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ABSTRACT
TROUBLED AGING: AN ETHNOGRAPHIC ANALYSIS
By

Sister Mary Christine Cremin, R.S.M.

Despite efforts to change it, the stereotype persists in our society that old
age is primarily a time of enduring irreversible losses in physical health,
social relationships, and autonomy. The endurance of the stereotype is due,
at least in part, to the lack of information about the experience of growing
old from the point of view of those most immediately involved in the process.
Using an ethnographic approach, this study explored the experiences of aging
constructed by five older people, their adult children and a team of health
professionals involved in evaluating their health status. The study found
that the older participants made a clear distinction between being old and

feeling old, whereas their children did not. None of the five older people,

who ranged in age from 69 to 86, identified themselves as old although each of
them 1identified specific and transient episodes of feeling old. Their
children, on the other hand, identified the older people as being old when
they perceived them as having lost a characteristic which had been a central
factor in the children's experiences of them as parents. Contrary to the
older people's construction of feeling old as a temporary phenomenon, the
children's identification of their parents as old included the understanding
that their parents were in a process of inevitable and irreversible decline
for which something needed to be done. In an effort to help, the children

referred their parents to a geriatric assessment clinic to identify the cause



of their problems and to recommend solutions for resolving them. The
involvement of the assessment clinic generated yet another construction of
the older peoples' problems. The dissertation explores the impact which these
conflicting constructions of old age had in unwittingly precipitating an
additional burden of trouble for both older people and children. Conversely,
the study also demonstrates the ability of participants' definitions of
themselves and their situations to withstand the weight of conflicting
constructions. Finally, the phenomenon of troubled aging is seen as a feature
of the children's experience of their parents' aging rather than as a central

aspect of the older people's experience.
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CHAPTER 1

INTRODUCTION

A curious set of dichotomies about growing old exists in our society.

We can see these contradictory notions of aging in the way the elderly
are considered in political circles, the media, the health industry, and
in the literature of social science. On the one hand they are portrayed
as a dependent and resource-draining segment of our population. On the
other they are seen as comprising a powerful voter constituency and a
wealthy consumer market. The elderly are singled out as a primary
target for health promotion activities and sought out as needy
recipients of assessment technology which will evaluate their level of
impairment. They are dramatized in the media as feeble and passive
participants in 1ife and as wise and energetic forces to be reckoned
with. In the literature of the social sciences they are seen as prime
candidates for depression because they are enduring an inevitable series
of losses and as vibrant, incisively wise people who have reached a peak

point of integration in life.

It is true that these dichotomies characterize two ends of a very long
spectrum of what older people are like. It is also true that there has
been a concerted effort to debunk the stereotype that all old people
are alike. Nevertheless, the dichotomies point to the ambivalence with

which we 1ook upon aging in this country. Part of the reason for our
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ambivalence is that both ends of the spectrum contain elements of truth.
For example, we do know that older people are living longer and
healthier lives than they ever have in the past. We also know that
adult illnesses occur with greater frequency and often with more serious
consequences in the older population (Cassel, 1986). We know that in
1986 the proportion of people 65 and older who had incomes below the
poverty level was higher (12.4%) than those between the ages of 18 and
64 (10.8%) (AARP, 1987). 1 Figures from the same year, however, show
that the median net worth of households headed by an individual 65 or
older was almost double the U.S. average ($60,300 vs. $32,700) (AARP,
1987).

In addition to these external dichotomies affecting the way we think
about older people, another and perhaps more salient cause of our
ambivalence may be that we lack understanding of the "insider's"
experience of growing older. Although I certainly include as "insider"
here the older person, I also include family members and others
intimately involved with him or her in the aging process. Older people,
like any other people, fashion the meaning of their experience in
relationship with those who participate in it with them. This is no
less true for their experience of aging. If we want to gain an
understanding of what it is like to grow older, it is important at some
stage to consider older peoples' experiences of aging in relationship to

the perspectives of those participating in the experience with them.

This study examines the views which five older people had of their own

1 The poverty level in 1986 was defined as $6,630 for an older
couple household or $5,255 for an older individual 1iving alone.
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aging and compares them with the perspectives of at least one of their
adult children. The older people had been identified by their children
as having difficulty associated with their aging and the children had
referred them to a geriatric assessment clinic for evaluation. 2 The
purpose of the clinic was to examine people over the age of 65 who were
thought to need additional help because they had a combination of

complex medical problems or problems with memory loss or confusion.

Because the clinic's purpose was explicitly geriatric assessment, it
directly confronted the perceptions about age and trouble which patients
and their families held. Because their perceptions were being called
into question by the very fact of their involvement with the clinic, the
families who participated in this study were particularly apt to offer
insights about what it was 1ike to grow old or to witness a parent

growing old.

The title of this dissertation is based on my original belief that the
older participants in this study actually perceived themselves as
experiencing "troubled aging." What I discovered, rather, was a much
more complex relationship between the concepts of trouble and old age.
Older participants did not think of themselves as old. 3 They were

people who were actively engaged in fashioning the meaning of their

2 Geriatric assessment units began developing in this country
approximately fifteen years ago and their numbers have increased rapidly
since 1980. Based on the concept developed in Great Britain of special
geriatric wards, the function of these units is to assess the physical,
emotional, mental, and social needs of patients over 65 who are
considered frail elderly.

3 Participants were emphatic in not wanting to be described as
"0o1d" in this research. "Older people" was an acceptable alternative.
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experiences as they grew older, presumably as they had done throughout
their lives and, in the process, they continued to fashion their sense
of self. As they aged, troubles of particular kinds came to have
special significance for them. In confronting, enduring, or bypassing
situations which they defined as troublesome, the older participants
came face to face with a sense of feeling old which, as we shall see,
was essentially different from any sense of identifying themselves as

being old.

