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When I say that I am working an a
study of old age, pemple generally
‘exclaim, "What an extradfdinary
notion! . .'.»But you aren't aold!
. . . Uhat a dismal sﬁbjeﬁfl"

And that indeed is the very reasan
I am writing thislﬁbok. I mean to

break the cbnspiracy of silénce.

Simone de Beauvoir, 1972



(1)

AGKNOWLEDGEMENTS

I would like to acknowledge my appreciation of the assistance and

suppart given to me by'numeroﬁs persons throughout this project.

Tha research étudy which is reported in this thesis was
carried out while I was employed as a part-time research assistant
on a‘multidisciplihary project directed by Professor Lynn.Gillis,

Head of the.Department of Psychiatry at the Univefsity,of,ﬁape '
‘Tamn. | I am extremely grateful to Professor Gillis for introducing
me to the field of psychofgeriétric care and for encouraging me
to embark on a career of research.

I mish to ackndmledge with particular appreciation the
, generoué énd invaluéble guid;nce, assistance, and encouragement
of my.supervisuf, Dr. Katinka Strydom, Senior Lecturer in the
School of Social Work of the Univeréity of Cape Touwn. Dvér the
past three years she hés téught ﬁe the finer details of research
and has spent countless hours meticuluusly going over every detail

of this study.

I am de=eply grateful to Professor Brunhilde Helm, Directuf
of the School of Social Work atbthe UniVersity of Eapg Tumn, who
acfed as a consultant supervisor during. the latter phase of this
study. Prufessor_Hélm'mas must‘generﬁus'in sharing her professional
wisdom and expertise, particularly in the design of the statistical

tables.

Dr. D.J. van Schalkuwyk, Research Officer of the Medical



(iii)

I wish to express my deepest gratitude to my parents--Imim
~ and Deddy. Their love and care and the desire for further know-

ledge which they inmstilled in me will remain forever.

To my husband Rael,'mhu'cunstantly stood by me, gava.encourage-
ment when I was ready to give up, and spent countless hours poring

over the pages of this thesis, I will remain forever indebted.

A special thank you to my children Lani and Talya, for being

so wonderful despite anly having a part-time mother.

My sincerest appreciation to Tobeka (8Sybil) Mcantsi, who
cared for my children and managed the household in my absence.
Without her help I would wundoubtedly not have been able to embark

upon this project.

‘I am deeply grateful to Dr. Barry Sender for his kind guidance

during weak moments.

To the senior citizens over 60 who kindly acted as respondents
for this research, bdth in the hospital and the community--thank

you for teaching me so much.

The financial assistance granted to me by the Human Sciences
Research Council is appreciated. In no way does this thesis,

however, reflect the oninion or the policy of the Council.



(iv)

4

- ERRATA

The last paragraph of Chapter One on page 16 should read as follous:

Chapter Six deals with thelmethudmlogy and Chapter Seven discusses

- the findings of the study in the light of previous research. The

final section, Chapter Eight, considers the implications for prac-

tice and further research.

As set out in the Table of Euntenfs, the appendices of this thesis

are incorporated on pages 293 to 325.
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CHAPTER ONE

INTRODUGTION AND AIMS OF - STUDY.

'

The helping professions in many parts of the world, experience concern

‘aver the increased number of admissions of elderly patients to
psychiétri: hospitals. This study has been prompted by similar

concern in Cape Town. Although old people have always suffered from

psychiatric illnesses, the problem hecomes more acute as the numbers of

eiderly rise, especially in industrialised countries. A noticeable
‘and alarming trend, particularly in the last three decades, has been

the rise in first admissions of old people to psychiatric hospitals.

Quer the period‘l978 toll9BD, a mdltidisciplinary project in
'thch the writer was appointed as a research worker, was conducted
by the Departhent of Psychiatry in thernivefsity of Cape TDwn. This
project was conducted in buthnthe Psychogeriatric Unit of Valkenberg
Huspital'ahd in suburhs of Cape Tdun fram the same catchment area
that the hospital serves. The aim of the project was- to examine the
possible contributory reasmﬁs fqr psychiatric illnesé_that led ta
consequent hospitalisation of the elderly. It covered a multitude of

psychiatric, physical, and psychosocial variables. (1
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Over the same period, the author conducted a separate but
- associated research, focusing on one specific psychosocial variable--
that of the family of the old person. This variable was selected as

the nucleus of the study for two major reasons.

Firstly, during'udrk_in the Psychogeriatric Unit, the writer
became increasingly aware of the importance of the family to the old

person:

Mgst of what is Jjoyous and grievous, bane and

blessing, pain and pleasure, is experienced

first in families. (2)

Secondly, in the field of searvice rendering, where the team

approach is practised, psychiatric social workers have traditionally

been the professionals who work with and treat families:

Historically, the family has been the major
focus of social work concern . . . (3)
Review of published material on the subject indicated that,
_althuugh numerous studies of old people had beeh conducted up to the
© 1960's, the variable of the family had been neglected. According to
Townsend (1965):
Befaore the 1950's practically no intensive or

- far-ranging empirical studies of family relation-
~ ships in western society had been carried out. (&)

Friis, Townsend and Shanas (1968) similarly ohbserved:

" Really good information on the family life of
old people in the past is lacking. (5)

In the late 1960's, the significance of the family in the life
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of old persans waé recognisad by many researchers as being of vital
importance, the foremost pioneer in this field being Petér To@nsend,
the British snciulbgist, who has said of his work:

The underiyingvaséumption is that the

individual old person's place in the family

structure is far more important than many

theorists have supposed. (&)

Tuwnsend propaosed that an indiﬁidual's_behaviaur in hath-a
non-familial and a familial situatiUn was aFFecfed by the.nucleér
and extended families to which he'beiunged; - More specifically, he
postulated that the likelihnﬁd of an admission to an inétitutianv‘
in old age was not only a conseguence of poverty, incapacity or lack
of a hame; it was, in fact, partiélly contingent upon the family

composition and organisation, and upon its structural integration.

TDmnsEnd put_his hyhothesis tq,the test in several major
étudies (1957, 1960, and 1963) in which he compared the families of
old pecpie living in the community with those of the élderly in
various institutibns, such as o0ld age homes and geriatric hospitals.
Althuugh he did study a Few eldefly persons admitted to a psychiatric

hospital, this remained a minor part. of his research.

The’aim'of the present study was to test mhether‘Tomnsend's
hypothesis would hold in the casé of 'elderly persaons admittedvtu a
psychiatric hospital--in this‘study Ualkenberg.Haspital. The elderly
may become psychiatrically ill, necessitating institutionalisation,
for a variety of reasons--psychiatric, ﬁhysicalg ana psychosocial.
The scope of the‘present study was to ekamine one particular cnﬁ-

tributing psychosocial factor--that of the family of the old person.
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The purpose of this study was twofold. Firstly, it wished to

discover whether members of the two groups differed in terms of

(a) the composition,

(b) the organisation, and

(c) the structural integratinn aof their families. -

Secondly, the study wished to determine whether, where differ-
ences werg apparent, they could have had any bearing on the old

person's first admission to a psychiatric hospital.

- To this end, the Families of two groups of people aged 66 and

over were compared, i.e.

(a) 50 elderly persons admitted to Valkenberg Hqspitél
for the first time, and

(b) 152 elderly people residing in the community.

The value af the study'lies in identifying individuals at risk -
of becoming psychiatrically hospitalised.
It can ... be argued that the legical first
step in secondary prevzntion is the identi-

fication of old persons who are at high risk
of becaming ... handicapped and disabled ... (7)

Chapter Two introduces the reader to the subject, and age and
aging are defined.. A resumé of each of the three major aspects of
the agind process (i.e., an overview of the biological, psycho-
logical, and social phenomena of aging) follows in Chapters Three,

Four, and Five. In addition, the importance of one aof the social



variables--that of the family of the old pérson—-is discussed, and
- the mayé in which family composition, family Drganisatinn, and |
family structural integration may infernce the admission of the
eldérly to a psychiatric.hospital are conéidered. The hosition af
fhé hospitalised is compafed with the stifiDn of tﬁose resident

in the community.

Chapter Six deals mith‘the methodology and Chapter Séven uith
the results aof the study. The final sectibn, Chapters Eigﬁt and
‘Nine, discuss the Findingéluflthe study in the light of previous
.research, taking into account implibationsAFDr practice and

~further research.
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Every stage of human life, except the
last, is marked out by certain and
defined limits; old age alone has no

precise and determinate boundary.

Cicero, 44 B.C.
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CHAPTER Two

. THE CONCEPT OF AGING

I DEFINITIONS OF AGE AND AGING

Aging is a universai phenomenan and every known society has numberad
- amang its population a certain p:oportibn of heople wﬁo réaéh bld
age. As long as there have béen ﬁld p=ople, there has been specu-
lation about the process oFlaging,'and the possible methods of

 halting it.

Society haé employed vérious terms for old people--advanced
invyears, aged, elderly, "gériatrics", the older generation and
(more recently) senior citizens. VYet precisely who are the old?
How far does one have to advance in years in order to hbe regardéd

as ald? What is MEant hy "aging" and "the latter periaod in 1ife"?

Aging is by no means easy to define, and to date thefe has
been no single definition that has been universally accepted. There
is an added diFFiculfy in determining the specific time at which old
age begins. This is ill-defined and varies according to the era,

the society, and the culture.
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It is importént fo remembar that aging takes place on many
levels——cellular,vaetiological (physiological), psychologicél, and
social. Further,_aging does not occﬁr.in a vacuum. It takes place
“in a‘specific sociél system in a culture at a given hisforical

moment. (1)

A review of publiéhed material on the_subjeét reveals that
definitions of, and emphasis on, aging vary according to the specific
aspecf under observation by the diFFérent hélpiﬁg profeséions. »For
example, demographers, economists, and actuaries are concerned with
chronological age,_the actual number of years lived, and with the"
statistical measures.used in measuring life expectancy. Mental
health Speciélists surveybthe.developmentai, adaptive, and patho-
logical aspzcts of thg psychz af the aged. (This refers to the
psychological and emqtional changes that occur uith‘advancing'years,
and the individual old person's adaptation to his new situatian.)
Bioiogists aliude to anatdmical, physiologicél, and patholoéical
aging; they fefer to the stage reacﬁed in the development'and
'.deteriorafion of bells and tissues in thé‘body and also examine the
changes brought on by illness;-disahility, and the alteration of

bodily functions.

Surveying the process of aging is further complicated by the
fact that aging may be viewed as either a natural process or as one
of infirmity. If regarded as a natural ﬁrocess, then everyone is
aéing from the momeﬁt-of'conception. 0ld aée may thus be considered
aé one of the developmental phases in the lifespan of the individual,
that is, not a static condition (Butler and Lewis, 1977} ‘Hendricks

and Hendricks, 1977).
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Rlternatively, aging may be seen as a process aof infirmity.
From this viewpoint, aging is regérded as a deteriorative and
degenerative prucess referred to by physiqlogists as the prdcess
of "senescence" (Bﬁtler and Lemis,'1377). 'According to this stand,
a person may be referred to as "old" or "aged" when the stages of
deterioratinn have reathed the point of :estricting'physical,

psychological, intellectual, social, and economic activities. (2)

However, difficulties arise when attempting to specify exactly

when the onset of this deterioration occurs:

0ld age with serious accompanying infirmity
comes to most in their 70's, while for some,
serious limitations in their ability to
manage independently. does not come until
their 80's. (3) :
Rging, therefore, is by no means a uniform process. On-the

contrary, it constitutes a complicated intertwining of biological,

psychological, and social elements.

Granted the difficulty of defining old age preciéely; it is
nevertheless imbqrtant to study mhét attempts have been made by

accredited writers on the subject.

The term "aged" is generally used to déscribé or define peoﬁle
who have attained a certain chronhlagical age within a given pbﬁu—
latiaon (Busse and Pfeiffer, 1977). Brown (1973) in her researéhi
cqnducted in the United States of America, observed the irony of a
situation where at old age, uhenvohe reached the pinnacle of
individuality, Ameriéan society lumped all older citizens into thé

category of "65 and over". This is common in many Western societies
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and goes hand in hand with various stereotypes of the older persaon.

Butler and Lewis (4) specify five such stereatypes as follows?®

(a)

(b)

(e)

(d)

(e)

The most obvious one is the myth of chronological

aging, that is, that all people age in the same

manner.

Ancther common myth is that all old people are senile,

and their behaviour is often attributed to senility.

The tranguillity myth exists ton. It sees the

"sugar-coated 'grandma-with-her-goodies' vision

of old age as a time of"idyllib serenity and

trangquillity when oldef persons enjoy the fruit

of their labours." (5)

The myth of unprodUctivityAaésumes old people are
not as productive at work or as active socially

as people in Dther.age groups.

Finally, there is the myth of resistance to change;

it is erroneously believed that all old people are

set in their uays,vénd refuse to alter.

It is therefore suggested théf onz2 use only of the term "old"

or "aged"-is misleéding} The elderly should not be regarded‘as'a

stereotyped; uniform s=2t of people with unvarying characteristics,

needs, and behaviour.
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. They are the young-old, the middle-aged old,
the old-old, black and white, rich and poor,
rural and urban, of varying ethnic back-
grounds and cultures. In addition, aging is
an intensely felt personal experience. (6)
0l1d people are as unigue as people in any other age group,
'presumably even more so, as they have had é lifetime of evqlving_
‘personal preferences, desires, reactions, and individual character-
istics. The meaning andldefinition of old age should therefore
emerge from the interaction of the person--his genetic inheritance,
individual physiological and psychological make-up--with both his

immediate and extended environment.

II° HOW OLD IS “OLD"?

Expectation‘nf life at birth has increased for mosf countriés_qf the
world. For lWestern boﬁntries tﬁe increase Came earlier than for
developing countries and has advanced further.. It has been calcu-
lated that the éxpectafionvof life at birth in the Bronze Age was
about 18 yeais, whereas in developed countries today, espepially_For
women, it may be 70 and over. According tu.thé uritings of Butler
and LeQis (1977), Silverstone and Hyman (1976), Busse and Pfeiffer
(1977), and Hendricks and Hendricks (1977) in the United States of

" America, it has been calcuiafed thaf men have a life expectancy of
67 and women of 74. Thus a peréoh aged 17 in the Bronze Age was
cansidered old,'as compared with a 60, 70, or even 80 year old in
developed bbuntries today (de Besuvoir, 1972; Busse and Pfeiffef,

1977). (7)
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A review of authorifative mriting on the subject does not
indicate a single precise age at which a person may be termed "old"
as opposed to "young" or "middle—agéﬁ". For social purposes, the
age of 60 to 65 has.been generally used as a demarcation between
middle and Dld age, originally influenced by the legislation af
Chancellor Otto von Bismarck in Germany in the 1880's (Butler and
Lewis, 1977). Deciding on an exact cut-off point, however, leadé
to difficulties: |

The active 65 year old diFFefs in.almoét
every way fram the frail 90 year old. (8)

Stratification studies suggest that increasing the number of
catégories alloﬁs distinctions to be made.among the various ranges
in age. Gerontologists have attempted tuvdeal with the ill—definéd
conceﬁt of oldness by using various cut-off points and'ﬂivisioné.
Butler and Leuwis (1977), Busse.and Pfeiffer (1977) and Brown (1978)

- all suggest partitioning the élderly.into two major groups, althcugh-
their age.graﬁps do not coincide. Silverstone and Hyman (1976)'
suggest three divisions.

Enth‘Butler and Lewis and Busse and Pfeiffer divide thé elderly

into two groups:

(a) 65 - 74, which they term alternatively "early old age"
and "the younger aged", and ‘

(b) 75 and over, which agéin alternatively. are termed

"advanced old age" and "the younger aged". (9)

Although Brown (10) also uses two divisions, she begins at an
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garlier age:

(a) 55 - 74, she terms "the young old", and

"(b) 75 and over "the old old", which she also refers

to as "the vulnerable old".

Her rationale.is one shared by'other geqontologists:- thnse under
74 are usually still physically'healthy, often independent, and are
able to control their environment.  Although the nlde: group--"the
vulnerable Dld“-emay still be healthg and independent, they are
nevertheless more vulneranle to physical,vsocial and nsychological
problems. This is due to the physical changes cansed,by the aging -
process. Furthermore,'thoee aver 75 are more susceptihle»to
disaEling conditions andvillnesses,'have e higher likelihood of
pequiring custodial Cafe, and neople are mare likely persanally to

view themselves as old after the age of 75.

Only Silverstone and Hyman suggest divisions different from

the other authors. They”regard

(a) all those under 75 as "the young old"
(b) those aged 75 - 85 as "the middle-aged old", and

(c) those over 85 as "the old old". (1)

This illustrates that althnugh'tovsnme extent divisions may
be arbitrary, current writers no longer view the aged as a homo-

genous group, to be placed in a single category.

However, in order to comply with the neede of both practicality

and science, a cut-off point for this study had to be decided upon.
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' Fdr the purposes of this research, therefbre, the age of 60 was used

as the demarcation. This age was chosen for several reasons.

(a) 01d age pensions for women are granted at the age

of 60.
(b) Most old age homes admit patients from this age onward.

(c) Patients are admitted to the Psychogeriatric Ward at

Valkenberg Hospital, Cape Town, from the age of 60.

Chronolagical age is often relied upon to designate a certain
stage of development. On its own, hauwever, as we have seen,
chronological age has llttle meanlng except to act as a convenient
1nd1cat10n of both the phy51oluglcal and psychosocial state of the

individual.

IIT  THE ELDERLY THROUGH THE AGES : A HISTDRICAL PERSPECTIVE

It is not easy to revieuw thé conditian of old people thrcughithe
ages. 'Histbry éeldam provides records that apply specifically to
thevpositian of old people in thevsobiety of the time. Information
-about old people has, however, been deduced by éuthors, poets,

_ philosophers, students, aﬁd other researchers from the Bible,
mythology, literature, and art of the period concerned. Yet "the
picture is blurred, uncertain and contradlctory." .(12) In obtaining
‘the follDu1ng 1nFormat10n, the researcher relled in the main an the
reports of de Beauvoir (1972) and Hendricks and Hendricks (1977), as

.buth give an excellent overview of the field.
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Prior to industrialisation, in Chiﬁa,.Japan and; in Fapt, muCh‘
of the Orient, older men held a uniguely priviléged position. The
societies wefe strangly hierarchical and the most senior men were
automatically at the head of thevfémily and were obeyed by all the

other members.

In the Bible, the writers of holy books describe a patriarchal
society in which the elders held a political role. The Commandments
required a child to honour his father and mother, and old age was

regarded as a supreme reward of virtue.

In Greek mythology, ‘the idea of honour and wisdom was connected

uifh that of age.  Plato and Aristqtle both thought deeply about age,
but arrived at opposite conclusions. Briefly, Aristotle felt that,
in order for old age to be hahpy, the body must remain intact.
Plato's philosophy brought him to afdifferént éet of conclusions.

He felt only the older and.uiser men were fit to rule és physical

decay brought about by age did not affect the soul.

It is a popular miscunceptiun that throughout history only
the old held positions of prestige'and powsr. However, the old
aphear to have been vulnerable then too.. It is probable that the

ancient Romans used to dispose of their old peupie by drowning them.

HDweQer, in later days, this practice completely disappeared. In
Rome, as in almost all societies, there was a radical.contrast
between the lot of the elderly'wﬁu wére members of the uppef class
and those belqnging to the mésses. The wealthy old men held

positians of pduef and prestige, whereas thos=2 without property,
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becauSe of their poverty, were powerless.

Two events mérked the end SF the ancient udrlﬁ—«the "Barbarian"
invasion and the spread of Christianity.

fhere is little evidencé about thé state of the aged among the
inhabitants of Eurbpe to the north of the Roman Empire, known to the
Romans as "Barbarians”. Due to the difficult, uérlike”lives they
led, few actually reached old age and the Teutonic mytholdgy seems

to assert the superiority of youth.

By the third ceﬁtury, Christianity had spread as the neuw
ideology of the ‘ancient world. The Church made a remarkable con-
tribution in institutional caré aad charity. From the fourth
ceﬁtury_an, it built asylums and hﬁspitals, and viewed alms-giving
~as a dutyo' Although the old ére not sﬁecifically mentioned, they

no doubt benefitted from such charity.

In the Middle Ages, and perhaps the Renaissance too, the

harshness of mediaeval civilisation removed the elderly from active
life, and thé world was run by ydung_men. Uld.age_mas regarded as

a tim= of decay: man passed throuéh_stages of liFe,.the‘last stage
heing that of decrepitude. In the writings af the'time,_the aged,
‘especially those in the lower classes, were attacked with ferocity.
The superiority of youth was emphasised and power was transferred

from the father to the son.

In the eighteenth century, improved hygiéne caused both an
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increase in, and a rejuvenation of, the population of Europe. At the
same time, the improvement in material conditions favoured lﬁngevity.
This growth, together with sbientific progress, had a cunsiderable
effect upon the aged and snciety's.idea of old age. GSome gf the
myths about old age were réplaced with real knouiedge and this know-
ledge made it possible for medical science to care for and heal the

elderly.

-In tﬁe nineféenth_century Europe was transforhed. Industriali-
sation and urbanisation.tmok place, bringing with them adverse
effects for many, especially.fnr the older generatidn. With the
industrial revolution in Europe and North America came a rapid change

.in the‘sucio—ecunﬁmic'environment: ~great industrial centres developed,
bringing with them problems in theﬁlives of many of their.inhabitants.
An influx_Df ﬁopulation from furalftu urban areas led to a growth ﬁf
hdusing that often deteriorated into siums. This was assqciéted
with inadeguate sanitation, m=2dical facilities; and diet.A Family
‘housing altered radically from the large, many-roomed house, often
‘accommodating tud or three genarétions, to the serviced flat_cr
semi~detached house. In the tcmns the family was no longer .
'patriarbhal, and associations ar governméntal bodies gradually took

over the functions af the family. This in time led to a dissdlution

of the family unit.

In the mealthy.classes, the authority of the elderly continued,
but in the middle and poor classes, where the eldérly had to depend
on their children for support, they_uere of ten leff destitute, some
to the point of beingv"diSCarded" in institutions. Improvedvih4

dustrial processes laid emphasis on youth and strength. - Growing
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numbers of dlder people were unable to keep up with the hard work
demanded, thus finding themseives out of work and without adeqguate
income.-.The standing of the elderly becamevmarkedly lower as the
notion of experience became discredited. This new industrialiSed
societg felt knduledge did not accumulate with years, but grew out
 of date.. Age was thus not an advantage but a disgualification.

The industrial crises of the 1920'5 and 1930's increasiﬁgly brought
old peaple to the notice.of social workers, church bodies, fraternal

societies, and health authorities.

Iv TWENTIETH GENTURY : INCREASED LONGEVITY

‘The grouing CDncgrn_ahGut the lives of the elderly is ueil‘justified.
The hruportinn of the elderly inbthe‘population has been steadily
increasing, faster, in fact, than ény other age group. As has been
mentioned, expectation of life .at birth has increased: the average
lifespan, which was 18 years in the days of ancient Greece and Rome,.
betuween 25 and 30 years in thEVSEventeenth century, hé in the American
Civil war ﬁerind, and 47 in the early 1900's, is now about 70. Faor
centuries the proportion of individuals over the ége of SD in the
general population varied very little;—it was ébmut 8,8%. The aging
of the population in Euroﬁe begén at the end of the'eighteenth ‘
century. In 1851, 10% of the population were over the age of 60;
today about 18% of the population are in this age group. In other
words, since the nineteenth century, the proportion»of old people in

the population has virtually doubled. (14)
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1. Underdeveloped Eountries'.

The situation is different in the unﬁerdevelmped countries. The less
developed Third World pupulationé still have a lower life expectancy
than develuped industrialised countries. For examplé, during 1950 -
1970, 1life expectancy for maies in India was 45 years, and in Iran
50 years. Greatef longevity is associated mitﬁ a higher standard of
living, mhich in turn results in medical énd sucialjprogress. This

is not é feature of the Third World countries.

In additiun’ the infant mortality rate.in‘the underdevéluped
ﬁuuntriés is very high. Even in those countries where this rate
has droﬁped, undernourishment;'iﬁadequate medical care and poor
social conditions hiﬁder lungevity(_ Simone de Beauvoir repurfs
that in suﬁe of thése countries, Half the pupulaﬁion is under 18 and
the proportion of those over 60 very lDQ. In India, only 3,6% aof
the population are over the age of 60, appraiimately 2;45% in Brazil,

~and 1,4% in Togoland. (16)

2. Developed Countries

Figure 1 shows the trend recorded during the past century, that is,

" an increase in the proportion of people over the age of 65.

In Britain the percentage of elderly in the population had
nearly.triﬁled-tu'13% in 1970. In the United States of America,
whilst the pruqutiun of ﬁeople over the age of 65 had doubled, the
numbers of Uld people had increaééd seven times: from three million

to over 21 million (Nzugarten, 1975). In West Germany the percentage
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of old people has doubled, in the Netherlands and Italy it has in-

creased by 66%, and in France, Sweden, and Canada 50% again as much

as over the whole century (Silverstone and Hyman, 1976; Busse and

Pfeiffer, 1977; Hendricks and Hendricks, 1977).

(a) Life Expectancy

Percent of Population 65+ Years

FIGURE 1

PERCENTAGE OF THE POPULATION AGED &5 AND OVER

FOR SELECTED COUNTRIES ('17)
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Life expectancy in developed countries has risen considerably.

From Table 1 it_méy easily be seen that, in at least seven countries,

male children can expect te live 70 or more years. ‘In all the listed

countries, women are 2xpected to live longer than 70 years, frequently

reaching the age.of 75. (18)



TABLE 1

LIFE EXPECTANCY AT BIRTH FOR

SELECTED COUNTRIES (19)
Date , | Counfry ' | Male Female
1973 Pustria . le7,u 7,7
1965-1967 | Canada o 68,7 75,2
1970-1971 | Denmark ~ i78,7 | 75,9
1966-1970 | Finland . 65,9 73,6
1971 France - |1 68,5 76,1
1970-1972 Fed. Rep. Germany . | 67,4 73,8
| 1966-1970 | Iceland 70,7 76,3
1972 Israel 70,1 72,8
1972 Japan | ~ |70,5 75,9
1972 - | Netherlands 70,8 76,8
1971-1372 | *Norway = . 71,2 | 77,
1972 Sweden - 121,9 77,
1968-1963 | U.5.5.R. 65,0 7,0
19681970 | u.k. 67,8 | 73,8
1972 U.S.A. | - le7,u | 75,1

. f

Between the beginning of this century and 1970,'the average
1life expectancy in industrialised countries has increased by half,.
vfrom 47,3 to 70,8 years (Riley; 1968; - Busse and Pfeiffer, 1977).
Unless something unexpected dccurs, it has been forecast that there
will be ﬁu.alteratinn or revarsal ofvthis trend in the foreszeable

future.

As the baby boom of the 1940's becomes the
geriatric boom of the year 2000, the elderly
section of the population is expected to

reach 29 million. At some point later in

the twenty-first century, one guarter aof the
population may be "sixty-five-and-over".
Society may have been able to believe that

10 percent of its members were outside the
mainstream, but 25 percent will not be sg easy
to ignore. (20) '
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v DEVELOPMENT OF THE SCIENCE OF GERCONTOLOGY -

Since time immemorial, man has been aware of»the‘inevifability of -
the deterioration of the.organism with advancing age. .As an
analytical Fiéld, the study of aging is still young. VYet for
centuries philosophers, écientists, séges, and poets alike have con-

templated the secrets of pfolonged life.

In Ancient Greece it.uas not until Hippocrates that medicine
became a science and an art.  He més the Firét to campare the étages
of ﬁuman life to Nature's four seésons, old age being cumparéd’tu.
‘winter. In several of his works, hevculfé;ted exact observations

of the‘aged.

Hippocrates was followed by comparatively'mediucre SuUCccessars
and it was only in the éecond century that Galen wrote his com-
'prahehsive synthesis_uf classical medicine. .He regarded old age
as something iying between illness and health:v it was not exactly
a pathological ﬁonditian, yet all_the old peréon's physiological
functions were weakened. This he explained by the theory of
v"humours". |

For Centuries-after this, medicine did not go much heyqna
Galen's work. Up to thé Fifteénth century, all works on old age dealt
merely with hygiene. Physicians were coﬁcerned with prevention but
not uith_cures, The school of Salerna, where weéte?n medicine was born
"and developed, evolved "regimens‘af health and lonj life", and a

considerable amount of literature on this topic was accumulated.



At the end of the fifteenth century, there Dccurfed.a renaissance
in science. For the first time, after a thousand years of its having |
" been forbidden, dissection of the human body became permissible, leading
to femarkable strides ih'anatmmy.. Nevertheless, science in general
made little prmgréss as it was steeped in metaphysicé. »Diagnosis and
treatment were not emphasised. Although the sixteenth and seventeenth
centuries prdduced numerous warks on old age, little new informatian

uas‘added.

In 1761 an Italian, Morgani, published a monumental medical
texthook which established a correlation between clinical symptoms and
observations made during postmortems. His work included a séction

devoted to old age.

" In the-niheteénth Centuryvmedicine began to benefit from advances
in phyéidldgy and the experimental sciences. Studies of aold age became
- systematic and precise.‘ It was after 1850 that geriatrics really came
into existence,.although it had not yet.received that title. Large
institutions were set up uﬁeré many ﬁld people resid=d. Tﬁe largest
such institution in Europe was tﬁe Salpetriere, which hcﬁsed 8 000
patients, ZIDDD or 3 000 being old peoplef This made it_easier to
accumulate clinical observatiaons ahoufvthem. The Salpetriere may be
regarded as the nucleus of the Fifst.geriatric establishment énd it
vmas here that Charcot gave his famous lectures on old age. The
emphasis.in medicine began to shift frDm'prevenfiDn to ﬁreatment.
Madical doctors became concerned with curing diseases of the old,
where previously hu treatment for most of their infirmities had been

considered.



Towards the end aof the nineteenth century and beginning of the

" twentieth century,bresearch into the aged and'the process-of aging
increased cmhsiderébly; Boy-Tessier in 1895; Rauzier in 1908, and

Pic and Bamamouf ih 1912 huhlished important géneral surveys in France,
while in 1508 significant works were published by Bﬂrgér in Germany,

and in America by Minor and Metchnikoff, followed by Child in 1915.

At the beginning of tﬁe twentieth century, Eazélis asserted
that a man was as old as his afteries—-a'FDrmula that'received
cnnsiderable suppmrt; In hisvmpinian, atherosclerosis waé;the
determining factor in aging. In the 1500's, indﬁstrialisatiun and
urbanisation braought about a concentration Df largé numbzrs of
'people in towns, often leading.pu overcrowding, sluhs, and poverty.
Inguiries were lasunched in ah attempt to discover possible solutions
for the rapidly deteriorating situatiﬁr. Many of these i&quiries
focused upon the circumstances of the aged,'thus a desire télknom
more about them grew. This leditm the development of the écience
niaw more commonly referred to as gerontology. (The term emanates
from the Grégk "geran" meaniﬁg "old man".) Gerontology does nuf
inguire into the pathology of ﬁld age, but rathef'examines the aging
praocess itsélf. From 1930v0nmards, researcﬁ on the pathological,
psycholaogical, and sociological aspécts DF'aging began in the United
States and spread to qther countries. A National Congress an
Senescence was held in Kiev in_1938. In the same year, Bastai and
Pogliatti published their majmr general survey in,FrahGe, while the
first specialised periodical appeared in Germany. In the United
States of America, Cowdry braught'aut his vast work entitled

Problems of Ageing (1939).
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Work slowed down during the Second World War, but.research
began again when the war had ended. In 1945 a gerontological sociéty
was. formed in the United States Df'America; in 1946 the Journal of

Gerontology, devoted to the study of old age, appeared.. This was

_lelumed by similar publications in many ather countries. In :
England, Lord Nuffield estahlished the Nuffield qundatimn, which
inqﬁired, inter alia, into the conditiaon of the aged in Britain. In
1950 an International Gesrontological Associlation was founded at
Liege in France. It held a congfess there in the same year, which
was followed by others at St. Louis (Missouri) in 1951, London in
1954, and by:many_mmre in subseguent years. Research associations
were established in many countries. By 195&»5 bibliographical
index on gerontology drawn up'in the United States gave 19 DDD:

references.

The study of gerontology today has develbped along three
planes--the biclogical, psychological and social. These uili be

briefly reviewed belouw.

UI THE BIO-PSYCHO-SOCIAL ASPECTS OF ARGING

Gerontolugists today view aging in a holistic manner. It is
regarded as a multifaceted and camplex process, comprising all the.

phenomena impinging on the individual--biological, psychological,

v

~and social.

Growing old is a dynamic process encompassing
complex bodily changes, redefinition of social
identities and adjustments in social func-
tioning. (21) '
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Meqical.and paramedical personnel, physiologists, biologists,
psychologists; social uurkers, and sociolngists'have all researdhed
and described tﬁesé tﬁree'different aspects of aging. It is accepted
és a biological phennmehon, because the elderly person's body undar-

goes certain organic changes. It has psychalqgiéal consequences,

because certain forms of bzhaviour, mood, and patterns of adaptation

are characteristic of old age. Then again it has saciological

implications, because as at every period of life, the society to

which the person bzlongs imposes role and status.upon him.

According to Butler and Lewis (1977):

01d age then is a multiply-determined
experience that depends cn an intricate
balance of physical, emotional and social
forces, any of which can upset or involve
the others. (22)

What complicates the matter is the close inter-dependence of
all these phenomena; each reacts upcn all the dthers, and is at
the same timz affected by them. Their inter—relatiuhship is complex
and often immeasurable. .
Those who would work with older persons
must have, in additicn to humanistic values
and skills, knowledge of the theories of
aging--biological, sociological and psycho-
logical. (23) '
The ensuing three chapters are devoted, respectively, to these

three major aspects aof aging. '
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The passing years steal from

us one thing after another.

HORACE, 20 B.C.
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CHAPTER THREE

BIOLOGICAL ASPECTS OF AGING

I - INTRODUCTION

It is likely that, since earlieét times, man Has attempfed to under-
stand, delay, and even haltvthé process of aging. Although this
pruceéé is unique to each individual, man's method of aging has
definite petterns and his lifespan is thus to some extent predict-

ghle.

Scientists beiievé that over the yeafs the bodily chénges thaf
man undergcés are by-and-large adaptive. At a ceréain stage, which

not only differs for each individual but also for each organ uithiﬁ

thaf individual, a graduél deteriorative proﬁéss begins. Physiao-

logists refer to this as "senescence".

A reciprocal relationship exists between these physielogical
changas and the psychological and social components of aging that

accompany them. -
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The physiecal changes so fundamental to aging
never occur in isolation; they have psycho-
logical and social significance as well. (1)
Furthermore, physical changes that accompany aging are influenced

by both

(a) external factors such as social class, Dccupatinn,
eating habits, and'geographic locale, and
(b) internal factors inherent in the individual's

‘make-up.

Over the years, scientists have postulated different hypotheses
to explain the process of aging. A brief review of some of these

theories now follows.

ITI  BICLOGICAL THEORIES OF AZING

1. Early Hiclogical Theurigg'

In the 5920'9 biologists, the fofemostvbeing Pearl (1928), put
forward the “rate of iiving theory". This:premise held that the
organism had a fixed amount of enzrgy available. UWhen this was
-used up, death followed. Many criticisms were levelled at this
approacﬁ for it meént that highér mortality rates would be antici-
pated among people engaged in the most exercise. In fact, the

~opposite has often been true.

