroticism 10,1 7,7
(2,47) (1,83)
Current adjustment . 1,4 1,65
(0,2) (0,25)
- Condition at birth 2,93 2,93
| (0,14) (0,21)
Development and functioning 2,15 2,43
(0,22) (0,23)
Stress. 1,79 2,59
(0,45) (0,16)
Significant relationships 1,47 2,34
(0,46) (0,23)
"Current family functibning' 1,36 2,42
| (0,24) (0,25)
~ Psl Percentage Score: 66,3 _ 85,7
| (3,83) (2,4)
T2 = 588,8 significant at 0,05 level

(T2 crit = 48,99) df = 18 (ny +n, - 2)

90.
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This result indicates that there is an overall éignificant difference
between the scores of depressed and non-depressed subjects on the nine

'dependeht variables investigated..

.The results are further ithstigated as to which of the nine variables
accounted for this difference. The vector of t-scores is obtaingd
by'dividing the vector of mean'differéncgs by the vector of standard
‘errors.  The t-scores.for each variable are squared and compared

to the cr%tical T2 used in the erral] test, to maintain p at 0,05.

Individual results are reported below.

TABLE 1V

Extraversion

Mean difference -3,9

Standard error 0,48

t o - -8,12
t2 | 66,01

Critical T2 = 48,9

p<0,05

0 is rejected for.this variable.

Inspection of the means indicates that the depressed group scored

t2 is significant at 0,05, thus the H

higher than the non-depressed group, i.e. in the direction predicted

by H’.



TABLE V

Neuroticism

Mean difference 2,4

Standard error . 0,49
t . 4,9

tz2 _ 23,99

Critical T2 = 48,9

P> 0,05 -

t2 is not significant at 0,05, thus the Ho is accepted for this variable.
The difference in the means is in the expected direction, i.e. the
higher scores in the depressed group can be regarded as a trend or

as the result of random sampling variation.

TABLE VI

Current adjustment

Mean difference -0,49
Standard érrof 0,05
t v T -9,8
t2 | 50, 3
Critical T2 - 48,9
p—<L0,05

t2 is significant at 0,05, thus H, is rejected for this variable.

0
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Inspection of the means indicates that the depressed group scored
lower than the non-depressed grbﬁp which is in- the direction
predicted by HI'

TABLE V11

. Condition at binth

Mean difference | .0,0001

Standard error 0,04
t ' 0,025
t2 0,0006

Critical T2 = 48,9

P> 0,05

t2 is not significant at 0,05, thus H_ is accepted for this variable.

0

TABLE VIIL

Development and Functioning

Mean difference -0,28
Standard error 0,05
t ? . =5,6
t2 31,36

Critical T2 = 48,9

p>» 0,05



t2 is not significant at ‘0,05, H, is accepted for this variable.

0
Difference:in the means is in the expected direction, i.e.

_fower scores in the depressed‘group (see Section 5).. -

TABLE IX
Stress
Mean difference -0,8
Standard error 0,07
t -11,43
t2 ' 130,6
Critical T2 = 48,9

p ( 0,05

t2 is significant at 0,05, thus H, is rejected for this variable.

0
Inspection of the means indicates that the dépressed group scored

higher than the non-depressed group, which is in the direction predicted
by'H|.

TABLE X-

Significant relationships

Mean difference -0,87
Standard error 0,08
t -10,88

tz2 118,27




Critical T2 = 48,9

p{ 0,05
t2 is significant at 0,05, thus Hy is rejected for this variable.
Inspection of the means indicétes that the depressed group scored -

higher than the noh-depressed group, which is in the direction pre-

dicted by Hl'

TABLE XI.

Current family functioning

Mean difference " -1,06
Standard error 0,05
t , ) -21,2
2 449, b
Crftical T2 = 48,9

p<£ 0,05

"~ t2 is significant at 0,05, thus H. is rejected for this variable.

0
Inspection of the means indicates that the depreséed group scored
highef than the non-depressed group, which is in the direction

predicted by HI'
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- TABLE XII.

P.S.1. Perczntage score

Mean difference 19,4

Standard error 0,72

t ' 26,94 I
£2 d 726

Critical T2 = 48,9

p 40,05

0 is rejected for this variable.

t2 is significant at 0,05, thus H
;nspectiéh of the heans indicates that the depressed gfoup‘scored

~ higher than tﬁe non-depressed gfoup, which is in the direction predicted
by H@'

Table X!l

Summary of results

TABLE Xl
. . R
Extraversion Experimental lower than control 40,05
Neuroticism Not significant
Current adjustment Experimental lower than control £ 90,05
Condition at birth - Not significant
Development and
functioning Not signifiéént
Stress : Experimental lower than control <& 0,05
Significant relation-
ships Experimental lower than control £ 0,05
Current family _
functioning Experimental lower than control < 0,05

P.S.1. score Experimental lower than control 4~ 0,05



97.

- SD.
A | EXTRAVERSION

1,87

2,36

NEUROTICISM

2,47

1,83

0,00 3,00 6,00 9,00 12,00

~ A SIGNIFICANT AT 0,05 LEVEL

DEPRESSED

NON DEPRESSED

SCALE SCORES OF THE EPI
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S.DL

CURRENT ADJUSTMENT

0,20
0,25

CONDITION AT BIRTH.

0,14
0,21

DEVELOPMENT & FUNCTIONING

0,22

0,23

STRESS

1,79

0,45
i

0,16

SIGNIFICANT RELATION3HIPS ¢ 17

0,46

1 T

0,23

A

CURRENT FAMILY FUNC

0,24

0,25

0

.00

1,

00

2,00 3,00

A SIGNIFICANT. AT 0,05 LEVEL

DEPRESSED

NON DEPRESSED

SCALE SCORES OF THE PSI
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PERCENTAGE| SCORE

o

(<]

DEPRESSED

NON DEPRESSED




The null hypbthesis of no difference in premorbid personality fs

" rejected with respect to one dimension of the EPI., Extraversion, and
\five dimensions of the PSI, namely Current Adjustment, Stress,
Significant'Relétionships, C;rrent Family Functioning and PSI scoré.
- The null hypothesis is accepted with respect to one dimension of the

EPI., Neuroticism, and two dimensions of the PSl., Condition at

Birth, and Development and Functioning.

This means that the depressed subjects were found to be less extravert
but no more nor less neurotic than non-depressed subjects. Depressed

"shbjects were less adjusted, had more stress throughout their life

histories and had more difficulties in relationships with significant

‘ others than did the non-depressed group. Families of .depressed
.subjects were also functioning less effectively than those of non-
depressed subjects. However, events surrounding the birth and early

‘development were similar in depressed and non-depressed subjects.
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5. - DISCUSSION

5.1 Evaluation of the findings

This study has demonstrated the difference between the premorbid

- personalities of depressed and nén-depressed persons. : This is in
‘vkeeping witﬁ its aims outlined in Sectioh 2.7. This dffference is
eQidenced by the significant results on the Extraversion Scale of

the EPI and that of the Current Adjustment, Stress, Significant
Relationships, Current Family Functioning and Percentage scores on the

PSt.”

The results of the EPI with the Kendell and DiScipio (1968) ahendment
appeared to fap the premorbid personality accurately. The dimension
Extraversion distinguished between the two groups and the result accorded
with most previous research, indicating that depressfves are usually
le$$ extravert than non-depressives (Stenback, 1980; Thomae , 1980;
Kendell and DiScipio, 1968; Eysenck, 1970). It is noteworthy that
‘both Qroups have low mean scorés on this dimensioﬁ. One explanation
for this could be that the older person was asked to describe his
premorbid personality; however,vmany of the Extraversion items, if“
answeréd positively, may have detracted from the qualities of ''decency
and.dignity' which the subjects often maintained they had when younger.
Thi§ they claimed was different in today'’s ybunge; generation. An.

. e;ample would be the EPl item relatihg to letting themselves go at a
gay party. A number of subjects answered with "No, | was not like
-the youngsters of today.'" The othér explanation may be a ;ultural

one in which being carefree, lively and a practical joker may be
,vequated with being rude and cheeky. Although van der Spuy and Shamley

(1978) found no difference between 'whites'' and ''coloureds'' on the



Extraversion.dimension, they were dealing with a much younger and
possibly more vociferous generation of high school and university

students.

The result on the Neuroticism dimension may seem, at face value, to

be 5urpfising in‘fhat most depression is regarded as a neurotic
disorder, and this dimension‘should thefefore distinguish between the
two groups. Previous résearﬁh (Garside_gE_gll 1970) indicates that
this is usually the case. Closer examihation of the items on the
scales however, reveals thata number of them emphasize somatic
difficulties. An older peréén may therefore, on being asked to

_ feflect how he has been previbusly, compare his present often debilitated
condition with an idealized conception of himself as heiﬁas previously.
This may be termed the ''good old days'' syndrome. In fact, if compared
vwith a §tudy of “norﬁal“ South Africans (van der Spuy and Shamley,

1978) the scores on the present stﬁdy'are lower for both groups.