The findings of this study hinge on understanding the meaning of the
terms "construction" and "self-identity" as I use them in this
dissertation. My use of the term "construction" implies an
understanding that individuals are continuously engaged in a process of
selecting aspects of reality to which they attend or which they ignore.
What is attended to becomes incorporated into one's experience of the
world and of oneself in the world. This approach of selective attention
and inattention is a 1ife long process of mutual interaction between the
self and the world outside oneself. Over time one develops a pattern of
noting and interpreting aspects of experience in ways that are congruent
with one's sense of self. At the same time one's sense of self is being
formed and re-formed by the act of interpreting the meaning of each
experience. The act of interpretation is one of construction, of
putting the pieces of experience together in ways that are unique for

each individual.

The concept of self-identity as I use it flows logically from an
understanding of the active nature of the construction of experience.

The beliefs one has about who one is are formed over time in relation to
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the experiences one has in the world. Once established, these beliefs
have a tremendous power to resist external pressures. Alverson has
noted this phenomenon in his work with the Tswana and I use the term

self-identity in this study as he has described it.

Self-identity consists of those authentic beliefs a
person holds about the who-and-what-he-is which resist
variations in the outside forces that impel his
various social actions....The words who and what tell
us that the beliefs have as their object some
essential core of features, attributes, propositions,
feelings, and so forth, which are not accidental or
variable but necessary to the experience of the
self....The word resist implies something more than a
mere "common denominator" of the experience of self or
of behavior. It suggests, rather, an active striving
against forces which, were it not for this striving,
might alter those beliefs about the self....The
phrasing of the definition implies that the person
himself is conscious of what he believes. While not
everything one is 1ies within consciousness, much of
it does. This conscious component consists in
particular of the beliefs one holds about the
essential what-I-am. Finally, this definition
concedes that while an individual's social behavior
may be impelled (by habit, sanction, and so forth),
what a person believes himself essentially to be is
not merely the sum of his accumulated behaviors or
actions. Rather, it is a construction, an object of
belief which resists the shaping and molding of
social forces. (1978: 3-4)

The importance of self-identity and the active nature of construction
are evident throughout this study in the participants' reflections on
their experiences of age and trouble. I have organized the chapters of
the dissertation to highlight the ways in which participants' unique
understandings of themselves resulted in equally unique experiences of
aging. Following this introductory chapter, Chapter 2 reviews the
1iterature pertinent to the issues raised in the study. Chapter 3
presents brief 1ife histories of the participants, describes the clinic

setting and staff, and discusses the methods used in the study.
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Chapter 4 discusses the ways in which older participants and their
children constructed the meaning of age. Older participants did not
identify themselves as old and resisted societal images of old people as
passive, lethargic, and non-productive. When they were faced with
changes in their physical or mental capacities because of illnesses as
they grew older, they dealt with these as they had dealt with other
difficulties throughout their lives. Their approaches to the
limitations they faced as they grew older were consistent with the
styles they had developed over a lifetime of experience. What was
important to them depended on their sense of who they were and they
actively worked to respond to the difficulties they encountered in a way
that kept their self-identity intact. On the contrary, with the
exception of one family, all of the children of older participants
thought of their parents as old. Paradoxically, while it was the
strength of their self-identity which caused the older people to resist
thinking of themselves as old, it was that same identity - as their
children perceived it - that caused them to consider their parents as
old. Precisely because these adult children had such definitive ideas
of who their parents were, they responded to limitations which impinged

on these ideas with the perception that now their parent was old.

In Chapter 5, I discuss the ways in which participants constructed the
meaning of trouble. The concept of trouble was a central focus in the
perceptions which all participants had of old age and is a key concept
in analyzing one of the major findings of this research, namely, the
distinction which the older people made between feeling old and being
old. Their distinction hinged on the occurrence of trouble of specific

kinds which made them occasionally feel old. For older participants the
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kind of trouble that made them feel o01d was related directly to wh
they perceived as a threat to values which were of critical import
to them. Feeling old was a temporary and sporadic condition and d
imply that these older people identified themselves in any signifi

or permanent sense as old.

In contrast to this view, the children of the older participants, 1
the exception of one family, identified their parents as being old
children's perception also centered on specific kinds of trouble tl
parents were having. Children identified their parents as being o
when they experienced them having trouble which resulted in the lo:
a prime characteristic by which they had always known their parent:
Contrary to the older peoples' view of feeling old as a temporary
phenomenon, however, their identification, once it was made, was
permanent and implied that their parents had entered an irreversib

and deteriorating state.

Chapter 6 analyzes the clinic's interventions with each participan
discusses the ritual power of the clinic and its role in the formu
of troubled aging. Because the older peoples' constructions of

themselves and of old age were based on a lifetime of interacting \
their world, their conversations revealed definitive patterns or tl
which reflected the values which were important to them. These th
served as a framework for organizing the unique ways in which each
these older people experienced themselves becoming older without e
becoming old, without ever losing their sense of self which had be

continuous throughout a lifetime.
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Since the older peoples' and children's formulations of age and of
trouble were consistent with values and parent-child relationships built
over a lifetime, they were relatively impervious to the pressures of
conflicting interpretations of their experience. This was especially
evident in their interpretation of their experience with the assessment
clinic. The clinic's role with the older people and their children was
a conflicted one. This was inevitable in most cases because older
people and children had opposing views of the older person's situation.
In most cases, therefore, the clinic's recommendations appeared to agree
with one "side" or the other and the side not in agreement found the

clinic ineffective.

Despite the degree of family agreement or disagreement with clinic
diagnoses and treatment recommendations however, all participants
retained their original constructions of age and trouble. A1l of the
older people who were evaluated as mentally competent by the clinic
staff rejected or significantly modified clinic recommendations. For
the two older participants who experienced memory loss or confusion,
their children followed the clinic recommendations which, in any case,
were in agreement with their views of what was going on with their

parents.