Stress theory advocated by Selye and Prioreschi (1960), refers
to the physical deterioration resulting from unexpected stress
gver which man has no CDntrdl; for example, rapid temperature

'changes, exhaustion, and exposure to chemicals. - 0ld age is regarded
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as a period where man is no longer able to cope with these stresses.

This hypothesis, too, has'num.been rejected.

2. Eellular'Level Theories

When concerned with molecular and cellular levels, biological
accounts of aging become increasingly more complex and technical,
and the theories often overlap. Yet they provide a'perepective an

the underlying mechanisms of more widespread physiological changes.

The human body is made up of a variety of cells which can be

divided into two types: mitotic cells (which can divide and copy

themselves) and post-fixed mitotic _cells (which cannot duplicate).

Once the naon-dividing cells (post-fixed mitotic) deteriorate, the
probability of death increases rapidly. Out of this cellulaf_level

of agihg, two related theories have developed.

The first proposes that man has a genetic programme which runs

out over time, leading to death. -

The second hypefhesis was developed with the discovery of
deaxyribonucleic acid (D.N.A.) in the early 1950's. Cells of
inferior character appeaf more frequently in older people.  These
may be caused by a rangz2 of mutﬁgenie influences,vsuch as the con-
sequence of radiation changes in the etructuee eFlD.N.A. in the
bedy° In addition, mitotic cells mey stop Funefieping-due to
copying errors in repeated cell division. For a mzssage to be _
transmitted to the cell, D.N.AR. depends on rihenecleic acid (R.N.A.).

Since chenges in the structure of R.N.A. have been ohserved in older
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people, it has heen hypothesised thét this may.be as a result of
progressive modification in copying. Shch "errors" may alter the
protein produced by new cells to tHe extent that they become in-
capable of recognising their own components and the body‘é immunologic
apparatus uarks égainst itself. This autoFimmune phenomenon, of which
 cancer is the best-known example, has been found by Sigel and:GDDd

(1972) to increase with age. (2)

To date, it is not known whether this is due tno copying errors

or from the aging of the immune system.

3. Accumulation of Lipufuscin

Pnysiblogists have noted the progressive deposits of dusky brown
particles, called lipafuscin; in cells and tissues. Although

research (3) indicates that it is a reliable indicator of age, there

is no canclusive evidence about its causal relationship to aging.

4. Collagen Theory

‘ Eollageh, which cnhpuses 30% td-hﬂ% af body prbtein, allows the
gxpansion and contraction of 'tissues and protects vitél grgans.
With the'péssage of.fime, hawever, it loses its elastic prapertieé
and becnmés denser. This results in haody cells being unahle to

acquire nutrients and to expel waste.

As alteration in collagen. impairs bodily.Functiuning, it may .

be included as a physiological explanation of aging.
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Rging as a deteriorative phenomenon is inherent in life and thus
occurs, in varying degrees, in all human beings. There are a great
number of factors that increass or diminish the spead of a person's
deterioration——héalth, heredity, environment, former habits, and
the standard of 1iving. ‘Furthermdre, éging may take on different
forms according to what functinn deteriorates first. Sﬁme of the
inzvitable biulugicai changes that occur with age are discussed

bhelow.

1. Physiological Changes

The qguantity of metabolically active tissue decreases, mhile thét
of the metabalically'inert tissue incréasgs. In addifiun; there
is a marked lessening in the ability to regenerate new cells,
causing a weakening of certain Functions-mhich deteriorate con-

tinuously.

2. Changes in Appearance

Changes Dccﬁr in the individﬁél's appearance. Dehydratiuh.and‘
loss of elasticity in the underlying dermal-tissues causes the
skin to become urinkledvand;vin some cases, thin and pale. The
haif whitans, yet at the sahe'time it appezrs in new plaﬁes, for
example,'dn the chins of old unmen.‘ Teeth drop out, which brings
about a shartening of the lower ﬁart of the Faée so that the nose,
mhich'is lengthened_vertically byvthe atrophy of the elastic

tissues, comes closer to the chin. Growth of skin causes a

thickening of the eyelids, while at the same time, hollows appear
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beneath the ezyes. The upper lip becomes thinner and the lobe of

the ear increases in size.

3.: The Muscular Skeletal System

Whilst muscular strength declines, fhe motor nerves do not convey
stimuli as fast as befure and the reactions bebame sluuer.' In

- addition, th= éompressiun of the spinal discs causes the veftebfae
to come closer together and the spine becames bowed. Between the
ages Dth5 and 85, a man's chest measﬁrement'diminishes by 10 cme.
and a woman's by 15.cms. At the sams time, the shoulders become
narrumer,'uhile the pelvis brﬁadens. Muscular atrophy and the
éclerusis aof joints cause difficulties in movement.. . Finally, the
skeletuﬁ suffers fraom dsteopmrusis: the dense part of the body

bécomes spongy . and fragile.

4.  The Cardigvascular Slité

There is some deterioration aof cafdiac functian. - The heart prao-
greésively'luses its power of adaptation and the person héé to
reduce his activities to care for it. Diseases of the heart and
problems associated with blood flow from the heart are the primary

cause of death amang clder persons.

5. The Circulatory System

Diminished cerebral circulation (atherasclerosis), although not the

cause of aging, is one of its most invariable characteristics. At

times this may cause cerabral atrophy. The cerebral circulation



- L8

diminishes, the veins lose their elasticity, the heart's output
declines, the circulation becomes slower, and the brain's con-

sumption of oxygen and glucaose diminishes.

6. The Respiratory System

The thoracic cage becomes more rigid ana the respiratory capacity,
which is five litres at 25 years, dfdps'tu three litres at the age
of B5.-»Aging.brings with it an inevitahle'Fatigueability as a
conseguence of the reduced functions of the cardiovascular-
respiratory system. Extensive physical-effort is passible for the

- aged only within strict limits.

7. The Sensury'Drgans

Sénsury organs, too, aré affected. Uiéual adjustment diminiéhes
and, as the sight becaomes less acute, so its quer of differeﬁ—
tiation declinas. This applies to hearing as well, often pro-
gressing to total deafness. Touch, taste; and smell alsb became 7

less sensitive than befaore.

8. Sexual Changes

There ié no abnurmality in the spermatozoa of the older man.
Theuretibally'the fertilisation of the ovule by the spermatozoan
remains possible ianfinitely. Erection is often slower than in
youth and ejaculation may either be shorter or langér than in youth
and may include contractions. In the case of impotence, lihida
dues.not neﬁessarily diminish. In the Female, the reproductive

 function is suddenly interrupted--a untie phenomenon in. the aging
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process which, in every othe: respzct, is a continuous degeneration.
This takes place around the age of 50 with the menopause, as the
abrupt termination of the uvarian cycle and af menstruation is

termed.

Iv  ILL HEALTH IN THE LATTER YEARS

1. Introduction

- Until quite recantly, "dld age" was often cited as the cauée af
death in people who died after the age of 60. 1In mﬁst countries
today, however, medical science distinguishes between illness and

- ald age. Nevertheless, the:e is a close link between aging and
'the,uhset.of é chronic illness. Illnesses in later yéars generally
developAsluwly and continue for long heriads. They are thus
chrunié, often involve maore than one.organ,.and may not be due to
any one specifib cause; These ailments, moréuver, tend td be
pragressive, thus rendering therald‘person vulnerable to further

stress.

2. Morbidity in the Elderly

The older the person becomes, the more likely he is tD_suffer from
chronic conditions rather thannfrum an acute illness. .Hendricks3and
Hendricks (1977) report the findings of the U.S5.A. Department va
Health, Education and welfaré of 1972, who found 85% of people aver &5

in the United States were suffering from at least 6nz chronic condition. (4)

Many old people find ill-health ominous, eshecially in terms
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of tﬁe limitations it imposes on their lives. For example, a
cardiac condition may netessitate restricted activities. Deafnass
or blindness may cause a degree of isolation. Advancing senility
may ﬁring with it confusion, of which fhe old persdn is often
‘aware. There is always fhe fear that the ailment will detefinfate.

Death itself is widely feared.

Rs is to be expected, the prqurtiun of old pecple severely
limited by illness rises with increasing age. For those with little
income, fesultant dependency may become a grave cause for concern.
However, evan severe losses are not always unbezrable énd many old
pemple learn to compensate Fuf their ailments. Fbr_example,.the
deaf may learn to rely on their eyesight and on hearing aids, the
partially blind on large prinf Dr'braille, and there are those
.with Failing memories who make.a note on paper of items they wish
to remembef. Accmrdihg to SilQérstDne_and Hgman(1976);‘0nly about
15% of thé élderly are physically incapable of carrying out normal

activities. (5)

3. Common Diseas2s and Symptoms in the Elderly

(a)  Heart Diseases

In industrialised sabieties;,cardiuvascﬁlar diseases are the most
common in terms of incidence and fatalities. Coronary heart
disease is present in almost all individuals over the age of 70
in the U.S5.A. and involves either deterioration or damage to the

vessels supplying blood to the heart. (6)

In the older person, this is superimposed on a heart with
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. decreased muscle-cell size and efficiency and a lack of ability to

deal with stress.

. R serious condition that may result from coronary neart disease

is acute myocardial'infarctigg where blood supply to the heart is

cut off. The most comman symptoms of this are pain, breathlessness,
and irregular rhythms, with confusion Dccurrihg in some cases. In‘

the elderly, however, it ié not uhusual for there to be no abparent
symptoms, nor even substitution symptoms such as shortness of

breath, abdominal distress, or-dizziness and faintness.

As people get older, mortality'as a result of heart disease
 rapidly increases. Epidamiological studies suggest that cardiac
illness is clusaly linked to an affluent style of living, usually

found in the middle ahd upper classes of industrialised countries.

In the case of a heart attack, survival, and rehabilitation
depend nat only on the seﬁerity of the attack, but also on the
patient's ability to come to terms with the inevitable fear and
anxiefy_that accompany tﬁe attack. Recavery is further hasténed
if the patient's gueries about his probablé lifespan and future
activities are'answered'fully and correctly (Silverstone and

Hyman, 1976).

(b) Atherosclerosis

This is a general term for a number of diseases of the blood
vassels associated with the thickening and hardening of the

arteries. Such conditions involve the narrowing and closing of a
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blood vessel du= to accumulation of fats, complex carbuhydrateé,

" blood aﬁd blood products, fibres, tissues, and calcium deposits
in.the inner walls of the blood vessels. The éxtent of arterial .
involvement increases with age and may affect all the arteries of
the body, including those of the brain. UWhen blood supply to the
brain is reduced, it may feéult in ﬁisturbanca,in behaviour and
cognition. Althuughlatherosclerasis appears to be on the increase,
it is by no means a naw phenomenon and was described by both the |

ancient Greeks and the Egyptians.

‘The most important factors linked.uith tﬁe incideﬁce of
atherasclérbsis are high-saturated fat diets, obesity, cigarette
.smuking, sedentary activities, ‘and psychological stfess. Many .
thearieé have atfehpted to tra;e the causzes of this type of illnsss,

but as yet- there is no onz single accépted explanatinon.

(c) Hypertension

In the elderly,.hypertensian (pummunly known as "high‘bluad
_hreséure") is nDt‘likely to be df,recent onset, with much of the
damage to the arterial system having’already'accurred. Dver'iang
periods of time, hypertensian may lead to arterial disease and

- eventually to heart Failure,:cerebral thrombosis, Df haemurfhagev
orT kidney failure. In the aged it méy cause a stroke Df rupture

a blood vassel in. the brain.

This condition is often difficult to diagnose as, inter alia,
there is a tendency for blood pressure to increase throughout life.
A thorough persanal and family histury is essential for a correct

diagnosis.
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(d) Cerebrovascular Accidents

Cerebrovascular accidents (strokes) are the third most common
malady in later'life and rgsult in the cutting off of blood suppliés
to parts of the brain, with subsequéht degenerationﬂaf the affected
areas. .Although traumatic events may.cause brain damage, it is

usually a result of circulatary difficulties.

Possible complications following a stroke include lqssvaf
memory, speech aphasia, emotional problems, partial paralysis, and-

lmsé of bowel control.

~As in cardiovascular illnesses, epidemiological studies shouw

that strokes oceour more freqgu=ntly in.industriaiised countries.

Although cancer, or malignanf tumours, may occur at any age, certain
types of cancér are more common in the elderly, such as cancers of
the sfamach, intestinal tract,vproétate, skin or kidney.».The
aetiological factors remain.largely unknown, but worldwide research

is constantly being undertaken.

- RAs cancer symptoms in the aged may be'atypical or ignored by
‘ tﬁe patient with other illnesses, annual Check-ups are vital for

early detection and treatment.
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(f) Lung Diseases

Chronic obstructive lung‘disease affects the passages that carry
air to the lung. The two most common lung diseases affecting the

elderly are bronchitis and pulmonary emphysema.

Bronchitis is an inflamationvnf the cells that line the
bronchial air tubes and méy be caused by infeﬁtion.or by chronié
‘irritation after inhaling a harmful substance. IF_uhtreéted,
chronic bfonchitis will gradually.progress into pulmonary empnysema.
This fesulté when the air sacs in the lung are damaged, and is often
found in heavy smokers. The most common‘symptoms are recurrent

episodes of shortness of breath and a persistent hacking cough.

- (g) Diabetes

Diabetes is an illness véry commaon among those in their 60's and
70's (Silverstone and Hyman, 1976). 'It:is cﬁaracteriaed by hyper-
glycaemia (high blood sugar) due to deficiency_of diminishedv |
effectiven=ss of insulin. Eighty percent of cases occur after

the age of 50 (Davidson, 1971). Onset may he gradual or as a
result aof a seQere illness. The elderly diahbetic may'present with
few oT nb clinical symptoms. ~Complications arising fram diabetes,
such'as-catéracts, neuritis, heart.attacks, and glaucoha, may be

the first figns of this disease in the elderly.

(h) Arthritis and Rheumatism

Although arthritis and rheumatism rarely cause death, they are

conditions which largely affect the normal functioning of half of
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and Hendricks,.1977). There are two general types of arthfitis:

,.osteuarthritis,.Mhich is due to the wear and tear process of aging

in the joints and lower back, and rheumatoid arthritis, which is

less common in the aged. . Although this illness usually begins in
early adulthbnd, it may, due to its chronic nature, become a

clinical problem later in life.

(i) Causes of Mortality in 0ld Age

It is considered that most iilneéses affecting the elderly today
‘are similar to ﬁhe illnesses af the past cénturies. However, many
of the dreaded diseases Uf the past, such as measles and rickets,
no ldnger occur on such é largé,écale. Also, in industrialised
-countries, deaths due to infectious Viruses and tuberculosis have

decreased, while retrogressive chronic illnesses have increased.

TABLE 2

PRIMARY CAUSES OF DEATH UF PERSONS
OVER THE AGE 0OF 65 IN THE U.S5.A.  (7)

Rank Causes of Death
1 " Diseases of the heart
2 Malignant n=zoplasms (cancer)
3 Cerehrovascular diseases
4 Influenza/pneumania
5 Arteriosclerosis
6’ Accidents
7 . Dighetes mellitus
8 Upper respiratory diseases
9 Cirrhosis of the liver
10 Kidnesy infections
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From the above table, it is apparent that heart disease, cancer
and cerebrovascular lesicns (mainly strokes) are the most frequent

causes of deaths in those over the age of 65.

v DEATH AND DYING : ANTICIPATING AND COPING WITH DEATH

With the passing of every year, death becomes increasingly more of
a reality to every individual. As he nears middle age and notices
the badily changes that occur, he begins to think of, and perhaps

even count, his remaining years.

The topic of death is not as taboo aé it uncé was. It is
becoming more and more widely discﬂssed'by hoth professiohals—f
physicians, psyﬁhiatrists, sucial.umrkers; philDSDphers,'scientists,
| and»theolagiahs—— and.laymeh alike. Eooks, articles, and radio ahd
“television progréhmes on the Subject_are appearing more Ffequently
in ah.attempt7ta-ﬁake the public éuare that there is more to be

done for the dying than simply giving them medical Care;.

Thanatolegy, the study of death, is an emerging field which is
gaining momentum. Focus is being placed an the gmotioﬁal rather

than the purely physical neéds of the dying.
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Although the findings in this field are often divergent, a
common finding in most studies is that the elderly seldom voice
grave fears abuuf-their own deaths. They are usually realistic and ’
acceﬁt the inevitahle (8). In fact, there is little evidence to
suggest that most older people are much afraid of dying (Jeffers
and.Veruderdt, 1969). There are, houwever, exceptions; when great
fear may be experienced. Jﬁst.as in other 1life situatiuns, attitudes

towards death reflect the individual's longterm personality.

The elderly néed to talk about death in terms mf.their past
lives, their achievements, mistakes, or regrets. Théy may need
reassurance that they will be remémbered, or even that they will
die without pain. They may also wish to discuss their wills and
their_Feelings ahout Funerals or burials. ‘Although it is nnt‘
always answers they seek, simply speaking of death and its impli-
cations is therapeutic. It may alsu‘give them an opportunity to
‘uark through Feelings'éuch as grief, guilt, anger, or confusion,

- gradually arriving at ac;eptance. Unfortunately younger relatives
and friends are frequently unwilling to discuss the topic and

change the subject when death is the focus.

Contrary to populai beliéf, those near death are not totally
preoccﬁpied with dying; in fact, they are qually concerned with
the Futﬁre 6? their survivors. It has been suggested that over
three-guarters of thnée over the age of 60 put their affairs in

order, make a will, prearrange their funerals, énd leave future

instructions (9).

Another misconception is that the institutionalised elderiy
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are more déép&ndent about their inevitable end than those living
-in the commﬁnity. Hendricks and Hendricks (1977) refer to the
findings of Swenson (1965) and Marshall (1975), who state that the
elderly living in'institutions are better able tao reéch an‘acceptihg
attitudé through discussion with peers in the same,situation.as them-
selves. (10) The elderly who suffer from serious ill-health may also
be more accepting bof dgath, and at times may even regard it as a
welcome relief.- |

Houwever, é realistic fear which many dread is death in a
hospital. In the‘past, many old people died at home in a familiar
atmusphere,‘with their close family beside them. This is no longer
the case. Most terminally ill glder people are placed in unfamiliar,

impersonal wards. Here, whilst their physicél needs are being con-

centrated on, lies the danger that the dying patient, as a person

with needs, may be neglected.

Due to their own discomfort, unease, and Fears,‘the nelping
professionals are often unable ta Spéak to the patient of his‘
impending death and resultant feelings. Doctors begin to Qisit
less frequently and for shorter periods. The old person becames
progressively more isolated and alienated.

No wonder the dying are afraid, though it is

not death they fear, but abandonment, pain
and confusion. (11)
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CHAPTER FOUR

- PSYCHOLDGICAL ASPECTS OF AGiNG

I INTRODUCTION

The psychological changes associated with 89ing were well described

by Burdach (18719) aaproximately 150 years ago.

Generally speaking, his [the old mén's]
susceptibilities are diminished both in
ranje and degree. He is indifferent to

. much that interested him keenly in earlier
life. His emotions are calmer and less
frequent. His power of assimilating new
ideas and of doing accustomed things is
lessened. He easily forgets what he has

. recently experienced aor what he himself has
said or done. He takes longer to think
anything out and, like his power of in-
tellectual assimilation, so his intellectual
productivity is diminished. New and sub-
stantial creations which call for exalted
flight of imagination are no longer produced
and, while there are instances of very old
men who have produced intellectual achieve-
ment of great perfection, these latter were
partly works of ripe judgement and delibe-~
ration rather than creative imagination. (1)

Since the 1930's, scientific studies have attempted to aohb-

jectify knowledge of the psychological changes associated with
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aging. In many respects, however, they have merely amplified and

elaborated on the phenomenon described by Burdach.

In order to understand the psychological characteristics of

old age, it is necessary to examine

(a) alterations in.the_ald,person's physiclogical
capacitias, and

(b) his adaptation to tHe accompanying stresses and
psychological disorders (or psychopatholugias) of

old age.

II ALTERATIONS IN SENSORY- AND COGNITIVE FUNCTIONING

1.  Sensary Modalities

These have an important gffect on the mental functiaon of the old
person, as sight; hearing, and a sense of balance are all related

to man's psychological well-being. (2)
(a) Audition

Impaired hearing may place severe restrictian on anets life. Half
of all meh and 30% of women DVBT 65.auFFer from a hearing loss
severe enough to restrict their sacial interaction. (3) A common
result of deafness is a sense of isalation, loneliness, and
emotional distress. Butler and Leuwis (1973) have noted that, if
the impairment is severe and continues over a long perind, reduced
reality testing and decreased auditory perceatian may result in

reactive depressions and paranoid states.
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(b) " Visual Acuity

- Sight is another vital sense, enabling a person to remain in
cantact with his'surroundings; Hendricks and Hendricks (1977)
refer to the findings of Gordon (1970) who stated that in the
United States ﬁflﬂmerica, almost 20% of the aged population do not
have sufficient sight for adequate déily functioning. (&) Laoss
of sight bringé with it many hardships. Movements énd activities
- both become restricted, often resuiting in_curtéiled SQCial

functioning.

(c) Kinesthetic Sensitivity

This sense pravidés an awareness of the body's spatial location.
Many elderly people have difficulty in controlling body movement,

are unsteady on their feet, and may be susceptible to falls.

2. Reaction Time

Research hés‘established fhat the speed of mental operations in-
creases up to the age of 15, réméins stable from 15 to 35, and
then diminishes. (5) It follows, therefure, that aAperson aver
EDbmay not do mell in iﬁtelligence tests if he has only a limited
time. ‘Homever, if no time limit is set, he may do as well as a
young persan, perhaps even better. Hendricks and Hendficks (1977)
QUotevmelfDrd's (1969)vmell%knomn Fihdings where, as a result of
his research, he attributed slowness of performance among old
people to their taking longer to organise their observations and
ﬁhmusing and contrclling thelr responses, rather téan to their

inability to see, hear, or execute actions. (6)'
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3. Intelligence and Learning

Extensive studies on the effects of aging on intelleetual fenc—

tiening have been cerried out since the beginning of this Centqry

(wechsler,'1§55; Juwens, 1965; Eisdorfer, 1967). 1t was initially:

assumed that intelligence declined pragressively with age, and‘

early tests confirmed this assumption. It was only much later
(Welford, 1969; Schaie, 1975), when such studies came under close

| scrutiny, that it uae discuvered_that methudulugical errefs had,

.te a large extent, cantributed to this erroneous belief. However,

by this stage, the misconception that man's intellectual performance
declinee in old age had become widespread and the myth is difficult

to dispel. (7)

More recen® research (Butler and Lewis, 1978), with testing
pfucedures.currected for age bias and taking external situations
inte.accuunt; has shouwn, Huwever, that with gued'physicalvand
mentalvhealth, adequate educational level, end intelleetual |
stimulation, intellectual abilities do not necessarily decline

with age.

In fact, vocabulary tests have shown up an interesting
deality._ The higher the individual's educatiunal'level, the
:sluwee and less marked is the decline ef his abilities (Hendricks
and Hendficks; 1957). The performance of older people may be
uufstanding; investigations have found many old pecple to be
vigorous, clear-minded, alert, and extensively involved in every-
day living until the very end of theirvlives. In fact, a great

deal of intellectual work has been produced by people in advanced -
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~0ld age. Professional skill, technical ability, and sound judge-
ment and organisation, can compznsate for deteriorating memary,

increasing fatigue, and difficulties in adaptation.

IIT PSYCHOLOGICAL THEORIES OF AGING

Psychological theories of aging consist of tuu.preduminant
approaches-~the Developmental Stage Theory, and the approach which
examines aging from a Holistic perspective, taking into account

the individual and his interaction mith'the environmeht.

1. Developmental Stage Theary

This approach assumes that evéryone undergoes the same stages of
development, executing the same spécific taské associated with
each stage.. The assumption goes further: in order to advance to.
the'nekt stage, fhe inﬂividual must.héve successzlly passed
“through the preceding‘one. Freud, Piaget and Erikson all inguired
. into and‘propugated this approach. Of the three, only Erikson
éxtrapalafed stage theory to old age. Accaording to him, the tasks
facing the old person resulf in either integrity or dingst and
despair. In_order-to achieve integrity, the old person has to
édapt himself to "the triumph and disappuintment.being,vby
hecessity,‘the originator aof others and the generator of things - -

and ideas." (8)

If integrity is not successfully achieved, thé old person may
experience despair--a feeling that it is too late to start anew
‘using other methods of achieving integrity. Peck (1968) used

Erikson's model as a foundation, but modified it by subdividing
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man's later years into middle and older age. He maintained that
four developmental issues canfront the person in his middle years
which he has to resolve in order to attain a feeling of well-

beingf He needs to:
(a) _value.intellectual pursuits
(b) seek.sociability free from sexual connataﬁiohs
(c)» keep‘emotionél investmeﬁfs flexible
(d) appreciate new experiences.

In the stage following retirement, in order to adapt to life, new
sources of gratificatidn must he found. Furthermore, an ability
to transcend both bodily Funétinning and persanal skill in order

to help others must be athieved.

Mény criticisms have been levelled at the develcpmental stage
"thedry. Nzugarten (1968) and Lowenthal (1975) reported that men
and women often faced different goals or problems in their old age.
In fact, in most circumstances, Lowenthal fuuhd that sex differences
were greater in old age than in the developmental stagés. 'Neugarteﬁ.
demonstrated that’women did nut‘experience stress related to
uccupation or ill-health as much as men did. Women's problems

consisted of Fihding new methods of self expressiaon.

Although stage theory is popular, it appears to be of limited
use as 1t does hat have a holistic approach. It does not take
into account the old person's individual coping mechanism, his

- physiological being, (his immediate and extended environment, nor



67

the society and the specific culture to which he belongs.

2. The Multifaceted Holistic Approach

This approach maintains that man's level of adaptation or lack of
it depends on a'cnmplex interrelationship of bath éxtrinsic and

intrinsic factors. The extrinsic factors entail:

(a) personal or social laosses (in Western society, this
often implies a cultural devaluation of the statﬁé

of the elderly).
Some of the intrinsic factors are:

(a) the physical and physiological changes the old
persan undergoes;
(b) the previous coping mechanisms of the older person, and

(c) the supaort system of the older person.
As a'psychiatric social worker, the writer prefers an gclectic
approach which, in what Follaus.belnm, will be agplied in examining

- the factors related to adaptation in old age. -

(a) Loss: Personal and Social

The aged are confronted by a multitude of stresses and loss crises
which often occur simultaneuusly.: Butler and Lewis point out thét
"loss is a predominant theme in characterising the emotional ex-
periences of elderly people." (9) Such loss, to thch all
elderly people are exposed, incfeases stress on the old person and

may cause serious maladaptive responses. These crises may occur
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on a physical, personal, or social level. "Becoming old, being
old, and dying are.physical.and emational responses that test the

mettle of each person.”" (10)

Personal losses include the deaths of marital partners,

friends, relatives, and workmates. They may aften result in grief

reactinns, prolonged mourning, and a sense of desolation. On a

sgcial 1evel, stresses occur in terms of the cultural devaluation
of the elderly, particularly in the MEstern.world,vuith resultaht
loss of status and prestige. Cbmpulsory.rétirement, with a
consequent sense of purpaselessness and accampanying socio-
economic adversities, is also freguent. Rosow (1973) maintains
that the new situation in which the elderly find themselves often
1as a negativé effect.‘ Not only éfe thelir roles ill-defined;‘but
their socialisation has nat prepared them far their new circum-
stances. Their mqst serious problem is the lack of clear guide-
lihes to allow an easy transitioh from the old to the ne2w circum-
stances..>All this'bften'fesults in a sense af uselessness among

the elderly, enfaorcing segregafion and isalation upon them.

(B) Physical and Physioiag}cal Changes

The physical structure of the old person-is more fraéile than at
ény other stage aof 1life as it is closely linked to the changes'
and deteridratians the body undergoes. ,A dqal relationship exists
between the mind and the body: 1if the inﬂividual undergoes severe
-physiuiogical damage, his emotiunal; intellectual, and spiritual

powers are impaired, and vigg_versa.
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Redlich and Freeman (1966) reported on the probable reasons
for degeneration in both the psychological and physical cohpanents

of the old person;

The vulnerability to impairment of mental
function in the aged, the possibility for
periodicity in excellence of performance,

and the physical and sensory motor deficit

of aging provide, with the changing life
situation, a changed set of circumstances

and factors which freguently lead to con-
sequential limitation of overall function. {(11)

(¢) Previous Coping Mechanisms

The individual's prior coping mechanisms, to a large extent,
determine how he will adapt to a new situation. This is aptly

d2scribed by Neugarten and Tobin (1588).

There is considerable evidence that, in
normal men and women, there is no sharp
discontinuity of personality with ag=z, but
¥nstead an increasing consistency. Thaose
characteristics that have bessn ceatral to

- the personality seem to become even more

" delineated, and those values the individual
has been cherishing become even more
salient. In the persaonality that remains
integrated--and in the environment that
permits--patterns of overt behaviour are
likely to become increasingly consonant
with the individual's underlying or
persanality needs and his desires. (12)

It is erron=zous to believe older people react in the same way
to the same loss. What onz person may regard as stressful, another
may view as natural. Also, some older people have a greater

capacity to withstand stress. Silverstonz and Hyman (1976)

eXpress this aptly.
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0ld people dd not come naked into old age--
they bring with them the accumulated ex-
periences of a lifetime. (13)

(d) Suppdrt Systems

Td a large exfent,‘the-uld pérson‘s pattern of CDping depends an
his supportive network--those to whom he can turn in times of need
for reaffirmation of his self-worth and dignity.. Even though
these may include acguaintances, Friends, and even members of the

helping professions, there is no doubt that the family constitutes

the most important part of the old person's support system.

IV PSYCHOLOGICAL DISORDERS IN THE ELDERLY

'Hendricks and Hendricks (1977) point out that.

although no period of the life cycle is _

free from the spectre of emotional distress,

the later years constitute a time of

especially high risk. (14)
Physiological dzprivations, poor health, psychosocial adversities,
cultural exclusion, loss of roles, and lack Df'understanding
culminate in the old person's susceptibility to severe emotinnpal

problems, with the possibility of subsequent psychiatric

disorder. (15)

1. Increase in _the Number of Aged who are Psychiatrically I11

Psychiatric disturbance in old age has long been a problem (16)

and it is likely that it will become increasingly so as the numbers

of elderly increase.
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Ih westérn industrialised sociéties, as socilo-economic Cnn-
ditions and mediéal sefvices have improvad, growing numbers of
people are reaching old age. Thus, aé mare and mare individuals
attain their seventh and eighth decade, the numbers of those
- suffering mentai illness increase--the incidence of psychological
disease rises with age. Kay, Beamish and Roth (1964) illuétrated
this in a sfudy of dementia, observing fhat dementia Dccurredlin
3% of people ovar the age of 60, in 13% of those over 75, and;in

more than 20% of those over 80.  (17)

Bussz and Pfeiffer (1977) refer to Leighton et al (1963)‘uh3'
in a study of mid-town Manhattan, found that the proportion af
people suffering from psychiatric‘dismrder necessitating hospital—
isation increased with advancing age. This was attributéd ta:the
rise in occurrence ,of organic peychoses in old age. (18) Accurate
statistical information pertaihing to the incidenﬁe of psychiatric

disorder in old age is not easy to compile.

In the United States of América, the most inclusive data are
collected by the Health Examination Survey, which ié administered
regularly by the Natiqnal Centre for Health Statistics. 1In
addition to questiohs regafding the psychaldgical well-hbeing of
the aged;'information is c0llated ahéut psychological stress and
possible psychiatric illness. quever, the definitions of the
disorders Dccurring in the various age groups are subject to many

factors that may be beyond the control of such rES?arch efforts.

‘According to Hendricks and Hendricks (1377), the American

Psychological Association reported in 1971 that at least 15% of
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the older population could benefit From mental health.services.

(19) This estimateiis considered to be too conservative by certain
investigators. Butler and Lewis (1973) maintain that the pruportiun
of the populétidn in the United Stateé pradisposed td emmtion%l
disorders is far greater thaﬁ Has been previously suphnsed. fhey
base this opininn on the assumption that the one millian living in
institutions, the seven hillion living‘ih poverty, and the tmp
million suffering from chronic disorders are all so pradispuséd.
The percentage of the elderly Qho may be suffering from seriuhs
psychiatric disorder mayirange from 25% to 60% when the.variu,s

types of psychopathology affecting the elderly are all taken into

account. However, community studies in the United States and

3ritain (Pfeiffer and Busse, 1969; Redick et al, 1973) suggest

that figures of between 10% and 20% may be more reliable. (20)

Sheldon (1948) and Hobson and Pemberton (1955) pianeered

community studies in England and the United States among the ?ged
living at hume; Since then, throughout the marid, further work
on the urbah and rural elderly residing in the community has béen
dana (Bremer,'1951;i Watts et al, 1952; ‘Essen—Mﬁller, 1955; .
Gruenberg, 1961; Primrqse, 19641; . Nielsan, 1963;' Miller, 19?3;

kay et al, 1964, 19&87; Williamson, 196&; Garside et al, 1955).

These community studies demonstrated the high pravalence af

thh functional and organic psychiatric disorders among the 5

elderly. The most notable of these was the Nemcastle—upon—TyHe
(England) study conducted by Kay, Beamish, and Roth in 1964. A

random sample of elderly individuals residing at home showed that

|
I
|
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26% of those over the age Df 65 were afflicted with some For% of
psychiatric_illneés, and 20% ﬁo 30% over 60 years of age exhibited

some degree of abhnormal psychological manifestation. DF the%e, 10% were
dlemented (up.tu 5% being severe dementias), 1% to 2% were diégnaged as
depreésives or paranoid, énd 5;7% suffered from disabling ne@rotic

or personality disorders. (21)

In another study, Bergmann (1371) discovered that 5% of a
éample of 300 elderly people chosen at random (from an elect@ral

register) sufferad from distressing psychiétric symptoms, moétly

neurotic in nature. (22)

2. Increase in Psychiatric Admissiaons of the Elderly

In many countries, individuals over 60 years of age constitute an
increasing proportion of total admissions to psychiatric institu-
tions. (23)  This has arisen primarily as increasing numbers of

chronic psychiatric patients are Qruwing older. The populatﬂon

i
|

of psychiatric hospitals is aging. The elderly are continuiqg to
canétitute a steadily growing population, thus tending to Fiﬁl
avalilable beds and causing great concern among the related-pﬁo-
fessions. 1In Brifain, L5% of all hospital beds, excluding be@s
for maternity patients, are Dccupiéd by people over the age D}
65. .(ZA) Moreaver, és'early as 1969 in psychiatric hoshitalﬁ

in England and Wales, thase aged 65 and aver constituted'abcuf i
37% of the resident population. A similar situation is prevaient

in the United States where in 1963, 30% of the pophlation of iong-

term psychiatric hospitals were in this age group. (25)
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In the last half century, the incidence in many of the ;
econamically advanced countries of first admissions of old héapie
to psychiétric haspitals has been rising alarmingly. In theé |
United.States between 1904 and 1950, the number of perédns aded
55 and over in the pohulation guadrupled, yet the humbers Dfifirst.
admissions tq psychiatric hospitals among tﬁis age group incfeased
nine times. A similar sifuation is prevalent in Englénd andiwales
where the nﬁmber of peoplevaged 65 and over rose by 1% betmeén
1951 and 1960, yet the first admission rates showed a Tise uﬁ 31%

- for men EQEdVES.tD 74 and 39% far those aged 75 ani over. THE rise
for women was over &1%'in both age groups. In terms of numbers of
patients, this reprasented an.increase of 5 657vbetween 1951land
1960. In the year 1959/1960 alone, the numbers rose by 1 A9§.
Gillis (1975) reported.that South Affican Whites weTe in an ‘
analogous position to their'Amefican and EQropean counterparﬁs.