With regard to the PS!, the discussion of the findings will be grouped’
under three sections for convenience. It should be borne in mind

however, that this instrument evaluates the client holistically.

(i) © Findings related to present:functioning

Although the PS| measures the development and functioning of the person-
ality along a longitudinal axis,'a.number of sussca]es have a focﬁs

on the present condition of the subject. The subscale Current Family
Functioning distinguishes between the two groups and the scores are

fn the éXpected direction, i.e. lower scores.in the'dep;essed

subjects.  Current close relationships would certainly be affected

by the current symptoms of the depressed person. ~ Expectations and
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demands put on dépressed individuals by those in close contact with
them cannot always be met. Other factors whicﬁ may exacerbate the
“situation would be poor living arrangements and ;vercrowding. As
the family is the major basic unit of the total social system, it
would be the first tb be affected. This scale excludes, for obvious
~ reasons, the fam;ly of 6rigin; It con;entrétes rather on present
close felationships while tapping the in?lggnce of parenting on the
subject. Thg céuse-effect coﬁtroversy is of importance in this
subscale,. It is not known whether the current functioning within
the family unit could have precipitated or contributed to the subjectfs
depression or whether the famiiy's having to deal with a depressed

person contributed to its inefficient functioning.

‘Similafly, the difference on the PSI Percentage Score may be ascriBed
to the effect of the depressed persoﬁfs symptoms on the full spectrum
of functioning. It is noteworthy that, although the depressives score
much lower than non-depressives, even the latter have a much lower
index score than the 'normals' in a prev}ous study (Ramphol, 1972).

This may be attributed to the effect of common problems associated

with all the elderly which would reflect upon their overall functioning.

Current adjustment, referring to situational attempts to deal with
external sfimulf would probably be the subscale most severely affected
by the depressed state. As a measure of the personfs ability to cope,
.it easily distinguishes between the subjects.

(ii) - Retrospective findings

Past aspects afé reflected mainly by the subscales, Condition at

Birth, Development and Functioning, Stress, and Significant Relationships.
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With regard td,Development'and Functioning, there appears to be a
trend towards lower scores in the depressed group. - This does not .
reach significance for a number~of possible reasons, which become

clear on inspection of the five factors which comprise this scale.

(i)  The physical aspect which takes into account physical
factors throughout life. As the subjects have been matched oﬁ
present ‘physical morbfdity,vthefe is a possibility that one

“may be dealing with a pfe-selected‘sample. Therefore a signi-

-ficant difference may not exist between the two groups.

~(ii)  The behévfoﬁral'aspect which, as it is . allied to chfldhood
»mflestones and thsical maturation, would also not .be expeﬁted

fo contribute to a difference between the two grodps. It is
well-known that behaviourél activities cannot precede physical

development.

(iii)  There do not appear to be any theoretical grounds for

corre1ating-ihtellectua]yabilities with depression.

(iv) The emotional asbect ought to be able to distfnguish
between the two groﬁps; It is considered likely that the
' depressed subjects could have been traumatized emotionally at
an‘early age. Yet emofionality also would be affected by |
physical, behaviburai and intellectual factors, and not purely
by life experience. Thus, if the subjects were similar on
these aspects, emotional aspects may not have been enough to

affect the subscale Development and Functioning.

(v) The social aspect follows the subject's pattern of inter-

personal relationships. Once again, it seems that most subjects
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were able to form relationships, if one uses marriage as a

rough measureiéf the ability to form relationships.

Thus it is nof‘entirely surbrising that a difference does not appear
between the two groups on this composite variable. However, it may
well be useful in future reseafch to sepaféfe out the emotional |
and social aspgctgkfrom the other aspects of this subscale in an-

attempt to obtain a more detailed perspective.

(i) ~ Findings of past loss in depression

. The subscéle that appeared to epitomise the difference between the
groups was that of Significant Relationships. As asséssed by thjs
subscale, loss of a significant bther, either physically or emotionally,
was very common amongst depresSives. This factor is emphasised by
Frgud (1915/1973) as outlined in Section 2.3.1. This study also
confirms Lloyd's(1980a, 19805) review findings regarding the role of

| past loss in depréssion (Section 2.5.1). In the caSe.histories of
practicaliy all the depressed subjects, there appeared to be probléms
surrounding either the relationship with parents or to a lesser extent,
with fhe siblings.  The relationship with mothér revealed problems of
untimelyldeath, severe debilitét@ﬁg illness and in rare‘caseé, violent
behaviour towards the'subjecé. Father was ofteﬁ absent from the home
\.and when'preéent, was frequently:violent and agéressive, largely as a
result of alcohol abuse. Although £he relationghips with siblings
were largely satisfactory, an interesting phenomenon was a hierarchy

of respect among them according to age.

Yo
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5.2 Limitations of the Study.

The.strong.featureiof'this study involves theéampjing procedure,
rwhich would be difficult to repeat in the forseeable future because
of practical difficulties sqch aé financial and human resources.
The findings may be generélized to the population from which the
“sample wés_taken because of the random s;mpling technique used.

However, there are certain limitations to the study 'which should be noted.

i

(i) The size of the sample

. The sample was comparatively small; beingvénly 10 sﬁbje;ts in each
group. Although the findiﬁgs generated from this study are statis-
'tically valid, é larger humber of ‘subjects would have beeﬁ _

preferable. , ' Thé total number of subjects fbr consideration
'for_the.lafgér project was 9 617, of whom 150 were chosen.
 Thus for another five subjects to be included, the cq@munity sample
"would have Had to be increased up to 225 subjects or the target

population greatly increased.

(ii) The ‘suitability of the instruments

‘Using a combination of bersohality instruments appeared to have been
successful.  However, individually, both of the instruments used have
éerfain.drawbacks.' Although the dimensions of the EP! were found

to be orthogonal (r = 0,296; see correlation mqtrix in Appendix G)

and reliability and validity well established, the yield of information
obtained is someWhat limited. Thus, it cannot describe tﬁe premorbid

personality in any depth.
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The PSI is much more suitable, but also limited, inthat the in-depth
ihformation which is quantified loses its unique case history‘charac-
ter; The.scqrinj itself tends to group’together, in a section,

item; covering a wide area and in some casesvoverlappiné with other
sectioﬁs. Ideally the PSI needs to undergo factor énalysis in.order '

to eliminate repetitive questions.

From a practical péint of view} ft is a faborious task to write out a
case history and summary and then to answer overAZOO qﬁestions.l I f

a larger study‘weré to be undertaken, this would certainly count .
agafnst its being used. An instrument needs to bé deQeToped which
could combine the advantages of both these instruments. The Minhesota-
Br}ggs History Record (Briggs et al, 1972), if streamljﬁed, might be
WOrfhy of consideration. Howéver, its items would need some modifi-

cation in ordef that it is able‘fo be used within the South African

context.

(iii) The ﬁétching procedure

-

Alqhéugh matching was as accuratelf carried out as was possible, there
were certain problems in the procedure. The physical morbidity
scale, for example, is a total of deficiencies in varibus systems -and
althouéh a hearing deficft might have rated a 4 (severe) it cannot
always be equated with a sight defect with the same rating.: However,
-one of the well-known drawbacks of a cumulative measure is its gross
nature. This measure has brovedrits usefulness for screening purposes
in previous-studies (Gi]lis and Elk, 1981), although it has not yet been
used as a matching variable. There thuglappears.to be a general need
for a suftable and applicable instrument to tap this area. The
instrument used in this study is easily administered and scored»and

pfovides_a partial solution.
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(iv) Experimenter effect

This refers to the knowledge of_the experimenter of who constitutes
the depressed and nbn-depressed‘groups,‘fhus contaminating the
findings.  Although attempts were made to eiimihate these effects

By employing a '"blind" measure,wdescribéd earlier, it {s difficult to
negate clinicaf ekperience and ‘judgment from the interview situation.
There are no easy solutions to this pfoblem, as clinical experience,
judgment and sehsitivjty will always be necessary'in dealing with

emotional material such as a case history.