Chapter 7 concludes with a discussion of the implications of the
research findings and suggestions for further research. The finding
that participants were actively involved in constructing unique
experiences of age is considered in the 1light of the trend in
cognitive anthropology to view beliefs about oneself and the world as

fixed and rigid. Similarly, the creative efforts of participants in
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this study to make sense out of their experiences of aging is examined
in the light of the division in the gerontological literature between an
understanding of the aging process as a series of losses more or less
passively endured by older people and aging as a continuity of the self
forging meaning out of the experiences of life. Suggestions are made
for viewing the process of geriatric assessment as an occasion for
empowering older people in their efforts to make their experiences of

aging meaningful and creative.



CHAPTER 2
REVIEW OF LITERATURE

The literature which relates to this study is embedded in three major
areas of research: 1) cognitive anthropology; 2) sociocultural
gerontology and; 3) medical anthropology. This chapter will review the
pertinent literature in each of these areas, summarizing the major
findings related to this study and highlighting issues left unanswered

in the literature which this study addresses.

Cognitive Anthropology

From its beginnings, the literature in the field of cognitive
anthropology, variously called ethnoscience or ethnosemantics, has been
concerned with discovering how it is that people understand the world.
Focusing largely on the mentalistic component of culture,
ethnoscientists looked to language as the key to understanding the
cultural code of a people. Although many of the early subjects
ethnoscientists chose to study might be considered obscure or
irrelevant, their stress on rigorous elicitation techniques which
minimized the ethnocentric biases of the ethnographer made the field

promising enough to be named "the new ethnography" (Colby, 1966, 1975).

It is not within the scope of this review to consider the vast
literature in the area of cognitive anthropology or the lengthy

10



11
controversy which it has sparked within the field of anthropology.
(Useful reviews of the goals, methods, and limitations of cognitiv
anthropology can be found in Colby, 1966 and 1975; D'Andrade, 198
Fisher and Werner, 1978; Frake, 1962). I will focus rather on the
aspect of cognitive anthropology which relates most directly to th
study, namely, the development of methods for the elicitation of
native, or emic, perspective and the separation of this view from

of the ethnographer.

In one of the earliest writings in the field of cognitive anthropo
Frake addressed the dilemma of how the anthropologist should go ab
discovering the category systems of a culture. His solution is at
heart of what this research has attempted to do: rather than attem
find the names people call things, "redefine the task as one of fi
the 'things' that go with the words." (1962: 192) O01d age and tro
are words commonly used in our society, particularly by older peop
their families, and health professionals. This common usage has

resulted in the faulty assumption that the three groups mean the s
thing by the same words. Following Frake's dictum in this study h
allowed me to discover significant differences in the "things" tha

of my informants attached to the words "old age" and "trouble."

Through elaborate techniques of elicitation and coding of response
Goodenough (1956), Lounsbury (1964), Frake (1962), Spradley (1972)
others have refined the concept of "discovering what things go wit
words" into the concept of semantic domain or category. The proce
categorization allows an individual to respond to unfamiliar exper

by treating them as being, in some essential aspects, equivalent t
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something already familiar (Spradley, 1972). Without using formal
ethnosemantic methods‘of elicitation and coding, this study relied
heavily on the concept of category. How informants thought of age and
trouble was dependent upon categories they had established throughout
life - categories which, in some instances were radically different
from those of their own family members or the medical personnel who were
caring for them. This study departs, however, from any understanding of
category as a static construct. By analyzing participants'
constructions of self-identity as the basis for understanding their
formulations of age and trouble, the study highlights the dynamic
processes by which categories are formed. The participants in this
study were actively involved in shaping their experiences and
understandings by relating aspects of their past experiences to their
present situations and making choices about them. Participants'
categories were constantly being formed and reformed at the same time

that they were using them to shape the meaning of their experiences.

The primacy of the ethnosemantic approach as a "necessary prerequisite”
in any ethnographic investigation has been developed by Werner and

Schoepfle.

Assuming the primacy of the insider's point of view of
culture - based on careful attention to issues of
epistemology and human cognition - the ethnoscience
approach is a necessary prerequisite to any subsequent
(perhaps conceptually or theoretically more complex)
investigation. In other words, we assert that all
specialized forms of social science research require
that the investigator first know something about the
internal view - that is, the interpretation of things
and events as seen by the actors themselves. It is
precisely ethnoscience,...that provides the most
appropriate primary tool. (1987, (1): 21)
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Werner and Schoepfle base their approach to ethnoscience upon an
explicit theory of lexical/semantic fields and upon an epistemology
which exploits anomaly. The methods I used in this study relied heavily
upon this latter epistemology which Werner and Schoepfle have developed
into the principle of "epistemological windows". These are defined as
"any situation during the ethnographic process that potentially enhances
the discovery of new insights into the cultural knowledge of the people

under study." (1987, (1): 57).

Werner and Schoepfle describe seven "windows" which can potentially
facilitate the ethnographer's understanding of a culture:

1) the “"ethnological window", formed through the
ethnographer's immersion into the language and
literature of the target culture;

2) the "classical stereo vision window" which is formed
by the clear separation of the ethnographer's views
from the natives' views;

3) the "second stereo window", formed from the
discrepancies which exist between informants;

4) the "negotiated questions window" which occurs in the
process of matching the ethnographer's questions with
the natives' cultural knowledge;

5) the "diachronic window", formed by comparing first
impressions of the field and early interviews with
informants with data collected at a later time;

6) the "systematic distortion hypothesis window" which
exploits the discrepancy between the observations made

of an event at the time of its occurrence and later
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recall of the event and;
7) the "qualitative/quantitative window" formed by
combining qualitative and quantitative approaches to

the culture under study.

The approach of exploiting anomaly was a primary consideration in this
study both because I was investigating the degree of congruence and
discrepancy in understanding which existed among three groups of
participants and because, having been a member of one of the three
groups, I participated in the ethnocentric bias of that group.
Utilizing a modified form of Werner and Schoepfle's formation of
epistemological windows provided me with a systematic way of guarding

against this bias.