In 1969 first admissions over the age of 65 cohprised 13,7% éf all
white‘admissions, whereas their proportion in the populatiun;maé
only 6,7%. >EDmparéble figures for South African Blacks, CDlDLrEdS,

and Indians were.unavailable.

3. Difficulties in Classification

‘Diagnosis of mental illness in the elderly is neither simple:nor
straightforward. Even among psychiatrists ahd psycholoéists;
diagnostic categories are questioﬁable. The ndmenclature deéling
with psychiatric,disorders of the eldefly is eépecially vagué.
All present classifications leave much to be desired and arej
- being Continually modified. Different.kinds of symptoms'tend to

cluster together, forming syndromes which are then tagged with a
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specific diagnostic label. Moreerr,.psychiatric diagnosis is
often made uithih'a framework of incomplete data and the addition
of new informatioﬁ may alter the original diagnosis. As Butler
and Lewis point out, "Psychiat:y should provide better understanding
of human beings in trouble . . . without pejoratiQely'labelling them."

(28)

Geriatric patients suffering from psychiatric illness often
“have their prohlems compounded by a multiplicity of physical

diseases. In some cases, psychiatric symptoms may be the most

prominznt manifestation of disease and the physical malady may
evolve. in an inéidious manner. Thus, acute myocardial infarctiaon
may Dccur painle5sly and give rise to confusion. Broncho—pneumanie
 may result in extreme apathy énd inertia with marked>cognitive
defects, Qithaut any signs of cough, pgrexia, or chnest pains.
Thyrotdxiciﬁy may initially manifest with acute anxiety, persan- -

ality change, and extreme irritability.

. The factors discussed above undsrline the importance of
formulating a separate symptomatological and aetiological diag-
nosis in'elderly patients.v In order to make a correct diagnosis,

the following proceduras are essehtial.
(a) Careful and thorough history taking

(b) . Pnysical examination including, if necessary,
special investigations utilising electro-
encephalography, computerised axial tomography

(CAT) scans, and encephalagraphy and skull .

radiography-
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(c) Psychological tests such as tests for memary,

mood, learning, and personality.

Finally, tD base treatment on é madicai disease-oriented
diagﬁnsis from the statistical manual, may b= misleading and
limited. For example, an older persan diagnosed as haying severs
brain damage may function well in a suppartiVe environment, whilsi
another with minimal brain damagé may nbt'be ;bleito function as

well in a non-supportive setting.

Bearing these limitations in mind, it is nev=rtheless useful
ta examine psychiatric diagnoses, using the psychiatric diagnostic

classification as a framework.

L, Psychopathology in the Eldzrly

Despité the difficulties in.drauing definite distinctioné betmeen»
psychogenic and.arganic disorders, the tprngy'SérvesAas é useful
‘fEEEEEEEE for diagnosis ahd treatmént. Basicélly, organic disorders
stem fram specific diseases or damage affecting the brain.nr other
organs of the bbdy. Functional disorders are apparently without’
physical cause. Most psychogenic problems among the élderly are

of lifelong duration, even if they are freguently unnaticeable until

the later years.

v There are diverse estimates of the incidence of psychogenic
disorders among the aged. Butler and Lewis (1973) and Bromley
(1971) suggest that up to half of all psychological disorders are

attributable to functional causes. However, the whole subject of
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- psycholngical disorders in later years is at present being revised
and ‘modified in the light of newly acquired information. Butler

and Lewis's figure should be viewed as a rough approximation anly.

(a) Affective Disorders

These are the.mmst comnan psychalngical'disturbances in the lafer
Qears of iiFe and may be descfibed as Chénges.in personality or_

. normal modd states, compounded by a lack DF_selF—respect'and
unresolved strife. The affective disorders include the .many formé
of depression, mhich.may 2ither be a reaction to stressv(reabtive)
in thé environment, or may have no apparent link with external

events (endogenmus)f These may be further broken down into:
(i) mild depressive reactions
(ii) depressive psychoses
(iii) manic and hypermanic disorders
(iv)r various fDrms'Df neuroses
(v) psychaoses. -

(i) Mild Depressive Reactions

These forms of depression are usually generated by the laoss of a
loved one, a job, or even a home. The old person may still be
~able to function in the Cummunity, albeit to a somewhat limited

!

extent.

(ii) Depressive Psychases

These méy manifesﬁ for the First time in old age. Alternatively,
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of depersonalisation and unreality, sometimes associated with

anaemia.

Hypochondriasis is another form of neurosis communly found

amnhg the elderly and is often used as a meaﬁs of manipulagting the
éo:ial environment; Somatic complainté reflect an abnormal pre-
‘occupation with bodily function and an exaggerated cancern with
trivial illness. There may'be a phobic cpmponent where food fads
and excessive hygiene are adhered to. According to Buéae and
PFeiFFer,(1973), women are more disposed to this form of illness

than men.
(v) Psychoses

These constitute a severe disabling form of psycihological dys-
function. They involve the total personality and are usually

accompanied by some impairment of reality testing and logic.

Parancid states are psychutic disorders characterised by

delusions Df_ﬁersecution or grandeur. - There is no impairment of
intellectual function or capécity for logic. - Paranoid reactions
DCCUT moTe Frequently,among_inétitutionalised elderly aor those
suddenly confranted with adversity. Moreover, sensory deprivation
in the form of visual or auditory impairment, as well as social
isolation, may precipitate paranoid fears. Fish (197&),demnn—v
strated four types of paranuid‘reactions‘fuund in the élderly,

as follows:

(1) Psychogenic reactions, where thers is an over-
reaction to real environmental or bodily

limitations
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(2) Persecutory ideas common in late paraphrenia,

with the possibility of auditaory hallucinations 
(3) Paranoid ideas related to affective disorders’

(4) A paranoid organic illness with no possibility

of recavery. (29)

Most paranoid reactions are of fairly short duration and

sufferers respond well to therapy in the form of phenathiézines.

Sbhizaéhrenia/latéAparaphrehia. This is a major psychiatric:
illness, or group of illnesses, characterised in the main by dis-
ordered thought pfocesses. Rs early as the 1960's in the.United
States of America patients with schizophrenic dismrders consti-
tuted 28% of admissions to State psychiatric hospitals and due to
.fhe chaniCity of the illpess, 50% of the resident population of
‘such institutions. (30) Primary symptoms include blunting of'
affect; looseness of association in thought and communication,
autism, and ambivalence. Delusions, hallucinatiuns; éhd ideas of

reference may be present in advanced or severe cases.

Schizophrenia is one of the more intractable forms of
psychotic disorders and generally carries a poor prognosis. Faw
individuals develop this illness, de novg, in old age. It is
-ﬁsuallyva chronic illness hbeginning in late adolescence, although
on occasion it may remain dormant until ill-health or a crisis
brings it to the fore in later life. There are, however, many old
people diagnosed as schizuph#enic early in life, uho,'becaﬁse they

have spent much of their lives in institutions, have grown old in
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them. They usually retain minimal schizophrenic symptomatology
and, in fact, manifest the impact of long-term custodial care in

institutions. (31)

(b) Suicide

Eaﬁh year a disproportionate number of suicides are committed by
| people over the age of 65: the elderly, although Fnrming only
10% ﬁf the prulatiDh, according to the findings of Resnik and
Cantor (1970), account for roughly a qﬁarter of all suiéides in.
the United States. (32) The incidence of suicide among fhe
elderly, particularly_among Waite males, increaseé prqgressively
uith.édvancing age. In general, fhose at greatest risk are the
divorced, widowed, Dr'single, and those mhb are‘aepressed,
socially.isnlated, Dr‘have recently undergone an unresqlved'
crisis, (33) It is essential that psychiatric personnel take
_suicide threats of fhe older person seriously, as it is extremely

rare for an attempt by-anyane-uﬁer 65 to fail.

Another form of self-destructive behaviour found among the
~elderly is the refusal to seek medical attention when requirad.
In other cases, psychic death or early withdrawal are forms of

destructive behaviour contributing to the shortening of life.

(e) Alcgholism among the Aged

Most elderly alcaholicé are chronic abusers of alqohol; although
'this problem may,vnn gccasion, manifest for the first time in old
age. In the‘elderly, chronic alcohol abuse may have resulted in

chronic organic brain syndromes of the Korsakoff type. 1In
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addition, alcohol intoxication and alcohol withdrawal syndromes

may have more serious life-threatening effects in the elderly.

(d) Organic Brain Disorders

Such disorders are usually charécterised by.disorientatinn,
intellectual, and judgemz=ntal declines. Furtﬁermofe, they are
often aésaciated with loss of memaory and lack bf affective
respunsivenéss. Organic brain syndromes may be divided;inta two

types, that is:

(i) Acute brain syndromes/acute canfusional states.

The physiological damage occurring is diagnused as
heing reversible. A close interrelationship with
~physical illness e#ists. These coniitions are often
'misdiaénosed, as the hatient's symptomatology is
incnnsistent, varying moment by mament_fram lucidity
to severe Cunfusiuh. Early diagnasis‘and treatment
is essential to ensure a speedy full rEcbvefy.
Management must include physioclogical as well asv
psychnlagicél ald and social intervention. Although
the aetiology of acute brain damage ié‘complicated,
vcerebrovascular accidents resulting in transient
cerebral hypaxia, infections accompanied by fevers,
malnutrition, alcoholism and other systehic diseases
(notably renal andvhépatitic illnesses) are impli-
cated. Prognosis varies from a rapid recovery on

the one hand to an inéxarable death on. the dther.

(ii) Chronic brain syndromes/chronic confusional states
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involve irreversible physiological deterioration,

although on occasion remitting temporarily. There are

two sub-types of chronic brain disorders idantified

with later life:

- Senile psychosis/dementia. This occurs when the

brain undergoes anatomical involutinn, the ven-
tricles becoming enlarged and the cartex thin.
- There is generalised shrinkage and'Fbcél atrophy,
assoclated with the brsakdown of brain cells. As
‘the'degeneration‘increases; senile plaques begin
to emerge within the cerebral cortex. 0Of thosa2
aéed 90 or over, 90% show evidence of structural
‘and functional loss of neuronal tissue. This
'ieads to the hypothesis that anynne living long

enough will devalop senile plaques. (34) -

Patients suffering from senile psychoéis experience
~a decline in intellectual functioning and attention
span. They gradually lose the subtle shadings of
emotlconal respunéés, show signs of ihpaired memufy,
lose the ability to concentrate, and confabulate
to cover up memary defects. As the disease pro-
gresses, embtional reserQes diminish, resulting
in quick tempers and an increase in antisocial or
inappropriate sexual behaviour, until the patientv
eventually.becomes physically incapacitated. |
Patients cannot cope in unfamiliar tasks or
situations, which éhould therefore be avoided as

far as passible. Usually pétients die within
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five years of diagnosis, as physical frailty (which
may not have been present previously) often
accompanies this illness. As a CDHSSQUEDCE'DF
greater female longevity, the disease is more

frequently found among clder women than men.

- Cerebral arteriosclerosis/arteriosclerotic dementia
- is likely tqlobcﬁr earlier than senile.dementia,
manifesting by the age of 65. The condition is
caused by inadequate cerebral blood flow a;sociated
- with cerebral arterial disease, which leads to
tissue death as the process of oxygenation and the
exchange af nufrients and waste products are.
~thuwarted. Much of the accum:ahying dizziness,
headache, and confusicn is, in all.probability,
_due to minute cerebral infarction. Waen this
process occurs on a larger scale,.a cerebro-
vascular accident or stroke ensués. Unlike senile
psychosis, cerebral arteriosclerosis follows an
“intermittent cycle of improvement followed by an
inevitable debline as further areas of the brain
are affected. Similarly, there may be daily.
variations in psychiatric manifestations. This
disease affecté more males than females and may
be assqciated with hypertension. Dementia in’
association with Parkinsonism is Féirly comman :
among the elderly. It is Dfﬁen iabeiled as |
Cerebral arteriusclerdsis and the prognosis is

"VETY poOOT.
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Arteriosclerotic dementia may be due to a major
cerebrovascular accident or octher arteriosclerntic
:atastrophes, but is usuallyvcaused by an unrelated
accompénying illn=ss. While thé physicai causes Df
Drganic'brain syndromes are at present not amenable
to treatment, attention to the psychological well-
4being of the patient has provzd to be most helpful.
Although muchipétience and perseverance is required,
efforts to maintain the older person's contact with
reality--through avoiding environmental changes,
familial suppori, traditional therapy, chupational
" therapy, or even behavioural deiFicaﬁiDn techniques-- -

do ameliorate disorientation to some extent.
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CHAPTER FIVE

S0CIAL ASPECTS OF AGING

I 'SDCIAL THEORIES OF AGING

‘mhile it is true that adapting to change is a lifelong prdcess,

thé adjustment made after a person turns'éﬂ or 65 depends fa a
large extent on the multitude of external events impinging on him.
These variahles consist of his immediate and extended environment,
the specific sbcial situation of uhich‘he forms a part, the
cultural beliefs and norms of his society, and the historical era
in which he lives. _The term "social gerontology" was coined

around the year 1950 when the impmrtance of the interaction between

the older person and his environment became‘evident. D)

Within the last two decades,Athe basic preoccupation of social

gerontology has been with integration versus segregation. The'
‘question asked is: Are old peaople integrated into society or are -
they separated from it? This is not only the most important

theoretical question in social gerontology, but also the key
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guestion affecting all social policies governing the aged. Two

major theories have emerged in this connection:
1. Disengagement theory
2. The éctivity theory

‘In addition, two important approathes to the sociagl aspects

of aging have emerged, viz.:
3. The agedvas a‘sﬁhcu;ture
b The_histuriéal perspectiv?
All four of thesé, i.e. the two theories followed hy the

two approaches, will now be discussed.

1. :Disengaggment Theary

-This apbroach to segragation and integration in old agebfucuses_
onAindividual adjustment and participation. Thruugﬁout,histury
it hasAﬁeen evident that, as people age, their activities shrink-
in number as well as in range. As older people are more likely
to be ihfirm,'they are.unable to tfavel about easily. In addition,
they may'lack fhe financial resources which make participatimn
pussibie. .Snme fhenrists,'hauever, have gone.eQen further in
explaining the limitations of activity in old agé. .Réne

Kinig and others have used the concept "desocialisation" (as
opposed to "socialisation" which occurs in childhood and
adnlescencej to explain ﬁhe'social and psychnlcgibal changes in
old agé. (2) Cummings and Hanry (1961) developed the concept

of "disengagement". They postulated that:



93

Normal aging is a mutual withdrawal or dis-
~engagement bztween the aging persan and
others in the social system. (3) -

Heﬁdricks and Hendricks-add:

The process may be initiated by the individual
or by others in the situation. (&)

The psychological and social processes of life may be viewed
as ‘if on a "cﬁrve of a:tivity“. In the last stages of life the
cufve steadily descends until eventual death. Cummings and Henry
believe that the individual "prepares" for death by disengaging
from activity. Simultaneously, society prepares him.for the last
stage of life whilst uithdrauing its integrating pressures.
whether disengagement is initiated by society or byvthe old
person, in the'end the old person'plags fewer roles and his .
.rElationships chénge their quality. Diséngagement reflects a

treble mithdraual:

(a) a limitation of social contact and relationships
(b) a loss of roles
(c) a lesser commitment to social norms and values.

' According to this Vieu, the old ﬁersun who is psycnologically
well-adjusted is usually one who has reached a new‘equiiibrium
v"characterised by a greater psychological distance, altéréd tyﬁes
of felationshiﬁs and decreased social interacticn with persaons

around him." (5)

" Thig theory has led to considerable controversy. Many of its
critics (Cam=ron, 1967; Nzugarten and Tobin, 1961; Palmaore, 1958)

1968)
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suggest that it condones a policy of indiffefence towards the
social problems of the aged. In fact, positive evidence for
disengagemént-is'incomplete, even within the limited terms within
which the theory has been expressed. In its original form, tﬁis’
theory has largely been diséredited. Insufficient attention has
been given to forms of compensation, replapement, and_substitu-
tion. For example, a widow hay remarry or live Qith married
chilaren; may see more neighbours rather fhan children, -and may
gradually develop intensive, rather than‘exfensive; social inter-
action. The loss of roles may increase the suhjectivebimportance
of the roies that remain. They may consequently be impiemented

more effectively and with deesper meaning attached to them.

Furthérmore, the difficulty of correctly interpreting losses
of role in the old person needs to be stressed. Roles vary in
scope énd‘impurtance, both for the individual and in the eyes of
society. There is much evidence to suggest that old people in
fact dislike loss of roles and relationshins, and little evidence
to indicate that they take the initiative in disengaging.

One cannot ignore the fact that there are
differences in lifelong patterns of living
and that there are some pesople who tend to
maintain relatively high or relatively low
levels of activity. (6) -

Even when disengagement appears tn be gradual, there is
evidence af marked unuwillingness to relinquish*smcial functiaons.
Even very old women may retain important roles as:-housewives,

mothers, grandmothers, or "childminders".
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2. The Activity Theory

This theory arose more than a decade after disengjagement theory
had experiencaﬁisevere criticism. Even today there . is controversy
between the adherents of the two.. Activity theary postulates that,

in order to offset the loss=s of their roles, the reduction in

‘their activities, and the narrowing of their social interaction,

old people in fact campensate by adopting new optiuhai'rules and
activities. It further adVﬁcateé that the amount of enpagement or
disengagement‘is influenced by the old person's pasf life-style

and sociu~ecdnﬁmig pressures rather than any intrinsic or inevitable

processes. (7)

There is much evidEHCE’(Bameron, 1967;  Havinghurst, 1964,

1369; Lipman, 1958; Rose, 1965; Maddox, 1965, 1974; Neugarten

and Tobin, 1951; Palmore, 1968) to support the general applica-

bility of activity theory.

Continued engagement appears to be typical
of the majority of normal aging persons;
disengagement is not inevitahle, except
perhaps just before death; the amount of
activity is strongly related to past life-
styles and to external factors; and--most
important from a practical standpoint--
maintaining activity is usually associated

- with more successful aging and life satis-
faction. (8)

~The conflict between disengagement theary and activity theory
has not yet been resolved. According to Grad de Alarcon (1971),

the most recent socioclogical approach seeks some kind of synthesis

between the two schools of thought. She guotes Maddox (1969):
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For most older people the maintenance of a
relatively high level of social involvement
or activity contributes a sense of well-
- being, even though the level of involvement
- and activity does diminish with age. (9)

3. The Aged as a Subculture

In‘ﬁrder to clarify thé social relations betueen.ulder people and
the rest of society, gerqntalpgists have suggested,the concept of
a subbulture of the aéed. ‘Hendricks and Hendricks (1977) refer

- to Rose (1965), who was the first to adopt this'appruach.5 He
suggests that "whenever members of one category interact more
among themselveé than with people from other categories, a sub-

culture will be generated." (10)

Many peaplé_uver 65 are hEalthy'and mobile enough to interact
with eacn bther.« Retirement communities, inner city neighbour-
hoads, old age hbmes, and activity centres perpetuate and increase
 this clﬁse contact. Rose further suggests thét society imposes
an aging self-concept--for example fhruugh enforced retirement.

At the same time; consciousness of belonging tb an aging group

has arisen. In gther dﬁrds, the elderly now feel that they belong
to a particular group, not only to a chronological Category.. |
Although many gerontologists disagree with the idea of the aged
'heing.a subculture, Claimihg that they do not fit definitions of
hinority groups, there is increasing evidence (Stréih, 1965;
Rosow, 1967, 1974) to indicate that Rose's work is indeed valid

(1D).
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L. The Historical Perspective

Early sociologi;él theorg-dealt with the disintegréting effecfs

of industrialisation and urbanisation on é*tehded families. As
thelfamiiy uhit diminished in size, its functions decreased both
in numbef and importance. As a result, the alderly‘mere'assﬁmed
to be losing their functions in this unit. As old people grew

iﬁ number during the twentieth century, social theory continued
to‘stress the shift from fhe extended tDAthe nuclear and

immediate family, the lUDsethies of social lifes, and fhe isolation
of the aged. For_exahple, Parsuné (196&) suggested that the reason
for political agitation to help old people in the 1930‘5 arose

from the éld person's isolation from kinship, occupational, and

community ties. (12)

Emanating from this approach is a midespread beiief in the

| "separation of generatiohs"-ar the "generation Qap". This
culminateé in the eldefly leading isqlated lives. More fecently,_
this belief has heen queried and disputed. There is, in fact,
.gruuing evidence that intergenerational contacts within the family
are often freguent and close. As tﬁis is one af the objectives

of the present study, it uill be deélt with in more dstail at a

later stage (see Chapter Seven).

II VIEWING THE OLD PERSON AS A MEMGER OF A FAMILY

‘1. Gaps in Social Gerontology

The science of gerantology is relatively new. Despite rapid

growth in research and investigation, insufficient data and facts
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have as yet been collated in certain important sectors of the

field.

Nowhere is fhis-more_evident thén in those areas concerning
the family and intergeneratiunal relationships.. Befﬁre_the_early
1950's, virtually no in-depth, Far—reaching empirical studies of
family relationships of the elderly in Western suciéty had been

carried out. Social gerontology was filled with widespread mis-

conceptions, and reliable information on the family 1ife of older '

people was deficient. Since then, the number of surveys under-
taken has increased steadily. These were initiated in the U.5.A.
and later spread further afield, primarily»to Western Europe.

These studies will be referred to in the text of the n2xt section.

2., Significance of the Family

The impact of family life on the circumstances and adjustment of
all individuals.regardless of age; has been uideiy acknowledged.

“ Simmons (1945) holds that thraughbut history the safest haven for
the aged has been the family. Other gerqntologists_énd anthro- |
pologists such as Sussman and Burchinall (1962} and Johnson and
Burst (1977) contend that, as people grow older, they beéome
increésingly mare invnlﬁed with their families than with non-kin.
Tounsend (1962) found that the place of the old person as an
“individual in the family was far mure‘important'than many
thearists had sﬁﬁpused. Accordingly, he postuiated that, in order
to comprehend many of the processes.and problems of aging, old

people had to be viewed as membérs of families. Before discussing

this in more detail, it is necessary to examine definitions of

"family" and the units of analysis.-
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111 DEFINITIONS AND PRINCIPLES oF ANALYSIS

Societies in general have a fairly clearcut kinship structure.
Although other family systems do exist, the mast ubiguitous unit

is the immediate, or nuclear, family. (13)

1. Immediate, or Nuclear, Family

The nuclear family consists of one or both parents and their
unmarried children, wha may or may not live in one household.
Any two of its members stand in one2 of the following eight

relationships to each ather: -

Wife/husbhand ,
Mather/unmarried son _

' Mother/unmarried daughter
Father/unmarried son
Father/unmarried daughter
Unmarried brothar/unmarried sister
Unmarried brother/unmarried brother

Unmarried sister/unmarried sister -

FIGURE 2.

EXAMPLES OF IMMEDIATE OR NUELEARF FAMILY

OF TWJ GENERATIONS &y
Married couple Married counle Married couple
with single child with tweo single with two single
children of diff- children of same
erent sex , sex.

O=A O=A O=A

A
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This family may be considered as nuclear while the children
are young in the sense that it is a nucleus from which new families
_mey ultimately emerge. Hduever, not all the children may marry
and set up independent households. Thus an elderly couple may
live with a middle-aged single daughter, or an elderly widow with
a single middle-aged son. The term "nuclear” Faniiy is thus ndtv
apptdpriate in.every case of households containing a parent or
parents and single children, making "immediate" preferable. The
immediate Femily may consiet merely of adults or of parents and
their children. Mdredyer, it may become "depleted" as some Df‘
its original members die or leave to marry and create their own
families. For ekample, three eingle siblings may, after the

 death of both parents, live together in a "Femily".

FIGJRE 3

THREE SINGLE SIBLINGS (15>

| |
T

2. The Extended Family

- The extended family may be defined as a group of individuals
related by blood or marriage. In general, this is numerically
- larger than thz immediate, or nuclear, family.. The former, for

instance, has at least two individuals related in a different

manner from that of any two members of the latter unit.
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The extended family share in common daily socio-econamic and
domestic activities. The Family usually, but not necessarily,
lives either in Dne;’tmo,.ar more households in a single locality.
In genéral, it consists of three (or even four) generations af
relatives. These inciude grandparents (and gfeat grandparents),
bne or more of the unmarried children (including children—in—léw),-
and grandchildren.,’Hauevér, in some cases, extended families may
" consist of the immédiate, OT nuclear; Families of tmo married

"siblings, in this case making up-mure'than one household.

The kinship network varies widely. The structure of the
family is dezpendent not only on living arrangements and Urganisaé
tion, but also on the number, sex, and marital status of the

relatives of successive generations.

FIGURE &

ORGANISATION OF PART OF A KWINSHIP NETWORK INTO Two
EXTENDED FAMILIES (INCORPORATING IMMEDIATE
FAMILIES AND A MARRIED COUPLE HOUSEHOLD)

AND ONE IMMEDIATE FAMILY - (16) -
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Stehouwer (1963) believés'that, invhighly'differentiated
indusfrialiééd.sncieties, expectations of a single ideal type
of family are'unfealistic. Industrialised societies give rise:
to a variety of forms of the family unit. Thus, partibularly.in
the.highiy integrated extended family, the elderly person may
play a significant role on the "ceﬁtre étage“. Other situations,
however, reveal a widely dispersed family network where the old

person exists alone on the periphery, isolated and neglected. (17

r

IV  THE ELDERLY REQUIRING PROFESSIONAL
- SUPPORT OR _INSTITUTIONALISATION

Study after study'has highlighted differences between families
of the elderly in the community and families of those old persons

either in institutions or seeking professional aid.

l. Elderly Persons Seeking Aid from Social Service Agencies

Townsend (1954), éhanas (1963), Blenker (1965), and Pﬁner (1974)
interviewed individuals who constituted the caseioads of - social
work agencies. As a resulf, they ascertained that thé old person
coming to fhe attention pf the prnfeésional uorker was less

likely to have supportive family resources on which to fall back.

Townsend (1958) concluded that these were either people who
had little contact with relatives or those with no daughters or
female relatives living nearby. Subseguently Blehker (1965)
demonsfrated fhat, in additiuh, this group of people had fewer
children, siblings, and other relétives. (15) Furthermore,

Puner (1974) discovered that 10% to 12% of the elderly attending
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welfare agencies either had no family at all or had no close .

relationships with their kins. (19)

2. Elderly Persons Livipng in Institutions

In three major studies, Townsend (1958, 1963, 1968) examined
differences in the families Df old people résiding in the
community and those admitted to Dld'age homes and geriatric hos-
pitals. He concluded that the Fémilies of the.institutionalised
eiderly'differed from those of their 60unterparts»in the-pommunity.
His principal findings are briefly summarised below.

| (g) In his review of 173 private and public institutions in
England and Wales (1957-1960), he found that a significantly
larger proportion of the institutionalised elderly were
childless and'geographically éeparated fram theifvrelatives

when compared with those in the community. (20)

(b) In his famous Bethnal Green study (1963), he éurveyed a
rapdom sémple dF_ZDB older people in old age homes around
Eastern Lnnduh; comparing them with a random sample of
elderly fesiding in the community in the same area. He
discovered three significant differences in terms of

family composition and organisation.
(1) Df the institutinnalised, 54% were either unmarried
or childless, as against 18% in the general population.

(ii) Of the institutionalised population who had children,

38% had sons but no daughters, as against 14% of
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those in the community.

(iii) Prior to admission, significantly more institution-
alised old people had been living apart from their
children than was the case among people residing

at home in Bethnal Green. (21)

,(c) In his final study (1965), Townsend compared the family

| rstatus of Dld'peuple residing in the Cummqnity of Bethnal
Green with those of 304 eiderly institutionalised in.a
geriatric hospital in the area. Again, differences in
terms of family'ccmﬁmsitinn and prganisation became

apparent.

(1) The unmarried and childless formed 43% of the
hospital population compared with 18% in the general

population.

(ii) OF the hospital population, 39% had surviving

daughters, relative to 71% in Bethnal Green.

(iii) The hospitalised had fewer close relatives, that is,

husbands, children, and siblihgs.

(iv) A highef proportion of those in geriatric hospitals
had been geographically isolated from their children

prior to admission. (22) i : y

In their review of past studies in this field, Hendricks
and Hendricks (1977) confirmed the above findings. They con-

cluded that old people entering institutions had, inter alia,

l
ﬂ
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" previously lived alorme and were without family ties. (23)

3. The Elderly Admitted to Psychiatric Hospitals

Townsend (19575 relates thaf as early as the 1940's, Lewis and
Goldschmidf (f9&3) and Almaree (1951) noted that both social
isolation and not belonging‘tn a Family'uére detrimental to
.mental health. They reiterated the importance of familial
contact and ﬁhysical availébilitg as a means of preventing

admission to psychiatric institutions. (24) -

~ Marjorie anenthal’makes note of Berkman's study in which
he Cdmpared the families of 534 first admissions of elderly
persons to a psychiatric hospital with the families of 600
’glderiy reéiding in the community in the'U.S,A. He demonstrated
that the hospitalised ranked lower in terms of contact--both

“familial and extra-familial. (25)

Mérjnrie Lowenthal (1964) examined 530 first admissions of
aged persons to the psychiatric wards of thEFSén Franciscn
General‘Hospital. She compared her findings uitﬁ thuseunf
pravious cbmmunity'studies, and observed that 52% of the elderly.
in psychiétric haospitals had lived.alnne prior to,admiséion.

This compared with 20% of all people aged 65 and over in'thEA
U.S.A.'ahd 32% of all San Franciscans GD.and gver. Moreover,
25% in the Bay area had no children and during the two weeks
prior to admission, had enjoyed no contact with friends Df
relatives. In the‘Community_sample,'nnly 7% had reported a

comparable degree of isolation. (26)
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L. Townsend's Hypothesis : Summary and Conclusions

.These studies iliustrate that the families of the institutioné—
lised elderly differ from the families of theif counterparts in
vthe community. Broadly speaking, the latter appear to have more
family resources to fall back on. They live nearer to, and havé

more contact with their Familieé.‘

Is there a cqrrelatinﬁ beﬁwéen Family circumstances and an
admission to an institution in old age? Peter Tounsénd was
probably the first résearcher mha.attempted to 1ink these two
factors. He hypothesised that "the likelihood of admission to an
- institution in old age, particularly a residential institution,
is-partly contingent on family composition, structure and
organisation.” (27) He based his hypothesis on the belief that
éhe processes and problems of aginglcnuld only be understnud
when Cnnsidered in relation to the social structure in which
aging ocecurred.

An individual's behaviuﬁr in non-familial as
well as familial society is affected by the -
composition, structure and organisation of
the nuclear (or immediate) and extended
families to which he belongs. (28)

Cunsequently, Townsend suggests that the Chara;ter and
guality of the relationship between husband and wife, or parent

and child, differ,.depending on fhe number, sex, marital status,
and age distribution of the other members of the immediate or
extended family. Similarly, family relationships and "closeness"
may be determined by examining living arrangementé, family

- contact, and supportive networks.
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Tﬁwnsend attempted to validate the hypnthesis‘which he had
based on his Bethnal Green (1357) findings. As previously
mentionad, he did this byrcum;aring the families of insfitutiona-
liseﬂ glderly with the families aof those residing in the

community.

UV ANALYSIS OF FAMILY COMPOSITION, DRGANISATION,
- AND STRUGTURAL INTEGRATION

Townsend's hypophesis deals uitﬁ the family in terms bF ité
composition, organisation, and structural integration. In the
Foilouing sectian, these three asbects of tha'Fémily will be
defiﬁed and .their impartance and significance discussed in the
light of Townsend's Findings, as well as those of gther

researchars.

1. Family Compaositian

Family composition refers to the members of thz family unit still
‘alive. More specifically, it relates to surviving children,
grandchildren, great—grand:hildren, siblings, and other possible

surviving relatives.

(a) The Three-Generation Household

We find that the three-generaticnal household is discussed iﬁ
depth in publications concerning the care of the aged, especially
with regard toc the help, care, and support provided by it. WHnow-

- ledge of the family campositian permits characterisation of the
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" structure of the family, showing whether the old person is a

member of a one-, two-, three-, or even four-generational unit.

The increase in life-span ﬁas exténded the duration of the
famiiy circle. The growing number of elder;y people'ih Western
society has resulted in‘the‘FDrmatiun of units comprising three
or four generations. Eonsequenfly, néu prublemsimay arise in
the family relatiunship as the numbers and complexity of inter-

. personal relationships increase proportionally with the éize of
the family unit. The addition of a generation to a family may
coﬁceivabiy either stabilise the group, or alternatively, drive
.members apart,’fragmehting the unit._ Such avchange is associated
with sociological and econamic Change. Moreuver,‘it_may be of

profound psycnological and psychiatric significance.

Thé role of the grandparents in such a family unit is fraught
with difficulty and misunderstanding, as they have no clearly |
defined role to play. Moreover, for the members ﬁf the younger
generations, whether of schaol—gﬁing_age or middle age, social
interaction and co-existence Qith the older generation may be
difficult in the exfreme, if not impmssible.v Westarn suﬁiety
today tends to regard the family as a two-generation nuclear.
unit consisting of the parents and.yuung children, virtually
ignoring the older generation, which tends tﬁ force the latter
out of the family orbit. The multitude of problems and effects,
both social and psychologicai, that may arise with the develop-
ment of the three-~ or four-generation family, are not predictable

"at presént, and this is an area which may well reguire further

study.
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Today in the United States, 20% of all household heads are
gver the age of 65,‘their numbers having increased by about
16%. (29) Despite this, more older people are spending their
last yeare alone, or (for economic or social reasons) residing
with groups of unrelated individuals. Indicatiens are that this

subgroup will continue to gram_in the future.

(b) Numbers and Sex of Surviving Children

Sociologists, netebly.Teunsend (1957, 1963), believe that the
living afrangements, social relationships, and security.nf old
people may be dependent on- both the nuhber and gender of their
children. In addition, regarding th= latter, the'mixture of
sexes ameng'effspring (whether all male or female or a combina-

tion thereof) may be important.

Naticeable differences'ih this regard exist between the‘
institutienelieed eldefly and those living in the community.
' Temnsend (1957) analysed admissions to geriatric hospitals.
He noted that the most salient feature of the hdspital pupulatiun
was the proportion with no surviving child:en: '15% of men and
33% of women. This was against 10% and 9% respectively among
‘men and women in‘the gehefal pDeUlatiDn._ In a second survey,
- the elderly residing in ell types of iestitutions were included.
The first finding'uae validated. A disproportionately largerl
number of the institutienalised populatien were childless-27%
-_compared with 15% in the general population. _whee the unmarried
without children were included, the childless cbmprised 49,5%

of the hospital population against only 28;2% in the community.
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However, those with only one child occurred more freguently in the
.hDspital sample. (30) Townsend (1963) found 33% of those in
institutions had only one child,'mhilst‘this was true of less
than 25% of the elderiy non-institutionalised population. These
‘Findings support Shanas's (1965) theory. She.cancluded that the
institutionalisedvhad a higher proportion of huth.childless old
people or tﬁnse uith only one child, compared with the population

as a whole. (31)

Palmare (1978), in hisvstud\] of institutionalised aged, Found
that those‘uith no bhild:en (38%) and those with only one or two
childreh (27%) had higher rates of admission than those with
‘several children (22%). (32) From these findings it'may be con-
cluded that the presence df'several‘living children in the family

may mitigate‘against institutionalisation of the aged person.