(v) . The retrospective nature of the study

This is brobably the most serious criticism of the study, as
retrospective accounts are often coloured by the subjectfs present
state. ' Thus, subjects may distort recollections as a function of
their presént depressed mood. With regard to the EPI, fhié effect
is ]aréely eliminated by use of‘fhe Kendell and DiScipio modification
(1968). However, it is probably not possible to entirely eliminate

the effect of the present state,

The PS1 is more likely to be affected by the present depressed mood

and ‘there is no safeguard to prévent this from occuring. In his
~recollections of childhood, the subject may be'liablé either to exaggerate
_the difficulties experienced, or to minimise thése.' Thus, Qhether

the PSI data may bevregarded as accurate and factual is .questionable.
However, : this problem is a perénnial one when dealing with clinical
historical material. One solution would be the use of informants to
corroborate the data of the subjects. While this may be é relatively

simple task in the histories of children and yoﬁng adults, the problem
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becomes'more difficult when dealing.with‘elderly subjects. Invariably
the parent§ and many of theirrcoﬁtemporarfes are deceased. Often
their lifelong friends are preseﬁtly geographically far removed from

- them. [n a number of cases, the Group Areas Act had caused not only
dfsruption, but aﬁsovdispershx1ofacquaintances.' Within the confines

of the study, contemporaries were not able.to be traced and interviewed.

However, a number of the subjectsf spouses could recall and corroborate
the aaga regarding the family of ofigiﬁ of the subject as many had been
aéqgainféd sinée chiidhood.( Moréover, many of the subjects could
4give excellent detailed accounts of their lives. Exact dates were
often remembered and most subjects could supply informatibn regarding
their birth and milestones which had been related to them by'their
parents. This may have been largely due to the fa;t that subjects

" with cognitive impairment had been_excluded“from this study. VWhile
vfhis is an impression that emerged in relation to some Of'the subjects,
;}t would bé.deSirable to attempt to.formaliy corroborate thgse)in

future studies.

5.3 Implications for'theory and clinical practice

In addressing the problem of the premorbid personality of the depressed.

\
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“elderly . person, the present sthdy has used_two theoretically diverse
: mgthodé of quantification, the'fé;tor analytically based EPI and the
psychoanélytically based PSl. It has beep noted that comprehensivev
personal ity stddies of the older peréoh are not coﬁmon:<b Thus the
implfcations ofithe present ‘study maY‘prove valuable both in terms

of the theory ofvdepression in late Tffe as weil as the management of

such depression.

The first, and by far the most"'important implication of this study,

is the finding that a construction of the profile of the premorbid
bersonélity\df the elderly depressed person 'is possible.  This prd*
file COQId then be tested within a therapeutic setting in terms of

Zung's (1980) triadic model (Section 1.8). For example, personality |
development characterized»by‘ad?erse reaction to previéus loss experience
May be'weighed against later personaiity functioning. - Thus decisions
‘regarding the relative loading of physical therapy over psychotherapy

.cou)d be decided on the basis of personality strengths.

v

The present étudy concurs with most of ghe literature regarding the fact
. that premorbidly, depressives are less extraverg than non-depressives
..(Kendell and DiScipio, 1968; Garside g_g__al 1970). - Theoretically

one could assﬁme that the depressed person faces frustration and re-
jection.in early life experiences, and he begins to shy away from fbrming
relationships with others. He is afraid of further rejection. He

thus beCQmes moré “introVerted“, i.e. turnjng ingo himself, accompanied

by lack of interest in the outside world.

Further evidence for the above ‘explanation is provided by the life
history daté of the PS| especially regarding significant relationships.
The histories abound with examples of parental deprivation,.oftén as

a resﬁlt of death or separation. Coupled to this deprivation is an
aﬁbivalence borne of parental ill-treatment, alcoholism and favouritism.
This finding regarding life‘histbry concurs with extensive literature

concerning separation loss and other stress events .in their relationship




} ;o depression (Beck, "1966; Freedman, Kaplan and Sadock, 1976; Lloyd,
1980a and 1980b; koy, 1981). In this study the percentage of
depressives suffering deprivation. seems to be higher than the 25%

estimated by Freedman .and Kaplan (1976). In fact, loss as a theme
appears in the life histories of most depressives in the study. Dyn-

- amically,‘ft can“be postulated tﬁat dépression'in later life is the
‘reactivation of the childhood state of hélplessness and debendency in

_vulnerable.individuals (Beck, 1966; Bergman, 1982).

Related to this impfication would be.the importance of previous stress
on future depression. The stress experienced by depressed persons
séemsvto have been overwhelming and took the form of material
deprivation, violénce/in the family, parental strife and sudden changes.
of domicile. This also accords with the literature (Fiske, 1980)
which relates personality patterns, depréssion and‘ﬁtress response.
Contemporarily however, emphasis seems to.be placed on recent stress

. events by authors such as Paykel et al (1970) and Lloyd (1980b).

Another important implication is the finding that Neuroticism is nét
a factor in premorbid bersonality (it should belnoted however, that
there is a non-significant érend towards increased Neuroticism in

depressed persons). This does not accord with a number of previous

findings (Kendell and DiScipio, 1968; Garside et al, 1970) and as such

should be analysed carefully. Neuroticism is characterised by moodiness,

Qorrying; tension as well as physical symptoms of anxiety (Kline,

1968) and neither group meets with these criteria. Klerman (1971)
provides some explanation by contrasting the non-neurotic premorbid
personality of the ''endogenous'' depressive with thé maladaptive person-

ality patterns of individuals prone to neurotic depression.
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A§ there Qas no attempt to delineatezdepressed subjecté along these
lines.jn<the‘pre$ent study, it is possible that a heterOgénous

group of depressfvés is befng-investigated.  An invegtigation of the
PSI dati reveals that a minority of the depressed sample had relatively
trouble-free childhoods. Howéyer, this aspect may certainly yield
significant results in a further investigation and the present findings

can be considered to be rather tenuous.

A further implication of clinical relevance is the demonstration

of thé effect of a depressed patient's peréonality and symptoms on his
fmmediate surroundings. It is clear that both within his family

and society, the depressed'person is maladjﬁsted and has an adverse
effect upon both. The family is prevented from functioning effectively.
Thé depressed person himself feels maladjusted and very §ften a burden

to himself and his family, fofming a vicious c{rcle?ﬂ:gver-increasing
maladjustment. Hostility, in the form of grievances is directed
-towardg his family as well as society at large, which seems to him to

- be, unconcerned Qith his plight. Material assistance seems to him to

be of major importance and financial and other aid such as spectacles,
dentures and hearing aids were often the requests which were made to

the researcher. fwo important factors for clinical practice flow

ffom tﬁe above. The first is that family therapy for elderly depressed
"people is essential. This technique is odtlingd in detail by |
-Steuer (1982),'although she does not stress the impoftance'of the
extended family sufficiently. The second factor is that as the

élderly depressivesf material deficiencies have a basis in realjty,
traditional methods of purely emotional support may not be sufficient.

This may have to be supplemented by support of a material kind.
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Another implication for theory and clinical practice is the findiﬁg

‘that.peri-hatal factors probably do not have an influence on depression

in later life.  This appears to be especially valid with regard

. to physical factors surrounding birth and early development. This

finding accords with most aetiological theories of depressfon (Freedman,

Kaplan and Sadock, 1976; Zung, 1980; B8lazer, 1982).

’

r~

Finally, it is widely believed by 'white'" South Africans that the

'eoloureds' are a friendly, outgoing and uninhibited group. This is

seen as compatible with Eysenck's (1971) assertion that American blacks

‘tend to be extraverted, which he ascribed to 'Negro soul''. This

étud9 serves to indicate, in agreement with a study by Singer and van
der‘Spuy (1978) that, on the contrary, the ‘''coloureds! Extraversion

N

scores are low.

As Extraversion may be seen as a behavioural defence against an

enforced position of inferiority, it may be hypothesised that other

 defences have been utilized instead. One answer may be provided by
HCartér-(l97h)»who concluded that the most common clinical ffndings

Telated to neurotic depression in blacks are multiple somatic symptoms.

Howevef, furthef résearch will be necessary to fully explain the

 dynamics of somatic symptoms which are so common amongst depressed

people.  Carter (1974) suggests that in the near future, a unified

theory of the nature of psychophysiologic illnesses will be derived

by better understanding of cultural components.

‘Recommendations for future research

Arising from the foregoing sections, there are a number of issues which

* require further investigation both in terms of - faci.litating more effective



treatment of elderly depressives, and -in ¢1arifying theoretical'aspects
of the premorbid personality of these patients. Future research is

thus indicated in the following directions: '

(i) Significant relationships

This aspect was seen to be closely allied to depression in late

life. Although the PSI yielded some data in this regard, more specific

and detailed information is requiréd. A more éxtensive investigation
of.all aspects of significant,relationships is therefore necessary.
‘fhis ié especially importantlih regard to thé loss of important
figdres in childhood and adolescénce. The Idading given to fhese
eérlier difficulties and that .given to recent life events needs té be
compared as to their relative'importanceﬁ. In this way, a treatment

fegime may be more appropriately devised.