Sociocultural Gerontology

A small but growing segment of the gerontological literature has begun
to emphasize the need for exploring the meaning of aging to those who
know most about it, the elderly themselves (Kaufman, 1986; Cole and
Gadow, 1986; Fry and Keith, 1986). Through a project - sponsored by the
Institute for the Medical Humanities in 1983, scholars from the social
sciences, humanities, medicine and law engaged in cross- disciplinary
reflection on the relationship of aging and meaning (Cole and Gadow,
1986). A persistent theme that pervades their reflection is the
awareness that societal values responsible for the negative status
attributed to old people have been incorporated into much
gerontological research and practice. To counteract this trend, they

highlight the need for research into the experience which old people
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themselves have of the aging process.

A consistent theme in the gerontological literature has been the central
place of the family in relationship to older adults (Streib, 1965;
Shanas, 1979; Riley, 1983). A number of researchers have been
concerned with the phenomenon of intergenerational relationships as
these are affected by the aging process (Brody, 1981; Brody, Johnson,
Fulcomer and Lang, 1983; Goldfarb, 1965; Lang and Brody, 1983; Rosow,
1965; Shanas, 1979; Troll, 1971). Brody notes that the combination of
increasing numbers of individuals over 65 in the U.S. population plus
the increased longevity of this group has meant that individuals and
families having a dependent elderly parent has now become a "normative
experience" (Brody, 1985: 20). She cites the following statistics to
illustrate her point:

Between 1900 and 1976, the number of people who

experienced the death of a parent before the age of 15

dropped from 1 in 4 to 1 in 20, while the number of

middle aged couples with two or more living parents

increased from 10% to 47% (Uhlenberg, 1980)....By

1980, 40% of people in their late 50s had a surviving

parent as did 20% of those in their early 60s, 10% of

those in their late 60s and 3% of those in their 70s

(NRTA-AARP, 1981). Ten percent of all people 65 years
or older had a child over the age of 65! (1985: 20).

Much of the research that has been done in the area of intergenerational
relationships involving older adults has focused on the experience of
caregiving from the adult child's perspective (Cantor, 1983; Zarit et
al., 1980; Kleban et al., 1984) and the stresses which the experience
frequently involves have been widely documented. While the adult
children who participated in this study indicated that they experienced

the care of their parents as a highly stressful situation, the study
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also found that, from their parents' perspectives, the concerns of the

children were often misplaced.

Although it is a fairly recent development, anthropological research in
gerontology has begun to make a major contribution toward a meaning
centered approach to aging. Much of the anthropological literature has
focused on cross-cultural experiences of aging, the effect of cultural
change on the elderly, and the social organization of age differences
(Strange and Teitelbaum, 1987; Myerhoff and Simic, 1978). Fry, Keith
et. al. are using ethnosemantic methods to investigate the meaning of
aging across cultures (Fry, 1986). Fry points out the usefulness of the
explicit elicitation procedures inherent in the ethnosemantic approach
both for enhancing cross-cultural comparability in gerontological
research and for developing instruments which can be used to elicit data

from large samples of a population (1986).

Myerhoff and Simic, among others, have explored the ways in which old
people in different cultures view themselves (Myerhoff and Simic, 1978).
Their focus on understanding aging from the point of view of elderly
individuals led them to the formulation of the concept of aging as a
career rather than as a series of losses. This concept lends strong
support to a major finding of this study - the significance of life
themes in expressing the essential continuity of older participants'
understanding of themselves and their experiences as they grew older.

A similar emphasis on continuity of experience can be found in
Myerhoff's classic study of elderly Jewish participants in a California
senior center (Myerhoff, 1978). Relying heavily on verbatim

transcripts of interviews, Myerhoff shows how the meanings which elderly
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participants constructed from their personal and cultural histories
served as the backdrop against which they fashioned meaning from the
experiences of their daily lives. While both of these works emphasize
the organizing force of continuity in growing older, neither addresses

directly the significance of themes as an expression of continuity.

The explicit study of themes in the lives of older people is the focus

of Kaufman's work, The Ageless Self. As the title implies, age was not

an identifying characteristic for the participants in her research.
Rather, the continuity of themes throughout life is the key element by
which this population of older people identified themselves. Many of
the findings in Kaufman's work are similar to those in this study, most
significantly the lack of significance to participants of chronological
age. However, this study differs from Kaufman's by comparing older
participants' constructions of growing older with those of their adult

children.

Medical Anthropology

Research into the construction of meaning within clinical encounters
between patients and physicians has not dealt extensively with
relationships involving elderly patients. The need for understanding
the meaning of the doctor-patient encounter and its significance in
constructing the experience of illness has been highlighted by numerous
authors (Fisher, 1983; Cicourel,1983; Kleinman, Eisenberg and Good,
1978; Kleinman, 1980). Kleinman's development of the theoretical
framework of explanatory models (1980) is based on the concept of the

social cqnstruction of reality developed by Berger and Luckmann (1966)
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and draws upon the semantic network analysis developed by Good (1977).
In the development of explanatory models, Kleinman proposes an
interpretive framework through which physicians can discover the
particular ways in which patients construct the meaning of their
illness. Awareness of these constructions of illness juxtaposed with
the physicians' construction of disease is the foundation for
development of physician-patient encounters based upon the negotiation

of these meaning systems.

Kleinman, Eisenberg and Good (1978: 254) observe that "patient-doctor
interactions are transactions between explanatory models, transactions
often involving major discrepancies in cognitive content as well as
therapeutic values, expectations, and goals." The present study
confirms this observation but also extends its implications to
interactions between the older individual and his or her family.
Additionally, it departs from the notion of explanatory models as a
static concept and emphasizes the dynamic nature of the way participants
constructed the meaning of their experiences of age and troubie. By
comparing the meanings of troubled aging constructed by old people,
family caregivers and health professionals, the present study also
provides insights into discrepancies in perspective which contribute to
such phenomena as caregiver burden, problems of compliance with health

care recommendations and quality of life issues.



CHAPTER 3
STUDY PARTICIPANTS AND METHODS

The participants in this study were drawn from a geriatric assessment
clinic in a Midwestern city. The clinic was located in the outpatient
wing of a mid-size hospital and was staffed by a multi-disciplinary team
of health care professionals. The purpose of the clinic was to

evaluate the physical and mental status of people over 65 who were
referred because of difficulty with memory loss or for complex physical

problems.