A further distinctian repurted-bétueen the institutionalised
population and those residing at home is relaﬁed to the
sex of the elderly person's children, namely, whefher they are all
sons, all dauéhters,'or include children of both sexes. Townsend
(1957) contended that the availability of children, notably
female offspring, pfutects againstIinstitutionalisation. This
was dué to daughters, rather than sbhs, nursing their elderly
parenfs at home; He confirmed this>finding in several étudies
conducted in old age homes and geriatric hospitals. In his
‘study of a geriatric %Dspital ponulation (1963), he noted that
33% of those uith‘children had at least one son but no daughters,
against 1&% of those residing in the commﬁnity; Similarly, only

39% of the hospital population had surviving deughters compared
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with 71% outside. In a similar study of old age homes (1953), he
found 38% of the institutionalised elderly had sons but no
daughters, relative to only 14% of the aged in the general comm-

unity. (33)

-(C) Siblings

The importance of siblings in the life of the aged is widely
accepted and is aptly‘expressed by Cicerelli (1977):
Even though the relationships with children
may be the major relationship for the elderly
individual in terms of frequency of contact,
the existence and availability of siblings
also seems to be important to the adjustment
of the elderly. (34)
Shanas (19639) claimed that in the event of old people having
- no children, then brothers, sisters, or possibly more distant

relatives, tend to take the place of the children in what Peter

Townsend termed "family substitution".

Accurding'td Irish (196@), bonds between siblings extend
thruughouf life and aré secaond only to mother-child ones. With
the passage DF'time,'adults grow Dlder‘aﬁd their aging parents
die. Adults thus draw clusér to ﬁheir living siblings and their
interpersqnal relationships assume even greater‘imporﬁance fhan
formerly. - Accordingly, much attention has been focused on the

family relationships of adults with their siblings.

~ Cicirelli (1977) refers to the work of Shanas_(1968)-whd
found that approximately half of the women in their late 60's

had a husband, whilst six in seven had a live sibling. He refers
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also to the Findings.of Clarke and Anderson (1967) who state that
among the families and relatives of pehplE'over‘ES, it was found
that the'siblings‘uere the most numerous of all relatives. In
this group, 38% had a live spouse, 61% had living children, and
93% had siblings alive. Finélly, he mentions a study conducted
in Kentucky (U.5.A.) by Youmans (1963), who found that BD% of

adults had living children and 82% had living siblings. (35)

In generai, according to Laverty (1962), the eldérly feel
closer to their siblings than to other relatives, uith the
exception of their own Chiid;Eﬂ.- Troll (1971 maintéined that
even though relatinnships-with children formed the major . |
association for tne elderly in ferms of frequency of contact, the
existence and availébility of siblings was very important fo the
’ﬁsychosucial adjustment af the elderly. Peter Tdunsehd (1968)
concluded that many old people were able to depend on their
siblings for companinnship,and’support, particularly uﬁen they:
had nﬁ children. (36) In his study of institutionalised elderly
(1963), he noted a significant diFFerence bztween these and old
peopie in the community in térms of living siblings: 40% of
those in ihstifutimns had no siblings compared with 22% in the

private household pupulation. (37)

(d) DOther Relatives

The extended family is another area of great significance for the
elderly. Here, every individual and family form a complex network
of interpersonal relationships. A feuw "connecting" relatives make

acquaintances with scores of other relatives. 1In nis Bethnal
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Green study, Townsend (1957) discovered individuals who knew of
50 relatives, and in some cases, even hundreds. Few, however,
claimed knnmledge of relatives further removed than their grand-

parents or great-grandparents.

, _Dgépite this, evén distant relétionships produced strong
feelings of obligation and dependability. Many placed their
confidence in relatives rarely met. They were people to fall
back on in times of trouble and need; this knumlédge appeared to
be a source of comfort to the elderly. The old people diﬁ not

vFeel anonymous and felt that, shaould the necéssity arise, support

from an individual outside the immediate family could be claimed.

Townsend, in his studies of the instifutiunaliséd elderly (1963),
'.Fuund that the exténded family played a crucial rolé in the life-
Style‘of the elderly. He noted that those old peoplé residing at
home had a 1arge, often complicafed,»netwark of family relation-
ships.spreading throughout many households. HDQever, in the

institutionalised this was not the case. It was discovered that
they had fewer relatives, that they lived further away fram thgm,

and that there was less social contact with them.

2. Family Organisation

This refers to the household composition, living arrangements,
and the proximity of family members. Ethel Shanas (1968) vieuws
the involvement of the old person with his family in terms of

four major categories:

N
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(a) 1living arrangements
(b geugraphical pro*imity.
(c) family ﬁontact
(di 'ethange of services. (38)
The firét two CategdriES are included under family Drganiéatiun

and the latter two will be discussed in the section on structural

integration.

(a) Living Arrangements

The styles of living arrangeménts in which individuals cnfexist
are critical in maintaining a sense of well-being throughout

life. Despite the lack of positive correlations between hbusing
,.pafterHS'andvsatisfaction in latervlife, fhere are relatively
Clgar‘indications that they are often assa:iated; living
arrangements figure prominently in Palmore's (1976) study of
factors relating to inétitutionalisation'in old age. In Tdmnsend's
East London (1957) study, he demonstrated tﬁat, altﬁuugh relatives
1lived invseparate househnlds, théy nevertheless maintained very
Close-assdbiatiuns, with frequent contact and the rendéring Df‘.
reciprocal services. He found a'tendén;y for a higher proportion
of institutionalised elderly to have besn geographically isolated
from théir.relatives pribf to admiséion} Among the institutiona-
lised elderly, 39% had not lived within a mile of any of their
relatives, whereas the pumparable figure in the cammunity was

estimated to be 30%. (39)

Johnson and Bursk (1977) refer to the findings of Butler
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and Lewis (1373) and Puner (497&), who suggest that this figere
far the elderly residing at home in the United States is even
higher: 75% Df_peuple‘nver-GS with living children either reside
‘with or live close to their offspring (less than half an hour's
~drive). (40) In his monumental compafative study of the elderly
residing in the United States, Britain,'and Denmark, Stehouwer
(1968) was ahle to distinguish between five major types of
»heuseholds af peaople aged 65 and'ever in all three countries.

These were:

(i) Housenolds consisting of an elderly person living

alone who has never been married: 4% to 8%>

(ii)- Households Censistinglof a widowed (occasionally
a divorced or separated) pareht living alone:

22% to 28%

- (1ii) Households consisting of a married couale only:

359 to 45%

_(iv) Households consisting of a married couple and

married or single children: 7% to 14%

(v) Households consisting of a widowed (or divorced
or separated) parent and married or unmarried

children: 9% to 20%  (41)

(i) 01d People Residing Alone

- For many years gerontologists firmly believed that people who
lived alone and were without family ties encountered more

psycho-social problems in their latter years as a result. In
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_ the United States, less thén one~-third nf the elderly curfently
regide with their offspring. Thps, some researchers emphasised
.the breakdown of the family and researﬁh became focused on social
isolates. Recent inuestigatinns, however, cast doubt on this
hypothesis. Upon'cluser examination (Shanas, 1962; Rosenmayr,
1972), it often appears that the elderly préFer.theif intimacy

at a distance. This arises from a desire to retain their

" independence ratner than because'of pnssihle problems cantingent
dn living uith theif children._ tertain researchers sezm, however,
to have eguated and identified the act of living ih séparate
hdﬁsghuids uithvélienatiun between paren%s and children. This
is, in fact, a misﬁgnceptinn. In the United Sfates, for instance,
thé majority of older people are neither alienated from their_
children nor from immediate relatives. Evideﬁce from three
industrial countries indicates that over 65% of all individuals
~with children either live with or near to them, in the latter
case seeing them at least three times a week. (42) The fact
'that old pedple may live alone, irrespective of whether they

have children Df not, doés»nut imply that they are iiving in

isolation. (43)

At this point it becomes necessary to distinguish between

isolation and desolation. According to Townsend (1968):

One important meaning of social isolation is

to have little contact or relationship, by
comparison with persons - of the same age, with
family, local community and scciety. . . .
De2solation, a special form of isolation,
related to a person's individual situation, is
typified ty the loss (by death, hospitalisation
or migration) of a social inmate, usually
someane who is loved. (44) '
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Butler and Lewis (1977) guote Shanas (1963) who contends
that isolation is not synonymous with loneliness, naor is.there
a definite link betmeen isnlatiun and mental illness. AIn fact,
'the significance aof isolation depends on whether it is of long-
term duration or of recent onset, that is, whether the old
people are lifelong "loners" out of choice or unmiliingly iso-
lated by sfresful life events. Shanas concludes that the
loneliest and most isolated old peaplevappear to be widows and

" widowers who had no live children and lived alane. (45)

. Lowenthal (1968) explains the cunnectiun.betmeen social‘
isolation and mental illness in old age: whilst lifelong éxtfeme
isolation (such as the life of a hermit) is not linked to
méntal illness, lifelnng marginal sdcial adjustment is. Laté—
onset isolation (in old ége) is lipked to the onset of mental'
illness, but there is a possibility that.this is a conseqguence

rather than a cause of mental illness in the elderly. (46)

(b) Geographical Proximity

Thejprnblem of liVing alone‘diminishes when rélatives live neérby.
The géugrapﬁical lacality of relatives thus tends to figure
prDminently in ﬁhe dnmeétic life of the.elderly, and bécnmeé
~pre-eminent in the care and management received during illness
and infirmity. Relatives with ihdependent hdusehdlds then'

reside near enough to foster the develapment of qluse'ahd con-

tinuing relationships.

A number of studies have shown that old people tend to live
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in close pfoximity to their children. Brnmh (19605 found tﬁat,i
in spite of the existence of separate dwellings and patterns of
geographicél proximity, 78% nflﬁld people studied lived in

close proximity to at least one of their children; Blenker
(1965) asserted that most older persons in the_United States
“live near tu,’if h:t.mith, onz urimnre of their children.
Furﬁhermurg, she concluded that_tmu-thirds of all.old people who
have children live with, ar within ten minutes“travel of, at

~ least ane of their offspring. In his comparative study of the
United States; Britain, énd Denmark,.Stéhuumer,(1968) observed
that the majority of elderiy people, despite living independently
_in their own households, had onz child at least living close

at hand. Townsend (1957) arrived at the same conclusion in his
Bethnal Green study: 85% of thuée mith children.resided either.
'@ithithem Dr.mithin'a mile of them. More than 50% of thﬁse
living alone had a child 1iving‘ih the séme street, blﬁck of
flats, ar neighbourhood. Thése findings become highly significant
when cbmpared with observations related to the institQtionalised
elderly in the same area. .Prior tﬁ admissiun, a higher pro-
partion of the latter, relative to the]furmer; had bezn isoléted
geographically from their children:.'33% héd no chiidren resident
in the same borough, whilst nnly 15% in the community sampie

were similarly piaced. Lowenthal (1964) made similar discaveries.
She learned that, pridr‘tu admiséiun, 25% of the psychiatrically
111 population, in addition to living albne, had been:gedgréphi-
cally isolated from relatives. This suggests that geugfaphical
isulafiun from children amgngst the elderly may be & precipi-

- tating factor in the admissiqh of the aged to geriatric insti-

tutions. (47)
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3.  SBtructural Integratiaon

In sfudying theistructural integratiun of the Uld person's
family, the amount of contact the old person has, and the re-
ciprocal-help patterns are taken into account. Stehouwer (1963),
Shanas (1968), and Townsend (1962) asserted thét the structural
intégration of a family reflects its "closeness" to, ihvulvement

with, and support for one another.

(a) Family Contact

According to Jan Stehouwer (1968), the structural integration of

the family is demonstrated, inter alia, through the Frequency of
contact of the old person mith»his children, siblings, and other
rélafives. Constant contact with children, siblings, and.grand—
children gives a seﬁse of meaning and purpose to the lives of
the aged, which is essential for their emotional well-being,
social cunformity, and even intellectual functioning. Peter
Townsend definad contact as "a meeting with another person,
usually prearranged oT customary, ét home or outside, which
involves more than é‘casualqexchange af greetings_betmeen, say,

two neighbours in the street." (48)

Différent field studieé (Townsend, 1963; Stehoumef, 1968;

- Shanas, 1969) have shown that, although relatives may live in
separate huusehplds, they stiil maintain very close associations,
seeing each other Uftén during the day and exchaaging services.
Contacts are shuwnvtu be vitally important in the life of the

elderly.
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Local and regional studies carried out in Britain and the
United States, as well as in Francé, Germany, Austria, and
Scandinavia, suggest that the majnrity of old people ére in
close contact with their children and other relatives (Burgess,
1960;. Townsend, 1963). Sfehuumer (1365) noted that the overall
freguency of the contact between the old and their children was
remarkably similar in the three countries studied (Unitéd Stateé,
Britain, and Danmark), frequency of contact being definéd as the
periudrbetﬁeen the interview and the last visit by a family
member. Between 62% and 69% of all the old people had seen one
child either on the same day or the day before. Moreover, most
were in regular contacst Qith at least one of their children.
Only a minority did not have clﬁse relatiuhShips with any
family members, remaining distant'and-isulated from them. (49)
Similar Findings.have been repurted.byADther researchers suchn as
Townsend (1957), Litwak (1960);'5ussman and Burchinall (1962),

Shanas (1968), Troll (1973), and Hendricks and Hendricks (1377).

Several researchers have endeavoured to gquantify familial
contacts using various devices. Some of these are discussed

below.

(i)  Daily/W=ekly Contact

The frequency of average contact with the family is measured,

the following categories being tynically used:
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- Daily
= Not daily but at least once a week
- Not weekly but at least once a month

- Not monthly but at least once a year

Townsend (1957, 1964), Stehouwer (1968), and Hendricks and
Hendricks (1977) have employed measures like this. The lattef
state that aver half tﬁe old people in the United States are in
touch with their children on a daily basis, while another

guarter meet weekly.

(ii) Latest Contact

The'latest contact between the old person and his family prior te
the interview is determined and the following categories are

usuaLly employed ta systematise the results:

- - The interview dafe and one day earlier:
'~ 2 to 7 days prior to the interview

- 8 to 30 days ﬁrior to the interview

- 31 days prior to the interview

- Not in the last year

S5tehouwer quutes'the following figures from his study.
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TRABLE 3

.WHEN PEOPLE AGED 65 AND OVER LAST
SAW ONE OF THEIR CHILDREN

(Percentage Distribution) (50)

Last Time Child Seen " Denmark Britain United States
Today or yesterday 62% 69% 65%

2 to 7 days ago 22% - 17% 8%

18 to 30 days ago 10% - 8% 10%
More than 30 days ago - 6% 6% 10%
TOTAL 100% 100% 100%
N = 1 992 1 911 2 100

(iii) Contact Over the Last week/Two Weeks/Month

This is a more specific measure cuvering contact aver Dne; two, ar faur
weeks prier to the interview, thus being a measﬁre of the average
contact with the family over a shart-term pericod. Stehoumér

(1968) reparted that'fhe prapartion aof elderiy in contact with

some family member in the ueék pricr tao intervieu ranged from

81% in Denmark, 83% in Britain, to BE% in the United States. (51)
‘Lowenthal (1965) reported that psychiatrically Huspitalised

patients, prior to admissiaon, ranked lomef in both family and

social contacts than people in a community sample.

(B) Mutual Aid and Suppart

Studies of 1ntergenerat10nal family relationships have, in part
focused upon mutual aid exchanged among Famll1es on dlfferent

geherétinnal levels. These studies (Sussman and Burchinal, 1962,
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’v1968;7 Shanas, 1961) indicate that patterns of kin aséistanCE-are
fypical in'uld age, being functions of the family network. Mutual
help patterns serve as an impurtaﬁt indicator of intergenerational
relations and demonstrate the extent to which the aged parent is
involved in the daily life’df his offspring and vice versa.
“Moreover, these patterns serve as smﬁrces of infurmation regarding‘
parent-child relationships in later life. The exchange of aid
ampng Families_Fluws‘in seVéral directions--from parent to
childrenlandvvi:e versa, among siblings, and (less Freduently)‘

from more distant relatives.

| This mutual aid contributes td the yoﬁng Family's'standard
of living,'and»increasingly to the upkeep of aged parents during
the latter's retirement. Sussman'and Burchinall (1962) conducted |
nost of the studies in this field and concluded that help
patterns may take on various forms, including the exchange of
, éervices, gifts, advice, énd financial assistance. The latter
may be direct or indirect, subtle or gbvious. The following forms
~of assistaﬁce, which may be either rendered on s regﬁlér basis or

merely an specific occasions, are listed.

(1) Economic Support

Goods

- Furnishings at marriage or at a later.date given by
the old persaon to his children
. - Hospitality gifts

- Use of equipment, car, rent-free house, appliances
g ;



Financial Aid

Donations by the old person to mark special occasions

such as a wedding, childbirth, holiday or anniversary

Low interest or interest-free loan
- Endouwment

- Suhsidised visits and vacations

(ii) Service Aid

=~ Shopping

- Escurﬁing or caring for children
- Bounéelling

- Performing household tasks

- Bardening

-~ Visits to doctor or dentist

- Services performed on special occasions such as

a wedding or during periods of crisis, death,

accldent, disaster, and personal troubles

All of the services listed above may be made raciprocally betweesn

the old person and his younger family members.

Johnson (1977) quotes Sussman and Burchinal (1962)
repﬁrt that mutual exchange of services, gifts, advice,
Financiél aésistance between the.generatioﬁs is present
many as 93% of families. These findings were confirmed

later study (1988) where the same overall percentage of

who

and

in as
in their

aild was

establiéhed. This was then further braken down. The adult

children gave financial assistance to their parents in 14,6% of

the cases, while 46,8% of the former received financial

aid from
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their parents. In a larger samale of Detroit (U.S5.A.) Families,
70% of 730 women interviewed indicated that their families both
received some kind of help from relatives and gave help to such
relatiyes, financial aid being twice as likely to come  from

parents as from siblings. (52)

" A change in.attitudg seems to have occurred since the.early
1940's. At thé fime, Daniel (1943, 1944) reported that.young,
adults were reluctant to support aged parents when there were
ather institutioﬁal sourﬁes'bf aid évailable. In the 1960's,
Shénas (1961) found fhe reverse. She noted that married chilﬁren

were willing to assume responsibility for their aged parents, |
providing both Huusing and financial aid. Stehouwer (1968) fuund
that the aged appear to be generally independeﬁt of regula:
monetary aid from their children. In the United States and
Britain, only 4%, and in Denmark 2%, reported receiving regular
financial aid from their chiidreﬁ; Gifts received in the Fofm
‘DF.money (célebrating specific evants) érs-the most usual

gccurrence.

It haé been found among the elderly that the numbers of
tﬁose rendering aid to their children does not markedly
diminish'as the former grow older. Thus in the United States,
65% of those in theirliate 60's assist theif children, relative
to 50% of those in theif 70's. (53) This lends meigh£ tD the
hypothesis that elderly parents (irrespective of age) often
actively participate in family 1life. Eonversély, the amount of
assistance received from children is clearly reiated ﬁo, and

contingent upon, parental age. The likelihood of support from
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a child, irrespectiVe of type or freguency, increases proportion-

ately as the old person éges.

(iii) Aid when Dld Person is I11

.Prnbably the commaner Fnrmé of mutual aid rendered in -all family
units arise out of illness. Shanés (1962, 1968) emphasised'the
growing reliance placed upan thg family by tHe elderly, as they
grouw Dider; for social support and aid during times of illness.
‘and inFirmity. " Further, éhe observed, in a cross-cultural
'analysis of family life, that 80% to 90% of all old peaple facad
~with serious heélth'prublems received assistance from family |

~ members. (54)

‘CONCLUSION

- The foregoing has indicatad the abundance of evidence that the

family, and more specifically its composition, organisation,

and'stru;tural integration, plays.a decisive role in the life

of the aged.

In Part Two of the present study, which now follows, a
‘Field study undertaken between June 1977 and duly 1978 is
repbrted upon. The chief object of the field study was, against
the theoretical background reviémea in Part Dne,'to compare the
" life situations (uith speciél reference to family) of old persons
admittedvfor the first time to a psychiatfic huspitalvin Eépe

Tomn with those of a control groups living in theycommunity.
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' CHARTER SIX

METHODOLOGY

I RESEARCH DESIGN AND PROCEDURE

1. Design of the Study

A study based on the'comparisun of the families of two groups

of old people was carried out. The two groups were:

(a) 50 sequential first admissions of White persons

aged 60 and over to Valkenberg Hospital

(b) 152 White persons aged 60 and over residing in
the community in fhe same suburhs DF_Eape_Tqmn

'uhich are served by Valkenberg Hospital.

'These two groups were comparad and caontrasted in the following

respects:
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J

(i) composition of the family
(ii) organisation of the family

(iii) structural integration of the family.

2. Procedure

In thevSample of huégitqi patients, the information was collected
cver a-period of on=2 year, from june 1977 to July 1978 by means
of a‘specifically designed standardised guestiocnnaire. All the
interviews were conducted by the author. All hospital patients

were interviewed thres days after admission.

In the community sample,vthé data were collected over a
period of three wezks in‘July‘197B. Each interviewer saw 38
respondents, with approximately thresz interviews conducted daily.
- Responses tn the duestiuns.werc recqrded directly‘on fhe ques-
tionnaire (the same qﬁéstimnnaire as for the hospital sample),

there being only one possible answer to each question.

. On the basis of statistical'tests then applied, family

differences in the two samples were critically examined.

3. Mode of Statistical Analysis

The data uére'analysed using the standard XZ test and'X2 test
for trend to note significant differences between the two -
groups. - A log linear model was also ‘applied to remove possible

- effects of confounding variables.
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The following three sections, that is, (a) te (c),
are nat the unaided work of this researcher, but are a formula-

tion derived from two soureces, namely
(i) Biom=dical Computer programme manuals (1)

(ii) DOr. D.J. van Schalkwyk, Research Officer, Institute
" far BihStatistics of the South African Medical

Research Eauncil, Bellville.

The first two statistical tests described here are widely
-employed in social research of this kind and the researcher
therefore felt justified in including the formulations as

derived from the sources stated.

The third test, i.e. the "log-linear model®™, is less usual.
The déscriptinn regarding this test on pages 137-138 is a

gquotation from Dr. D.J. van Schalkwyk. (2) o

(a)_ The gqualitative data were analysed using the chi-sguared

(XZ) test of homogeneity. This test compares freguency
distributions in more than onz population. The null
hypothesis is that the distribution of individuals between

different categories will be the same for all populations.

Throughout, a pfobability level of 0,05 uas considered as
significant, a level af 0,01 as highly significant, and a

level of 0,001 as very highly significant.

The likelihood ratio chi-square was used as it is a good

estimate of the true chi-sguare distribution. This is



136

‘defined as:

x> = 2E01nQ
E
where 0 = observed frequency
E = expected number of ochservations
1ln = ‘natural log (log to the base e)

(b) The ordinal data with more than two classes were also
tested for a linear trend in the ratios of hospital to

Egpmunity respondents by means of Armitage's chi-sguared

 (X2) test for trend.

x° trend = b° n (x; - x) 2 / pg
m - _.' ’ -2
b = n(p-p) (x5 -x) 7/ nilx - x)
i=1 '
P=x./n
i
_ m
X =  nx./n
f=1 i 0
- . 1 mm §
n j=1- L
o= 1-0
m
n = ni
i=1
x.1 = number of observations in the first column of row i.
ni = total number of observations in row i.
m. = number of rows of the independent variable aof age,

income, etc.
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Usually the first column is considered as the "affected" class

and the second column as the. "not-affected" class.

For a ceftain'éeries of tables, that is, 16-19, 21, 25-33, 35-37,
39-47, h9;5ﬁ, 53-55, and 57—59,‘the chi-sguare and chi—squére for trend
mefe calculated, not on the total population, but on a relevant sub-
total of the populatidn. " For e#ample, when examining aid rendered to
the old persaon by his/her children, the chi-square was calculated on
those péople with children in each population (114 in the community
and BD»in'the hospital). This was done in order to‘fﬁcus on the variable
Cuncefned, that is, in this case the aid rendered to the sample populations

'by ﬁhildren, so. that the populations without children were not taken into

account.

(c)  The Log-Linz2ar Model

Thié.was‘used in order to determine the association between two discrete
variables with the effect of another removed. Use can be made of the
test of partial association in a log—lineér mbdel fit on a multiway
freguency table. Fdr example, iu determine the association between the
amount of contact with children and the type of respondent (hospital or
community), bne.has to take the number of children into consideration.

This was done by using the BMDP3DF programme. (3)

This programme analyses data in a multiway table. The purpose of
the analysis is fo obtain a description of the relationships between the
factors of the table, either by forming a model for the data or by testing
and ordering the importance of the interactions bétueeﬁ the factors. The
analysis is based on fitting a (hierarchical) log-linear model to the
cell'Frequencies;. that is, the logarithm of the expected cell freguency

is written as an additive function of main effects and interaction in a

manner‘similar to the usual "analysis of variance" model. The programme
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tests the appropriateness of models by the likelihood ratio X2 and the

usual X2 goodness-of-fit. The hypothesis that the Egrtial association

of k factors i1s zero is a test DFvuhether a significant difference exists
bétueen the Fit UF two hierarphical madels--one is the full model of
Dfder B, and thevother the hudel that‘differs Froh itbin that the speci-
fied k factar interaction_is excluded. Faor ekample, to test the partial
association of fype of subject-and contact mith.children, the full

second order modelvcantaining "type Gf subject", "contact with children"”,
and "number of childféh"'is fitted and the same model with the inter-
action betueen "type of subject" and "contact with children” ignoredt

The difference in the tests-of-fit is a test of partial association.

‘II  HYPOTHESES -

This study proposed three major hypotheses which, for statistical reasans,

are@statéd in the Null Hypotheses (HD) form.

(a)  There is no overall difference between the hospital and

- community groups with regard to family composition. This

hypothesis was tested in terms of the number of surviving

childrén, sibiings, and ather relatives.

(b) There is‘no overall difference between the hospital and

cmmmuhity groups with regard to family organisation. This

hypothesis was tested in terms of the composition of the
household and the geagraphical proximity of the various

family membersbto the old person.

_ (c) There is no overall difference between the hospital and

community groups in respect of the structural integration

of the family. This hypothesis was tested in terms of



(i) the old person's average and 1atest cantact with

the various members of his family

(ii) the amount of aid and support given to the old
person by the various members of his family,

and vice versa.

III RESPONDENTS

- The total number of respondents was 202 pecple aged 60 ‘and over.

Only persons classified as "White" in terms of the Population
Registration Act 1630 of 1950 were inciUded.‘
It was felt that the uniqus race classification system in South

Africa, in addition to cultural differences, could act as

-possible cdnfounding variables. For example, different race

groups.might have different support systems. Therefore, for the
purposes of this study, only Whites were included. The author
suggests that similar studies should be dune»separately for the

other race groups, and the overall results compared.

1. Hospital Respondents

These consisted Uf 50 first admissions to Ualkenbérg Hospital

interviewed in the sequence in which they were admitted. Males
comprised 36% and females 64%. These patients were referred by
geﬁeral practitioners, social welfare agencies, old age homes,

nursing homes, general hospitals, family, or %riends. Some were

self-referred.

~The réspandents suffered from a variety of psychiatric

/
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illnesses, the diagnosis being according to the International
Classification of Diseases, Ninth Edition (ICD 9). The principal

diagnostic categories found are shown in Table b.

TABLE &

HOSPITAL - RESPONDENTS CLASSIFIED ACCORDING
TO PSYCHIATRIC DIAGNOSIS

Hospital Respondents '
Diagnosis ’
No. %
Affective disorders ‘ : 15 30
 Orpganic disorders (senile dementia,
. . . 11 22
arteriosclerotic dementia . .
Neuroses ' - - 7 1w ¢
Personality disorders - ' ‘ 6 12
- Non-transient organic conditions S a8
Alcohol psychoses , ’ , 3 6
Transient organid conditions 2 L
Schizophrenia - ' 2 4
TOTAL | » 50 100

The two major illnesses from which hospital patients suffered
‘were affective disorders (30%) and the various forms of organic

dementias (22%). This is clear from Table &.

Almost half the patients (42%) were found to be suffering from
an organic illness. This included senile dementia (13%), arterio-
sclerasis (9%), non-transient organic conditions (8%), transient

organic conditions (4%) and alcochol psychoses (6%). Almost
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one-third (30%) of the patients suffered from an affective dis-

 grder.

- The Figures in terms of senile and arteriosclerotic démentia.
compare closely with those of Roth (1955), Fish (1962), Milne and
Robinson (1977), and Verrier Jones et al (1978). Neurotic dis-
orders (14%) and personality disorders (12%) of various forms

constituted the next two groups of some significance.

The remaining 4% suffered from schizophrenic disorders. The
mast likely explanation for this low reading is that patients with
this illness are almost certain to have heen hospitalised before

they reached old age.

The majority dF hospital‘respondents (91%) were admitted to

the Psychogeriatfic Unit, the remainder to long-term wards.

(a) C:iteria for Selection of Hasbital Respondents

(i) All respondents were aged 60 and over. This age limit
was decided upon arbitrarily as a suitable cut-off

poiht for the FDllDuing'reasuns:

- 01d age'pensions For-unmen are granted at this age

- Mény old age homes admit patients from the age of

60 and ovar ‘ ‘ -

-. Patients to the Psychogeriatric Unit are admitted

'frdm this age upuards.'



142

(ii) Only first admissions to the hospital were studied.
Repeat admissions to Valkenherg or any uthef State
psychiatric hospital were not considéred as eligible
for study as they would represent a different popula-

 tiDn, such as chronic psychiatric patients. Persons

who had received prior psychiatric treatment (such as
-privéte consultations) or those who had attended out-
patient clinics Qere, however, nDtrexcluded as long

as this had not led to hospitalisaticn.

(iii) Although Valkenherg Hospital serves certain rural areas

(see Appendix 1 ), if was not possible‘for practical
 reasDns to seiect respandents from Dqtside Cape Town.
Consequently, all persons from rural areas were
excluded ffum the hospital sample. This plaﬁes a
certain restriction on the applicability Uf the results--
the possibility exists that the families of old people

~ from the rural areas differ from the families of those
elderly residing in the urban areas. 0On the other hand,
excluding the rural patients makes the hUsbital sample

more closely comparable with the community sample.

- (b) Locating Hospital Respondents'

In order to ensure correct selection of all hospital respandents,’

the_falluuihg four steps were taken.

(i) The entry book in the admission ward (where details of
every patient are entered) was checked daily for new

arrivals. In order to control selection of respondents,
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details of the patient's possible previous admission
ta a State psychiatric hospital were also written

into the entry book.

. (ii) Four other uardé of the hospital (Ward C, Ward 3,
Ward 5B8) and the Cape Town Neuroclinic (sited at
Valkenberg) were contacted daiiy. " The reason for this
was that patients over the agz of 60 were at times |
admitted directly‘to these wards, and would thps not
appear inithe entry book. (This‘uccurred,in cases of
- acutely disturbed patients or in the case of emergency

admissions.)

(iii) Notices reguesting bohtacf with newly admitted patienté
| 60 yéars'and over were posted on ward noticeboards.
Bontact‘uas Establisﬁed with the ward siéters, éo that
' tﬁey might notify the researcﬁer of each new arrival.
In this way, it was assured that no relevant respandent

was overloaoked.

(iv) In cases wﬁere the patient, his family, or an old age .
-home @ere unsure of the ﬁossibility of a previous
admission tUla State psychiatrid hospital, the patient’'s
folder was referred to in order tﬁ discover this

information.

2. Community Respondents

These consisted of 152 elderly persons residing in the community
in the Cape Town "catchment area" of Valkenberg Hospital (but

excluding rural patients as stated above). Of the resﬁondents,
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34% were male and 66% female. Only 10% resided in old age homes

or boarding houses. The remainder lived in their own homes.

(a) Criteria for Selection of Community Respondents

These were selected according to a random sample drawn up by the
Medical Research Council of South Africa, and kindly made avail-

ahle to the researcher. Reépondents were defined as bépple aged 60
years and older residing in thqse.Suburbs in the Cape Peninsula zoned
for Valkenberg Hospital (Appendix 2). The numbers of people in this age
grdupvin the relevant subﬁrbs were obtained Frum'fhe Cape Town
Bity»Enﬁncil's latest‘available figures (see Appendix 3). The

total pnpulatiuﬁ Qas‘39 182 diQided among 54 suburbs, ranging

from 3 to 4 926 per suburb. The sampling rate was therefore one

‘person in 261.

to survey all 54 suburbs, the number

As it was impracticals:
was decreaéed (uithouf losing too much geographical viabiiity)
by grouping~subufbs (adjacent ones as far as possible) tbgethef
fn form 15 grnups,.each uith.a desired pnpulatibn of approximately
2 612. The number of people to be sampled per group of suburbs
was prﬁportionai to the population for that group, rounded aff
to the nearest even number. Tuwo sampling poings per group .of
suburbs were used in order to get some idea bf the variability
within each group. (For the Sea Point/Three Anchar Bay group,
the.pOpulatiDh was double the desiréd number. As there was no
obvious and simple way of dividing the area, it was decided tao

sample at four points.) (Ses Appendix &4).
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The sampling points were then randomly selected in each
group of subﬁrbs, using X and Y cn-ofdinates on é grid on a map
of the afeas. wﬁere suburbs within a group were not adjécent |
to one another, the suburb(s) for sampliﬁg uas/were‘aiso
réndnmly_chusen. A description of sampling points is iﬁcluded
(see Appendix 5). The street Clﬁsest fo the selected point was
named, and, where the point was on a Cnrnef, north—snuth and |

east—west‘aligned streets were selected alternatively.

{b) Locating Applicable Community Respondents

(i) On érriving at the specified point, streets were sur-
| _véyed in the direction indicated in Figure-5.' Both
sides of the street were surveyed, sta:ting with the’
house on the leff-hand side Df the street when facing
in the direction indicated for the survey fD ﬁroceed.
Houses were surveyed by zigzagging across the sfreet
tﬁereafter and tufning left at sﬁccessive corners in
order to cumpléte a block. Where one block did not
- yield enough respohdents, the process was continued

with the next block adjacent to the starting point.

‘Not‘all caseé mére as simpie as the iliustratinn, but
the procedure was always to turn left ét corners,
Unlesé a right turn was indicated because of physical
impediments or because the buundéfy_betwéen two
suburbé was reached. _(ND crossing from one suburb
to the next was permissible; ‘instead, the boundary

was paralleled so . as to complete a block.) This
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(ii)

(iii)

(iv)

applied particularly to corner houses where a house

'hight have been situated on a corner of a survey and

non-survey street. The order in which the suburbs

were to be surveyed had been randomly allocated and

thus adhered to.

FIGURE 5

- LOCATING COMMUNITY. RESPONDENTS - (5)

In the case of a block of flats, the table of random

numbers was used to select a starting point. Progress

-was then continued in é zigzag fashiuh (in terms of

the numbers of the flats.)

On arrival at a selected place of abode, inquiries were

made to ascertain whether a person aged 60 or over was

resident.