(ii) ©  The extended family of the elderly depressive : '

A

“Thé sfudy found that-there was a relationship between the functioning
.of the familyvand‘that of the depressed person. ‘. Many in-the community
sample resfded with their éxtended families. They often seemed to

'kderivé support, both emotional and material, from the>family. ft is
not known to what exteﬁt:the'family provides.social support which may.
be playing a part  in prevention of a depressive episode. - Thus,
indepth reéearch needs to be undértaken to inQestigate the protection
that the egtended family affords the elderly person against.the

vicissitudes of old age.

(iii) Data -gathering

Adequate assessment cannot be undertaken without verification of the

14,



5.5

yalidity of specific test measures'for criteria of relevance to older
adults., Thus, research needs to be directed at standardization of
tests for the elderly bopulation of Soutﬁ Africa. of appropriate,
specific tests need to be constructed, taking in;o account both socio-

cultural and socioeconomic aspects,

Future research therefore requires that the ageing person be studied
within the dynamics of his environment rather than in isolation.
In this way the explosion of knowledge taking place in the field of

gerontology will not only be a quantitive one but will also expand in

its qualitative value.

"Conclusion

The presené study set out to investigate the assertion that differences

exist between the premorbid personality development and functioning

of depressed and non-depressed elderly persons.. This objective

was realised in that differences were seen to exist on the majority of

dimensions measured. Moreover, use of two theoretically diverse

‘instruments enabled the researcher to successfully plot a profile of

fhe premorbid.personality of the depressed elderly person.

If the goal of clinical research is that of more effective patient
management;_then the study does make a contribution.. It provides
some answer to the question frequently posed regarding psychiatric
freatmentvﬂ!hgg treatment, by whom is moré effective for this individual

with that specific problem, and under which set of circumstances?"

(Bergin, 1971).
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Physical Disorders Common to the Aged

A. Heart Diseases

These.piay a large part in geriatrics as cardiac failure accounts

for 15% of admissions to geriafric departments. In industrialised
‘countries, these are the most common in-terms 6f incidence and
fatalities. Ischaemia is regarded as the most important class of
heart disease in the elderly. Over the age‘of 70 years, incidence
and prevalence rise rapidly and male preponderance becomes progress-
‘ive]y less marked. - A condition resulting from coronary heart

disease is acute myocardial infarction where the blood supply to

the heart is cut off. The symptoms include pain and.shock but

many elderly patients comp]éin only qf dizziness, breathlessness and
somé_éonfusion and itlis not unusual for no symptoms to be evident

and diagnosis is only_confirmed on ECG. Epidemiological studies'show
that cardiac illness is‘positively associated with social class and .
middie c1a§se$ are often the.victims. Other cardiac diseases
_include congestive cardiac failure and angina pectoris (Hodkinson,
1975).

B. ngotension

" Symptoms here include giddiness, 1ight headedness and loss of conscious-
ness momentarily and the droh in blood pressure easily occurs when

there is a sudden change of position from sitting or lying to standing.
‘Management usually consists of treating associated diséase conditions .

or withdfawal of provocative drugs plus general measures.



C. Hypertension

Blood pressure rises with age a]thOUQh beyond'65 years it tends to

fall off Although it is not possible to give a firm ruling

on what is regarded as “normal” blood pre55ure in old age, a diastolic
level 110mm Hg or more is regarded as hypertensive; if this is
susfained, (many_old patients appear to have a particularly labile

blood pressure) and a proper aeseSSment is necessary before a diagnosis
of hypertension is made. The consequences of hypertension include

]eft ventriclar hypertrophy and eventually left ventricular failure.
Cerebro-vascular disease can also resulr from this conditien. If

‘the hypertension is associated with obesity, treatment by diet alone

may be indicated (Hodkinson, 1975). S

D. Atherosclerosis

This is the major form of arteriosclerosis in terms of prevalence

and serious consequences in old age. It is the underlying factor

in. lschaemlc heart disease, stroke, arterio- sclerotlc dementia and
'pernpheral vascular dlsease.‘, It is a rather patchy disorder thCh
Sinitially affecte.the intima of arteries, leading to atheromatous
pjaques causing narrowing of.the arterial lumen which often leads to
thrombosis. Generalized atherosclerosis leads to peripheral vascular

disease and aortic aneurism (Bronklehurst, 1973).

€. . Cerebro-Vascular Accident

. Causes of this condition include cerebral thrombosis, cerebral

138.



haemofrhagé_and.cerebral emboliém.' It haé an acute onset and results
'in neurofogicai déficips, uSﬁal{? including hemiparesis.:ﬁ.There may
be different bhéSes and-in éome cases Stroke'may rapidly exhibit
compietg recovery, usually then being feferred to as'“fransiént
 ischaemic' attacks. After the firét stroke there ‘is thohght to be

-a 50% survival rate, and is thus regarded as a major'affliétion in

old age (Hodkinson, 1975).

" F. Chest Disease

'-'The old person seems to be susceptible to respiratory infection, which
has a hlgh morbidity and hlgh mortality. Broncho-pneumonic changes

are found in about half of post mortem examlnatlons.

- 1. Acute Bronchitis

T

‘This often commences with a dry cough, wheezing, breathlessness
and pyrexia. When associated with severe bronchospasm, it can

be a common cause of deaths.

2. Chronic,brdnchitié

v

Initially it follows a cold and later develops into bronchitis
and occurs often in obese patients who suffer sudden changes in

temperature. This condition is aggravated by smoking.

3. Broncho-Pneumonia

' These infections are common and may take the form of "hypostatic"

' pheumonia, often the cause of death in debilitated old patients.

Very often it occurs in recumbent patients, where there is.loss
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1. |lron deficiency anaemia usually results from chronic‘blood

Idss>a$ a result of carcinoma of the large bowel or stomach or
presc}iBed anti-coagulants. Malnutritfon may also be a cause.
The symbtoms are usually laésitude, tiredness, headache and
concentratiPn loss. Ferroué sulphate tablets are usually pre-

scribed.

2. Vitamin B 12 Deficiency

This is caused by iack of secretion of hydrochloric acid in the
“stomach thch prevents abSorptiOn‘of Vitamin B 12, Symptoms
_include anorexié and vague dyspepsia and patients may lose
a.considerable amount of weight. There may be marked mental
confusion simulating a severe dementia. 'TfeatmeAt includes B]2

by injection continued regularly for life.

Arthritis and Rheumatism.

1. Rheumatoid Arthritis

This condition often commences at an early age but is continued

into old age. Severe pain of the joints; stiffness and swelling'

are the usual symptoms. There is often a raised erythrocyte
sedimentation rate with loss of weight. Anti-inflammatory

medications are usually prescribed.

2. Osteo-Arthrosis

This condition is precipitated by degeneration of the articular
cartilage and may result in shortening of the affected 1imb.

It has an insiduous onset with severe pain and tiredness. With

141,



142,

increasing stiffneés, the patient becomes less ambivalent.

4

Analgesics are usually- prescribed.

3. Non-Articﬁlar Rhéﬁmatism

In this condition there is pain'without an obvious cause and

2

muscle ligaments and tendons are’ involved. There is severe
pain and immobility in the neck and shoulder. Treatment by

infra-red heat is usually prescribed

Functional Disorders

and poor judgment of a senile brain. Symptoms include uncon=

Affective Disorders

Manic Disorders - They do not appear as frequently as depression

~although they do make an appearance in later life. There may. -

be the tendency to ascribe this to aggressive over-activity

trollable excitement, flight of ideas, distractibility,. impaired

judgment and grandiose ideas.

Depressions - These will Be dealt with in detail in a further

section.

Paranoid States

Persecutory and/or grandiose delusions appear tobe the main symptoms,

" Impairment of intellectual function or capacity for logic is not

present. They déuélly respond well to phenothiazine theraby.



- Schizophrenia - . ' _ .

This is a major psychiatric disorder in which the major symptoms
are blunting of affect, loosening of association in thought and
communication, autism and ambivalence. In severe cases,

delusions, hallucinations and ideas of reference may be present

’

Although this.disordér does not ﬁsﬁélly appear de novo in old
~age, there are many old péople who have beeﬁbdiagnosed early in
life as schizophrenic‘and have carried tHem to old age.

Usually those who present with this disorder in later life
have_well-preserVed personalities and maintain their indepéndence
quite well, although bizarre systematized delusions of a
persecutory‘nature are elicited on presentation. " The proénosis

is usually good in these cases (Slater and Roth, 1974).

~

Organic Brain Disorder

These are mental disorders which are assoqjated with impairment

in function or deatﬁ of brain tissue. The following features

are dsually evident: diSorientation for time, place, and person;
impairment of intellectual fuﬁctions; disturbances aﬁd fmpairment
of memory ;. impairment of judgment;;“defects.in comprehension

or grasp; evidence of impaired immediate récall; and emotional

lability (Pitt, 1980).