Members of the clinic staff who participated in the study included two
family practice physicians, one of whom was participating in a geriatric
fellowship program sponsored by a neighboring University medical school,
an internist, a psychiatrist, the clinical nurse specialist and the
social worker. The assessment clinic was not the setting for this study
in the strict sense since only some aspects of the research (staff
interviews and review of medical records) took place there. However,
since the clinic's role in the 1ives of the study participants is a
major focus of this research, it is described in detail in the first

section of this chapter.

Five older people who were seen in the clinic and one or more of their
adult children formed the study groups who participated in the research.
Because many of the issues discussed in the following chapters hinge on
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understanding the background and family relationships of these older
people and their children, the second section of the chapter contains
brief biographical sketches and kinship diagrams for each family group.
This section concludes with a discussion of my relationships with the
study participants and a consideration of special problems encountered

in the study.
The remainder of the chapter deals with the methods used in this study
including a discussion of criteria for selecting participants,

interviewing methods and methods of analysis.

THE ASSESSMENT CLINIC AND THE CLINIC STAFF

The geriatric assessment clinic accepted only patients who were over 65
and who were referred fqr evaluation of their physical or mental
functioning. Although older people could request a clinic appointment
themselves, such a request was extremely rare and most patients were
referred by family members. The reason for most referrals to the clinic
was a concern that the older person was experiencing memory loss or that
their physical condition was deteriorating. The clinic provided
assessment, referral, and limited follow-up (i.e., visits at three and
six months following the patient's initial assessment). Primary care

and emergency services were not provided.

The clinic was the only geriatric assessment unit in the city and was a
Joint effort sponsored by the hospital and by the medical school of a
large state university. At the time this study was done, the clinic was

operating two half days a week and was reimbursed by a combination of



21
third party payments and fees charged to patients. A complete
description of the clinic's assessment procedure is contained in

Appendix A. A brief description of its operation is provided here.

The assessment process was complex and took approximately six to eigh
weeks to complete. After patients were accepted by the clinic, they
were visited at home by the nurse who talked with them and with at le
one member of their family. She asked questions about their health,
occupational history, interests, family relationships, and the extent
their current activity. She also administered a mental status exam.
Following the home visit the patient and family were seen in the clin
where the patient had a complete physical examination including a num
of diagnostic x-rays and laboratory studies. In addition, the patien
and family were interviewed separately by the clinic social worker.
second visit was scheduled for the patient to be evaluated by an
occupational or physical therapist. At this visit the patient's abil
to perform activities ranging from getting in and out of a chair to

doing simple arithmetic was assessed.

After the clinic staff had completed their individual evaluations the
met to discuss their assessments and to develop a series of
recommendations for the patient's continuing treatment. A family
conference was then scheduled which was attended by the patient and
family and at least two of the clinic staff. The purpose of this
meeting was to explain the results of the clinic evaluation to the
patient and family, review the clinic's recommendation for further

treatment, and answer questions.



22
The members of the assessment team ranged in age from mid-thirties to
late fifties. Each had particular expertise in geriatric medicine and
gerontology. The family practice physician and the internist were on the
faculty at the University medical school and had previously taken year
long sabbaticals to study geriatric medicine. The clinical nurse
specialist had taught gerontology in a masters degree program for
nursing students. Besides his responsibilities in the clinic, the
psychiatrist directed an inpatient geriatric psychiatry unit. The
social worker had extensive experience in mental health programs for
older adults before joining the clinic staff. Because the occupational
and physical therapists were members of a separate department and, as
such, both spatially and functionally separate from the day to day

operations of the clinic staff, they were not included in this study.

STUDY GROUPS

Mr. Brown And His Family

John Brown was an 81 year old man who had been a widower for three years
when I first met him. He had one child, a daughter Joan who, with her
husband, also participated in the study. A kinship diagram of Mr.

Brown's family is presented in Figure 1.
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FIGURE 1

KINSHIP DIAGRAM OF MR. BROWN'S FAMILY

Mr. Brown had been born in the Northeast United States and grew up on a
farm. When he was in his early twenties he moved to the Midwest to
pursue studies in an automotive technical institute. Mr. Brown
advanced steadily in the automotive industry and attained a mid-level
management position from which he retired when he was 65. When he was
in his fifties, he was diagnosed as having Parkinson's disease and,
although he had some difficulty with a tremor in his arm and some
unsteadiness in walking, he maintained an active professional and social
life until his wife became seriously i1l. Mr. Brown cared for his wife
at home for five years before she died. Following her death, he
resumed many of his former activities, particularly travel, joining his
daughter and son-in-law and their family on trips to different parts of
the country. During the years after his wife's death, Mr. Brown fell
fairly often because of problems with his balance resulting from
Parkinson's disease. Approximately six months before I met him, Mr,
Brown had fallen in his home and fractured his hip. After surgery to
repair the fracture, he was discharged to a nursing home for a period of

convalescence. At the time I met him, he had regained his ability to






care for himself and walked with the aid of a walker. He was still

living in the nursing home.

Mr. Brown's daughter, Joan, and her husband, Bob, lived approximately
80 miles from Mr. Brown. They maintained frequent telephone contact
saw him several times a month. Bob was in his sixties and had retire
from the automobile industry two years before I met him. Joan was a
high school counselor who had retired a few weeks before our first
interview. Their relationship with Mr. Brown appeared close,
strengthened by the memory of many years of shared enjoyment in trave
and in visits with Joan and Bob's children and grandchildren. Durin
the time Mr. Brown was hospitalized and after he moved to the nursing
home, Joan and Bob assumed responsibility for monitoring his care and
for managing his financial affairs. Their relationship at this time
was marked by their desire to have Mr. Brown regain as much independe
as possible. They worked closely with him to try to understand his
wishes about the management of his finances and about where he wanted
live as his condition improved. They expected that Mr. Brown would m
his own decisions and saw themselves responsible for supporting him ii

the decisions he made.