In the case of an absent respondent or one who was

unable to be interviewed at the time, appointments

to revisit at a later date were made.
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Iv INTERVIEWERS AND TRAINING OF INTERVIEWERS

1. Interviewers

,Ali,hnspital respondents were interviehed'hy the researcher, whn.
was emplaoyed as a psychiaﬁric social worker at the Psychogeriatric
- Unit of Ualkenberg Hospital. The community respondents were
interviewed by the researcner énd three additional trained
interQiemers. All four interviewers held university degrees in
either Social Work or Psychology, and had at least Dne year's

experience in field wark.

Interviewer 1 (the researcher) was a Psychiatric Social
Work (Honours) graduate with one year's experience in a‘psychaf

geriatric unit.

Interviewer 2 was a Psychology (Honours) graduate with one

year's experience as a teacher-psychologist.

Interviewer 3 was a Bachelor of Social Science (Social Work)
graduate who was registered at the time for an Honours degree in
Medical Social Work. This interviewer had one year's experience

as a social worker in an old age home.

Interviewer 4 was a Psycholngy.(HDnours) graduate with two

years' experience as a personnel officer.

2. Training and Supervision of Interviewers

In order to ensure uniformity and to eliminate ambiguity (thus
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obtaining a high degree_DF comparability) a training programme
far intertiemers was established. This Ennsistedlut Feuf
training sessions prior to the period of intervieming,rall of
which were held at the Psychegeriatrie Unit at Ualkenherg

Hospital.

~ In the initial session, the ohjectives of the study were
explained. Interviewers were familiarised with the questionnaire.
All concepts, rules, procedures and interview methods were

explained and queries dealt with.

The following few eessiens mefe spent in interviewing
'praetice, which consisted of both self-interviews and of trial

patient interviewing.

Self-interviews consisted of every researcher in turn inter-
viewing each of the other threei Scoring was done both by the
interviewer and the remaining two researchers,‘mhe were also
present. The three sets of sceres were'then_cempared and

contrasted, possible differences being discussed.

. Jrial patient interviewing consisted of each researcher

interviewing two hospital patients who had given their prior
permission. (These patients were not necessarily first ad-
missions and these interviews did not form part of the survey.)
At'each interview, the remaining three researchers were observers,
all four scoring separately. Eacn researcher thus obtained a
score for all eight patients. Interviewer reliability tests

were carried out on the scores of the eight trials, obtaining an



average score of 94,6%.

Ongoing Training Sessibns were held once the actual field

interviewing had started. Freguent informal meetings took place

btn deal with possible problems and questions. Interviewers kept

in daily telephonic contact with the researcher in order to keep’

count of the number of respondents seen. Throughout this period

the statistician—planner from the Medical Research Enuhcil of

Sputh Africa was available for advice with regard to problems in

locating the correct houses.

v CONSIDERATIONS IN CHDDSiNG AN APPROPRIATE METHOD OF INQUIRY

Careful attention was devoted to the choice of an appropriate

method of inquiry by weighing the adVantagesvand disadvantages

of the various-aiternatives. After careful deliberation, a

standardised guestionnaire was selected for the following reasons.

(1)

(ii)

(iii)

(iv)

The data are precise, guantifigble, and open to
measurement, thus making & comparison between the

two universes possible.

A questionnaire-ié objective, thus eliminating

impressionistic views and interviewer bias.

RAs the guestions and replies are standardised, it is
possible to engage more than one intérviewer. This

makes a large community sample feasible.

A standardised guestionnaire reduces the time spent

on non-applicable or inappropriate topics during the
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interview. As each answer is coded numerically, data
processing 1s also less time-consuming than with a

non-standardised guestionnaire.

(v) A structured situation often proves supportive and

less threatening to both the interviewer and the

respondent.

The major disadvantage in using this method was in not
rebnrding the emotional cunteﬁi or "feeling level" of the
respondent's replies. However, it was not intendasd that data

- regarding these phenomena be included in the study.

VI THE QUESTIONNAIRE

%he guestionnaire was standardised and divided into four main
sections. The first section dealt with basic identifying data
.and the others covered the three sections of the family, i.e.

composition, organisation and structural integration.

In order to obtain information relating to all family
members, each_quesfinn was asked in terms of how it related to

children, siblings, and other relatives.

(a) Children referred to any direct descendant of the

respondent. Step—nhildren were considered if the

respondent had no children of his/her own.

(b) Siblings referred to any hrother(s), and/or sister(s)

and step-brother(s) and/or step-sister(s).
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(c) Other relatives referred to any ather family members
alive, such as spouse, mother, father, brotﬁer's)-in—
lauw, éister(s)—in—lau, daughter(sj—in—lam, suh(s)—inf‘
law, uncle(s), aunt(s), nepheuw(s), niece(s), cousin(s),

and grandchildren.

1. Identifying Data

This brief section was devoted to basic social, demographic, and
- medical data (age, sex, marital status, occupation, education,
past history of psychiatric illness, and, in the case of patients,

_psychiatric diagnosis).

The terms "ocoupation” and "education" mefE‘operationally
defined by the researcher and members of the original geriatric

study team. (&)

(a) Occupation was defined as the filling of'the subject's
. time in regular emaloyment. It included the highest
”pussihle position the person had ever held, even if he were
not currently engaged in that occupation, or were retired.

Five types of occupation were distinguished, viz.

(i) Professional/Managerial requiring a university degree
or certificate (e.g. doctors, lawyers, engineers;

teachers, accountants, managing directors).

(ii) Technical, requiring a certain amount of professional
training, though not at a university (e.g. commercial

clerks, proof-readers, bank clerks, draughtsmen).
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(b))

(1iii) Artisan/skilled, usually requiring apprenticeship

(e.g. shoemaker, boilermaker, dressmaker, carpenter,

masan).

(iv) Semiskilled/unskilled, where no specific training is

‘required (e.g. housekeeper, shop assistaht){

(v) Never occupied, including respondents who had never

worked (or only done so for very brief periods).

Education was defined as the highest standard of education
ever achieved by the respondent. Here, too, Five-categories

‘were distinguished, viz.
(i) Standard 2 to 5 (primary schaol)

(ii) Standard 6 to 7 (lower secnndary‘school)

(iii) Standard 8 to 10 (higher secondary schoal)

" (e)

(d)

(iv) Technical college or its equivalent
(v) University

Psychiatric diagnosis was recorded at the end of the

patient's.stay_in haspital by the psychiatric team of the
ward. The qiagnosis was made according to the World Health:
Organisation's Mental Disorders ¢ Blossary and Guide to
their Classification in Accordance with the Ninth_Revisieﬁ

of the Internatiaonal Classification of Diseases (I.C.D. 9).

Previpgus psychiatric illness was recorded for every respon-

dent who had in the past suffered from an emotional disarder
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serious enough to warrant treatment by either a general
practitioner or psychiatrist. - (Occasional visits to a
general practitioner; such as for a grief reaction

following a death of a close relative, was not'in;luded.)

2. Family Composition

This took only live members of the family into account. Details
'(including marital status) of children, grandchildren, great-

grandchildren, siblings, and any other relative were recorded.

3. Family Organisation

The :espnndéntvuas asked about his living arrangements and the
proximity of various members of the Family. fur'eXample, he
was asked whether he'livedvalune, in an institution,vor with
his.fémily. In the latter case, the respondent had.tﬁ épecify

the family members with whom he lived.

When considering geographical proximity, seven ppésibilities,
'~ graded from the nearest to the furthest, were investigated.
These Qére: o |
- in either the same or next street or block (léss
than five minutes walk)
- more than five minutes uélk, but less thén a hile
- same suburh “

- greater Cape Town

- outside Cape Town approximately one day's travel by car
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- in other places in South Africa (more than one

day's travel by car)

- not in South AFriCa

L., - Structural Integration of the Family

Tuo_specific matters were inguired intn——Freguency of contact

and patterning of aid.

(a) The freguency of contact the respondent had with various
family members was examined in terms of the average
number of contacts, the latest contact, and whether there

had been any contact in the last month.

(b) Reciprocal assistance and aid patterns were'recorded.i
Assistance included Financial aid, service assistance, and aid
in timés of illness. Mhen_cansidering financial aid, it waé
neceséary to discover uhether this waé given on a regular
basis or only on certain specific occasions. Service
-assistance referred tujany %Urm of help that could be of
service to the respdndent or his family, suﬁh-as shopping,
taking an old person to the doctor, helping with the
housewark, babysitting,vur even knitting for family members.
Aid in times of illness ihcluded, for example, physically

and psychosocially cérihg for the sick person and runnihg

the household whilst the sick one was unable to do so. (7)

In order to show family contact and assistance in the most

positive lighf, the family member that was seen the mbst often,
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or one that rendered the most assistance, was chosen For.purpnseé of

the research; For example, in the section dealing uith family
contacts, if the respondent saw an uncle daily, and a sibling

'only monthly, the uncle would be taken into account. Similarly,

when considering family support, if a niece regularly helped

the respoﬁdent with shopping but a daughter did so only on

occasion, the former was taken into account. (See Appendix 6).

VII  INTERVIEWING METHODS

vIn order to facilitate identification and ensure professionalism,
all the interviewers wore Cape Provinbial Administration hospital
coats. In addition, they all wore badges bearing the title
"Social worker" and their own names. This proved especially

 beneficial in the community intervieus.

1. Pre-Interview Introduction

Iﬁ order to induce the respuﬁdént to participaté in the research,
'the interviewer introduced herself and briefly outlined the
objectives and value of the study.‘ (In the community study, it
"was thereafter necessary to establish whether any person aged |

60 or over was resident - in the dwelling.)

The next step was to obtain permissidn for the intervieu.-

The estimated duration of the interview was also stated.

Finally, the respondent was assured of anonymity and con-

fidentiality. Names were neither asked nor recorded.



(a)

- (b)

(o)

(d)

(e)

.The Interview

Rlthough the questionnaire was standardiséd; flexibility

~in the sequence of questions was not only permissible but

even encouraged. This was so as to make it easier for
the respondent to ansuer; and thus reduce the poésibility
of a stiff or uneasy interview. The interviewer had to
rely on her own skill in modifying the order of the

guestions to suit each respondent.

Attempts were made not to digress to much, that is, to

1imit the discussion to topics related to the intervieuw.

This not only showed respect far the respondent's time,

but tended to avoid bias. Again the prafessional skill"

of the interviewer was relied upan.

Thruughaut the interVieu the estéblishment Df‘raggurt Qas
easeﬁtial, especially as people uefe reluctant at times

to divulge informafian they Félt‘might présent'their family
in a negative light. It was found that the interviewee
responded tb the professionalism, warmth, and interest of

the intervieuwers.

.o

Respondénts who requested professidnal assistancé were
referred to welfare agencies who specialised in the caré of
the aged. Two such respondents were ehcauntered, both

of mhomvuere in dire financial circumsténces.- Other
infarmatian; especiallg regarding extra;mural activities

for the aged, was freguently supplied.

Interviewing skills were often necessary when it came to
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- terminating the interview. Sﬁcialvmark tecﬁniques call
for the réspondent to be left, where possible, in the same
Fraﬁe bf mind he was in prior ﬁa the interview. At times
this was difficult as the reSpondents aften expressed deep
emotions. _Further, és mast af thaose interviewed were not
. actively empiayed and often did not have much company, they

were freguently reluctant to allow the interviewer to leave.

3. Prablems Arising in the Interview

The problems that were incurred in interviewing were of three

main kinds as described below.

(a) Confused Respondents

Four Cases DF confused respondents occurred among the hDspital
patients. IF a_patient remained confused and/orlpsychutic three
days after admission, rather than lose vital information, inter-
| views were held with the family, Clbse Friendé,'éenéral prac-
titinners, or the matron of the old age home where the patient

had previously resided. (Reéearchers such as Lowenthal (1964)
have alsoc resorted to this method of chtaining information in -
cases of confused patients mhnlhad not improved within a specified
time ﬁeriod.) Out of deference to the ﬁatient, the meeting with

the family was menticoned.

Two confused respondents were encountered in. the community.
The interviewer was able to ohtain information from the family
in one instance. . In the ather, where the respandent lived alone,

the interview had to be récurdedvas a refusal.
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(b) Deaf/Hard of Hearing Respandents

Three deéf people were intervieued——with'difficulty. The inter-
viewers resorted to hand'signals, or elée had to talk very

loudly. Nevertheless, the required information was obtained.

(c) Refusal

. No hospital patient refused to be interviewed once the purpose of
the study had been explained. There were, however, eight |
respbhdehts in tﬁe community who were reluctant to participate.
In four such cases the intefviewers, bQ estébiishing‘gqod rappart
and re-explaining the value of the 5t0dy,‘were able to overcome
initial raSistanﬁe._ Four people, however, ultimately refused to
be interviewed. Df.these, two were described by their neighbours

as "senile", "confused", or "deurmekaar"--one described himself

as "mad";'saying: "I can't talk to people." The femaining tQU
‘were belligerent in their refusal. When all attempts at per-
suasion had failed, the respondent's wishes were respected and

four refusals were recorded. This represents an unusually louw

~rate of non-response in social research.

In order to give readers a.better inéight into fhe community
and hospital respondents, . the author has included six case
studies (three from each population). These are included in

Appendix 9.
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NOTES TO CHAFTER SIX

(a) W.J. Dixon and M.B. Brown (Eds.). Biomedical Com-
puter Programmes (BMDF -~ 77P Series). Berkeley:

University of California Press, 1977.

(b) J.L. Fleiss. Sﬁatistical Methods for Rates and
Propartions. N.Y.: Wiley and Sons, 1373.

In this regard the expert guidance and contribution of Dr.

,D;J.‘van Schalkuwyk is gratefully acknowledged.

Fleiss, op. Cit., pp. 96-99.
Dixon and Brown, op. cit.

This figure més drawn up by Dr. D.J. van Schalkuyk,

Research Officer, Medical Research Council of South Africa,

Bellville, as part of the instructions to the interviewers.

The original team members included

Professor L.S. Gillis, Professor of Psychiatry,
University of Cape Town, Groote Schuur and Valkenberg

Hospiltals, Eape'TDmn.

R. Elk, Research Assistant, Department of Psychiatry,

University of Cape Town.

Dr. K. le Févre, Psychiatric Registrar, Department

of Psychiatry, University of Cape Town. .

" Mr. H. Joffe, Lecturer in Psychology, University of
Cape Town. '

Dr. D.Jd. van Schalkwyk, Institute for Bigstatistics,

Medical Research Council of South Africa.

The researcher defines psychosocially caring for an ill

person as follows:

Giving emaotional suppurt, caring, shuuldering-respansibility,

helping the ill persbn to function better in any manner,

and finally, enabling him/her to express both positive and
negative emotions. : :
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"CHAPTER  SEVEN
DISCUSSION. OF RESULTS
In presanting the'Findings of the research, the two sets of

respondents (hospital and community) will be cumparéd. The

comparison will be discussed under four main headings.

In the first of these, identifying data of a bip-saocial and

socig-economic nature will be presented. The other headings

will be the composition, the Drgénisation; and the structural

integration of the families of old people, respectively.

I IDENTIFYING DATA

1. Non-3ignificant Variables

There were no significant differences between the hospital and
community respondents in terms of the measures of age, sex,
marital status, occupation, education, home language, and

religion. The detailed findings will be discussed seriatim.
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(a) Age
TABLE 5

RESPONDENTS CLASSIFIED ACCORDING TO
' AGE 1IN YEARS

Community Hospital
Age in Years espondents Respondents
No. % No. . %
60 - 6b ‘ 29 v g 18
65 - 69 | 32 21 ' 5 10
70 - 7 43 29 17 34
75 - 79 23 15 12 24
80 and aver 25 18 7 (O
TOTAL 152 100 50 100
X = 4,798 (5df)
n =

Not significant

As Tahle 5 illustrates, no differences were noted between the two -
groups of respondents in terms of age, bath an the.chi—équarev

test (p = 0,41) and the chi-square test for trend (p = 0,50). In
‘both paopulatians thase aged fruh 70 to 7Q.mere most numerous

(29% in.tﬁe community andIBM% in the hospital group), with the
’remainder being distributed evenly over the age ranges. Although

a difference between the two groups was apparent for those aged
from 65 to 69 (21% in the community and 10%.in the hospital group),

this result was not statistically significant.

Age thus does not appear to be a factor associated with
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admission of the elderly to a psychiatric hospital.

These datd are graphically illustrated in Figure 6.

(b) Sex
TASLE &
'RESPONDENTS CLASSIFIED ACCORDING TO SEX
Community Hospital
Sex . Respondents Respondents
No. % No. %
Male » 52 34 17 34
Female 100 SIS 33 66
TOTAL 152 0 | sa - 130
2 _ '
X = 0,001 (1df)
p - = Ngt significant

Rs Tahie & shows, there are andifferences in the hbspital and
community populations in regard to sex (p = 1,00). The per-
centéges in both groups were identical-—Bh% were men and 66%
women. The prepanderance of wamen is probably due to the fact
that their life expectancy is longer fhan for men. (1) As
neithér sex is over-represented in the hospital sample, the

writer concluded that sex is not associated with mental illness

in old age.

These data are graphically illustrated in Figure 7.
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(c) Marital Status

TRABLE 7

RESPONDENTS CLASSIFIED ACCORDING TO
MARITAL STATUS

Hﬂspital

. Community
Marital Respondents Respondents
Status
: No. % Na. %
Married 62 41 2, LB
Single 15 10 7 1b
Divorced 7 5 1 2
‘Widowed &7 44 18 36
Unknown 1 - - -
TOTAL 152 100 50 100
= 2,258 (3df)

Table 7 reveals no significant differenses between the two popu-

n

- Not significant

lations in respect of marital status (p = 0,57). The two largest

groups in both the populations were

(1) married (41% community and 48% hospital) and

(ii) widowed (44% community and 36% hospital).

These findings coincide with those of Lowenthal (1964) who found
38% of the hospital sample were widowed. (2) They conflict,
_ however, with the findings of Cooper anj SDsna (3) in that naine

of the non-married group (single, divorced, or widowed) were

over-represented in the hospital population.
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In the present study, marital status does not appear to play

a part in the admission of the elderly to a psychiatric hospital-
These data are graphically illustrated in Figure 8.
(d) Occupation
TABLE 8

RESPONDENTS CLASSIFIED ACCORDING TO

QCCURATION

Community ‘Hospital
Occupation . Respondents Respondents

No. % No. %
Professional 29 19 5 qE
Technical M g 3 g
Artisan/ : :
‘skilled 50 33 25 50
Unskilled/ o _
semiskilled 21 -k | 7 jh
Never worked - 38 25 g m
TOTAL | 152 . 100 . 108

2 ) , )
XS = 5,665 (4df)
Not significant

o
1}

It is apparent from Tabls 8 that there were no significant
differences between the two pupulatinns in terms of any of the

parameters of occupation.

" Table 8 shows that the majority of respaondents in both



b_csEEoo

b
D
»
h
D
)

uoljednooQ of Buipioosoy poljisse|d Sjuapuodsay ' 6 94nBi4

POYIOM J9ASN

uoljed :uoo

PaINS

|eoIuyoal

|euo1ssajold

"0l

~0¢

015

K814

“0S

sabejuadiad



169

populations were artisans or skilled workers (33% community and 50%
.hospital). Although not statistically significant, it was of in-
terest to nDte that a larger pruportlun of the Cnmmunlty sample
(25%) had never worked, when CDmpared with only 14% in the hospital
-sample. On claser inspection, it appeared that the majority in both
groups were women who had been supported by their husbands, rather

than men who had been unable to work due to indapacify.

Occupation is thus shown not to be a factor linked to the ad-

mission of the'elderly to a psychiatric hospitai.
These data are graphically illustrated in Figﬁre 9.

(e) Education
TABLE 9

RESPONDENTS CLASSIFIED ACCORDING TO
HIGHEST EDUCATIONAL STANDARD ATTAINED

: Community Hospital
Educational .
Standard Respondents _ Respondents

No. % No. %
Techpical 18 12 - o
studles v
University 12 K g o 4
Unknown - - 1 _
TOTAL B I -t 100 50 100

2
X“ = 3,016 (4df)

p = Not significant
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Here again, as 1s clearly indicated in Table 9, no significant
differences were revealed between the two groups in terms of any

of the levels of education (p = 0,55).

It was interesting to note that the majority in both popu-
lations (73% in thevcummunity and 76% in.the hospital) had
attended secondary schaal.' Less than 4O% had, however, matricu-
lated. Under 20% (17% community and 41% hospital) had ohtainzd
higher education (technikun ar univérsity). It should be burﬁ
in mind that post-matric education was not as readily available
when these‘respnndents uefe young as it ig at preéent."Morecver,
tertiary education for women was not sucially as deéirableAasb

it is today.

As no educational category was aver-represented in either of
the two samples, we conclude that education did not play a part

in the admissiaon of the elderly to a psychiatric hosgitai-
These data are graphically illustrated in Figure 10. -

(f) Home= Language

As'indicated'in‘Tahle_ﬁo on page 173, thére were no significant
differences between the twao poﬁulatimns (p = 0,06). The reasonv
for the prepandérance of English—speéking respondents in both
groups was due to Valkenberg serving a predominantly English~
speaking area (Stikland Hospital in Beilville serves mainly an

Afrikaans speaking area).

These data are graphically illustrated in Figure 11.



Hospital

Community

Afrikaans:

Other -

English

Language

Home

rding To - Home Language

Acco

Figure 11! Respondents Classified



173

TABLE 10

RESRONDENTS CLASSIFIED AZCORDING TO
’ HOME LANGUAGE

Community Hospital
"Home _ Respondents - Respondents
Language
No. % ' No. %
English 127 8L 40 80
Afrikaans .24 16 8 16
Other : - o= 2 4
Unknown - 1 - - -
TOTAL - | 152 100 | 50 100
5 o
X" = 6,16 (2df)
:  p = Not significant
(3) Religion
TABLE 11

RESPONDENTS CLASSIFIED ACGDRDING' TO RELIGION

v Community _ Hospital
Religion | Respondents Respondents
No. % _ No. %
Dutch Reform Church 23 15 13 26
Anglican . L - 31 14 28
Protestant 39 26 7 14
Cathaolic : 8 5 L - 8
Jemish 22 - 15 7 14
Other R 12 8 5 10
Unknown o 2 " - : - -
TOTAL 152 100 50 100
, 2
X = 5,439 (5df)

p = Not significant
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As Table 11 illustrates, there were no significant differences

between the two ﬁopulatiuns in terms of religion.

These data .are graphically illustrated in Figure 12.

Summary

There were no differences between the tuo groups in respect of
age, sex, marital status, occupation, education, home lénguage,
or religion. It would seem.FrDm the data that these factors da
nqt play a part in the admission.nf the elderly to a psychiatric
hospital. These findings corresphnd Qith those of Siman and.
Neal (1960), Kay; Beamish, and Roth (1964), and Garside ef al
(1965). (&) | | o

2. Significant Variables

Differences were noted between the tuwo populations in respect of
the following three variables: income, accommodation, and

past history of psychiatric illness.

(a) Income

As may be seeﬁvfrnmiTable 12 on page 176, a significant differencé
betueen.the twa groups uas'hoted (p = 0,0271). The differences
are apparent at bath énds af the spectrum;. a larger percentage
of the hospitalised elderly were old-age pensionzrs, with an
income of less than R97 per manth (32% of hospital and 4% of
Cnﬁmuni£y). In addition, fewer of the hDspitalised earnad more

than R2 000 per month (21% community and 10% haospital). This



does not mean that many more poorer people became so psychia-
trically ill as to warrant hospitalisation. ‘It rather seems to‘
imply that the mgalthiervelderly are better able to afford
private treétment. This includes treatment by a private psychia-

trist or hospitalisation in non-state nursing homes.

TABLE 12

RESPONDENTS ~ CLASSIFIED ACCORDING TO INCOME

Community 1 ~Hospital
Respondents - Respaondents
Income -
No. % No. %
RO - R9gg 21 W |s 32
R1000 - R1999 L3 28 12 24
RPODD - R2999 | 26 . 17 6 12
'R3000 - R3999 | 13 12 6 12
 RLOOD - R4999 | 3 2 4 8
RS000 - R5999 & 6 1 2
More than RS000 31 20 5 10
Unknown : L 1 ' - -
TOTAL - 152 100 50 . 100
2
X = 15,007 (6df)
p = 0,027

In all probability, the lower admissicn rate for wealthier
~elderly is linked to the stigma attached to a menﬁal hosgpital.
In the researcher's experience, people are often reluctant to

admit their psychiatrically impaired relatives into a psycho-
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geriatric unit, especially when it is part of a State psychia-
tric haspital. Hospitalisation in a general nursing home seems to
- carry less aof a étigma. .Those able to afford it elect a private

arrangement in preference to Valkenberg Hospital.

These data are graphically illustrated in Figurg'13.

(b) Living Accommodation

TABLE 13

RESPONDENTS CLASSIFIED ACCORDING TO
LIVING ARRANGEMENTS

Community B Hospital
Respondents Respondents
No. % No. - %
" Alone 63 41 5 10
With family 70 46 24 Le
01d age home - 4 3 11 22
Boarding house 15 10 - 1a - 20
TOTAL 152 100 50 . 100
2 ‘
X" = 33,211 (3df)
p = 0,0009

As isvclear from Table 13, the difference in terms of living
acﬁammodation proved highly significant (p = D;DDDD); The main
differences are to be found in those living alone (41% community
andw1D% hospital). These discrepancieg and the significance

thereaf, will be discusseﬂ more fully in the section dealing
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with Family Organisation (p. 198).

These data are graphically illustrated in Figure 1b4.

(e) Past History of Psychiatric Illness

TABLE 14

RESPONDENTS ~ CLASSIFIED ACCORDING TO A
PAST HISTORY OF A PSYCHIATRIC ILLNESS

Community Hospital
Respaondents Respondents
Na. % No. _%
No past illness N - 85~ 26 52
Past illness a 5 24 LB
TOTAL |52 oo 50 100
. ‘
XS = 54,536  (1df)
'p = 0,0000

As is evident fram Table 14, a highly significant difference
(p = 0,0000) appeared bztween the two populations in terms of
those with a past history af psychiatric illness. Almast half
(L8%) Df the hdspital patientg héd required some fnrh of
psychiatric interventiaon in the past, compared with only 5% in
the cﬁmmunity. The former is larger than the figure of 16%

in the Newcastle-upaon-Tyne study. (5)
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IT  FAMILY COMPOSITION

Comparisons between hospital and community respondents were made
according to fospring, siblings, and relatives. Significant
differences were found in respect of offspring and relatives

but not in respect of siblings.

1. Childlessness

TABLE 15

RESPONDZNTS CLASSIFIED ACCORDING *TO WHETHER
THEY HAVE SURVIVING CHILD(REN) OR NOT

Community Hospital

Respondents Respondents
No. % No. %
" Have no surviving ' _ :
child(ren) VBQ 25 - . 20 40
Haya surviving 114 75 _ 30' 60
children
TOTAL ' 152 - 100 50 100
X% (trend) = 3,974 (ldf)
P = 0,05

As the above table illustrateé, a larger propartion of the hos-
pital respondents were childless (40% in the haspital compared
with only 25% in the community). This proved very significant

(p = 0,05).

These findings concur with those of several studies conducted

by Townsend (1957, 1963) where a significently larger proportion
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of institutionalised elderly were found to be childless when
compared to those residing in the community. Further details of

- Townsend's findings follow.

(a) 27% of elderly residing ih_a variefy of institutions
were childless as against 15% in the general population.
In fact, when those unmarried were excluded, the ip-
stitutionalised without children comprised 49.9%

compared to 28,2% in the community. (6)

(b) 54% of old people entering welfare hames in East Landon
were childless (or unmarried) compared with only 18% in

the general community. (7)

(c) 1In his 1958-59 study, he found nzarly 60% of the resi-
" dential population were chiidless compafed with 24%

in the general population. (8)

Peter Townsend found that having no children increased the

old person's chances of being admitted to an old age home. The

situation, however, is more complex when discussing an admission

‘to a psychiatric hospital.

Do the childless hospitalised elderly become psychiatrically
i1l because they have no children to care for them, or is the
fact of their childlessness itself linked to lang-standing:
problems in coping that may even_haﬁe been reflected in a past

history of psychiatric illness? (9)

This point is discussed further below.
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2. Number of Surviving Children

TABLE 16

RESPONDENTS  WITH SURVIVING CHILD(REN) CLASSIFIED
ACCORDING TO NUMBER OF SUCH CHILDREN

Community Hospital /
Number of Respondents Respondents
- Children - .
No. % No. %
(R |21 18 1 1 37
2 R . V- % | g 30
3 | 26 23 5 17
W 16 14 4 1o
s 1 9 6 1 3
6 - b4 - -
7 and over 2 2 | - -
TOTAL 114 100 30 103 ‘

Note: 38 in the community and 20 in the hospital
group were not included as they had no
surviving children. . o

X2 = 17,2997 (1df)

p = Not significant
x% (trend) = 7,299 (1df)

P = 0,0089

Table 16 illﬁétratés fhe signifiﬁant differences found in terms of
the number of chiidren. The hospitalised with-only one child
comprised 37%,'a§ against only 18% in this pusitidn in the community.
Although the chi—squafe tesf was non-significant, the chi—squafe'
test for trend‘demunstrated a Highly significant difference

(p = D,0069).
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The findings of this study confirm.those of Townsend (13963),
Palmore (1973), and Shanas (1965). In two studies of the elderly
in old age homes and geriatric and psychiatric hnspitals; Townsend
- (1963) found those with only one child were more frequent in the
hospital sample: 33% of the institutioﬁalised elderly had only
one child compared with ieas than 25% of the non-institutionalised

population. (10)

Palmore's (11) findings coincide with the‘ahave: the elderly
ih-ald age homes with only one or two chiidren (27%5 had higher
- rates of admission than those_wifh several children (22%). These
.Findingé also support Shanas's'(1965)‘theory that psychogeriatric
.institgtions had a higheriproportion of both’childless.old people

or those with only one child.

Rgain, admission to a psychiatric huspitalvis-murevﬁumplex.

" RAgain the}duestion‘is raised: Do fhe elderly hacame psychiatricélly
i1l (with subsequent hospitalisation) as they have Feuef children.
to care for them, aor do they'have‘femer childreh as a conseqguence
DF"angstandiné emotiunai problems, manifesting perhaps in a

vprevious psychiatric illness?

Section III (page 198) illustrates that the hospitalised do
not have less cantact'Mith, or support from, their relatives.
It is thus the researcher's intention to show that the latter

" alterpative above is the more likely explanatian.



3. Sex aof the Children

TABLE

RESPONDENTS WITH SURVIVING CHILD(REN) CLASSIFIED

ACCORDING TO WHETHER THEY HAVE SURVIVING

SON(S) OR ~ DAUGHTER(S)

Community Hospital

Respondents Respondents

No. % No. %
Son(s) 85 75 20 67
No- son(s) - | 29 25 10 33
TOTAL 114 100 30 100
Daughter(s) ) : | o8 77 20 67» 
No daughter(s) - 26 23 ' 10 33
TOTAL 114 100 30 100
Note: . 38 in the community and 20 in the hospital group

were not included as they had no surviving

children.

Have sun(s): X

Have daughter(s): X

-3,8332 (1df)_
Not signifibant

4,879 (1dF)

0,05

As indicated in Table 17, there were na significant differences

between the two groups in terms of the elderly with sons (75%

in the community and 67% in the nospital). However, a different

picture emerged when examining old people who had (any) surviving

daughters. In this study, although the percentages were similar

to those with sons, the differences in this case proved significant
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(p = 0,05).  This corresponds with Townsend's (1960) findings of
elderly in geriatric hospitals: he discovered only 39% of the
institutionalised population had (any) daughters, in pontrast

with 71% in the community in a similar situation. (12)

(a) Elderly with Sons Only

TABLE 18

RESPONDENTS WITH SURVIVING CHILD(REN) CLASSIFIED
ACCORDING TO SEX OF SUCH CHILD(REN)

Community Hospital
Respondents Respondents
No.. % No. %
Son(s) only B 18 16 6 20
- Daughter(s) only -~ . 50 AN 18 60
Son(s) and daughter(s) | LG 40 6 20
TOTAL 114 103 30 100

Note: " 38 in the community and 20 in the hospital group
were not included as they had no surviving children.

No significant differences for son{s) only
and daughter(s) only were found, but for
sons and daughters : :

X% = 4,8479  (1df)

p < 00,01

According to Townsend (13), a further distinction betueen insti-~
‘tutianalised elderly and thése residing in the community depended
on whether they had any daughters or not. He found 33% of a
geriatric hospital population (1960) and 38% of elderly in dld

age homes (1963) who had children, had sons only. The comparative
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-number in the commanity Mas only 14%. 1In the present study, as
illustrated in Table 18, althaugh there was a d1fference betueen
the two groups (16% cammun1ty and ZD% hospital) in terms of the
elderly who had sons only, this difference ‘was nDt significant.

The same applles to thaose elderly with daughters Dnly (L4% in the

community and 60% in the hUSDltal)

(b) Children of Both Sexes

As illustrated in Table 18, a significant difference was revealed
betmeen'those Qhavhad children af heth eexes (LO% community and

~ 20% hospital) (p<=D,D1). However, on closer inspectiun; it
appeared that this difference was in all prabebility due to the
hospital Qroup.having fewer children.u In'other words, the sig-

nificance lay in terms of the number,. rather than the sex of the

children.

(e) Number and Sex of Children

As indicated in Table 19 on page 188, a larger percentage of the
community sample had two or more sons (30%) when compared to
those in the hospital (16%). This difference was found to be

significant (p = 0,05).

In additiun,hTable 13 illustrates a similar end EVEn more
51gn1F1cant dlfferehce - 34% of the cammunlty had two or more
daughters compared with Unly 16% in the hospital group (p = 0, 0108)
This difference is again probably due to the hospital group hav1ng
Feuer children. As explained in the previous section, the signi-

ficance lies in terms of the number, rather than the sex of the
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childreh.
"TABLE 19 -

RESRONDENTS  WITH SURVIVING . CHILD(REN) CLASSIFIED
-RCCORDING TO NUMBER ™ AND SEX OF CHILD(REN)

Community Hospital

Respondents Respondents

No. % No. %
1 san ' 80 70 25 ak
2 or more sons 3k .30 5 16
TOTAL ' M4 100 30 100
1 daughter . ' 1 75 66 25 8L
2 or more daughters 39 34 5 16
TOTAL 114 100 30 100

Note: 38 in the community and 20 in the hospital group

were not included as they had no surviving children.

2 or more sons: X% (trend) 3,872 (1df)

0,05

P

2 or more daughters:'x2 (trend) 0,501 (1df)

p = 00,0108
L. Discussian

Peter TownsendeUntended that children, more notably daughters,
nrotected the parents against institutionélisation in old age.
He attributed this to daughters rather than sons nursing their
elderlﬁ'parents at home, and ﬁhus n:t.having them admitted to an

ald age-hume.
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.The problem, however, bécumes more complex when discussing
admissions -to psychiatric hospitals as Townsend found that his
respondents in psychiatric hospitals had, Dn.the average, fewer
children (especially daughtérs) to live with, or to care for them

and support them.