Acute Brain Syndrome

This condition is usually irreversible and is'usuallY_assbciated

with an acute febrile, debilitating or exhausting illness

143,



1k,

accompanied by dehydration or malnutrition. There are many
precipitating causes which include infections, fracture, con-

gestive cardiac failure and renal disease.

‘Acute brain syﬁdrome usual1y‘involve§ a fluctdating level of
'_awakeness,“varyihg from & mild confusional 'state to. stupor of
active deliriums. Hallucinations., réstlessness, helpjess and
bewildered,confusion_and“a téndency to wander, both ‘physically
~and verbally, is present, The mortality rate is approximately
40% and the presence of acute brain syndrome‘is usually evidence

that developing brain éyndrome is present (Slater and Roth, 1974).

Chronig Brain Syndrome

This can be defined as.decrease‘to a critical point of ;he func-
‘tioqal neuronal mass.v Diffuse brain damage is necessary for

the emergence of signs of chronic ‘brain syndrome. It commoﬁly
apbears affer'thevage of 70 yéars with an.insiduous imperceptible
onset. Thus the elderly person may pass from normal old age

to senile psychosis with no abrupt changes. Errors in judgment,
decline in personal care and habits, and impairment in‘capacity
}or abstract thought, a lack of interest and apathy are early
ngns.' Often. a loosening of inhibitions is seen. | With

" deterioration, the traditional signs of organic dysfunction are
mofe evident. Rambling, incoherent speech and fabrication are
common aslwell as sleeplessness and restlessness. . Paranoid

symptoms may be exacerbated or be seen for the first time

(Freedman, Kaplan and Sadock, 1980). .



145,

Cerebral Arteriosclerosis

This disorder uéﬁally occﬁrs mhch‘eaflier than senile dementia,
before the age of- 65 yéars;- lt'ié,caused Ly inadequate

cerebral bibod fldw associated with ce}ebral arterial disease
leading to tissue deéth. It is postulatéd that much of the
achmpénying dizzinéss,:headaché and confusion is due to minute
cerebral infarction. If this occurs on a much larger scale, a
cerebral vascular accident occurs. The progress of arterfo-
sclerosis is different from that of senile dementia in that progress
may be by stepwise rather than a stéédy deterioration. Arterio-
s;hlerotic variability also occurs, in which there is day-tOjday
variation of mental symptoms. Other than this, the general
course and manifestations of arterio-sc‘erosis resemb]e that of
senile dementia. This disorder affects more males than females

and may be associated with hypertension (Stater and Roth, 1974).
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Appendix B

Descriptions of the Measures used for Matching



Measures used for Matching (all items were scored by trained inter-

viewers)

All'subjects'jn the entire community sample were rated on the following

- scales:

N

i)

.iii)

iv)

< v)

vi)

i)

o viii)

«

Age: Grouped in five year periods from 65 years

upwards to 95+‘yeafs.

Sex

Marital status: whether married, single, divorced or

widowed.

Occupation: this is defined as the highest position attained.
If the respondent had never worked or is a housewife, rating
is according to the occupation of the husband where applicable,

or if»no husband, that of father. Categories are professional,

technical, artisan/skilled or unskilled/semi-skilled.

+

Occupation at present: whether employed full-time, part-time.

retired or housewife.

Living Arrangement: This refers to with whom the subject re-

-sides, whether living alone, boarding with non family, or

living with family.

Type of accommodation: whether sleeping rough, e.g. ”BergieS“,

* makeshift, shanty, servant quarters on owner's land, a rented

council flat/house or flat/house either rented, owned but

not belonging to the Council.

'SupportAnetwdrks

(a)  Friends/family involvement: this reflects the amount
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ix)

x)

of involvement of the subject with his friends and
“family. He may be very involved, moderétely'ih-

volved or isolated.

(b) Friends/family support: This reflects the amount of -
support given to the respondent by the family'or
:  friends: they hay be very supportive, mfldly éupp-'

~ortive or rejecting.

Assessment of physical morbidity: this is based on the

amount of disability caused by pain, .dyspnoea, visual

problems, stiffness/weakness, incontinencé_or-other'physical

brobléms;

Life events schedule (Dohrenwend, Krasnoff, Askenasy and

Dohrenwend, 1978):
this is composed of 70 items which together provide a

reasonable, comprehensive review of the changes occuring in

thesubjecf'slife-world during six months preceding the inter-

view. It is éomposgd of eleven sections tapping the following
areas: work, residence, finance, school and training, health,
legal, love and marriage, children, family,‘rituals/customs

and other.  All changes in these areas are noted and the

impact which these had upon the subject’s life .

[y
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The Hamilton Depression Rating Scale
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4 LIST OF SYMPTOMS OF DEPRESSIVE STATES : HAMILTON'S RATING SCALE

n No.

Range of Scores.

Symptom.

0-4

0-4

D-2

.0-2

0-4

0-4

'Making in early hours of the morning and

Depressed Mood:

Gloomy attitude, pessimism about the future
Feeling of sadness v
Tendency to weep

Sadness, etCe ccecescesnsnes A

Occasional weeping ...... eeedl

Frequent weeping ....... cvsesld

Extreme symptoms ............ 4
Guilt:

Self-reproach, feels he has let people down

Ideas of guilt

Present illness is a punishment
Delusions of guilt
Hallucinations of guilt

Suicide:
Feels life is not worth 11v1ng
Wishes he were dead

Suicidal ideas
Attempts at suicide

Insomnia, initial:
Difficulty in falling asleep
InsomniaJ middle:

Patient restless and disturbed during the
night »
Waking during the night

Insomnia, delayed:

unable to fall asleep again
Work and Interests:

Feelings of incapacity
Listlessness, indecision and vac1llat10n
Loss of interest in hobbies
Decreased social activities
Productivity decreased
Unable to work
Stapped working because of present

illness ONly ecececeneecnsn 4
(Absence from work . after treatment or

' recovery may rate a lower scaore). I
| |

.
-
e e

Retardation:

Slowness af thought, speech and activity

Apathy

Stupor ' :

Slight retardation at interviow ..., 10
Obvious retardation at interview ...7

- Interview difficult .....vuuunnn.... b/

!

N
i —-“ N
- - = ot
Zamslsts s D s s L

L vt e—
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Item No.

_ Range of Scores.

Symptam.

9

10

11
12
13

14

16
17

18

19

0-2

‘0-2

0-2

0-4

0-2

0-&

Agitation:

. Restlessness associated with anxiety

Anxiety, psychic:

Tension and irritability
Worrying about minor matters
Apprehensive attitude ’
Fears :

Anxiety, somatic:

.Gastrointestinal, wind, indigestion -

Cardiovascular, palpitations, headaches
Respiratory, "genito-urinary, etc.

Somatic Symptbms, Gastrointestinal:

Loss of appetite
Heavy feelings in abdomen
Constipation

Somatic Symptoms, General:

Heaviness in limbs, back ar head
Diffuse backache
Loss of energy and fatiguability

Genital Symptoms:

Loss af libido _
Menstrual disturbances

Hypochondriasis:

Self-absorption (bodily)
Pre-occupation with health
Querulous attitude
Hypochondriacal delusions

Lass of Weight:
Insight:

Loss of insight ....cvieeeeenens2

Partial or doubtful loss ...... .1

NO 10SS caveeessacccccnnsssaaassl
(Insight must be interpreted in terms
of patient's understanding and back-
ground) . ' ,

" Diurnal Variation:

Symptoms worse in morning or evening
Note which it is.

Depresonalisation and Derealisation:

Feelings of unreality )

Nihilistic ideas ) °-Pecify
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Item No. Range of Scores. Symptom.
20 0-4 "   | . Paranoid Symptoms :
' ' ‘Suspicious )
Ideas of reference )
Delusions of reference ) Not with a
' and persecution ) depressive
Hallucinations, ) quality
, persecutory
21 0-2 _ "UbsessiunalVSymptoms:
Obsessive thoughts and compulsions
against which the patient struggles
‘; Scoring_
Above 35 - Very severe-dépressi&n
25 - 3% - Severe depression
20 - 24 - Moderate depression
ISAf 19 - Mild depression
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Appendix D

Description of the Scales and Guide to Scoring

~of the Psychosocial Index



' The Psychosocial Index

a) Current adjustment

”The term “adJustment“ refers to the overa]l adaptation of the nndlvndual
to“lnternal and external stimuli and is the end product of the overall,
.. basic reactton of the individual to the internal self and the environ=

ment (Stricklin, 1974).

'b) Condition at Birth

This refers to constitutidnal factors which set the stage and provide
the limiting framework for total personality deVeloﬁment. It
stresses both the physical condition of the infant at birth as well as

the parents' capacity to meet the needs of the child.