Mr. Hauser And His Daughters

Frank Hauser was an 82 year old man who had been widowed for many yea
His wife had been an invalid for most of their married 1ife and was
diagnosed as having Multiple Sclerosis approximately ten years after
their marriage. Mr. Hauser and his wife had three children, two

daughters, Frances and Betty, who lived close to him and a son who 11
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in a distant city. A kinship diagram of Mr. Hauser's family is
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presented in Figure 2.

FIGURE 2
KINSHIP DIAGRAM OF MR. HAUSER'S FAMILY

Mr. Hauser's father had been a mortician and also owned a furniture
store and ambulance business. As a young man Mr. Hauser helped out in
all three of the family businesses as well as managing a newspaper
distributorship. He completed two years of college before he dropped
out because of an illness which, apparently, was never diagnosed. He
never returned to college although, by his and his daughters' reports,
he was a bright student and enjoyed learning. Before his marriage, Mr.
Hauser became a private pilot and barnstormed across the country before
opening his own flying school. The Depression and his marriage put an
end to this undertaking and Mr. Hauser eventually settled into a series
of business and real estate ventures, periodically working with his
older brother who had taken over the family business. He retired from
the real estate business when he was in his seventies and lived for a
time with each of his daughters. At the time I met him, Mr. Hauser was

1iving in his own apartment but within a year moved to a retirement
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center. The move was initiated by his daughters because Mr. Hauser had
been having episodes of confusion for several months and was having

increasing difficulty with memory loss.

Frances was Mr. Hauser's oldest child and Betty his youngest. Both were
divorced and worked full time. Frances's children were grown and she
lived alone in a trailer home. Betty and her three teenage sons lived
in a home in the same neighborhood. Both women had daily contact with
Mr. Hauser. For the first several months of the study, Frances drove
him at noon to a friend's home where he stayed until late evening when
Betty drove him home. Both women's relationship with Mr. Hauser had
been strained when he was a younger man, largely because of what they
characterized as his rigid and controlling personality. As Mr. Hauser
had more difficulty with his memory he also became, in his daughters'
view, much more flexible and appreciative of his relationship with them.
During the time of the study, Frances and Betty assumed progressively
more responsibility for managing Mr. Hauser's affairs. They did this
with a great deal of concern for allowing Mr. Hauser to maintain his
dignity but with the perception that his memory loss and confusion would
become worse and that he would progressively lose his ability to make

independent decisions.

The Hamiltons

Virginia Hamilton was a 77 year old widow who had moved from another
state to a retirement center near her son Jim's home a few months before
I met her. Her husband had died two years earlier several months after

being diagnosed as having Alzheimer's disease. Mrs. Hamilton had grown
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up on a farm in the Midwest and had met her husband when she was
attending college. She and her husband had four sons, three of whom now

lived in other states. A kinship diagram of Mrs. Hamilton's family is
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presented in Figure 3.
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FIGURE 3
KINSHIP DIAGRAM OF MRS. HAMILTON'S FAMILY

In addition to caring for her family, Mrs. Hamilton had been very active
in volunteer activities and political organizations in her community.
She visited nursing home patients on a regular basis and regularly
participated in committee work for the Republican Party and several

public service agencies.

After her husband died, Mrs. Hamilton began to have difficulty with
memory loss and confusion. Eventually this became so severe that her
sons decided she could no longer live alone and they found her an
apartment in a retirement center in X, the city where her oldest son
lived. After she moved to X, she was seen in the assessment clinic
where the cause of her confusion was diagnosed as severe

hypothyroidism. This was treated with medication and her condition
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improved markedly.

Jim was Mrs. Hamilton's oldest son. When a younger brother who 1
the same state as Mrs. Hamilton noticed her progressive memory 1lo
contacted Jim who made several trips to visit his mother and eval
her situation. Jim and this younger brother made the decision to
Mrs. Hamilton to a supervised living situation. Of Mrs. Hamilton
sons, they were the two who actively participated in the decision
explained this by saying that one of his brothers lived in a dis
state and had just taken a new job and the other was epileptic.
Although both Jim and his brother had each found what they consid
suitable 1living situation for Mrs. Hamilton, Jim decided that it \
be better to have Mrs. Hamilton move near him. His brother trave
good deal in his work and would not be able to see Mrs. Hamilton
regularly. Jim was a high school teacher with summers and evenin
relatively free. He, his wife, or one of their children visited |
Hamilton daily, frequently taking her out for drives or to their |
for dinner. Jim assumed responsibility for her care, closely mon
her responses to medical interventions and to her new environment

well as managing her financial affairs.

The VanDykes

Evelyn VanDyke was an 86 year old widow who had moved to an aparti
X several months before I first met her. She had grown up on a fi
the Midwest and was a twin. Mrs. VanDyke's mother was blind and
her two sisters were reared by their parents and her maternal

grandmother. Mrs. VanDyke had three sons. Her oldest son, Mel,
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close to her, another son lived in a distant city and the third lived in
another state. A kinship diagram of Mrs. VanDyke's family is presented

in Figure 4.
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FIGURE 4

KINSHIP DIAGRAM OF MRS. VANDYKE'S FAMILY

Mrs. VanDyke and her husband, a newspaper editor, had been prominent
members of their community. Mrs. VanDyke founded a county historical
museum and, when she was in her fifties, went to college and completed
her masters degree when she was 63. After her husband died, she
continued to manage her home as well as many of her community projects
until she decided she was no longer able physically to handle all the
activity. She moved to X to be closer to her son as well as to her

older sister who was in a nursing home.