Daughters might, in general, he insurance against_admissibn
to a psychiatric‘haspital,.but if an old persan hecomes severely
emotionally disturbed referral to a psychiatric hospital usually
becomes inevitable. Therefore, even if the hospital group had
~had a cnmparable number of children (and more specifically
.daughters) as thnée living in the community, this ;Duld have
been of nnly temporary value in preventing an admission. This
suppositian is strongly supported by the higher pefcentage (hB%)
of elderly iﬁ the huspital group with a past‘history of psychiatric
iliness, énmpared with aniy 5% in the community. Gillis et al
(1) in comparing the incidence of a previous history of psychiat:ic,
illness in a hospital sémple with @ community sample, alsa found |

a higher incidence in the former.

‘Reséarchers such asanmnSEnd (1957, 1963), Shanas (1965), and
Palmore (1976), reﬁngnised that having fewer children was a con-
tributing factor in the admissidn of elderly to old age homes.

It is the present researﬁher's cuntention_that in this study fhe
TEVETSE in.Fact holds trug: the elderly aré nat admiftéd to a
‘psychiatric hospital because they have femer children. . Instead,
the writer pnstulates that the fact that the old people in a
hospital have fewer children is itself a product of longstanding

life problems. This theme will be discussed more fully when
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examining family contact and family support (Section III, pp.

198 ~ 210).

5. Siblings
TRBLE 20

 RESPONDENTS CLASSIFIED ACCORDING TO WHETHER
THEY HAVE SURVIVING  SIBLING(S) OR NOT

_ Community Hospital
8ibling(s) Respandents Respcndents
C No. % No. %
No sibling(s) , Ly 29 11 22
© Have surviving 108 724 39 78
siblings ‘ :
 TOTAL | 152 100 50 100
2 SR
X~ = 0,945 (1df)
p =

Not significant

A surﬁey of the relevant literature revealed that a number of
studies have been caonducted in order to determine the ﬁumbers of

Did people with surviving siblings. Cicirelli (14) refers fa the
findings ﬁf Shanés (1964), who found that six in seven (86%) of women
in their late 50‘5 had a live sibling. He further mentions the find-

ings aof Clarke and Andersan (1957) and Youmans (1963). The former found
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'TABLE 37

RESPONDENTS WITH SURVIVING OTHER RELATIVE(S)
CLASSIFIED ACCORDING TO CONTACT  WITH THEM
: ‘ WITHIN THE PAST MONTH

o Community , Hospital
Contact within Respaondents " Respondents
the Past Maonth ‘
No. % No. %
Had contact - 9 72 . 3 72
Had no contact - 33 28 14 28
- TOTAL 138 100 50 ~ 100

Note: 14 in th2 community group were not included as they
had no other relatives. ’

x2

i

0,021 (1df)

p Not significant

(d) Contact in the Past Month with All Family Members

‘In éddition, manthly Cohtaﬁt was calculated in terms Gf contact
with child(ren), sibling(s), and other relative(s)--30% of the
community and 20% of the haspital respondents had had contact with
at least a dhild,'sibling,-ar gther relative. A further 30% in
both populations had had cantact with either child(ren) and
sibling{s), sibling(s) and ather relatiQé(s); ar cﬁild(ren) and

other relative(s). The chi-square test proved highly significant
(p = 0,02).

On closer inspectiun, the difference between the twoc groups
appeared in terms of those who had had no contact at all with

any family member in the last month (8% community and 24%
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hospital). The log-linear test was then applied to this particular

sample and the result proved to be highly significant (p = 0,005).

(S5ee Table 38 helow).

TABLE 38

RESPONDENTS CLASSIFIED ACCORDING TO CONTAGT WITH

MEMBER(8) OF FAMILY WITHIN THE PAST MONTH

o Community Hospital
Contact within Respondents Respondents
the Past Month
No. % No. %
Saw member(s) of
Family 140 92 38 76
Saw no member of - ‘ .
Pomi Ly 2 8 12 2
TOTAL 152 100 50 100 .
2 -
X® = 48,2085 (1df)
p = 0J,02
log-linear = (0,005

These results tie up with the previous finding (in terms of
latest contact), where a larger section of the haspital papulation

had had no contact with any family member in the past manth.

The findings of this study correspond with thase of Lowenthal

(186k, 1965), who noted that the psychiatrically huspitélised

had had less contact with both family and non-family prior to

admission. She further elaborated that a guarter of the old people

had had no family contact at all in the previous two weeks.

The-

camparable figure for the elderly residing in th2 community is

70%. (33)
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(e) Conclusions

As there were significant differences betueen the two groups, the
- null hypothesis (HD) is rejected. The alternate hypothesis (HA)

is thus accepted.

in re-ekaminihg thé three parameters used to measure family
contact—-average'cuntact, laﬁest cuntéct, and contact in the past
'monfh—-it becomes apparent that tﬁe two ﬁupulations are remarkably
similar in terms of the First_tuo measures. Both groups have the
same émount of average contact with children, siblings, Dthef
relatives, and with all three family Cafegﬁriés together. The
~same applies to their mdst recent contact with all Family membars.
The difference befueeh the two populations arosz in terms of the
elderly who hadvhédvnuvcuntact,mith any family member in the past
m;nth. This implies that thé only differences betmeen.the'tmm_
papulatiuhs.ocCurfed,in terms of the contact in the month .prior to

the interview or admission. To recapitulate, these findings are:

(i) The hospital population had had less contact with

their children in the past month.

(i1) The hospital population had had slightly less contact

with their siblings in the past month.

C(iii) A larger percentage of the hoépital population had
had no contact with any- family member in the past

month.

The fDlloming hypothesis mightibe considered. Fewer contacts
with family members increased isolation in the old person. This

isolation might then have been followed by the old person becoming
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psychiatrically 111, thus necessitating admission to a psychiatric

hospital.

However, this argument proves‘FaliaciDué as the hospital
patients_did hﬁt, on the average, have fewer contacts with family.
In fact, thevdifferen:eé appeared to belunly in terms of contact
in tﬁe'past month. "It would appear, therefore, that this_mas
pussibly due to the illness beginning to manifest ar becoming

progressively worse. That is, as a result of the development of

psychological pathology, the old person began to withdraw, resulting

in a reduction of familial contact. The researcher accordingly
propases that a la;k.of_contact does not appear to play a part
' in the development of a psychiatric illness with consequent hos-
pitalisation. th fact, the opposite appears to be more likely--
the psychiatric illness resulted in a lack of contact with the

family.

4. Family Support Given td the Old Persan

In examining the aid and.support given to the old person by all
family members, é remarkably consistent pattern emerged. With
one exception (in terms of illness aid from éiblings), ha
gifferences were detgcted between the tmd groups in ﬁerms of the
. three measurés of aid--financial support, service aid(i.e. social
and emotional suppart), and h2lp in times of illpess. A maré

detailed explanation follouws. -
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(@) Financial Aid Rendered

(i) Financial Aid Rendered by Children

TABLE 33

RESPONDENTS WITH SURVIVING CHILD(REN) - CLASSIFIED
ACCORDING TO FINANCIAL AID RENDERED BY THEM

Community Hospital
Financial Aid . Respondents Respondents

Na. % Na. %
No aid 33 82 21 - 70
Occasional aid IR R - 7
Regular aid 1 12 7 23
TOTAL . 114 . 100 1 30 100

Note: 38 in the community and 20 in the hospital group 7
- ~ + were not included s they had no surviving children.

x*

[f}

1,809  (1df)

[}

p Not significant

' Log-linear Not significant

In cases where Financiéi aid-uas rendered to the elderly, in thev
main, this was given to them by their children: 18% in the
community and'ED% of the hospitalised. = Of the eldefly residing

in the community and of thevhoshitaiiéed, 12% and 23% respectively
. Teceived this aid on a regular basis. This is illustrated in

Table 39.

In her study, Stehouwer (1968) found hetween 2% and 4% of old
people received regular financial assistance from their children

in Denmark, the United States, and Britain. (34) The higher



230

percentage in South Africa receiving regular assistance might
perhaps be'attributed to higher pensions aor gavernment aid in the

above-mentioned countries.

The findings in terms of community respondents approximated
~ those af Stéthuer. Hauevér, a large discrepancy existed between
the two populations in terms aof aid rendered on a regular basis.

Two possible explanations for this arise:

the hospital respondents' lack of fipance, or

their inability to cope on an existing income.

It has already been illustrated (Section I, 2(a) p- 175) that the
hdspitalised glderly, in Fact,lhave lower incuhea, that is, there
were a greater number of pensioners and fewer with high monthly
"allowances. This; however, ddes not necessarily obviate the

second alternative.

Rs this links in with the regular service aid rendered by the

children to the old person, it will be discussed mare fully in

that section.

(ii) Fipancial Aid Rendered by Siblings

As illustrated in Table 40 on page 231, the two groups were
'femarkably similar (p~-0,05) in terms of financial aid rendered
by the siblings- The aid rendered both uccasidﬁally and on a
regular basis was minimal in both groups (5% CummUHity and 3% ‘
hoépital). This caould, in all prohability, be attributed to the

siblings being of similar age and thus either retired or belaouw
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the level aof peak earnings.

‘TABLE 40
RESPONDENTS WITH SURVIVING  SIBLING(S) CLASSIFIED
ACCORDING TO FINANCIAL AID RENDERED BY THEM
Community Hospital
Financial Aid Respondents Respondents
No. % No. %
No aid 102 95 37 97
Occasional aid 2 2 1 3
+Regular aid 3 3 - -
Unknown 1 - - -
TOTAL ' 108 100 38 100

-

B e R e g

" Note: LL of the community and 11 of the hospital group
: were not included as they had no surviving siblings.

i

i}

0,3227

(1df)

Not significant

(iii) Fipencial Aid Rendersd by Other Relatives

In a similar vein, as may be seen in Table 41 on page 232, the

two groups were very similar (p=0,05) in terms of financial aid

rendered by other relatives. In the community and in the hospital

groups, 20% and 18% respectively received this form of assistance.

The majority in both of these groups, in fact, consisted of wives

who had been financially supported by their husbands.
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_ TABLE 41
RESPONDENTS WITH SURVIVING OTHER RELATIVE(S)
 CLASSIFIED ACCORDING 'TO FINANGCIAL AID
' RENDERED BY THEM

Community : Hospital
Fipancial Aid - | Respondents Respondents
' No. % No. %
No aid ‘ 111 . 8o 41 - 82
. Ocecasional aid ' 3 2 - .-
Regular aid | 25 . 25 9 18
TOTAL 139 100 50 100

Note: 11 of the comnunity respondents were not included
as they had no surviving other relatives.

X° = 0,0951 (1af)

Not significant

}
o -
W

(iv) Financial Aid Rendered hy all FamilyﬁMembérs

Financial aid rendered by child(ren), sibling(s), and other rela-
tive(s) to the old person was calculated. There did not appear to
be a difference hetween the two QTroups (p:>D,DS) in terms of the

DVerall amount of financial aid rendered.

vaer a quarter‘in both groups (25% community and 26% hoépitél)
received Fihancial suppoft fram af least Dhe.family membef, that is,
fram either child(ren), sibling(s), or other relative(s). The
large majority, however, (78% invbuth groups) were not in receipt

aof any financial support from their family.

If financial aid rendered by children is ex:iuded, the relevant
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literature provides little evidence of such aid by other family
members. This'precludes‘a compafison of the present study with

previous research.

(b) Seryite'Aid Rendered

(i) Service Aid Rendered by Children

 TRBLE 42
RESPONDENTS WITH SURVIVING CHILD(REN) CLASSIFIED
AGCCORDING TO SERVICE' AID RENDERED BY THEM

_ Community | Hospital
‘Service Aid . Respondents Respondents

' Na. %. No. %
No aid N S b 03
‘Occasional aid - | 3b 3 |- 2 7
Regular aid 33 23 | 15 50
TOTAL 116 100 30 100

Note: 38 in the community and 20 in the hospital group
were not included as they had no surviving children.

2

X 9,950 (2df)

0,083

P

Leg-linear

Not significant

Overall both groups received the same amount Df service assistance
from their children (59% in the community and 57% in the hospital).
Althuﬁgh the results were not significant, it Q;s of interest that
almost fmice the number amang the hospital group received fegular

service assistance from their chiidren (50% as compared with 25%

in the community).
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In addition, a larger percentage of those residing in the
community received service aid only occasionally from their

children (30% compared with 6% of the hospitalised).

As will be seen in Section (iii) (page 236), these differences

,were not apparent in terms of other family categories.”

~AIt may be speculated that the hospitalised elderly réquired

| more aid from their children on a fegular basis. That is, the_
children of the hospitalised elderly might naue had to assist tneir
parents on a relatively Egggiég‘basis,'For example, perform the -
hausehold snupping monthly father than on the odd occasion. This
may be linked uitn the reqgular financial sid‘received by”Dld‘peuple
from their children. The huspitaiised appeared to have han'a

greater need for regular financial and service aid.

The guestion of why this occurs thus srises° It seems to
imply long-term coping problems perhaps manifesting in s psychiatric
iliness in the psst. This’again highiights the nsed‘tm'dEIVE
deeper and analyse further the nrevisus coping patterns or prsviuus

psychological disturbances Df the hDspitslised'eldéfly.

(ii) Service Aid Rendered by Siblings

‘As will be seen‘Frum Table 43 on fhs following page, there were no
significant differences (p>=0,05) between the two grnnps in terms
of service assistsnce rendered by the siblings. In fact, over |
80% sF both groups did not receive any service assistance from

their siblings. The significance of this finding will be discussed
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at the end of the ﬁresent section (page 235).

TABLE 43

RESPONDENTS WITH SURVIVING SIBLING(S) CLASSIFIED
ACCORDING TO SERVICE AID RENDERED BY THEM

_ Community » Hospital

Service Aid _ Respondents -  Respondents

| No. % " No. %
No aid 86 80 | 33 8
Occasional aid 13 12 A 10
Regular aid | 8 72 | 1 3
Unknown 11 13
TOTAL - | 108 100 39 100

. Note: 44 of the community and 11 of the hospital group
were not included as they had no surviving siblings.

x2

0,840C  (1df)

it

p Not significant

(1ii) Servigs Aid Rendered by Other Relatives

TABLE 4L

'RESPONDENTS WITH SURVIVING OTHER RELATIVE(S) CLASSIFIED
' ACCORDING TO SERVICE AID RENDERED BY THEM

Cammunity Hospital
Service Aid Respaondents Respondents

No. % No. %
No aid . . 67 49 25 50
Occasional aid © 13 9 | 2 4
Regular aid . 58 42 23 LE
TATAL , 138 100 50 100

" Note: 14 of the community were not included as they had
no other surviving relatives.

x2

i

~0,0030  (1df)

it

p Not significant
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Again, as seen in Tablé LL, there were no significant differ-
“ences between the tuo.grouﬁs (p:>D,DS)-v However, many more ﬁther‘
relatives rendered service assistance to the bld person (51%v.
Cummunlty and 51% huspltal) than did 51b11ngs (19% community and
12% hospital). This is accounted for by the large number of
other felatives who were, in fact, spouses helping ane another.
Moreover, as_siblings were of the same age group as the réspund-
ents interviewed, they may have had difficulty in getting about

and rendering assistance.

~(iv) Service Aid Rendered by all Family Members

. The Dverall‘sefvise aid given to the old person by child(fEn),
sibiing(s), and other relatiﬁe(s) was compared. In both popu-
;ations, ééryice aid was greater than financial assistance. In
the twq populations, the family rendared financial support in

32% of cases, whilst the figure fur servicé assistance was 70% .
in the cummunity‘and 66% in thé hospital group. Although_thié
involved more of mhat might_be.termed "giving of oneself®, it

was in all prubabilify rendered because this form of helg, rathef'
than financial 8581stanc ) met the need of the old pefsun.. It

was gratifying to note the high pgrcentage in both groups who

did receive such suppaort.

(c) Illness Aid Rendered .

(i) Illness Aid Rendered by Children

As 1llustrated in Table A5 on page /37, there were no significant
dlfferences between the two Dupulatluns 1n terms aof aild rendered

to them by their children ;n the case of an illness. The smaller
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\hercentage of hospital respondents.who received support from
their children could bé attributed to their having fewer children

overall.

TABLE 45
RESPONDENTS WITH ~SURVIVING CHILDCREN) CLASSIFIED
ACCORDING TO ILLNESS AID RENDERED BY THEM

Community Haospital
Illness Aid ‘ Respandants Respondents

Na. % Na. %
No zid rendered 19 17 07 - 33
Aid rendered | 5 = 83 - 20 67
TOTAL M4 100 - 30 - 100

Note: 38 of community and 20 of hospital respondents
wera not included as they had no surviving

- children _
X2 = 3,387 (1df)
n = Not significant
vLog-linear = Not éignificant

. Thése findings compare well with those of Shanas (1962,
- 1968), who found that 80% to 90% of old people received assistance

from their children when the former were ill.

(ii) ‘Illness Aid Rendered by Siblings

As is clear from Table 46 on page 238, a significant difference
(p = 0,0242) existed in terms of the aid rendered by siblings
‘in case of an illness. Of ﬁhose residing in the community, L4%

- received this farm of aid from their siblings, as against only
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24% in the hospital population. This was contrary to the general
trend and could possibly be accbunted for by chance. The possi-
-bility arises, however, that the siblings of hospital hatients
themselves mighf_have problems in coping, thus_being unable to

assist family members who are ill.

TABLE .46

RESPONDENTS WITH SURVIVING SIBLING(S) - CLASSIFIED
ACCORDING TOD ILLNESS AID RENDERED 8Y THEM

, Community Hosaital
Illness Aid Respondents Respondents
Na. % No. %
No aid Tendered | eD 50 | 29 76
Aid rendered 48 L 19 24
Unknown . - - 1 -
TOTAL | 108 100 39 100

Note: 44 aof the Community and 11 of the hospital group
‘were not included as they had no surviving siblings.

2

X = 5,083 (1df)
p = 00,0242
Log-linear = 00,0189

The guestion thaf shﬁuld be posed is why mﬁre of the.sihlings
af hdspital patients were unable to assist family members who were
ill. Further research is needed into the physical and psychiatric
state.uf the éiblingsvof hmspitalvrespandents.w There is the
possihility»bf psychiatric illness in the families of the hospi-

talised respondents. Further study is recommended in this regard.
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(iii) Illness Aid Rendered bygUther Relatives

TABLE 47

RESPONDENTS WITH SURVIVING OTHER RELATIVE(S) CLASSIFIED
ACCORDING TO TILLNESS AID RENDERED BY THEM

Community Hospital
Illness Aid Respondents Respandents
No. % No. %
No aid rendered - 53 - 38 . 22 Ly
Aid rendered - 85 . 61 28 -5ba
TOTAL ' 138 100 50 100

Note: 14 of the community respondents were not included
' as they had noc ogther relatives.

XZ

]

0,203  (1df)

hu!
il

. Not significant

As indicated by Téble L7, fhere were no significant differences
(p =>=0,05) Eetueen thé two groups in terms of aid rendered to the
Dld person in times of illnzss. Of the elderly residing in the
cammunity and in the hospitalisea, 61% and 56% reépebtively Were
in receipt of such aid.’ The majority of the Dther_relatives

were spouses who looked after their partnmers when ill.

(iv) Illness Aid Rendered by All Family Members

~

Table 48 an the following page illustrates the amount df illness

aid rendered to the old person at times of illness by his
child(ren), sibling(s), and other relative(s). It was pleasing

to note that only 16% of those residing in the community received

no aid‘at all from any memhef af the family when the former were
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ill.  The correspaonding figure for the hospital group was

slightly larger (28%).

TABLE 48

RESPONDENTS CLASSIFIED ACCORDING TO ILLNESS AID
' RENDERED BY ALL FAMILY MEMBER(S)

Community Hospital
Type of Aid Respondents | Respondents
No. % Na. %
One type : ' 49 32 17 - 3L
Two types | 55 36 17 34
Three'types : 24 16 . v N
None 24 16 L 28
TOTAL ' 152 100 50 100
2 o
X = 5,5880 (1df)
p = 0,025

 Note: One type of aid refers to aid by either child(ren),
‘or sibling(s), or other relative(s). |

Two types of aid refers to aid by child(ren) and
sibling(s), or child(ren) and other relative(s),
ar sibling(s) and other relative(s).

Three types of aid refers to aid by child(ren) and
sibling(s) and other relative(s).

The foregoing Has illustrated that both service'aid and
help in times of illness are extensively giveh—;and ta hath
populations. There is no particular differénce betwean the amaunt
of such aid as given td either.the community or hospital respond-

ents. Moreover, old people appear to receive aid, not. only in
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times of specific need, but also in general. Aid, or the lack
of it, does not play a part in the admission of elderly patients

to a psychiatric hospital.

5. Support Given by the Old Person

(a) Financial Aid Rendered by the Old Person

(i) Financial Aid Rendered to Children

TABLE 49

RESPONDENTS WITH 'SURVIUING‘ CHILD(REN) CLASSIFIED
ACCORDING TO FINANCIAL AID RENDERED TO THEM

P

. o -] Community  Hospital
Financial Aid ‘ Respondents Respondents
| No. % No. %
No aid - | 8l 7h 26 87
Occasional aid : 22 19 - =
Regular aid ’ 8 7 R 13
TOTAL ' 114 - 100 30 - 100

- Note: 38 of the community and 20 of the hospital group
were not included as they had no surviving children.

2

X 2,3772 (1df)

i

s Not significant

‘As indicated by Table 49, the ﬁwd groupsvuere remarkably similar
- with anly 7% of those residing in the commﬁnity and 13% of the
hospitalised elderly giving their children Finaﬁcial aid on a
regular basis. Very few elderly (33% of those in the community

and 13% of the hospitalised) assisted their children financially. -
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This is both expected and'td be understood as older peaople are not
at their peak earning capacity, in addition to a large percentage

. heing retired.

(i1) Financial Aid Rendered to Siblings

TABLE 50

RESPDNDENT5> WITH SURVIVING SIBLING(S) ELASSIFIED
ACCORDING TO FINANCIAL AID RENDERED TO THEM

_ ‘ Community Hospital

Financial Aid Respondentis ' Respondents

No. % No. %

No aid 103 95 35 90
Occasion aid 2 2 3 7
v:Regular aid 2 2 17 3
- Unknown : 1 ‘ 1 - -
TOTAL | 108 100 39 100

Note: 44 of the community and 11 of the hospital group
were not included as they had no surviving siblings.

X2

1,9491  (df)

il

0 Not significan’

When examining financial assistance rendéred by the eldefly to
their siblings, the figure dropped to 4% of the elderly residing
in the community and 10% of the hospitalised. As illustrated
in‘Table 50, therebuere no significant diFFerngES‘betueen the
two groups. The low level of fipancial support to siblings is
again understandable as fhese older people were presumably of the

same approximéte age group as their siblings. They were thus

most likely in the same financial position.
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(iii) Financial Aid Rendered to Other Relatives

TABLE 51

RESPONDENTS WITH SURVIVING OTHER RELATIVE(S) CLASSIFIED
ACCORDING TD FINANCIAL AID RENDERED TO THEM

Community

. Hospital

Financial Aid Respondents Respondents
No. % No. %

No aid 100 72 L2 86
Occasional aid 6 L - -

- Regular aid 32 24 7 14
Unknown - - 1 -
TOTAL 138 100 50 - 100

Note: 14 of the community respondents were not included

Table 51 again illustrates that no

~apparent between the two groups in

to other relatives.

was slightly larger (28% community

as they had no other

Financial aid

relatives.

3,7572  (1df)

Not significant

.

significant differences were
terms of financial aid rendered
rendered to other relatives

and 14% haspital) than this

form af aild rendered to either children or siblings, as this

gruﬁp included a large percentage of spouse-suppaorting respondents.

(iv) Financial Aid Rendered to All Family Members

On examination of financial aid rendered to child(ren), sibling(s),

and other relative(s), it appeared that 54% af Dld.peaple in the

community. and 62% of the hospitalised elderly did not assist any

b
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" member UF their family financially (Table 52 helmm) - This
leFerence is statlstlcally significans (p = 0,025). 1In all
prubablllty, thig difference may he attributed to thz hospital

group being in poorer financial circumstances.

TABLE 52

RESPONDENTS - CLASSIFIED ACCORDING TO THOSE WHO RENDER
FINANGIAL AID TO CHILD(REN), OR SIBLING(S),

OR OTHER RELATIVE(S)

. Community ' Hospital
Financial Aid A Respondents Respaondents
Na. % Na. %
Render ﬁg financial aid 82 54 31 62
Render financial aid 70 - L6 19 . 38
TOTAL 152 100 50 100 .
2 4
X= = 5,4573 (1df)
p = 0,025

(b) Service Aid Rendered by the Old Person

- (i) Service Aid Rendered to Children

Rs Tabie 53 on page'ZhS indicates, Dnly 57% of these residing in
_thevcummunity:and 33% of the hnspitalisedvelderly rendered ény
form of service assistance to their children. The differences
in termsbof those rendering aid on occasion only are not large

(37% in the community and 27% of the hospitalised). However,

the hospital group render significantly less service aid (&%) on

a regular basis than the elderly residing in the community (20%).

This difference is highly significant (p = 0,0072).
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TABLE 53

RESPONDENTS WITH SURVIVING CHILD(REN) CLASSIFIED
ACCORDING TO SERVICE AID RENDERED TO THEM

Commnunity Hospital

Service Aid ' Respondents Respondents
Na. % { No. %

No aid 49 43 20 67
Dccasion aid w2 37 8 27
Regular aid 23 20 _ 1 2 6
TOTAL - ' 114 - 100 30 100

Note: 38 of the community and 20 of the hospital group
were not included as they had no surviving children. .

7,2249  (1df)

il

po 0,0072

>Renderin§ servica aid on a regular basis implies active and
: énd constant'"giﬁing".' As this was measured over é long-term
pgriad? it would seem ta'indiéate that the hospitalised elderly
had.been-unable tolassist their.Fémily regularly for many yeérs.
This‘again ﬁoints to thé need for further research inio their

past coping patterns.

(ii) Service Aid Rendered to Siblings

A gimilar featﬂre is apparent in terms of servicé aid rendered

to siblings._ In Fact; only 8% of the hospitalised elderly

coﬁpared with 20% of'those residing in the community had assisted
their'sihlings. 'Alfhuugh 4% of the elderly in the community
assisted their siblings on a regular hasis, none of the hospitalised

elderly were able to render this form of assistance regularly.
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As is clear from Table 54 below, the diFFefences befmeen thevtwd
groups proved significant (p = 0,0475). Again the same principle
- as inmthe abave sectian (in terms af regular service aid rendered
to children) applies, that is, it appears that the hospitalised
éiderly‘had been unable to rendér regular service aid to their

family over a period of years.

TRBLE 54

RESPDNDENTS WITH SURVIVING SIBLING(S) CLASSIFIED
ACCORDING TO SERVICE- AID RENDERED TO THEM

| Community Hospital
Service Aid Respondents Respondents
Na. % Nao. %
-No aid _ 86 80 _ 35 92
Occasional aid | 18 16 _ 3 8
 Regular aid L b - -
TOTAL -108 102 - : 39 100

Note: 44 of the community ani 11 of the hospital group
~were not included as they had no surviving siblings.

x2

i

3,9261 (1df)

0,0473

p

(iii) BService Aid Rendered to Other Relatives

vServicé aid rendered by the ald person to other relatives was
slightly higher in baoth populations (51% of those residing in the
6Dmmunity and 29% of the hospitalised) than service assistance
given to siblings. The reason for the higher percentage of aid

rendered to other relatives than to siblings was due to a large
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number  of spouses in the former group. Houwever, as indicated in
‘Table 55 below, a significant difference existed between the two

groups (p = 0,0213).

TABLE 55

RESPUNDENTS WITH SURVIVING OTHER RELATIVE(S) CLASSIFIED
ACCORDPING TO SERVICE AID RENDERED TO THEM

Community Hospital

Serviﬁe Aid o Respondents Respondents

| Nao. % Na. %
No aid , _‘ 68 49 35 71
Dccasional aid 11 8 - 3 6
Reqular aid 59 L3 11 _23
Unknown | | - - B 1 -
TOTAL 138 100 50 100

Note: 14 of the community respondents were not included as
they had no other relatives.

2

X 7,405 (2df)

i

0
il

00,0213

The main difference between the tuD‘grUups appeared in terms
of the aid rendered on a ragular basis. Only 23% of the hospital.
population as compared to 43% of those residing in the community
were able to assist ather relatives on a regular basis. -This
again links up with the lack of regular aid rendered to both

child(ren) and sibling(s).



248

(iv) Service Aid Renderad to All Family Members

TABLE

55

RESPONDENTS CLASSIFIED ACCORDING TO SERVICE AID
THEY RENDER TO FAMILY MEMBER(S)

Community Hospital
Type of Ald Respondents Respondents

No. % No. %7
One type 49 32 18 35
Two types L5 30 7 15 .
Three types 26 17 2 L
None 32 21 23 LG
TOTAL | 152 100 50 100

X2 (trend) = 8,4136 (1df)
- p = 0,0060

Note: One type of aid refers to aid rendered to elther

child(ren), or sibling(s),

Two types of ald refers to

child(ren) ani sibling(s), or child(ren) and other

relative(s), or sibling(s)

Three types of ald refers to ald rendered %o

child(ren) and sibling(s), and other relative(s).

Table 56 illustrates the differences between the two groups 1in
terms af service assistance rendered to child(ren), sibling(s),

and other relative(s) (p=<0,0060). Although only 17% of the

or other relative(s).

ald rendered to either

and othzr relative(s).

eldefly-in the community rendered service assistance to child(ren),

sibling(s), and other relative(s), only 4% of "the hospitalised

~were able to do the same.



249

In addition, almost half of the hospital population (46%) did
not assist any family member compared with only 21% of those re-.

siding in the community in a similar position.

Again, as fhiS'uas measured over a long-term period, it would
seem to indicate that the hﬂspitalised'elderly had bean unable.to
lassist mehbers of their Familg, probably for many years. This .
again highlights the need for Fupther reseérch into thebpast coping

" patterns of the hospitalised elderly.

(c) Illness Aid Rendered by the 0ld Person

On examinatioh, this area appeared to be the one in which the most
signifiéant differences occurred.. The huspitaliséd elderly rendered
- gignificantly less aid tc all family members when the latter were

111,

(i) " Illness Aid Rendered to Children

As indicated in Table 57 on page 250, less than oné—third af thév
hoépital patients had assisted their children when the latter
were 111, compared to three-guarters of those in the community.
This difference proved highly significant (p=<<0,0001). As this
was measured over a long -periaod, it implies a lqngftérm inability

to render assistance.
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TABLE 57

RESPONDENTS WITH SURVIVING CHILD(REN)

CLASSIFIED

‘ACCORDING TO ILLNESS AID RENDERED TO THEM

S Comaunity Hospital
Illness Aid Respandants Respondents
No. % No. %
No aid rendered 30 26 20 | 68
Rid rendered 8L 74 10 32
 TaTAL | 114 100 30 100

Note: 38 of the community and 20 cof the hospital group
were not included as they had no surviving children.

X2 = 12,677 (1df)

p < 0,0001

(ii) Illness Aid Rendered to Siblings

TABLE 58

RESPOVDENTS WITH SURVIVING SIBLING(S) CLASSIFIED
ACCORDING TO TILLNESS AID RENDERED TO THEM
» - : i Community Hospital
Illness Aid v Respondents Respondents
| | No. % No. %
No aid rendered 62 - 58 35 50
Aid rendered ’ L5 L2 4 10
Unknown 1 - - -
TOTAL | 108 100 39 100

Note: 44 of the cammunity and 11 of the hospital group
were nct included as they had no surviving siblings.

X2 = 17,0025 (1df)

p < 0,000
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The degree of assistance rendered to ill siblings was even
less than that rendered to children. As illustrated in Table 58,
whereas almost one half (42%) of the elderly in the community
had assisted ill siblings, only one-tenth of thé hospital’patients
had fendered such assistance. This difference too, proved highly
significant (p<:0,0001). These results link up with thuse.uf-the
previous section (in terms of aid rendered to ill children),

again highiighting an inadequacy. of sorts of many years' duration.

(iii) 1Illness Aid Rendered to Other Relatives

TABLE 59

RESPONDENTS WITH SURVIVING OTHER RELATIVE(S) CLASSIFIED
ACCORDING TO ILLNESS. AID RENDERED TO THEM

= ’ ‘ o Cummuhity Hospital
3 - Illness Aid o Respondents - Respondents
No. % Na. %
No aid rendered | 54 41 : 35 70
Aid rendered 82 59 15 - 30
TOTAL 1383 100 50 100

Note: 14 of the community respaondents were not included
as they had no surviving other relatives.

X% = 12,8355 (2df)

o << 0,0001

The same phénumenon existed in terms of other relatives.  As can
he seen in Table 59,'dnly 30% of the hoépital patients had
assisted othner relatives cumpared to almost double that number
(58%) of the elderly residing in the cummunity. The level of

significance again was very high (p<0,0001).
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Theée findings correlate with those in terms‘uf a lack of
‘aid rendered to ill ;hildren Ur.siblings. Even though a large
percentage aof athef relatives consisted of spouses, the hospi-
talised over a period of many yeérs, had been unable to assist
their partners when the latter were ill. ,This,mauid seem to

indicate a long-term incapacity.

(iv) Illpess Aid Rendered to all Family Members

TABLE &0

RESPONDENTS CLASSIFIED ACCORDING TO ILLNESS. RID
RENDERED TO FAMILY MEMBERS '

Community HDspital‘ _
Illness Aid Respondents Respandents
' " Na. % No. %
One type 32 21 13 25
Two types 57 - 33 11 r)
Three types Ly 29 3 7.
None - 1B 12 23 -
Unknown ' 1 = _ R
TOTAL 152 100 50 100

X2 (rend)

14,7127  (1df)

p = 0,001

Note: One type of aid refers to aid rendered to either
- child(ren), or sibling(s), or other relative(s)

Two types of ald refers to ald rendered to child(ren)
and sibling(s), ar child(ren) and other relative(s),
or sibling(s) and other relative(s).

Three types of aid refers to aid rendered to
child(ren), and sibling(s), and other relative(s).
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Illness aid rendered to child(ren), sibling(s), and other rela-
five(s)_uas calculated and the results are documented in Table
60. Three times as many of those elderly residing in the
community--29% compared with 7% in the hospital puhulation--had
assisted child(ren), sibling(s), and other relative(é). This
iﬁvolved assistance to the largest number of pecple. Almost half
of the huspitalised (L6%) héd not rendered aid to any ill family
member compared with only 13% in.the'community. This result was

again highly significant (p = 0,D01).

Nursing ill relatives, caring for their families, and carry-
ing out hnﬁsehold dutizs for thém, in addition to their own
naormal routine, may be vefy'demapding. It gften implies self-
sacrifice, and in many cases entails caring for two households at

once. It is therefore the most demanding of all forms of assistance.

The large discrépancy between the twao papuiétians may thus bé
attributed to the hospitalised respondents' inability to render
such assistance. As this was meésured dver a long-term period,
théif inability to render suchvassistance may not be attributable
to the present illness. 1t implies rather that they had been

incapacitated for many years.

»Tﬁe question.uf whether the hnspitalised.elderly had had
lang-term prablems in coping uhicﬁ manifested in a psychiatric
illness, again’ariées. The necessity for examining the hospital
patiehts"past patterns aof caoping and possible psychiatric illnsss

is again highlighted. -
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NOTES TO CHAPTER SEVEN
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255

(b)

(c)

10.

1.

D.W.K. Kay, P. Beamish, and M. Roth. "Old Age Mental Dis- .
orders in Newcastle-upon-Tyne. Part II. A Study of
Possible Social and Medical Causes," British Journal) of

Psychiatry, 116, 1964, pp. 658-682.