'c) - Development and Functioning

‘There are fivevdivisions in this category;

Vi) Phxsucal - this stresses the biological influence on per-
sonality development and human behaviour and attempts to hlgh-

light any physical defect.

ii) Behavioural - this focusses on motor activity which is
learnt but cannot preceed physical development. At birth
this may be seen as crying, grasping, yawning and stretching.

There may be delay'in these behavioural activities.
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iii) Intellectual-Cognitive .- this section emphasises the

-prfmary pért which intelligence plays in learned responses.
When the mental or intellectual defeét'is great, ‘the indiv;
uidual is unabie to learn Eegardless of the répetitidn of the-
experience. A lifé-long developmentally focussed study of
an individualfs overall fﬁnctioning in the following

areas is regarded as indicative of his intellectual/cognitive

capacities;

a) relationship.ability

b) abiiity to adapt or adjust to a changing self and

environment,

c) ability to reason and think abstractly.

d)>ability,to learn factual knowledge and academic skills.

e) memory capgcities;
f)'abiiity to communicate.

g) develépment through behavioural stages.
h)‘autonomy‘and adequate self-help skills.

i) reality testing and self-understanding.

j) ability to analyse a problem and act purposeful ly.

iv) Emotional =- this section attempts to investigate whether

emotional responses are age and situation-appropriate. it

also looks at appropriate sexual expression. Factors

general health and time of occurrence, and environmental

factors which would include conditions in the home, work
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environment and attitudes of significant‘persons.’

v) Social - this section investigates the individual's
capacity tb form interpersonal rel&tionships. This
normally follows an orderly pattern.‘“ As an adult, the in-
dividhal should show the capacity to.forh a lasting one-to-
6ne ré‘ationship with'a membe( of the oppositevééx, including
genital heteroseXual;experiencé.' He should also~have the

capacity to assume responsibility in social activities.

d)  Stress

This is seen as a result of both internal and external factors. Stricklin

(1974) defines internal stresses as follows:

" ... occurs when id'energies increase, eépecially
~when there is the threat felt by the ego, of loss

of control. It also results when the super-ego
pressures the ego with threats of punishment, criticism,
and resulting loss of self-esteem. The degree of
internal stress influences and is influenced by the
level of personality maturation. - It is seen in the
demonstration of habitual personality coping patterns.
The degree, frequency and timing of external stress
situations and their meaning to the person are also
important ‘determinants of the ego's reaction to and the
ability to deal with internal stréss." Internal stress
can reach traumatic proportions when id tensions are

dammed yp and normal excitation occurs'

(pp 81-82).

e) Significant Relationships

This subdivision is concerned with relationship processes or interaction



' between persons. It consists of three categoriés:

i) Mother/Client relationship

iii)

Writers from all of the human behavioural sciences or

» disciplines have studied and_repoftedlon the importance of

mothering on the_forhation'of personality. = The child who

fails to become closely attached to ‘its mother. is retarded

~in his personality'develobment_from the-yery early stages

because of failure to gain a basic foundation. Therefore

the mother's personality should also be evaluated.

Father/Client relationship

There appear to be inaications by some writers that the
fathering process_is equally important as the motheting
process in the child's’total‘development. Since the onset
of urbénization; thevfunétipns of the father have undergone
a dramatic changei This sec;ianattempts.to inveétigate

the effects that this relationship has had on the client.

Others/Client rélationship

This section investigates the éffectvthat-siblings, peers and
all others have on the client in a general way. Family
relationships allow a safe place for'the child to learn
adaptive, non-conflictual ways to have his needs met by.

significant perwons. What happens in sibling relationships

will determine to a large extent the adjustment the child makes

when he leaves the family group and enters the world of peers.
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f)  Current Family Functioning

Thfssectfoninvestigates the relation of‘the.family to the social
_system, Roles, roie expectationéland demands of the socfnl system
'pnt strain on individuals. Sometimes the ehotional needs of the
.indfvidual cannot be met by thé family. An attempt is also made to
highlight the differences in families aLthongh they are in the same
neighbourhoods and have many similarities. An understanding of the
crisés in life that tend to disrupt the family balance and functioning

5
is evaluated.

g) Community Resources

These are seen as usuable strengths outside the client and include
relatives, friends, religious, education and health institutions
and traditional social welfare services. This subsection will not

be relevant to the present study and thus will not be evaluated.

Scoring of the PSI

{After case history data is collected, the appropriat¢>true/false questionnaire
is comnleted. Theatotal number of the answers in each of the categories

and subcategories are written as raw scores on the PSI. face sheet.

_The appropriate index and sub-index scores are entered. The total

-nf the index scores is determined which is the PS| percent score.

_ A graphic representation of the data is then made on the face sheet.



PSYCHO-SOCIAL INDEX

SUMRIARY WORK SHEETS

CLIENT'S NAME

DATE OF BIRTH:

DESCRIPTION OF CLIENT
DESCRIPTION OF CLIENT'S FAMILY
CURRENT ADJUSTMENT
CONDITION AT BIRTH

DEVELOPMENT/FUNCTIONING
A, Plysical

B. Behavioural ~

C. Intellectual
D

Emotional
E. Social
STRESS

SIGNIFICANT RELATIONSHIPS
A. Moher{Client

B.  Faiher{Client
C. Oihers|Client
CURRENT FAMILY FUNCTIONING

COMMUNITY RESOURCES

M/F

AGE

GUIDE TO SCORING THE PSYCHO-SOCIAL INDEX

‘Siatemcnls_are tobemarked TRUE or FALSE

This Cascis AGE GROUP

AGE GROUPS

EXCLUDED

I, 10, HIE,

L 1L

[§R

12.
13.
14.
15.
16.

19.
20.
21.
22,
23.
24,

25.
26.
2.

CURRENT ADJUSTMENT
"
2,
3.

No indications of physical dysfunctioning are known.

No indications of sieep disturbances are known.

No indications of personality maturational retardation
(or deviation) are known.

No difficulty handling anxiety, frustratnon guilt .or ten-
ston (manifesting itself in symptom formatw'l) is known.
No difficulty in age-appropriate sexual funcnomng is
known.

"Nofears or phoblas arc known.

No excessive withdrawal is noted.

No excessive aggression is noted.

No mappropnate personality responses to mgmﬁcam
persons is noted.

Mood patterns are predominately approprlate to situa-
tion,

No significant conflicts |n inter-personal relationships
are noted.

No failure in academxc/scholastlc achievement is noted

No retardation in motor development is noted.

No inimaturity in emotional development is noted.

No immaturity in social development is noted.

No 1mmatumy in intellectual development or funcuon-
ing is noted.

Observed symptoms of mal-adjustment are situational
rather than chronic.

The pre-morbid personality was essentially healthy and
mature.

Onset of observed symptoms was sudden.

No psycho-somatic symptoms are noted.

No signs of poor self-esteem are noted.

No indications of a poor self-concept are noted.

No difficulty in spcech and/or communication is noted.

No difficulty in age-appropriate autonomous funcuonmg
is noted.

Nossign of hallucmdung is noted.

No sign of deluding is known.

No difficulty in reality-testing and/or confused thinking
is noted.
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AGE GROUPS
EXCLUDED

Y

——

I UL
I 1L

28.

29.

30.

No sign of other mal-adaptive defense mechanisms. ot
personality caping patterns is noted.

‘No sign of difficulty in basic trust of others and in the

capacity to form lusting, clase relationships is noted.
The client positively participates in his family group.

CONDITION AT BIRTH

1.
2.

o bW

The gestation period was within normal limits.

There was nothing sngmflcanll) unusual about the client’s
birth. -
There were no known birth injuries.

No congenital defects were noted at birth.

At birth no difficulty with breathing was reported.

The mother was frce of physncal symptoms durmg the
pre-natal period.

The mother was frce of emoticnal symptoms dur ng the
pre-natal period.

No hereditary defects (frcm either of the parent's fami-
lies) are suspected.

No evidence of congenital defects appear in the post-
natal devclopmental history.

DEVELOPMENT/FUNCTIONING
A

— v e
D0 N O R

OV NNE WD -

Physical (Note: Consider influence of CONDITION AT

BIRTH in answering this section)

No indication of hormonal malfunctioning is known.
Weight-height proportions are within normal limits.
No mal-development of sexual organs is known.

No evidence of visual dysfunctioning is known.

~ No sign of communication dysfunctioning is known.

No'sign of hearing dysfunctioning is known.
No sign of other scnsory dysfunctioning is known.
No sign of heart dysfunctioning is known.

. No sign of digestive-tract dysfunctioning is known.

No sign of brain dysfunctioning is known.

No sign of other central nervous system dysfunctioning

is known.

No sign of lung dysfunctioning is known.