Mel was Mrs. VanDyke's oldest son and, according to the report given at
the clinic by his brothers, he was also her favorite. According to the
same report Mel's wife, Diane, was the least favored of Mrs. VanDyke's
daughters'-in-law. Diane and Mel were aware of the strained

relationship between Mrs. VanDyke and Diane but were puzzled by its
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cause. Although Mrs. VanDyke maintained control over her quite
substantial finances, Mel assisted her in planning and she frequently
called him for advice. The closeness with her son and conflict with his
wife created a difficult relationship not only for Mrs. VanDyke but for
Mel and Diane as well. The tension in the relationship increased as
Mel and Diane perceived Mrs. VanDyke to be undergoing a change in
personality and becoming progressively more preoccupied. Mel agreed
with his wife that he had always been inhibited by Mrs. VanDyke's
forceful personality and he was unwilling to confront her about many of

the things which concerned him in her behavior.

Mrs. Thompson And Her Daughter

Elaine Thompson was 69 years old when I first met her. She was an only
child and had grown up in the Eastern United States. Mrs. Thompson and
her husband, who had advanced Alzheimer's Disease and lived in a

nursing home in another city, had six children. Two of Mrs. Thompson's
daughters lived close to her. One of these daughters was Grace who
participated with Mrs. Thompson in the study. Mrs. Thompson's oldest
daughter lived in another state and the rest of her children lived in
other cities. A kinship diagram of Mrs. Thompson's family is presented

in Figure 5.
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KINSHIP DIAGRAM OF MRS. THOMPSON'S FAMILY

Mrs. Thompson had spent the earlier years of her marriage caring for
her six children. After they had left home, she took up golf and
bowling and won numerous league trophies in both sports. After her
husband retired, he and Mrs. Thompson vacationed in different parts of
the country and spent time with their children and grandchildren. As
her husband began to show signs of progressive confusion and memory
loss, Mrs. Thompson spent much of her time caring for him. About two
years before I first met her she had had a serious heart attack and some
time after this made the decision to place her husband in a nursing
home. When I first met her, Mrs. Thompson 1ived alone in an apartment
in a retirement center where she had moved a few months before I met
her. For a year prior to this move she had been 1iving with her
daughter, Grace, who cared for her while she recovered from a severe

stroke.

Grace was Mrs. Thompson's fourth child. She described her relationship
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with Mrs. Thompson as having been extremely difficult when she was an
adolescent and young adult. As Grace became older and had her own
family, she became closer to Mrs. Thompson although some of the
conflicts never resolved. When Mrs. Thompson had a stroke and needed
continual care, Grace and her brothers and sisters initially decided to
place her in a nursing home. When they went to visit possible homes,
Grace decided that she could not agree to place Mrs. Thompson in a
nursing home without giving her a chance to recover in another
environment. She decided to take her into her home and care for her
herself for a year. At the end of the year, Mrs. Thompson had

recovered sufficiently to be able to 1ive independently.

RELATIONSHIPS WITH STUDY PARTICIPANTS

I presented myself to all of the participants in this study as a student
who wanted to learn from them about the experience of growing old. I
explained to older participants that I was interested in learning what
their experience of aging was 1ike; I explained to their adult children
that I wanted to learn about their experience of their parent's aging.

I explained to clinic staff that I was interested in knowing what it was
1ike for them to be health professionals working with older adults as
well as what their experience of assessing the patient and family

participants in this project was 1like.

Several of the older people expressed initial hesitation about
participating in this study because they were uncertain that they had
anything of value to offer. After the purpose of the research had been

explained to them they agreed that if I thought they could be of help,
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they would be happy to participate. After the first interview, all of
the older people indicated that they enjoyed their participation in this
project. This is consistent with the findings of Rowles and Reinharz
who have indicated that older people frequently enjoy research
interviews because they serve as an opportunity to visit, to reminisce,
and to be of service (1988). Several of the adult children mentioned
the therapeutic benefits of participation for them and for their
parents. They spoke of their parents need to feel useful and indicated
that they themselves benefited from the impetus the interviews gave them

to reflect on their experiences with their parents as they became older.

With some of the older people and with their children, my stance as
student evolved over time into that of consultant about aging matters,
confidant, and friend. Most of my interviews took place in their homes
and these people were invariably hospitable and gracious in allowing me
to learn from their experiences and in sharing with me what, in some

instances, were painful issues for them.

My approach to clinic staff was based on my previous association with
them as a co-worker. For two years prior to formally beginning this
research, I was the social work member of the assessment team, a
position which allowed me to develop close professional and personal
relationships with staff members. Several months before beginning this
research, I had begun to discuss it with the clinic staff and they
agreed in principle to participate. When I had formalized the method I
was going to use in the study, I submitted it in writing to each staff
member and discussed the implications of their participation at a staff

meeting. Their questions concerned the possible effects of
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participation on patients and families and the approximate amount of
time that staff would be involved as well as the nature of their
involvement. No staff member objected to participating. On the
contrary, their response was one of interest and encouragement. As the
study progressed their support of the project continued and they
remained open to considering the implications of findings which, in some
instances, were contrary to their own constructions of events in the

assessment clinic.

Problems in relationships with participants

Despite the overwhelmingly positive responses to participation in the
study, I encountered some difficulties in my relationships with
participants. These difficulties occurred primarily in two areas, role

confusion and maintaining confidentiality.

Role Confusion: Confusion about my role existed for some of the

older people and for their children and may be accounted for, at least
partially, by my functioning as a member of the clinic team for the
initial two months of the project. Older participants, particularly Mr.
Hauser and Mrs. Thompson who became involved in the project at its
inception, occasionally requested information about the results of
their assessment or about the significance of diagnoses they had been
given, or medications or treatments that had been prescribed at the
clinic. In these cases it was a simple matter to either answer their

questions or to refer them to the appropriate clinic staff member.

