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ABSTRACT

Using a constructivist framework, ideas about healthy and unhealthy
caring, from a number of populations, were drawn together and applied to
carers of the aged. It was acknowledged that the ongoing decline displayed
by the elder constantly threatens the carer’'s core needs and values (see:
Braithwaite, 1992) thus necessitating reconstruing by the carer (Kelly, 1955).
In this study the relationship between the carer’'s self-determined style of
approaching or avoiding reconstruing (Berzonsky,1990, 1992b) and
tendency to relate through the caring role, a concept taken from
codependency theory, (Whitefield, 1991), were studied in terms of their
ability to determine the level of burden experienced by the carer, tendency
to use and be satisfied with community services and the presence of

codependency issues.

Differences in self-determined construing style were identified and
service use could be predicted in terms of this. However, construing style
type did not predict satisfaction with services or codependency issues. It was
also found that carers who form serial caregiving relationships, reported
more frequently that they descended from a disrupted family of origin and,
when caring, engaged in a broader range of negative caring behaviours,
while experiencing the same level of burden and using more community
services, than did people caring for the first time. This was taken as support
for a codependency model of the carer. However, it was felt that, with
improved measurement, the constructivist model would have greater future

research utility.
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CHAPTER 1

INTRODUCTION



CHAPTER |

A BRIEF INTRODUCTION TO AGED CARE POLICY IN
AUSTRALIA AND ISSUES WITH HOME-BASED
CARERS OF THE AGED

In the past twenty years most western countries have been influenced
by conservative policy which seeks to restructure welfare services and
reduce welfare spending (Bozic, Herrman & Schofield, 1993; Taft, 1987;
Wilenski, 1987). This approach was adopted in the Australian Aged Services
sector when the House of Representatives Standing Committee Enquiry on
Expenditure, chaired by MclLeay (McLeay,1982) recommended moving
funding away from nursing home care towards community-based care for the
aged. This was implemented, first by introducing mandatory admission
criteria for nursing homes and hostels which excluded new, previously
eligible applicants from this form of care and accommodation. Then,
secondly, by passing the Home and Community Care Act in 1985 (see:
HAAC, 1989) which allocated funding for services to be provided in the aged

person’'s home.

As a consequence, more home-based nursing and domestic care
services became available and greater responsibility for care was
apportioned to family carers. Research findings suggest that the family carer
is frequenily the elder's spouse; however, if the spouse is not available, then
this care is generally provided by a middle-aged daughter (Shanas,1979a,

1979b). Thus carers of the aged may be either aged themselves, possibly



with their own health problems, or ‘carers in the middle’ - that is those
women attempting to meet the requirements of multiple roles, such as
mother to teenage children, wife, daughter, employee and carer (Brody,
1981).

The benefits of community-based care have been acknowledged at a
policy level as a method of coping with health care and accommodation
costs associated with having an increasingly large, aged population
(Kinnear & Graycar, 1982; Sax, 1984). The magnitude, however, of care
provided by family members is somewhat hidden from the community,
resulting in all carers being labelled as the ‘invisible providers’ (Fengler &

Goodrich, 1979).

Promotion of home-based community services for the aged was
initially conducted along more emotive lines. It was simply said that aged
people would or should prefer to be cared for at home and to be looked after
by their family. In a society where the family is valued, and notions such as
the ‘good Samaritan’ are alive within the dominant religious tradition, it was
easy to promote the ideal that aged people should remain at home with their
family. The likelihood that most people feel fearful at the prospect of ending
their life alone in a nursing home may have influenced the willingness of the
community at large to accept this argument. In addition, dissatisfaction with
nursing homes is well documented (see: Social Welfare Action Group, 1982)
leaving social welfare policy clearly endorsing the view that the family is the

ideal provider of care for the aged (NSW Parliament, 1982; O'Neill, 1983).