A. Simon and M.M. Neal. Patterns of Geriatric Mental Illness

II. Diagnosis and Classification. Proceedings 5th Congress

of the International Association of Gerontology, San Fran-

" cisco, 1960.

Kay, Beamish, and Roth, op. cit., p.'671.

- P. Townsend. "The Effects of Family Structure on the Likeli-

hood of Admission to an Institution in Old Age. The Appli-

cation of a General Theory," in Social Structure and the

Family, ed. by E. Shanas and G.F. Streib. Engleuand Cliffs,

N.J.: Prentice Hill Inc., 1965, p. 174.

P. Townsend. The Family Life of Old People : an Inguiry in.

East London. London: Routledge and Kegan Paul, 1957, p. 18.

Tawnsend. "The Effects of Family Structure on the Likelihood

of Admission to an Institution in 0Old Age : the Applicatian

‘of a General Theory," op. cit., p. 170.

Where mention is made of the tgrhs "diFFicultiesvin coping"
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sehaviour. What the writer refers to is;, inter alia, a
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(a) An inability to cope with the demands of daily life.
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CHAPTER EIGHT

- SUMMARY, CONCLUSIONS, AND IMPLIGCATIONS

FOR PRACTICE

In conclusion, the most significant findings of the research will
he hrieflyvrecapitulated..vTﬁey will be discusééd under four main
neadings,vviz. identifying data, followed by the composition,
organisation, and sfructufal,inteérétion of the family. - The

authar's conclusicns and implications for praciice then fcocllow.

I ~ IDENTIFYING DATA

The tua populations were similar in regpect of the variables of
age, sex, marital status, occupation, education, language, and
religion. In other wards, these factors were found not to play a

pgart in the admission af the elderly to a psychiatric hospital.
The differences in income revealed between_the two samplés
-are, in all probability, due to the wealthier elderly seeking

private treatment, which to them may carry less of a stigma.

The large number of elderly with a previous histary aof a




psychiatric illness was one of the mast important findings of this

study. Prior psychiatric treatment, even when in the past not
entailing admission to hospital, placed the individual at a higher
risk of an admission to a psychiatric haspital in old aje.

i)

II FAMILY COMPOSITION

- In brief, the difference betwean the two populations is tuofold.

" First, ﬁroportiohately mare aof thé hospitalised were childless,
and secand, the average numher of direct descendants (that is,
children,'grandchildren, and great—grandchild:en) was smaller

for the hospitalisad than far the community population. The
number of descendants is thus inversely associated with the chance

of hospitalisation in a psychiatric institution for the aged.

~However, the direction DFvcausality appears gpposite to
TuQnsend's hyoothesis. ‘He postulated that having no childreﬁ oT
Feuef-children (especially daughters) led to admission to an old
age home. Implied in his argument is a lack of contact with,
and support frum, the family. However, the reséarcher's hypothesis
is that the hospitalised elderly have Feuer.nffépring, and a larger
proportion are childless, due fo longstanding life problems. This

assumption was based on the following four factors.

(i) The differences in terms of Familyvcamposition occurred
only in terms of direct offspring. These factors are
not dependent on extraneous chances (as is the case
of siblings and ther‘relatives) buf are, to a large

extént, within the control of the individual.
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(ii) ‘A larger ﬁrapartian oF‘the haogpital pnpulaﬁiun.mere
childless. Again, the same'argﬁmant'as above could
.apply.‘ The hospitalised might have chosen not to
‘have children. The'poséihility of lungstahding
-problems in 1life and relationships could account

for this choice.

(iii) The hospitalised eldérly were not found to have less
contact with their Fahilieé. Frequencg of contact
with the family, fhErEFDrE,‘dDES not seem tu'ﬁlay é
part‘in an admission tova'péy:hiatric hospital in

old age.

(iv) The hDspitaliéed elderly do not receive less supﬁort |
f - from their Families. This, therefore, cannot be
said to be a factor linked to their admissibn to a
psychiatric hospital. The Facf that they.received,
mare support on a regular basis from théif children

could again imply longstanding living difficulties.

III FAMILY ORGANISATION

1. HDﬁsEthd.EumstifiDn

The major differences between the two populations occurred among

those residing in old age homes or those living alone.:

(a) Elderly Residing in 0ld Age Homes

The findings of this study conclude that people from old age homes

have a higher likelihood of admission to a psychiatric hospital
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than thuse'residing in any other setting. Further study is needed
to explore more fully the connections between life in aﬁ old age
home and psychiatric illnesses DF\oid_égé. Does institutionali-
satiaon Cuntributé_tu psychiatric illness? 1If so, what implications

are there for the administration of old age homes? .

(b) Elderly Residing Alane

The differences found between the two populations in terms of the
elderly living‘alone,>turned out not to be what had been gxpectéd.
Fe@er of the hospitalised elderly lived alone. As previously
discussed, living alone and running a household reguires adeguate
caﬁacity to'hanqle stress and to organise ane's aFfairs. Accufding
to the Findings of this study, those =lderly living alonz do not
‘have a higher likelihood of admission to a psychiatfit hospital;

in fact, the opposite seems to hold true.

2. Geographical Proximity

The hDspitaiised glderly were found not to be more gengréphicaily
isolated from their families than their counterparts living in the
cummunity. "Geographic isalation from thé family thus does nufl
appéar,'in general, to affect the admissiuh of the elderly to a

psychiatric hospital.

IV STRUCTURAL INTEGRATION

1. Contact with Family Members

(a) Average and Latest Contact

The two groups were remarkably similar in terms af both average
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and latest cqntacf with family members. Neither of these factors
thus seems to be linked with the admissian aof old peaple to a

psychiatric hospital.

. (b) Contact in the Past Month

Differences were appareht, however, in terms of contact with both
children and siblings in the past month. Iniadditiun, a larger
prbportion of the hospitalised elderly had had no contact with
.ény family member aver this period. Lack of cantact Mith the
family in the month prior to admission, therefaore, does'appeaf

to be é factor relating to the admission of the elderly to a
psychiatric hospital. Has family contact diminished becausz of
the onset of the illness,lor hasvthe illness manifested because

the contact has failed?

Townsend pustulafed that lack of contact with the family .
necessitated admission of the elderly to an old age home. From.
the findings of the present'stqdy, however, it would be more

logical to conclude that the withdrawal of the elderly was |

a result of the manifestation of their illness.

2. Family Support

(a) Support Rendered to_the 01d Person
by Members af the Family

Contrary to expectations, this variable did not appear to play a
part in the psychiatric hospitalisation of the elderly. Hdspi~
talised old people did not receive less financial aid, service

assistance, or help in times of illness from their families.
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On the contrary, they received both financial aid and service

assistance on a regular basis from their children.

Again the findings of the present research appear to contra-
dict Tounseﬁd'é hypothesis. He hElievéd that.older‘peoplé wha
, recéived less support from their families had a greatef likeli-
hood of édmissiqn toc an old age home. However, where the elderly’
in this study were concerned; a larger percentage of thase |
admitted to a psychiatric hdspital were found to be in receipt uf
support Dh a regular basis. This implies_a need on their part
for more assistance. As this was measured over a period of
several years, it suggests long-term prnbléms in meeting the

~demands of everyday life.

(b) Support Rendered by the 0ld Parson

The greatest differences between the two pbpulations were found
in this respect. The hospitalised elderly rendéred far less
service assistance and aid,ih times of illness to all members of
-their Families. Again, as tﬁis was measured Dver.a long-term
periud, it may be cancluded that this group of old people weré
not able to render assistance to others, which once more leads us

to think of life prdblems that ranged back over many years.

Y CONCLUSIONS

~ Although differences between the tuo populations existed in terms
of all three measures--the composition, organisation, and struc-
tural integration of the family--the direction of causality.

appeared contrary to expectation. The researcher expected the
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the hoépitalised to have fewer children, siblings, and other
‘relatives, and to have had less cantact uith, and support’ from,
-them. The psychiatric illness was seen as a likely result.
However, in all}prubability, thebhospitaliéed elderly had feuwer
ﬁFFspring and rendered less support to Family members due to
lnngstanding‘diFFiculties invmanagement of daily living, emotional
relatianéhips, and in coping with stress. This ties in with the
previous psychiatric treatment that a large number in this

populatian had bhad in the past.

The findings of this study point to the need for further
in-depth reseérch into past persanalities, coping patterns, and
long—term adjustments of those persans th require admission to
a psychiatric hospital in old age; If thé.Factors most closely
.agsuciatedrwith such admissions can be reliahly determined, this
mquid enable the helping professions to be dn the alert for them

in younger populations and would make preventive work possible.

VI IMPLICATIONS FOR PRACTIEEV

The findings of the present study show that the following cate-
‘gories af old people have the greatest likelihood of admission
to a psychiatric haspital in old age. (The categories are listed
in order of level of significance).
(a) Those with a past history of a psychiatric illness.
(b) Those with no children or with an only child.

(c) Those with no daughters or an only daughter.

(d) Those residing in old age homes.
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(e) Those who render less suppart to their families.

(f) Those who have diminished family contact in the

month priocr to admission.

(g) Those in poor financial circumstances. .

As has béen stated above, the identificétion ofyindividuals
at risks aids prevention. ‘Social workers (psychiatric, medical,
community, and éeneric), general practitionérs, psychiatrists,
~matrons, nufsihg sisters, and clinical bsycholagisﬁs, garticularly
those morking in the community or in old age homes, would be able
ta‘Facus an old persans in the above-mentioned caﬁegaries. Inter-
ventian at the correct time, which the professional-warker would

. aéseSs, could prevent an admissian to a psycniatric hosbital.

For example, the old person Coﬁld be‘treated an an Uﬁtpatient
hasis or even at home. Contact with the family would probably

be nécessary in Gfdér to'invnlve.them in the prevention of an
,admission.,‘Detailed study aof the older person's’preyiaus
persanality, adjustment, and coping patterns are impérative és
these factaors appear to play a large part in admissiaon ta a

psychiatric hospital.

The study thus comes back full circle to its point of de-

parture, viz.

« « . the logical first step in secondary
prevention is the identification of old persaons
who are at high risk of becoming ... handlcapped
and disabled ... . (1)
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" NOTE TO CHAPTER EIGHT

1. B. Cnuper and R. Schwarz. Case-Identification in an Elderly

Population. Paper presented at World Psychiatric Associatian

Symposium, Institute of Psychiatry, London, May 1980, p. 12.



267

BIBLIDGRAPHY

Aaranson, B.F. "Aging, Personality Change and Psychiatric

Diagnosis." The Gerontologist, 139, 1964.

~Albaugh, R.M. Thesis Writing : A Guide to Scholarly Style.

New Jdersey: Littlefield, Adams and Co., 1951.

. Alvarez,'w.c. "The Geriatric Patient and his Social Circum

stances." Geriatrics, 16 Decemhber, 1961.

vAmulrea, Laord, Exton-Smith, A.N., and Crockett, G.S. "Proper
Use of the Hospital in the Treatment af the Aged Sick."

The Lancet, 20 January; 1951,

Anderson, Sir F. Practical Management of the Elderly (3rd Ed.).

Oxford: Blackwell Scientific Publications, 1976.

Arie, T. "Mofale and the Planning of Psychogeriatric Services."

British Medical Journal, 3, 1971.

Baker, A.A. "Slow Eushenasia or 'She Will be Better off in

Hospital'." British Medical Journal, 4, September 1976.

Batchelor, I.R., and Napief, M.B. "Attempted Suicide in DOld Age;"

British Medical Journal, 2, 1186, 1953.

Bennett, R. M"Living Conditions and Everyday Needs of the Elderlyb

with Particular Reference to Isolation.". International

Journal of Aging and Human Development, &4, 3, 1973.

Bennett, R. "Social Context -~ a Neglected Variable in Research

on Aging." International Journal of Aging and Human

Development, 1, 2, 1970.




268

Benson, R.A., and Brodie, D.C. "Suicide hy Overdoses of Medicine

among the Aged." Journal of the American Geriatfic Sociely,

23, 1975.

Berkman, 8. and Rehr, H. "Elderly Patients and their Families -

Factors Related %o Satisfaction with Hospital Services.”

The Gerontologist, 15, 6 December 1975.

Birren, J.E. and Spieth, W. "Age, Response Speed and Cardio-

- vascular Functions." Journal of Gerontolaogy, 17, 1962.

Blenker, M. "Spocial Work and Family Relationships in Later Life

with some Thaughts on Filial Maturity." In Social Structure

and the Family : Generational Relations. Ed. by E. Shanas

and G.F. Streib. Englewnod Cliffs, N.J.: Prentice-Hill

Inc., 1965.

Blenker, M., Bloom, M. and Nielsen, M. "A Reszarch and Demon-

stration Project of Protective Services." 5Social Casework,

52, 1971,

Bloom, M., and Nielsen, M. "The Older Peréon in Need of Protective

Services." Social Casework, 52, 1971.

Brearley, C.P. GSocial Wark Ageing and Society. London: Rous-

" ledge and Kegan Paul, 1975.

Britton, P.G. "The MMPI and the Aged : some Normativ= Data fraom

a Community Sample." British Journal of Psychiatry, 112;.

1966.

Brody, E.M. "The Aging Family." The Gerontologist, 6, December

1966.



Bromley, D.B. The Psychology af Human Ageing. Baltimure:A

+ Penguin Books, 1966.

Brown, M. (Ed.). Readings in Gerontology (2nd Ed.). St. Louis:

The C.V. Mashy Co., 1978.

Brown, R.G. "Family Structure and Social Isolation of Older

Persons." Jaurnal af Geruntologg,'lé, 1960.

Burgess, E.W. (Ed.) Aging in Western Saocieties . 3 Comparative

Survey. Chicagao: University of Chicago Press, 1960.

Burnside, I.M. ‘"Loneliness in 0l1d Age." Mental Hygiene, 55,

3, July 1971.

Busse, E.W., and Pfeiffer, E. Behaviour apd Adaptation in_Later

Life (2nd Ed.). Boston: Little, Brown and Co., 1977.

'Bste,_E.w. and Pfeiffer, E. (Eds.). Mental Illness in Later

Life. Washington: American Psychiatric Association,

April 1973.

Butler, R.N. and Lewis, M.I. Aging and Mental Health. St.

Louis: The C.V. Mosby Co., 1973.

Butler, R.N. and Lewis, M.I. Aging and Mental Hgalth - Positive

. Psychosocial Approaches. St. Louis: AThe C.V. Moshy Co.,

1977.
Cameron, P. '"Ego Strength and Happiness af the Aged." The
Gerontologist, 22, 1967. |
Carp. F.M. "The Impact of Environment on 0ld Peaple." The

|

Gerantologist, 7. 1967.




270

Ehakrévnrty, N.K. "Geriatrics in Isolation" (letter). British

Medical Journal, 2, 6085, 522, 1977.

Chawn, S.M. (Ed.). Human Ageing. Middlesex: Penguin Books,

1972.

Cicirelli, U.G, "Relationship of Siblings to the Elderly Perspn's

Feelings and Concerns." Journal of Gerontology, 32, 3, 1977.

\

.Elark, M. and Anderson, B. Culture and Agingy. Springfield,

Il1linois: Charles C. Thomas, 1967.

~Clavan, 5. and Vatter, E. "The Affiliated Family : a Device for

Integrating 0O1d and Young." The Gerontulogist, 12, Uinter

1972.

" Cohen, G.D. (Guest Ed.). "Community Mental Health Programs for

the Elderly." International Journal of Mental Health, 8,

3-4, Fall/Winter 1979/80.

Cohen, G.P. "Research.on Aging : a Piece of the Puzzie."

The Gerontologist, 19, 5, 1979.

Cohen, R.G. "Living Arrangemental and Mental Disorders amonj
- the Aged." UWorkshop, 1958. Part I1I. The Contribution

of a Private Residznce Program in a Family Agency to the |

Hzalthful Living Df.Aging Persans. American_Journal of

Orthopsychiatry, 23, October 1959.

Coni, M., Davison, W., and Webster, S. Lecture Notes on Geriatrics.

Oxford: Blackwell Scientific Publications, 1977.

Curtis, H.J. " Composite Theory of Aging." The Gerontologist,

6, 1966.



271

- Daniel, R. "A Five Year Study of 693 Psychugeriatric'Admissinns

In Queensland." Geriatrics, April 1872.

Davidson, Sir 5., and Maclkeod, J. (Eds.). The Principles and

" Practice of Medicine (10th Ed.). London: Churchill

Livingstone, 1971.

o, .
Dayan, A.D. "Neuropathology of Aging." In Textbook of Geriatric

Medicine and Gerontology. Ed. hy'J.E. Brocklehurst. -

Edinburgh: Churchill Livingstone,'1973.

de Beaﬁvnir, 5. Dld‘Age. London: Cox and Wyman, 1972.

Dixon, W.Jd., and Bvouwn, H.B. (Eds.). Biomedical Computer
Programs (BMDF-77P Series). Berkeley: University of

Califarnia Presé, 1977).

" Ebaugh, F.G. "Age Introduces Stress into the Family."

Gerigtrics, April 1956.

Edwards, A.E., and Wine, D.B. "Personality Changes with Age :
Their Dependency on Concomitant Intellectual Decline."

Journal of Gerontology, 13, 1963.

Eisdorfer, C. "Learning in the Aged : New Dimensions and a

tentative theory." The Geraontologist, 7, 14, 1967.

Eisdorfer, C. "The W.A.I.S8. Performance of the Aged : a

Evaluation." Journal of Gerontology, lg, 1963.

Erikson, E.H. "Identity and the Life Cycle." In‘PsycthUgical

lgﬁués. International Universities Press Inc., Vol. I,

No. 1, 1959,



272

" Farrow, S.G., Rablen, M.R., and Silver, C.P. "Geriatric Ad-

‘missions in East London : 1962-72." Age and Ageing, 5, 1976.

Field, M. The Aged, the Family and the Community. N.Y.: Columbia

University Press, 1972.

Filer, N., and 0'Connell, D. "Motivation of Aging Persons in an

- Institutional Setting." Journal of Gerontology, 19, 195h4.

Fiske, M., and Simon, A. "~ "Studies in Geriatric Mental Illness :

Some Research Plans and Assumptions." Joucrnal of the

American Geriatric Society, 8, 1960.

Ford, B. "Wwho are the Aged who are a Problem in Modern Society?"

Medical Journal of Australia, 2, 305-9, 1973.

Fox, S.J. "Responsisility for the'Eare of the Geriatric‘Patient :
Legal, Psychological and Ethical Issuzs - the Past, Present
and Future of a Child's Legal Responsibility for Support of

his Parent." Journal of Geriatric Féychiatry, 5, 1872.

Freedman, A.M., Kaplan, H.I., and Sadock , B.J. (Eds,),' Modern

Synopsis of Comprehensive Texthook UF.Psychiatgy IT (2nd

Ed.). Chapter 48.  Baltimore: The Williams and Wilkin
Co., 1976. |

Freedman, A.M., WKaplan, H.I., and Sadock, B.J. (Eds.). Compre- -

hensive Textbook af Psyghiatry IT, Vol. 2 (2nd Ed.).

Baltimore: The Williams and Wilkin Co., 1975.

- Friedman, A.8. "Minimal Effects of Severe Depression on Cognitive

Functioning." Journal of Abnormal and Social Psychelogy,

69, 1964.



273

)

{

Friedsam, H.J. "Reactions of Older Persons to Disaster - Caused
Losses : an Hypothesis of Relative Deprivation." The

Gerontologist, 1, 1961.

Gaitz, C.M., and Baer, P.E. "Diagnostic Assessment of the

Elderly - a Multi-functional Model." The Gerontologist,

Spring 1970 (I).

Ganzler, H. "Motivation as a Factor in the Psychological Déficit

of Aging." Journal of Gerontology, 19, 719&k4.

Garside, R.F., Kay, D.W.K., and Roth, M. "O0ld Age-Menfal Disorders

in Newcastle-upon-Tyne. Part III : A Factorial Study of

Medical, Psychiatric and Social Characteristics." British

Journal of Psychiatry, 3, 1965.

Billis, L.5. "Psychiatric Services faor the Aged."” South African

Medical Journal, 49, 1975.°

Gillis, L}S., Elk; R., le Fevre, K., Joffe, H., and van Schalkuyk,
D.J. '"Factors Predicting Admissicn of the Elderly to a
Psychiatric Hospital : a SDciD—PSVEhiatric Community Survey."

(Unpublished article).

Gillis, L.5., Elk, R., le Fevre, K., and Joffe, H. "Reasons for
Referral of the Elderly For'Psychiatric Hospitalisation."

(Unpublished article).

Gillis, L.S., and Elk, R. "Physical and Mental Incapacity in

Elderly White Persons in Cape Town : a Community Survey.”

(In press).



274

Goffman, E. Asylums. B8altimore: Penguin Books, 1961.

Goldberg, D.P. The Dectection of Psychiatric Illnzss hy

Questionnaire - a Technigue for Identification and Assess-

ment of Non-psychotic Psychniatric Illness. London: Oxford

University Press, 1972.

Goldfarb, A.I. "Prevalence of Psychiatric Disorder in Metro-

politan 0l1d Age and Nursing Homes." Journal of the American

~ Geriatric Society, 10, 77, 1962.

Goldstein, H.K. Research Standards and Meihaods for Social

Workers. Northbroom: Whitehall Co., 1963.

Grad, Jd., énd Sainsbury, P. "The Effects that Patients have on
their Families in a Community Care and a Gontrol Psychiatric

Service : a Two Year Fallow-up.” British Journal of

Psychistry, 174, 1963.

Grad de Alarcon, J. "Social Causes and Social Conssguences of

Mental Illnpess in 0Old Age.” " In Recent Developments in

Psychogeriatrics : a Sympasium. Edited by D.W.K. Kay and

A. Walk. Ashford, Ken%: Headley Brothers Ltd., 1971.

Gray, M. "Admission of Old Pecple to Hospital." (Letter).

British Medical Jdournal, 2, 6042, 1007, 1976.

Gurlan, B., Kuriansky, 3., Sharpe, L., Simon, R., Stiller, P.,
and P. Birkett. MThe Comprehensive Assessment and Referral
Evaluation Questinnnéire - Rationale, Development and

Reliability." Internafional Journal of Aging and Human

Develogment, 8, 1, 1977-78.



275

‘Halay, J. (Ed.). Changing Families - a Family Therapy Reader.

N.Y.: - Grune and Stratton, 1971.

‘Hamilton, M. Fish's Psychopathology. B8ristol: John Wright

and Sons Ltd., 1974.

Hardyck, C.D. "Sex Differences in Personality Change with Age."

‘Journal of Gerontalogy, 19, 1964.

Havinghurst, R.J. "Personality and Patterns of Aging." The

Geraontalogist, 8, 1948.

Hazell, K. Social and Medical Froblems of the Elderly. London:

Hutch'nson Medical Publications, 1960.

Helm, B. Social Work in a South African City. University of

Cape Tumn: Board of Sociological Research, 1962.

Hendricks, J., and Hendricks, C.D. Aging and Mass Society -

- Myths and Realities. Massachusetts: Winthrop Publishers

Inc., 1977.

Heron, A., and Chown, 5. Age and Functian.  LUnan: J. and A.

Churchill, Ltd., 1967.
Hinton, J. Dying. Middlesex: Penguin 3Jooks, 1967.

Hoch, P.H., and Zubin, J. (Eds.). Psychaopatholaogy of Aging.

N.Y.: Grune and Stratton, 1961.

Hollis, F. Casework - a Psychosocial Therapy. N.Y.: Random

House, 1964.

Howell, T.H. 0Old Age - Some Practical Points in Gariatrics.

London: H.K. Lewis and Co. Ltd., 1975.



276

Hyman, H., Cobbs, W.J., Feldman, J.J., Hart, E.m.,iand.Stember,

C.H. Interviewing in Sacial Research. Chicago: The

University of Chicago Press, 1954.

Inglis, J., and Sharp=z, G.A. "A Study of Psychiatric Patients in

North-east Scotland,“ Juurnai of Mental Science, 108, 1942.

Irish, D.P. "Sibling Interaction : a Neglected Aspect in Family

Life Research." Social FDrCEs, ig, 1964 .

Jeffers, F.C. "Inter-disciplinary Research on Aging. Partici-

pation of the Social Worker." Eggigygics, 17, April 1962.

—

Jeffers, F.C., Nichols, C.R. and Eisdorfar, C. "Attitudes of
Older Persons Toward Death : a Preliminary Study."

The Gerontologist, 16, 53, 1931,

Jeffers, F.C., and Verwoerdt, A. "How the 0ld Face Death." 1In

Behavicur and Adaptation in Late Life. Edited by E.UW.

Busse and E. Pfeiffer. Boston: Little, Brown and Co., 1969.

" Johnson, E.S. and Bursk, B.J. "Relationship Beiween the Elderly

and their Adult Children." The Gernntmlqgjét, 17, 1, 1377.

Jolley, D.J. "Admission of 0ld People to Hospital." (Letter).

British Medical Jdournal, 2, 6037, 197a.

Kay, D.W.K., Beamish, P., and Roth, M. ﬁDld Age Mental Disorders

in Newcastle-upon-Tyne : a Study of Prevalence." ‘Ezitish

Journal of Psychiatry, 465, 146, 1964.

Kay, D.W.K., Beamish, P., and Roth, M. "Dld Age Mental Disorders

in Newcastle~-upon-Tyne. Part II. A Study of Pdssible Social_A



277

Social and Medical Causes." British Juurnél of Psychiatry,

110, 1964,

" Kay, D.W.K., and Bergmann, K. "Physical Disability and Mental

Health in 01d Age." Journal of Psychosomatic Research

(London), 10, 1965.

thay, D.W.K., and Roth, M. "Environmental and Hereditary Factors
in the Schizophrenia of 0ld Age ("Late Paraphrenia") and
their Bearing on the General Problem of Causation in

Schizopirenia." Journal of Mental Science, 107, 19561.

Hay,'D;w.H., and Walk, A. Recent Developments in Psychogeriatrics

- @ Symposium. British Journal of Fsychiatry Special'Publi—

cation No. 6. Ashford, Kent: Headley Brothers Inc., 1971.

Hidd{ C.B. "Criteria for Admission of the Elderly to Geriatric

and Psychiatric Units." Journal of Mental Science, 108. 1962.

Klen, J. "When to Institutionalise the Elderly." Hospital

Practice, February 1377.

Kogan, N. "Attitudes toward Old Peaple : the Development of a

Scale and an Examinatien aof Correlates." Journal of

Rbnormal Psychalagy, 62, 1961.:

Kopits, I. "Obs=rvations on 750 Geropsychiatric Patients.”

Journal of the Ameriggn Geriatric Suciétyj 18, May 1970.

Krapf, E.E. "Family Mental Health and the Older -Generation.”

World Health Organisation Public Health Papers, 28, 1955.



278

Lantz, J.E. Family and Marital Therapy - a Transactional

Approach. N.Y.: Appleton-Century-Crafts, 1978.

Laverty, R. "Reactivation of Sibling Rivalty in Older People."

Social Work, 7, 1962.

Lees, R. Reéearch Strategies for SDciai Welfare. London:

RDutlédge and Kegan Paul,»1975.

Lewis, A.J., and Goldschmidt, H. "Sacial Causes of Admission

to a Mzntal Hospital for the Aged}" The Sociological

Review, July-October 1943.

Lieberman, M.A. "Psycholngical Correlatés-uf Impending D=ath :

Some Preliminary Observations." Journal of Gerontalogy,

.20, 182, 1965.

Liederman, P.C., Green, R., and Liederman, V.R. "Outpatient
Group Therapy withVGeriatric Patients." Geriatrics, 22,

1967.

Lipman, A., and Smith, K.J. “Functionality Qf Disengagement in

01d Age." Journal of Gerontology, 23, 1968.

Losey, F.D. (Ed.). The Kingsway Shakespeare (As You Like It).

London: Harap, 1949.

Lowenthal, M.F. Lives in Distress - Path of the Elderly to

Psychiatric Wards. N.Y.: Basic Books Inc., 1954,

Lowenthal, M.F. "Social and Related Factors Leading to Psychia--

tric Hospitalisation aof the Aged." Arcnives of General

: PsxchiatrM,AFebruéry 19455.



279

Lowenthal, M.F. "Antecedents of -Isolation and Mz2ntal Illness in

0ld Age." Archives of General Psychiatry, 12, March 1965.

Lowenthal, M.F., and Boler, D. "Voluntary versus Involuntary

Social Withdrawal." Journal of Gerontology, 20, 1955.

Maddox, G.L. "“Disengagement Theary : a Critical Evaluation.”

The Gerontologist, &, 80, 196L.

Maddox, G., and Duuglaé, E. "Aging and Individual Differences.”

Journal of Gerontologyj_gg,.S; 1974.

Manaster, A. ‘"The'Family Group Therapy Program at Park View

Home for the Aged." Journal of the American Geriatric

- Society, 15, 3, 1967.

McGhie, A., Chapman, Jd., and Lawson, J.5. "Changes in Immediate

Memary with Age." British Jdournal of Psycholqgv;‘éé,'1965.

McKay, J.B., and Cross, D.T. "Mental Health Services for Ulder

People Living in the Community." International\ﬂournal of

Mental Health, 8, 3-4, 1979-80.

Meyer, J.E. "Psychuheuroses and Neurotic Reactions in 01d Age."

Journal of the American Beriatric Society, 22, 1974..

Meyers, J.M., Sheldon, D., and Robinson, 5.5. "A Study of 138

Elderly First Admissions." American Jdournal of Psychiatgy,

120, 1963.

Miller, D., and Lieberman, M.A. "The Relationship of Affect
State and Adaptive Capacity to Reactions to Stress.”

Journal of Gerontology, 13, 1964.




280

Miller, M.B., and Harris, A.P. "The Chronically I1l Aged :

Paradaxical Patient-Family Behaviour." Journal of the

American Geriatric Society, 15, 5, 1967.

Mass, B.B. "Emational Problems of the Aged and Those who Care

for Them." Jdournal of the American Geriatric Society,

13, 1965.

i

Neugarten, B.L. "The Future and the Young-0ld." The Gerontologist,

15, 9, 1975.

Nzugarten, B.L. "Time, Age and the Life Cycle." Ameriggg

Journal of Psychiatry, 136, 7, 1979.

Neugarten, B.L. Personality in Middie and Late Life. N.Y.:

Atherton Press, 1967.

Neugarten, 8.L., Havinghurst, R.J., and Tobin, S.S. "Pérsqnality

and Patterns of Coping." In Middle Age and Agingy. Edited

by 8.L. Neugarten. Chicago: University of Chicago Press,

1968.

Newcamhe, F., and Steihberg, B. "Sgme Aspects of Learning and

Memory Function in Older Psychiatric Patients." Journal

of Gerontology, 13, 195&4.

Newman, G., and Nichols, C.R. "Sexual Activities and Attitudes

in Older Persons." Journal of the American Medical

Association, 173, 33, 196D.




281

Palmore, E. "Total Chance of Institutionalisation among the

Rged." The Gerontologist, 16, 6, 1976.

Palmore, E. "The Future Status of the Aged." The Gerontologist,

16, 4, 1974.

Palmore, E. "The Status and Integration of the Aged in Japanese‘

Society." The Gerontologist, 30, 2, 1975.

Palmore, E. "The Effects of Aging on Activities and Attitudes."

The Gerontologist, 8, 259, 1968.

. Palmore, E. "Differences in the Retirement Patterns of Men and

Women." The Gerontologist, 5, 4, 1965.

Parkes, C.M. "Recent Bereavement as a Cause of Mental Illness."

British Journal aof Psgchiatry, 110, 1964,

Parson, C.J. Theses and Project Work - a Guide to Research and

Writing. Londan: George Allen and Unwin Ltd., 1973.

Parsons, T. Egsays in Sociolonical Theory. N.Y.: The Free

Press of Glencoe, 1964L.

Peck, R.C. "Psychological Developments in the Second Half of

Life." In Middle Age and Aging. Edited by B.L. Neugarten.

Chicago: Unmiversity of Chicago Press, 1968.

vPitt, B. Psychogeriatrics - an Introduction to Psychiatry of

Old Age. Edinburgh: Churchill Livingstone, 1977.

Polansky, N.A. (Ed.). Social Work Research. Chicago: -

University of Chicago Press, 1960.



282

Post, F. "Admission of Old People to Hospital." (Letter).

British Medical Journal, 2, 6037, 197a.

Past, F. The Significance of Affective Symptoms in Old Age -

a Followup of 100 Patients. London: Oxford University

" Press, 1982,

Powell, C., and Crombie, A. "The Kilsyth Questionnaire : a

Mefhod:DF Screening Elderly People at Home." Age and Ageing,

3, 23, 1974.

Puner, M. To the Good Long Life : What we KBnow About Growing 0ld.

N.Y.: Universe Books, 1974.

Redlicn, F.C., and Frezeman, D.X. The Theory and Practice of

Esychigggi. N.Y.: Basic Books Inc., 1934.

Reichel, W. (Ed.). Clinical Aspects of Aging. Baltimore: The

Williams and Wilkin Co., 1973.

Resnick, H.L.,'and-Cantor, J.M. "Suicide and ARging." Journal

of the American Geriatric Society, 18, 1970.

Richter, H.E. The Family as Patient - the Origin, Nature and

Treatment of Marital and Family Conflicts. London:

" Souvenit Press, 1974.

Rosenbhaum, G.S. "Living Arrangements and Mental Disgrder

among the Aged. UWorkshop 1958. (1) Towards Independent

Livihg." American Jdournal of Orthopsychiatry, 29,

"Ocioher 1959.

Rosenberg, G.S. "Age, Poverty and Isolation from Friends in the



283

Urban Working Class." Journal of Gerontology, 23, 1968,

Rosenmayr, L. "The Elderly in Austrian Society." 1In Aging and

Modernisation.  Editad by D.0. Cowgill and L.D. Holmes.

N.Y.: Appleton-Century-Crofts, 1972.

. Rhsnm, I. "The Social Context of the Aging Self." The‘GeruntD—

logist, 13, 1, 1973.

Rosow, I. Social Integration of the Aged. N.Y.: The Free

Press, 1967.

Rosow, I. Socialisation to _0l1d Age. Berkeley: University of

 California Press, 1974.

Roth, M;, and Mountjoy, C.Q. ™"Living intthe Community : a

United Kingdom Perspective." International Journal aof

Mental Health, 8, 3-4, 1979-80.

Rozensweig, N. "Some Differences B:2tween Elderly Peaple who

Use Community Resources and Those who Do Not." Journal

af _the American Geriatric Society, 23, 5, 1975.

Sanford, J.R.A. "Tolerance of Debility in Elderly Dependents
by Susporters at Home : its Significance for Hospital

Practice." British Medical Journal, 3, 1975.

Schaie, K.W. "Translations in Gerontology - from Lab to Life."

American Psychnlogist, 23, 11, 1974,

Selltiz, C., Jahoda, M., Deutscih, M., and Cook, S. Research

- Methods in_Social Relations. N.Y.: Holt, Rinehart and

Winston, 1959.



284

Shanas, E.  "Factors Affecting Care of the Patient : Clients,
Government Policy, Role af the Family and Social Attitudes."

Jdournal of the American Geriatric Society, 21, 9, 1973.

Shanas, E. "Sociological Factors of Aging Significant to the

LClinician.” Journal of the American Gériatric Saciety,

17, 2, 1969.

Shanas, E., and Streib, G. (Eds.). Social Structufe and the

 Family - Generational Relations. N.J.: Prentice-Hill

Inc., 1365.