The problem of role blurring became particularly problematic for me,
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however, when informants indicated that they were confused or irritated
by some aspect of the clinic situation. For example, Mrs. Thompson
indicated that she would be extremely distressed if the clinic were to
suggest that her driving be limited in any way. When she discussed this
with me, I was aware that the clinic staff (which at the time included
me) had decided to recommend that she pass a driver's test before she
resumed driving. Although I chose not to indicate to Mrs. Thompson that
I knew of the clinic's decision, I was ambivalent about my choice. On
the one hand, as an anthropologist I was eager to hear her responses to
the issue of driving without intervening to influence those in any way;
on the other hand, because of my role as the clinic social worker, I
felt a need to prepare her for the clinic's decision which I knew she
would view negatively. To complicate matters, I was concerned that if I
were to tell her the clinic's decision her response to me would affect
our relationship and the possibility of continuing our interviews.
While I chose not to say anything to Mrs. Thompson about the clinic's
decision I did alert the clinic staff that she was going to find their
recommendation very difficult. At the time this approach seemed to me a
reasonable way of facilitating Mrs. Thompson's participation in the
assessment process. In retrospect, however, the approach seems to me
clearly indicative of a protective stance which I took toward Mrs.
Thompson precisely because she was a patient and I was relating to her

primarily as the clinic social worker rather than as an anthropologist.

My relationship with Mr. Hauser and his daughters was also characterized
by some role blurring. During my first interviews with him, Mr. Hauser
was extremely upset over what he interpreted as the clinic's slowness in

giving him information about his condition and, specifically, about his
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ability to continue driving. He was also clear in these interviews that
not understanding the clinic's rationale for procedures and decisions
and feeling that he had no control over them was even more aggravating
to him than the decision itself. As in Mrs. Thompson's case, I knew
before Mr. Hauser did that the clinic was going to recommend that he
stop driving. I did not share this information with Mr. Hauser but I
did share his concerns with the clinic staff. As a result, the way in
which the recommendation to discontinue driving was presented was
modified to include an even greater emphasis on giving information about
the rationale for the recommendation than the clinic normally did
(although they routinely made an effort to do this) as well as giving
Mr. Hauser the option to notify the state board of 1licensing himself or

to have the clinic notify them that he would no longer be driving.

Mr. Hauser's daughters repeatedly told me how much Mr. Hauser's
participation in the project meant to him and to them. They
occasionally told me that I had become a "major support person" to Mr,
Hauser and on the occasion of their decision to have Mr. Hauser move to
a life care community, they asked that I persuade him to go. I told
them that I would be glad to discuss the move with him but that I would
not try to influence his decision. I discovered later that this was a
difficult position to adhere to since Mr. Hauser tended to take
positive statements I made about any situation as evidence that I

supported the situation totally.

One final illustration of role blurring was mentioned by Mrs. VanDyke's
son who told me that following my telephone call to her to arrange our

first interview, Mrs. VanDyke had told him that the clinic was sending a
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"follow-up person" out to check up on her. It is difficult to tell from
the transcripts of our interviews how Mrs. VanDyke responded to my
repeated explanations of the purpose of my visits and the nature of the
study. She appeared to understand and did not raise any questions but
her responses may in fact have been influenced by a perception that I

was part of the clinic team and was "checking up" on her.

A word needs to be said here about the potential for role confusion that
existed because I am a member of a Roman Catholic religious community
and wear an identifiable religious habit. None of my informants were
Catholic and I was aware in my contacts with them that my habit might
have influenced their responses to me. While none of the adult children
commented directly in the interviews about my being a Sister, four of
the five older respondents commented on the fact that I was Catholic or
that I wore a religious habit. None of their comments indicated that
informants experienced any difficulty with my being a Catholic Sister.
Neither did their comments indicate that they saw this as anything other

than a mildly interesting feature of our relationship.

Confidentiality: The issue of confidentiality became explicit in

two instances. Both involved children of older informants requesting
copies of their parent's interviews with me. In one case this involved
a videotaped interview, in the other a copy of the transcript of an
audiotaped interview. In both cases I said I would be happy to release
these if the older informants agreed. Each case resolved differently.
One family did not want me to pursue getting their mother's consent to
release the transcript. The other family wanted the videotaped

interview and the older informant was eager that they have it.
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METHODS

Because I was interested in learning about the experiences of aging from
people who had physical problems as they became older as well as from
people whose aging was marked primarily by problems of memory loss or
confusion, I selected clinic patients who were being evaluated for one
or the other of these problems. In the following section the selection

criteria I used are explained in detail.

Criteria for selecting participants

Only patients over the age of 65 were selected. Although chronological
age is becoming increasingly controversial as a defining characteristic
of "old age," 65 is still a generally acceptable marker for inclusion in
the category of "ol1d" (Kaufman, 1986; NCOA, 1976). Patients were
selected who were referred to the clinic for evaluation of either of the

following conditions:

A. A physical impairment with no evidence of memory
problems or confusion, or;

B. Mild memory loss or confusion as defined by the
results of the Folstein's Mini-Mental Status
Exam that was administered at the time of
the clinic nurse's visit to the patient's
home. I used the results of this exam as
the criteria to determine mild cognitive
impairment (i.e., a score between 23 and 27

indicates mild impairment while a score
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between 28 and 30 indicates normal cognitive
functioning). A copy of the Folstein's

Mini-Mental Exam is contained in Appendix B.

Because I was interested in comparing the older peoples' experiences of
aging with those of their children, at least one child of each older
participant had to be willing to participate in the study. I limited my
selection to parent-adult child groupings for two reasons; first,
because adult children represented the largest group of family members
accompanying older individuals to the clinic and second, because
including a range of possible relationships occurring in the clinic
population (e.g., spouse, grandchild, friend, neighbor) would raise
significantly different issues which would have been too cumbersome to

include in a single study.

I invited patients to participate who lived within a twenty-five mile
radius of the clinic so that extensive interviewing could be conducted
with relative ease. The one exception to this criterion was Mr. Brown
who lived in a nursing home in another city. However, his daughter

lived near the clinic and I interviewed Mr. Brown when he visited his

daughter's home.

Interview Methods

I conducted a series of ten interviews with Mr. Hauser and six with Mrs.
Thompson over the first nine months of the study. I also had two
interviews with Mrs. Thompson's daughter and two with Mr. Hauser's

daughters during this time and one interview each with the physician,
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nurse, and psychiatrist who had been involved with them in the
assessment clinic. The interviews ranged from 45 minutes to two hou<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>