No sign of muscular dysfunctioning is known.
No sign of skeletal malformation is known.

No sign of other organ d) sfuncnomn;, is known. -
No sign of hypertension is known.
No sign of hypotension is known.
No difficuity in ¢limination of feces is known.
No difticulty in ¢limination of urine is known.

'

)

‘e

~ AGE GROUPS
EXCLUDED

LI 1L

L

20..
21.

23.
24,

S

No lack of vitality is indicated.

No sign of difficulty in sexual functioning is indicated. -
No indication of impairment of memory is noted.

No indication of confused thinking is noted.

No difficulty in ambulation is known.

Behavioural

No history of developmental re\ardatnon in feeding is
known.

No history of developmenta] retardatmn in sitting is
known.

No history of developmental remrdauon in crawling is
isknown.

No history of developmental retardation in walking is
known.

No history of developmental: rclardanon in speech/
language is known.

No history of developmental retardation in toilet train-
ing is known.

No history of developmental rctardation in academlc/
scholastic learning is known.

No history of failure in gaining age-appropriate autono-
mous functioning is known.

No failure in acquiring appropriate seif-help skills is
known.

No indications of failure in gaining any other age-
appropriate motor skill is known.

Intellectual

No sign of 1nab|lxty in academlc/scholastlc leammg is
noted. .

Nosignof inability to think abstractly is noted.

No sign of inability to adjust or adapt to the environ-
ment is noted.

No sign of inability to form close, lasting relationships
is noted.

No sxgn of lndbllll) to reason is noted.

No sign of memory loss of recent expencnccs is nou.d

- No sign of memory loss of past experience is noted.

No sign of difficulty in learning verbal skills is noted.

No sign of difficulty in learning mathematical reading
or spcllm& skills is noted.

No sign of retardation in the development stages is
noted.

No sign of dnmcuhy in performing sclf-help tasks is
nolud




AGE GROUPS
EXCLUDED

16.
17.
18.
19.
20.

1.

-

L

13.
14.
15.

No sign of difficulty in reality-testing is noted.

No sign of difficulty in relating parts of a problem or a
situation to the whole is noted.

No sign of difficulty in analysing a problem.or a situa-
tion and dealing with the parts in 2 realistic manner is
noted.

No sign of difficulty in self-awareness of strengths and
weaknesses is noted.

No sign of lack of capacity to act purposefully is noted.
No sign of inability to think rationally is noted.

No sign of inability to assume responsibility is noted.

No sign of difficulty in communication is noted.

No other sign of difficulty .in intellectua! functioning is
is noted.

Emotional .o

There is age-appropriate capacity 1o tolerate frustration.
There is no need to avoid situations which are stimula-
ting. )

There is a capacity to handle stimulation without emo-
tional outbursts.

Emotional responses are appropriate to situations.
Feelings of anxicty are appropriate to situations.

Feelings of guilt are appropriate to situations.

Feelings of tension and/or frustration are appropriate o
situations.

There is age-appropriate bowel controb.

There is age-appropriate bladder-controk.

Types of expression of anger are appropriate to situa-
tions.

Types of expression of anger arc age-appropriate.

Degree of expression of anger is age-appropriate.

Type of sexual expression is appropriate to situations.
Frequency of sexual expression is appropriate.

There is an age-appropriate capacity to postpone gratifi-
cation and satisfaction. .

There is healthy balance between optimism and pessi-
mism.

Over-all emotional maturation and functioning is age-
proportionate.

Social o

Capacity for intimate inter-personal relationships is age-
appropriate. .
Responses to and expectations of authority figures are
age-appropriate.

s

id

AGE GROUPS
EXCLUDED

1,11, I

L IL I,
IVa, 1Vb.
L1, 1L

LI I,
1Va, 1Vb.
L.

3. There is a capacity for basic trust in others.

4. QObject-choices for expressions of anger are appropriate.

5. Object-choices for sexual expression arc appropriate.

6. Capacity to be a part of a peer group is appropriate.

7. Capacity to work co-operatively with others is appro-
priate.

8. Capacity to share is appropriate.

9. Capacity to participate in hcterosexual social activities
is appropriate. .

10. Competition in inter-personal relationships is appropriate.

11. Dependency in inter-personal relationships is appropriate.

12. Capacity to form a lasting one-to-one heterosexual rela-
tionship is age-appropriate.

13. Capacity to be a productive member of society is appro-
priate. ' )

14. Capacity to assume responsibility in civic, social and
religious activitics is appropriate.

15. Over-all behaviour is generally socially acceptable.

STRESS :

I. Nosign of congenital defect is noted.

2. Maternal attitudes towards the client were not stressful.

3. The client's over-all relationship with his mother was not
stressful. »

4. No evidence that the mother has been too involved with
the client during the maturation process (thus too stimu-
lating) is noted. .

5. Paternal attitudes towards the client were not stressful.

6. The tlient's over-all relationship with his father was not
stressful.

7. No evidence that the father has been too involved with
the client during the maturation process (thus too stimula-
ting) is noted. :

8. No history of overly-stimulating sexual experiences is

_known.
9. No evidence that birth of siblings or rclationships with
siblings have been overly stressful. '
10. No evidence exists that the move from home to peer
relationships was overly-stressful. :
{1. No evidence exists that relationships with significant
persons besides parents or siblings has been overly-
stressful.
12, No history of traumatic scparations from the mother is
known. =
13. No evidence of overly-stressful illnesses exists.

R R U
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AGE GROUPS

No evidence of physical trauma exists.

No evidence exists that the developmental move from
home to school was overly-stressful.

No evidence exists that the exacerbation of sexual feel-
ings in adolescence was overly-stressful.

No evidence exists that the formation of intensive hetero-

sexual relationships in adolescence was overly-stressful. -
No evidence exists that the move from dependency- upon-

the family to increased autonomous functioning w»s
overly-stressful. .

No evidence exists that experiencing parental marital
discord was stressful.

No cvidence exists that family socno-economlc standing
has been stressful.

No evidence exists that family religious influences has
becn stressful: '

No cvidence exists that other cultural factors have been
stressful.

SIGNIFICANT RELATIONSHIPS

EXCLUDED
14.
L IL 5.
I 1L L. e
'l,l.l,lll. . - 17.
l,.l'l.'lll‘ ' 18.
19.
20.
1 21.
22,
A.
1.
T
3
4,
5.
1 6.
1 7.
1. 8.
-9,
1. 10.
L. 1.
1 2.

Mother/Client (Note: Surrogate mothers should be evalu-
ated in this section).

The mother's basic persomhly is conducive to good.

mothering.

The mother’s cultural-socio-economic developmental
background enhances her capacity to mother.

The mother’s attitude towards parenting enhances her
functioning as a mother.

The mother has adequate self-esteem \nlhout depending
primarily on the mother role for self-enhancement.

The mother’s attitudes towards the client do not inter-
fere with her capacity to mother.

The mother has had no major physical or emotional
trauma that interfere with her capacity to mother the
client.

The mother’s emotional giving has been adequate.

The mother's physical giving has been adequate.

The mother has made a positive approach to discip-
line, with consistent and realistic limit-sctting.

Parents agree on discipline and limit-setting. -

The mother received positive emotional support from her
husband during the client’s first seven years of life.

No significant scparations between inother and client
occurred during the dévelopmental years.

- AGE GROUPS
‘. EXCLUDED
t S 13,
. ‘\

17.

vy

._
=
o0

L 10.
L. H.

13.

18.

B

A good mothering experience is reflected in thc client's
personality.
A positive response to the mother during the develop-

. mental years is reflected in the client’s history.
No major physical or emotional factor has interfered .

with the client's capacity to relate to his mother and to

“maintain normal maturation.

The client’s response to discipline and limit-setting during

the maturational years reflects adequale and positive
maternal handling.

Stage by stage during the maturational years, most of

the client’s needs to be mothered were met.

The timeliness of the client’s birth was positive for the

mother.

Father/Client (Noie: \Surrogatc fathers should be evalu-
ated in this section).

The father's basic personality is conducive to good
fathering.

The father's cultural-socio-economic development back-
ground enhances his capacity to parent the client.

The father's attitudes towards parenung enhance his

functioning as a father. )
The father has adequate self-esteem without depending

_primarily on the father role for self-enhancement.

The father's attitudes towards the client do not inter-
fere with his capacity to father.

The father has had no major physical or emotional
trauma that interfere with his capacity to father the
client.

The father's emotional giving has been adequate.

" The father’s physical giving has been adequate.

The father has made a positive approach-to discipline
with consistent and realistic limit-setting.

Parents agree on discipline and limit-setting.

The father received positive emotional support from his

. wife during the client’s first seven years of life.

No significant separations between father and client
occurred during the developmental years.