' Shanas, E., Townsend, P., Wedderburn, D., Henning, F., Milhdj,

. P., and Stehouwer, J. 0ld People in Three Industrial

Societies. London: Routledge and Hegan'Paul, 1958.

Sigel, M.M., and Gudd, R.A. (Eds.). Tolerance, Autoimmunity and

Rging. Springfield, Ill.: Charles C. Thomas, 1972.

Silverstonz, B., and Hyman, H.K. ipu and your Aging Parent :

the Modern Fam;ly's Guide to Emotional, Physical and

Financial Problems (2nd Ed.). N.Y.: Fanthecn Books, 1976.

Simmons, L.W. The Role af the Aged in Primitive Suciety;

New Haven: VYale Uhiuersity Press, 1945.

Simon, A. "The Geriatric Mentally I1l1." The Gerontologist,

8, 7, 19a8.

Simon, A., and Fiske, M. "Studies in Geriatric Mental Illness

Some Research Plans and Assumptions.” Journal of the

American Geriatric Society, 8, 1950.



285

Slater, E., and Roth, M. Clinical Psychiatry. London: Bailliere,

Tindall and Cassel, 1963.

Stokes, R.G., and Maddox,.G.L. "Some Social Factors on Retire-

ment Adaptation." Journal of Gerontolagy, 22, 1957.

Stotsky, B.A. The Elderly Patient. N.Y.: Grune and Strattan,

1968.

Straker, M. "Prognosis for Psychiatric Illness in the Aged."

 American Journal of Psychiatry, 119, 1069, 1963.

Streib, G.F., and Schneider, C.J. Retirsment in American

Saociety. N.Y.: Cornell University Press, 1971.

Streibh, G.F., and.Tthpsnn, m;' "The Older Person in a Family

Context." In Handaook of Social Gerontology. Edited hy

- C. Tibbits. Chicago: University of Chicago Press, 1950.

Stricklin, J.L. JThe Psychosocial Index - a Systematic Method

of Evaluating Case History Data. University of Cape Town

Printing Department, 1972.

Sussman, M.B. "Relationships of Adult Children with their =

Parents in the United States." In Social Structure and the

Family;- Generatignal Relations. Edited by E. Shanas and
G.F. Streib. Englewood Cliffs, N.J.: Prentice-Hill

Inc., 19455.

Sussman, M.B. "Intergenerational Family Relationships and Social

Rale Changes in Middle‘Age." The Gerontologist, 15, 1, 1960.

Sussman, M.B., and Burchinal, L. "Parental Aid to Married



286

Children : Implications for Family Functioning." Marriage

and Family Living, 24, 1952,

Swenson, W.M. "Attitudes toward Death in an Aged Poaulation.™

The Gerontologisi, 146, 49, 1951.

Tepper, R. "Admission nyﬂld People to Hospital." (Letter).

British Medical Journal, 2, 6033, 1976.

Tibbit, L.R. "A Critical Look at Geriatrics in a Teaching
Hospital. - Part I. The Situation." South African Medical

Journal, 56, 1979. -

Tibbit, L.R. "MA Critical Look at Geriatrics in a Tezching

Hospital. PartII. The Remedy." South African Medical

Journal, 55, 1979.

et et s et s

- Tibbitts, C. (Ed.). Handbook of Social Gerontology - Societal

Aspects of Aging. Chicago: University of Chicago Press,

Tibbitts, C., and Daonahue, W. (Eds.). Social and Psychological

Rspects of Aging. N.Y.: Columbia University Press, 1952.

.Tobin,-S.S., and Lieberman, M.A. Last Home for the Aged.

California: Jossey-Bass Publishers, 1976.

Tobin, S5.5. and Neugarten, B. "Life Satisfaction and Social

Interaction in the Aging." Journal of Gerontology, 16,

& October 1961.

Townsend, P. The Family Life of 0ld Peopls. London: Routledge

and Kegan Paul, 1957.

Townsend, P. "The Place of Older People in Different Societies."

The Lancet, 18 Jdanuary 1964,



287

Troll, L.E. "The Family of Later Life : a Decade Review."

Marriagg_énd fFamily Living, 24, 1962.

Y

Tunstall, J. 0ld and Alone - a Sociological Study of Old People.

London: Routledge and Kegan Paul, 1966.

Turabian, Hafe L. A Manual for Writers of Term Paper, Theses,

~and Dissertations (3rd Ed.). Chicago and Landon: The

University of Chicago Press, 1967.

Turner, F.J. Psychosocial Therapy - a Social Work Perspective.

N.Y.: The Free Press,'1975.

' Urban,'H.B., and Lago., D.Jd. "Life History Antecedents in

Psychiatric Disorders of the Rged." The Gerontologist,

 Winter, 1973.

Velardo, C.C.J.  "Geriatric Psychosocial History Outline.”

Journal of the American Geriatric Society, 2&,'1976.

Verrier-Jones, P., Pascoe, F.D., BGillis, L.5., and King, 3.B.

"The First 100 Patients in the Valkenberg Psychogeriatric

Assessment Unit." South African Medical Journal, 54, 1978.

Verwoerdt, A. "Euthenasia : a Grouing Concern for Physicians."

Geriatrics, 22, L4, 1967.

.Uerwoerdt, A. Clinical Geropsychiatry. Baltimore: The

Williams and Wilkins Go., 1976.

Wechsler, D. The Measurement and Appraisal of Adult Intelligence.

London: Bailliere, Tindall and Cox, 1958.



288

Whitehead, T. Psychiatric Disorders in 0Old Age - a_Handbook

for the Clinical Team (2nd Ed.). N.Y.: Springepi

Publishing Co., 1979.

Whitlow, B., and Rmsher, C. "Extreme Measures to Prclung Life."

Journal of the American Medicalessuciation, 202, 374, 1967.

Williams, R.H., Tibbitts, W.C., and Danahue, W. (Eds.).

Processes of Aging, Vel. I.° N.Y.: Atherton Press, 1963.

Williamson, W.P., and Reid, F.W. "Prolongation of Life or

Prolonging the Act of Dying?" Journal of the American

© Medical Association, 202, 162, 1967.

Wimer, R.E., and Wigdor, B.T. "Age Differences in Retention of

Learning." Jdournal of Gerontology, 13, 1958.

Wiseman, d. "Three Generations - a Health Visitor's Study.®

Journal of Nursing Times, .70, 47, 1974L.

Wright, W.B. "Geriatrics in Isolation." (Letter). British

Medical Journal, 2, 6082, 1374.

Youmans, E.G. Aging Patterns in a Rural and Urban Ares of

Kentucky. Lexington, Ky.: University of Kentucky,
1963, | |

Young, P. Scientific Social Surveys and Reséarch. New Jersey:

Prentice-Hall Inc., 194&6.



289

PAPERS PRESENTED AT CONFERENCES,
| CONGRESSES, AND _SYMPOSIA

Cooper, B. Problems of Method in a Psychiatric Field Investi-
gation. Paper presented at 33rd Naticnal Congress of the
- Italian Society of Psychiatrists, Naples, 29 October to

1 Navember 41977.

Coaper, B., and Schwarz, R. Case Idantification in an Elderly

| Population. Paajer presented at Warld Psychiatric Assuciation'_
Section of Epidemiology and Community Psychiatry Symposium
M"What is a Case?" Institute of Psychiatry, London, 14 to

16 May 1980. -

Cooper, B., and Sosna, U. Family;SettingsluF the Psychiatrically

Disturbed'Aged. Paper presented at World Psychiatric

Association Section Committee on Epidemiology and Cammunity
Psychiatry Triennial Meeting. .St. LDUiS, Missouri, 18 to

20 October 1978.

Hahn.'ﬂ. Family Therapy. Paper presented at Regional Conference

. of Boland, Western Cape and Southern Cape Branches of the

Social Workers Association of South Africa. 4. April 1972.

Simon, A.;band Neal, M.M.v'Patterns of Geriatric Mental Illness II.

Diagnosis and Classification. Praoceadings of the 5th Congress
of the Internmational Association af Gerontology. San Fran-

cisco, 13&0.

Sasna, U. Empirical Measurément_gﬁ Social Isplation in Relation

to Old Age Mental Disorders. Paper presented at Secand



250

European Symposium dn Saocial Psychiatry. Aarhus, Denmark,

26 to 28 Septemher 1979.

Strydom, K. The Rale of the Psychiatric Social Worker. Paper
presented at a Mental Health Symposium, Johannesburg, 3

v November 1977.

N

Strydom, K. The Realities of Growing Older. Human Sexuality:

Myths versus Realities. R paper read at University of
Cépe Town Centre for Extra-Mural Studies. Tuwenty-eight

Public Summer School, Cape Town, 31 January 1978.



291

MONOGRARHS

Birren, J.E., and Renner, V.J. "A Brief History of Mental Health

and;ﬂging." In Issues in Mental Health and Aging. Vol. I.

Researgﬁ. -10-11 Novemhber 1975.

National Institute of M=ntal Health. Issues in Mental Heaith and

Aging. Vol. I. Research. 10-11 November 1975. Bethesda,
Maryland, U.5.A. U.5. Department of Health, Education aﬁd
melfafe. Public Health Service Alcohul,:Drug Abﬁse and

- Mental Health, Administratidn. Mashihgton, D;B. Printed

' 1977. Reprinted 1979.

National Institute of Mental Health. Research on the Mental

Health of the Aging 1960-1976. U.5. Department aof Health,

- Education and Welfare. Public Health Service Alcohol, Drug
Abuse and Mental Health, Administration. UWashington, D.C.

Printed 1977. Reprinted 1979.

Rosenfeld, A.H. New Uiews of 01d Lives - 9 Samples of National

Institute of Mental Health : Sponsored Research and Service

Programs.  U.S5. Department of Health, Education and
Welfare. Public Health Service Alcohol, Drug Abuse and

Mental_Health; Administration. Washington, D.C., 1978.



292

THESES

Grant, J.P. 0ld in a Changing Culture; a Study in Community

Values with Pafticular Reference to the Socio-Economic

Status of the Aging and the Implications for the Professional

Sucial_worker in South Africa.

Ph.D. Thesis, University of Cape Tumn, 1960.

Joffe, He A Comparison af Consecutive Geriatric First Admissions

to a State Mental Hospital and 0ld Age Nursing Homes.

Master's Thesis, University of Cape Town, 1378.

Markowski, A. ﬂﬂéllSiS of the Dynamic Process of Case Work

Supervision; a Study of Method and of Problems.

Master's Thesis, University of Cape Touwn, 1976.

Stricklin, J.bL. The Psycho-Sgcial Index - a Systematic Method

of Evaluating Case Histaory Data.

Ph.D. Thesis, University of Cape Town, 1972.

Strydom, ¥.3.D. Die Psigo-Maatskaplike Aspekte van Homosek-
sualiteit. |

Ph.D. Thesis, University of Cape Town, 1972.



APPENDICES



APPENDIX 1

MAF OF CATCHMENT AREAS IN THE CAPE PENINSULA
ZONED FOR REFERRAL AND ADMISSION OF PATIENTS
TO VALKENBERG HOSPITAL



. _ 295

APPENDIX 1

slaabﬂg-ﬁrad;:m:

ATLANTIESE OSEAAN

CAPE TOWN

i Green Point. £
Wuw A S

’ (u ,;,".“. vl

ATLANTIC OCEAN
’ Gfmpm‘vﬂdnwum\;{’\“,_

Raptician

ATLANTIC. OCEAN

S
—
s
v

! EX Qe N :
RS ATLANTIESE OSEAAN

VA

[RMEITAD AR ' \\ 4 roadne o~ ruar

; e S
[ R I ST N
. L 5 . .
Gulantsbozpunt Pom S WINK EL I ’
X ‘.I
% -VMKTE H il ot
v ) 57 .
PO fr - <
e Buffelt 82y
.,’,"', . { . !
i , e
T ~\_:\ o
A Y B .
e g TEN /"—‘ N e 1

CAPE PENINSULA
KAAPSE SKIERE\LAND

ATLANTIESE OSEAAN — U o, : |
{



APPENDIX 2
MAP OF CATCHMENT AREAS IN ﬁURAL DISTRICTS ZONED
FOR REFERRAL AND ADMISSION OF PATIENTS
TO VALKENBERG HOSPITAL
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APPENDIX 3

'NUMBERS OF PEOPLE AGED 60 AND OVER IN "WHITE"
SUBURBS ZONED FOR VALKENBERG HOSPITAL
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APPENDIX 3

NUMBERS OF EEDPLE RGED 60 AND OVER IN "WHITE"
SUBURBS ZONED FOR VALKENBERG HOSPITAL

16 272

| No. . B/F 16 272
Bantry Bay 296 Newlands . 654
Bergvliet LeL Observatory 1 783
Bishopscourt 189 Ocean View 3
Bloubergstrand 55 Oranjezicht 891
Camps Bay - Les Ottery - 381
Cape Town Central 718 Paarden Eiland L
Claremant 2 264 Pinelands 1877
Cliftan 164 Plumstead 2 021
Clovelly 52 Rondebosch- 2 415
Constantia 363 Rondebosch East 215

- Diep River 242 - Rosebank 592
Fish Hoek 1507 Salt River 187
Fareshare. 92 Sandrift 134
Gardens 1661 Sea Point L 926
Green Pgint 1 731 Simonstown 455
Heathfield 247 Southfield 102
Hout Bay 219 St James 8l
Kalk Bay - 204  Sybrand Park 100
Kenilworth 1724 Tamboerskloof 724
.Kommetjie 139 Thorntaon 357
Lakeside 147 Three Anchor Bay 756
Lansdoune 308 Takai o 68
Maitland 547 VUredehoek 1 153
Milnerton 365 Wetton 171
Milnerton/Table View 43 Woodstock 1 250
Mowbray 1 400 Wynberg 8.8
Muizenberg 659 Ysterplaat 959

ALL SUBURBS

39 182

Figures above obtained from the Cape Town City Council's latest

available figures.
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APPENDIX &4

SELECTION OF A SAMPLE SIZE ACGORDING TO THE
TOTAL PORULATION IN THE GROUPS OF SUBURBS

Groups of Suburbs Tatal Number in
' Population Sample
- Constantia, Bishopscourt, Henlluurth 2 930 12
Newlands
Simonstown, Fish Hoek, Clovelly, 3 108 12
Kalk Bay, St James, Mulzewberg,
Lakeside
Heathfield, Bergvliet, Tokai, Dlep : 1 983 - 8
River, Southfleld Otter y, Wetton, :
Lansdowne :
Vredehoek, Oranjezicht 2 0Lk 8
Cape Town Central, Foreshore, 2 541 10
Green Point: ‘ :
Claremont , 2 264 8
Three Anchor Bay, Sea Paoint 5 682 22
Milnerton, Milnerton/Table View, 1 751 6
Sanddrift, Bloubergstrand,
Ysterplaat Paarden Elland
Salt Rivar
Rondebosch, Rondebosch East' 2 630 10
Rosebank, Mowbray, Sybrand Park 2 092 8
Gardens, Tamboerskloof 2 385 10
Bantry Bay, Clifton, Camps Bay, 1 289 6
Hout Bay, Kommetjie, Ocean View '
Observatory, Woodstock 3 033 12
Plumstead, Wynberg 2 869 10
Pinelands,'ThorntDn, Maitland 2 581 10
ALL SYBURSS 39 182 152

See page 144 for a detailed explanation of selection of sample

size.
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APPENDIX 5

_ SAMPLING POINTS AND DIRECTIONS FOR
SAMPLING IN THE COMMUNITY SUBURSS

AREA 1

Point 1: In Constantia (near its boundary with Meadowridge) in
Abbotsford Way. Start at a point midway betwzen Burgundy Road

and Weltevreden Drive, working towards Weltevreden first.

Abbbtsford

X  —

:Burgundy'

\\\\\\\\ Weltevredan

Point 2: In Newlands, in Riverside Road, start at corner af

Orchard Street and work towards Daisy Way.

AREA 2

Point 1: In Muizenberg, corner af Nlndermere and Yarmouth Roads,
- start at corner and work up Yarmouth Road tmuards Geneva Road.

Point 2: In Fish Hoek in Slmmnstoun Road (cmntlnuatlon af Main

Road). Start just beyond (on Simonstown side) Highway's junction

with Simonstown Road and work towards Simanstown (the village)
itself. '

AREA 3

Point 1: In wetton in Vorster Avenue, start mlduay between Mynie

and Woodlands Roads, work towards Mynie Road.

Point 2: In Bergvliet, corner of Hiddingh Road and Alphen Way,
proceed in Hiddingh Road towards Main Road.
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AREA &4

Point 1: In Vredehoek, in Yeoville Road, start a third of the way
along from Grisnez towards Denholm Road and work towards Grisnez
Road. -

Point 2: In Vredehoek, start on corner of Aandbloom and Anemane

‘ARvenue and proceed down Anemone Avznue towards Plein Streat.

AREA 5

~Point 1: In Cape Town Central, start in Stirling Street where it
makes a right angle bend between St Vincent Strest and Fawley

Terrace.. Proceed towards‘St Vincent Street.

Point 2: In Green Point, start at corner of High Level Road and

York Road, proceed down York Road.

AREA 6

e e s

Point 1: In Claremont, in cul de.sac off Bath Road. Start at end

of cul de sac and work towards Bath Road.

Pogint 2: In Claremon:, start at cornzr of Brook Street and Main

Road, proceed down Brook Stre=t.

AREA 7

Point 1: 1In Sea Point, start at corner of Main and Marais Roads,

proceed down Main Road towards Clifton.

Point 2: 1In Sea Point, start at corner of Quendon and Des Huguenot

Roads, procesd up Des Huguenot towards the mountain.

Point 3: In Sea Point, start at cormer of Barkly Road and Ocean

View Drive, proceed down Ocean View towards Clifton.

Point 4: In Sea Point, start at corner of Arthur's Road and

Trafalgar Square, proceed in Arthur's Road towards the mountain.
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AREA 8

Ppint 1: In Table View in Study Street, start opposite junctiun

with the short section of Sparrow Crescent and proceed towards
- Cape Touwn. '

vStudy St.

Point 2: In Milnzrton, start at corner of Koeberg Road and Crassula
Street, procead in Koeberg Road towards Cap= Town.

AREA 9

Point 1: In Rondebasch, start at corner of Heseldon Road and

Avenue=.d= Mist, proceed in Avenue de Mist towards Coniston Road.

AREA 10

Point 1: In Mowbray, start at corner of Durban Raad and Main Road

and proceesd in Main Road towards Rosszbank.

Point 2: In Rosebank, start in Main Road, midway betuéén Woolsack

Drive and Chapel Street and proceed in Main Road towards Mowbray.

AREA 11

Point 1: In Tamboerskloof, in Upper Buitengracht Street, a quarter

of the way from Milner Road towards Bennington Road, proceed in

Upper Buitengracht Street towards Milner Road. ~

Point 2: In Gardens, in Rustic Road, start at bend in Rustic Road.

and proceed towards Higgo Crescent.



306

ARERA 12

Point 1: In Camps Bay, start at corner of Gensva Drive and
Woodford Road, proceed in Geneva Drive towards St Fillians Road.

Point 2: In Camps Bay, start at corner of Cranberry Crescent and

Geneva-Drive (or its extension, Sedgemoor Road) and proceed in

Cranberry Crescent towards Eldon Lane.

AREA 13

Point 1: In Dbservatory, start in Ossian Road, midway between

Barrington Road and Eambridgé Streest, proceed in OUssian Road

towards Barrington Road.

Point 2: In Woodstock, start in Kitchener Road, a guarter of the

way down it from Salisbury Strest, proceed towards Salisbury Street.

AREA 14

Point 1: 1In Eigmstéqg, start in Coronation Street, opposite the
“junction with White Street and proceed in Coronation Street

towards Melville Road.

- Point 2: In Plumstead, start halfway down Pinehill Avenue and

proceed towards Wembley Avenue.

AREA 15

Point 1: - In Thornton, start at corner of Palm Stre=st and the

street running>parallel with, but between Cedar and Karrseboom

Roads, proceed in Palm Street towards Karreeboom Road.

Point 25 In Pinelands, start in Stratford Way, a gquarter of the
way along the crescent from where it joins Riverside, proceed

towards Riverside.

Stratford Way

Riverside ~—_~7%£/
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INTERVIEW SCHEDULE (THE QUESTIUNNAIRE
RPPLIED IN THE FIELD’RESEAREH)

CO0Z: NO =4 YES = 2 NOT APPLICABLE = 8 NGT KNOWN = 9
- .
IDENTIFICATION ‘ h Surviving Siblings
Typs o o 1 No = 1 Yes = 2
un ’ - .
§uﬁber _ 2 ,4 If Yes give numbers of:
Home Langugge 5 Brothers
Religian : : . 6
- FAMILY CCMPOSITION
Surviving Childien
No = 1 Yes = 2 | 7  gisters
if Yeshgiva numbers of':
Sons - M
9 S
10 ‘D
1 W . . .
Surviving Other Relativas
Daughters ' , No = 1 ves = 2
12 M
13 S o If Yes state which
1 D .ND = 1 Yes = 2
15 W Spouse
Mother
Fathar

Brother{s) in law
‘ Sister(s) in law
Surviving Grandchildren :

Daughter(s) in law

Moo= 1 Yes = @ 15 - Son(s) in law
Uncle(s)
: SurviviggAGreat Grandchildren AUP?(S) 4
‘No = 1 Yes = 2 17 Nsphew(s)
| ' Niece(s)

Cousin(s)

27

308

18 |

19

20

)



FAMILY ORGANIZATION

Composition of Housshold: |

bLiving
Living
Living
Living
o Living
‘Living
Living

Living

alone

with
with
with
with
with
with

with

spous2 only

unmarried child(ren) only

unmarriad child(ren) and spouse

married child(ren) only
married child(ren) and spouse
other relatives '

non—-family

Geaoaranhical proximity

Same house/dwelling

Same or naxt street or block
(less than 5 minutes walk)

More than 5 minutes walk but
less than a mile

Samz. suburb

Greater Cape Town
(more than an hour by car,
but less than a day)

Other places in South Africa
(more than a day by car)

Mot in South Africa

i

O P ON -

D8 O
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41

Of nearest child and/or child-
in-law

42

Of nearest sibling and/or
sibling-in-law '

43

0f nearest other relative

a4




- STRUCTURAL TINTEGRATICN

CONTACT WITH FAMILY = visits, and

On_average (over past 5 - 10 years)

Daily

At least once a wesk but more than
‘once a month

At least once a month
At least once a year
Less than once a year

Never sze (any)

Latest contact (when last saw)

Today or yesterday
2 - 7 days ago

8 - 30 days ago

31 days ago

Not in last year

Contacts in month orior to intsrview/admission

if

it

family not in Cape Town =

count th=

n

;o o P w

N

m Pow

No = 1 Yes = 2

Have seen children and or children—-in-law

Have s=2n siblings and or siblings-~in-law

Have s=2n other ralative

(0]
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phong calls

one that you see the most

Children and/or children-in-law

46 :
Siblings and/or siblings-in-law .

47
Other relatives
48

Children and/or children-in-law

49

Siblings and/or siblings-in-law

Ny

50

Other relatives

51

52"
53




FAMILY SUPPORT / AID PATTERNS
-Aid Given to 0ld Person
BZ Children ,

Financial aid

Does not receive financial assistance
Receives financial =z=sistance only on certain occasions

Receives financial zssistance on a regular basis
. g

Service assistanca

Does not receive s2rvice assistance’
Receives service zassistance only on certain occasicens

Receives service assistance on a regular basis

When old person and/or spouse is ill
No =1 Yes = 2

Receives assistance

By Siblings

inancial aid

Does not receive financial assistance
R=ceives financial assistance only on certain occasions
Rzceives service assistance on a regular basis

" Szrvice assistance

Does not receive service assistance

 Beceives'se£Qice assistance only on certain occasions
Receives service assistance on a regular basis

When old person and/or spouse is ill

No = 1 Yes = 2

Receives assistance

By Other Relatives

Financial aid

Does not receive financial assistance
Receives financizl assistance only on certain occasions
A=ceives financial assistanca on a regular basis

Service assistancs

Does not receive ssrvice assistance.

R=ceives service assistancz cnly on certain occasions
Receives service assistzance2 on a regular basis
When old person and/sr spouse is ill

NO = 1 Yes = 2

R=ceives assistance

]

56

57

58

59 |

61

311




ATD GIVEN BY CLD PERSIN.

Financial aid

Does not assist finzncially
Assists only on cartain occasions

Assists on a regular basis

Service aid

Does not assist with service
Assists only on certain occasions

Assists on a regular basis

When Tamily is 111

No = 1 ~Yes = 2

Assists children and/er children—in-law

when their family is i1l

Assists siblings and/or siblings-in-law

when their family is 112

Assists other relativas whan they or

their family are ill

312

Assists children and/or children-in-law

65

Assistssiblings and/or siblings—in-law

66

Assists other relatives'

67

Assists children and/or children-in-law

63

Assists siblings and/or siblings-in-law

<

Assists other relatives

70

M

72

73
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APPENDIX 7

A_NOTE_ON_ VALKENBERG__HOSPITAL _CAPE _TOUN

Valkenberg Hospital is the oldest psychiatric hospital in South
Rfrica and serves thé area of greater Cape Town (see Appendix 1.
It was originally a farm belonging to the Ualklfamily from as
early as 1720, and openad as a "mental hospital”™ on 20 November
1891. Its first patienfs ueré "lunatics" transferred from Robben

Island, where they had originally been housed.

Throughout the years, further extensions were added tno the

‘ existing buildings, and the patient population gradually increased.
A% present (1980) there are approximately 1 SDD patients of whom
400 are "White", 1 00O "Culoured"; and 150 "Black". It ;Dmprises

33 wards..

Thé treatment programme includes wards speciélising_in the
vtreatment of patients with a variety of psychiatric illnesses.
This includes two units for alcoholics and drug addicts, an
adnleécént unit (Sunstraal), tQD psychogeriatric units, a forensic
unit; and a clinic for physically i1l patients. " The majority of
the mafds-and units are Upeﬁ, and treatment is based on a multi-

disciplinary team approach.

Valkenberg Hospital has a large autpatient service mithvan
annual attendance of 53 000 patients. Rural clinics are held as
far away as Swellendam, George, Caledon, Oudtshoorn, and Knysna.

Furthermore, it is the only hospital in the Western Cape area
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which tenders a full and specialised forensic péychiatric service

to the Department of Justice.

Finally, it serves as a teaching hospital in which persaons
are trained for thevmedical and paramedical professions, that
ié, doctors, nurses, social workers, occupational therapists,

‘and clinical psychologists.

(Information related in a verbal interview with Dr. G.M. Barrett,

Medical Superintendent of Valkenbzrg Hospital.)
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APPENDIX 8

DESCRIPTION OF THE PSYCHOGERIATRIC UNIT
AT VALKENBERG HOSPITAL

The Psychogefiatric Unit was openad at Valkenberg Hospital in June
1976 and at tha tihe, was the only unit of its kind in South Africa.
Its major function is the assessment of people over the aée af SU,
in terms of medical, psychiatric, and psychosocial factors. In
addition, all patients receive some form of treatment. For the
majnfity of patients,‘the maximum four week stay is SUFFiCient Fbr
a full assesshent and the establishment énd maintenance of therapy

necessary for discharge.

The unit consists of 15 beds and there are approximately 110
admissions annually. Tfeatment is based on a team approach. The
members of the team include a full-time nursing sister, part-time
nurs=s, psycniatrist, social worker, physintherapiét, psychologist,
and community sister. Except for severely disturbed paﬁients, all
first admissions to Valkenﬁefg Hospital aover the age of &0 are

breFerred to this unit.

A similar unit for Coloured and Black patients was established

in 1979.

(Information related in a verbal interview with Dr. F.D. Pascoe,

~Principal Psychiatrist and Clinical Head of Valkenberg Hnspital).
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APPENDIX 9

SIX ILLUSTRATIVE CASES FROM 80TH
THE -COMMUNITY AND HOSPITAL  SAMPLES

"HOSPITAL. CASES

1. Mrs. S.

M:s; S. uas_én 82 year ﬁld woman referred to the hospital for
violent and aggressive behaviour. She was short, stocky, unkempt,
and had dark hair dn her upper lip; She appeared unsophisticated .
and had a laost and-confuséd look about her. After much reassurance
on the interviewer's part, she was able to relax and speak of what
héd led to her admission. It transpirad that she lived with her

85 year old husband and their two dogs. They had no children or

any other relatives.

Acﬁurding tﬁ fhe social worker's report, their home was dirty
and in é pubr state of repair. There was barely any food and Mrs.»
S. was unéble to care for her husband, who was very ill. With much -
persuasion, Mr. S. was taken to a nursing hnme on condition that
Mrs. 5. join him in a week oTr so as soon as she had packed her
belnngings. Being slightly cﬁnfused, Mrs. S. .misunderstood the
arrahgements_and when thevambulance arrived to fetch her, she
thnught it was to visit her husband. When the ambulance. men took
~her suitcases, she panicked and refused to go with them. An
argument ensued and she @as eventually forced téreqter~the ambulance.
She‘physically fought the driver and was them brought toc Valkenberg
Hospital and placed in a clusea ward due to her "aggressive,

violent behaviour".
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Throughout the interview, Mrs. S. beuailed her sick husband
and cried over the unknown fate dF her dogs. A visit to.hef
.husband,uaé subseduently arranged and she was informed that the
dogs were in a gaod ham=. After this visit Mrs. S. reiaxed con-

siderably and one week later was discharged to the old age home.

It later cam= to our knowledge that her husband hﬁd died
within weeks of his admission to the Dld'age home and only é short

while later Mrs. §., too, passed away.

2. Mr. F.

Mr. F. was a 63_year old man réferred to the hospital for severe
dzpression and anxiety. He had heen unable to cope with his work
and had been eating and sleeping ﬁaarly;' He lived with His wife
and had frequent contact with his married daughter and son-in-law.
Since the onseﬁ of hié,illness; he ﬁad stoppéd playing golf and
had given up the charity work with uhich he had bean previﬁusly

. involved.

In the hospital, his wife appeared attentive yet Uverpuwering-‘
and dominating. She brought him food from home as she felt the
hospital Fﬁdd was not good enough for her husband.“She refused to
accept the limitations of his illness'and repeatedly stated that
he would improvz as there was still much to do. When advised by

doctors that a chance of relapse existed, she denied the possibility

vehemently.

Mr. F. was visited fraquently by various members of his
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extended family and friends, but for the first two weeks, mainly

ignored their attentions.

On discharge, Mr. F. mas'greatly improved (Dn medication and
follow-up psychotherapy) and was able to resume his job and

hobbies.

He subsequently suffered a relapse a year later.

3. Mr. R.

Mr. R. was a 73 year old man who was referred to the hospital for

" "gonfused and aggressive behaviour”. .

- A week prior to admission, Mr. R. had asséulted his wife and
stepdéﬁghterf On the day prior to admission, he apbarently
sufféred an acute confusional episode whilst speéking to his wife
on the_phohe. This led to his referral and subseguent admission

to the hospital.

During'the interview with his wife, it'tranapired that they
were immigrants from an Eastern European country. (The name of
fhe country hés been mithheld.tu prevent possible identificatiuh
of the.patient.) Mrs. R., who had been a widow, and her daughter
had arrived in South Africa ten years ago after a journey fraught
with hardship. In this country, they met Mr. R., whose wife and
fmn daughters had been killed overseas. Against hér daughter's

wishes, Mrs. R. married Mr. R. By her own admission, it was a

"marraige of convenience". Mr. R. was a retired carpenter and, as
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he had no hobbies, his days were empty and monotonous.

In the last month he had had. several bouts of aggression,
together with acute confusional episodes culmihating in a catas-

trophic reaction (where he would burst into tears).

On further examination, the catopographic (CAT) scan demon-
strated-a.malignaﬁt'brain tumour. The haospital staff explained
to Mrs; R. that her hushand's behaviour in the last few months could,
in all praobahility, be accounted for by his tumour. However,
despite persistent persUasiDn; both Mrs. R.vanj her daughter refused

to take him back home.

Due to lack of other resourcés, he was admitted to a chronic
u@fd of the haspital and died two months later in Ualkenberg

Medical Clinic.

COMMUNITY CASES

1. Mrs. W.

Mrs. W. was a short and thin woman in her late 7U's, neatiy dressed
in an_uld cotton print dress. She peered around the door and
enquifedvmhethEr the interviewer was from the "melfare“, as she
refused to go to an old age home. After reassurahce'to the contrary,
she relaxed visibly. Her flat consisted of a lounge/bedroom,
‘bathroom, and kitchenette. In the luunge was a hed, a small'table,
~and-a kitchen stool. The floors and walls were bare éparf from

ane religious picture on Dne_mall, The kitbhen had no refrigerator,

only a hotplate with one small battered pot on it. Thera was very
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little evidence of food, except for two or thres teabags, an

‘orange, and a few slices of bread.

ARs Mrs. W. was deaf, the interviewer sat beside her on the
bed and shouted into her ear. She held the interviewer's hand

throughout;

Iﬁ traespired that she was one of many children and hed lived

‘on a farm until her marriage, mhen she moved into town with her
husband and baby daughter. 0Un her husband's death. she moved into
a flat with her unmarried daughtef, who warked in town. This
arrangement eventually came to a halt due to continual arguments
betwean them. They then moved inﬁo the present hlock, where they
each had'their own bedsitter. They saw each other daily and often
had theif evening meel‘tegether. Apart frem her daughter's visits
ane_an'nccasienal outing to the shop downstairs, shz had na Dther

social contacts.

Mrs. W. was adamant that she could cope alonz and her biggest
fear was being sent to an old age home by her daughter. It
eventually transpired that they had discussed this matter frequently

with many arguments, but had not come to any final decision.

5.  Mrs. L.

Mrs. L. was a plumpish grey-haired widow of 82. She was well dressed
with some make-up, and looked about 65 years old. She lived in a -
) )

large home with her daughter, son-in-law, and grandchildren. Mrs.

L. had frequent contact with friends, played bridge twice weekly,
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and visited the theatre regularly. In addition, she was involved
in a church charity group. She admitted to a "few creaking baones"

‘but stated that overall her health was éxcellent.

Her daughter had duméstic help only once a week and Mrs. L.
.helped'to keep the huuée tidy. She nhad & very close relationship
with her eldest grand-daughter, a medical student. Mrs. L. spent
many hours with her, discussing all mannzr of subjects, and even
| nelping her grand-daughter to study. Although she missed her late

husband, living with her family was an adequate substitute for her.

. 3. Mrs. UW.

\ .

Mrs. W. was a 73 yeér old woman who lived in a spacious flat in
Rondebosch with a companicn-nurse. Her daughter, son-in-lauw, and

'gfandchildren occupied the flat next door. -

Mrs. W. was elegantly dressed and coiffured, and looked much

younger than her yeaTs.

She told the interviemér fhat her hushénd had passed away two
years previnﬁsly. Only weeks prior to his death, they had cele;
brated their Golden Wedding anniversary--an elaborate affair
attended by many members of the family and close friends. Since
his death, she lived only fur her children and grandchildren as

she felt her own life was now worthless.

Her children and grandchildren visited daily and they dined

with her every night. On their insistence, she'had recently
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started playing bridge again.

She had freguent contact with family members—-éisters, cousins,
nieces, and nephews--but kept contact with friehds down to a
minimum. She emphasised the importance of the family to an older

person--"Ng one else cares for yuu like your family."

~

17 MAK 1981