A good fathering experience is reflected in the client’s
personality. .

A positive response to the father during the develop-
mental years is reflected in the client’s history.

No major physical or emotional factor interfered with the




AGE GROUPS

EXCLUDED

16.
1.

“18.

C

1.

2.

3.

4,

5.

I 6.
1 7.
L 8
1 9.
I 10.
I 1.
| 12,
3.

client’s capacity to relate to his father and to maintain nor-

‘mal maturation.
The client’s response to discipline and hmn~sutm5 during

the maturational years reflects adequate and pmm\c '

paternal handling.
Stage by stage during the maturational ycars, most
of the client’s needs to be fathered were met. .

~ The timeliness of the client’s bxrth was positive for-the

father.

Others/Client : :
Birth of sibling(s) did not produce unusual stress in the
client.

Ordinal position among siblings has not been stressful
to the client.

}ntcmcuon. between client and siblings has been primarily

_positive.
Clicnt and siblings have not expenenccd an unusual
“degrec of rivalry. i

No evidence of “favouritism™ of one child in the family
is indicated.

The client’s capacity to <harc with peers is age-appro-
priate.

The client's capacity to be a part of a group is age-
appropriate. -

The client’s capacity for close friendships is age-appro-

. priate.

The client's choice of friends accordmb to sex is age-
appropriate.

The chronological ages of peers is appropriate for the
client’s age and educational attainment-level.

The client has gained the capacity to stand up for him-
self and protect his rights among peers. )

The client is not unduly concerned about peers’ feelings
and attitudes towards him, i.e. his self-estcem does not
primarily depend upon positive evaluation by others.

The client’s relationship with any significant person
{other than parents, siblings and peers) shows no nega-
tive influence upon the client’s personality.

OMIT ALL QUESTIONS FOR
AGE GROUPS 1Vbh AND Vb.
' CURRENT FAMILY FUNCTIONING - SECTION “a”

Family functioning is enhanced by the mother's basic

personality.

OMIT ALL QUESTIONS FOR
AGE GROUPS 1Y AND Vh.
2.

4

20.
21
22.

Family functioning is enhanced by the father's hasic
personality.

Family [unctioning is enhanced by the parents’ m1ntd)
relationship.

Familyv funciioning is enhanced by the family’s cultu-
ral experiences.

Family functioning is enhanced by the fmml\ s religious
practices.

Family functioning is enhanced by the family’s socio-
economic status. ’

Family functioning is enhanced. by the intelligence of the
parents.

“The mother has sufficicnt motivation to usc assistance

outside the family when it is neceded.

The father has sufficient motivation to use assistance
outside the family when it is needed. -

Family functioning is enhanced by the presence -of cx-
tended Family inembers living in the same houschold.
Family functioning is enhanced by the father's voea-
tional experience.

Family functioning is enhanced by the mother’s activi-
ties outside the family which-increase her sell-csteem.
Family values and standards of the parents arc compa-
tible.

Family functioning is enhanced by the mﬂusncc of the
mother's parents.

Family functioning is enhanced by the influence of the
father's parents. "
Family. functioning is enhanced by. the mother, client
relationship.

Family functioning is enh.mccd by the father!client
relationship.

The family has sufficient strength to deal with stress-
full situations which arise in most families.

No indication of breakdown in family equilibrium as
evidenced by symptoms of mal-adjustment of any family
member. is indicated.

Parents adequately meet one anolher s sexual needs.
Parents adequately mect one another’s dependency needs.
Parents adequately meet one another’s nceds for close-
ness. _ .
Familv functioning is enhanced by the allocating of roles
(among family members) in order to mect the cconomic
needs of the family.

Family functioning is enhanced by the allocaling of rofes’



OMIT ALL QUESTIONS FOR
AGE GROUPS IVb AND Vb

25.

26.

27.

28,
29.
30.

31
32

33,
34,

35.

36.

a

(among family members) in order 10 meet the emotional

necds of the family.

No evidence of neurotic interaction among family mem-
bers (in order to mam!am family equilibrium) is indica-
ted.

Individual family members goals for the family group
are compatible.

‘Communication between parenls and children in the
famlly has not been adversely affected by a “generation
gap”.

Family equilibrium has not been disrupted by financial
trauma.

Family equilibrium has not been disrupted by health
trauma.

Parents are not physically or emotionally separated b\
current situational trauma.

A sense of unity and pride exists in the family.

Verbal communication among family members is ade-
quate. '
Feeling communication among family members is adc-
quate.

An appropriate attitude of optimism for the future per-
meates the family.

No evidence exists of the family having been established
under traumatic circumstances, or that the marriage was
a “forced™ one.

Family interaction enhances the individual functioning
of each family member.

OMIT ALL QUESTIONS FOR
AGE GROUPS I, 111,1Va, Va.

CURRENT FAMILY FUNCTIONING - SECTION “b”

1.

2.

3

4.
5.

Client's functioning is enhanced by cultural experiences.
Client's functioning is enhanced by religious pracnces
Client’s functioning is enhanced by ‘socio-economic sta-

“tus,

Client’s functioning is enhanced by intelligence.

Ctient’s functioning is enhanced by his vocational ex-
perience. '

Client's functioning is enbanced by interests and activi-
ties which increase his self-esteem.

Client's functioning is enhanced by the influence of his
mother.

OMIT ALL QUESTIONS FOR
AGE GROUPS LI, 11, 1Va, Va,
8.

.

s

17.
18.

19.

20.

21

AGE GROUPS

EXCLUDED

IVb, Vb.

Vb, Vb.

2.

Client’s functioning is enhanced by the influence of his
father.

Clicnt has strength to deal with stressful situations which

arise in the lives of most individuals.

Client’s scxual néeds are adequately and appropriately
met.

Client’s dcpcndency needs are adequately and appropna-
tely met.

Client's needs for closeness are adequatel) and appro-
priately met,

Client is'free of neurotic interaction with others.

Financial stress does not interfere with the clieat’s ad-.

justment.

Health problems do not mlerfere with client's adjust-
ment.

Clicnt expericnces feelings of self-sufficiency and self-
estecm.

Client is appropriately optimistic about the future,
Client’s capacity for verbal communication with others is
adequate.

_Client’s capacity for feeling communication with others

is adequate.

Client is sufficiently motivated to use outside resources
when nezded.

Client's functioning is enhanced by his participation in
group activitics.

COMMUNITY RESOQURCES: (Note: If ne resources are necd-

ed, the Score automatically becomes *37)

Immediate availability of services is compatible with the
severity of the client’s needs.

Family strengths and motivation are sufficient to help
client. )

Family motivation is sufficient to make use of commumnity
resources.

Availability of community agency services are compatible
with the identified needs of the client.

No complicating factors prevent the client's receiving
help from community resources, ie. long waiting lists.
Extended family members are available to help the client
and/or his family,

A refigious institution and clergy are available to help
the client and/or his family.

Typc of help needed and wanted by the Lhcnl and his

1491
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AGE GROUPS
EXCLUDED

I IL, 111,
IVa, Va.

’

family is ecompatible with available community resources.
9. No anchangeable constitutional problem is exhibited by
the client. . -
10. Community resources are available to improve constella-
tional problems. . - - -
11." Close friend(s) are available to help the client and/or his
family.

12.  Close friend(s) living with the client are willing to help

him.

I‘LBYCHO-SOCIAL INDEX -

Physical
Behavioural
intelfectual
Emotional
Social

Mother/ Client.

PSS!l GRAPH

Father / Client — —
Others / Client —_— —
Totat —
FA - ! o0t s Sm— ——
COMMUNITY RESQURCES . . .. e
Total Index score

A CB D/F S SR FF
DIAGNOSTIC SCORE
gotal Index —
-CR Index —
Total __,..___°/o
RESOURCES SCORE
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¢CR  Index —
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pS!,_SCORE —_—f

CR

CLIENT'S NAME

.
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Informants:
.
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Appendix E

Raw data for matching the depressed and non-depressed

subjects
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Appendix F

Raw Data for the Groups on the EP1 and PSI
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Appendix G

Correlation matrix of scores of depressed and

non-depressed groups . . S

o e e s



Correlation Matrix

S/R CFF  PsSl

| E N CA C/B  DF S

0 I *

No|-,296] 1
cA | ,292| -6 | 1

cs {-,195 ,76 | ;333] 1 |

" DF ,185( ,258{ ,439]-,184( 1

s ,66 | ,528{ ,206| ,306| ,429] 1
s/R | 77 | Lu26]-,162]-,252{ ,317] ue7] 1
CFF |-,140| ,229| ,337] ,352]-,21 | ,248) &3] 1
PSI 1-,17h ',638| ,157| ,354) ,157| .,692] ,308| ,321] 1

fi FIRY 1309
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