Today, there has been more evaluation of the usefulness of social
support and community-based services (see: Dunkel-Schetter & Bennett,

1990). It is generally agreed that, when used, community-based services



help to reduce the impact of caring on the carer (Cantor, 1983; Delaney,
1989; George & Gwyther, 1986; Montgomery, Gonyea & Hooyman, 1985;
Pearlin, Mullan, Semple & Skaff, 1990). However, the mechanism by which
this occurs is less clear because studies tend to confine themselves to
descriptive features of support (e.g. availability of support, hours of service,
etc.).

It is equally clear, however, that the carer experiences a substantial
degree of difficulty providing care, even if formal and/or informal help is
provided. Experiences of severe economic, social and emotional costs
borne by the carer are well documented (Braithwaite, 1992; Jutras &
Veilleux, 1991a; Quayhagen & Quayhagen, 1988; Rossiter, Kinnear &
Graycar, 1984). When surveyed, high proportions of carers are clinically
depressed and neglecting their own social, recreational and interpersonal

needs (Gillies, McClatchie and Troiani, 1987).

It is also clear that, when a carer takes on the role of family caregiver,
they overwhelmingly provide the care which is most needed (Brody, 1981).
In other words, caregiving is not generally equally shared by all members of
the family. Why one family member alone generally takes on this task is not
clear; however, any model which seeks to provide a theoretical
understanding of caregiving to the aged needs to be able to account for

this.

When confronted with findings regarding the difficulties associated
with caring, the assumption made is that the government needs to provide
additional community services to strengthen the floundering carer's well-
being and capacity to care. The question as to whether the carer is currently

fit to care, or was ever fit to care in the first place, has mostly been absent. It



4
has been predicted that, in the future, more and more people will be called

upon to provide care for their parents and grandparents, and that this may
escalate to the point where women spend more years caring for parents and
grandparents than for dependent children (Edgar, 1992). The possibility that
some individuals are less able, for a range of social and psychological
reasons, to provide this form of assistance for their dependent refatives

needs to be addressed.

Overseas, feminist writers have noted that most carers are women
and the burden they experience is an unacceptable gender issue (Finch,
1987. Ungerson, 1987). In Australia. Braithwaite (1992) has recommended
the reconceptualisation of carers’ burden methodology into a format which
allows carers' issues to be evaluated from a social justice perspective. This
would allow the identification of the proportions of carers who are living in
conditions which, on the basis of a welfare/social justice analysis, are

unacceptable by western standards.

In addition. the assumption that community service provision alone
can ameliorate unacceptable caring situations is not borne out empirically.
Burdened carers, #1o most need assistance, are less satistied with
perceived available support than carers who are coping (Vitaliano, Russo,
Young, Becker & Maiuro, 1991a) and Australian Census data indicates that
many needy caregivers do not make use of available services. For example,
of the 322,600 carers who participated in the Handicapped Persons’ Survey
of Australian Households (ABS, 1988), 62% received no help from anyone
with the tasks of caregiving (ABS, 1988). Those in spouse-carer

relationships received the least help. It was noted by the statistician that:



Eighty-six percent of carers indicated they needed no help (or
no more help if they were already receiving some) with caring
tasks, although one third (33 percent) of carers were never
absent from the handicapped person for a period of four hours
or more.

(ABS, 1988, p.2)

Individuals confined in their home for this period of time with a very
dependent or even demented family member are unlikely to be experiencing
any sense of well-being. yet they apparently do not feel predisposed to ask
for or accept formal help. In addition, personal relationships (e.g. friendships,
family, etc.) do not always result in support being provided (Barusch &
Spaid, 1989). After documenting the plight of very needy carers in this
situation, survey after survey has called for greater assistance for carers. For
example, the author has, in fact, assisted in producing such a survey which
recommended improved service provision and co-ordination but which, in
retrospect, failed to focus on factors from within the carer which might have
constrained their ability to utilise help and hence impact on the level of

burden they experienced (Gillies et al., 1987).

The need to stop focusing on service deficiencies alone as the cause
of some carers having little support with their caregiving became apparent
to the author when very depressed and over-burdened carers were
observed reporting at support group meetings that they had never heard of
the community services available to them. Detailed information about such
services had, in fact, been personally provided to them by the author.
Initially, this was put down to their depression and tiredness, and that

perhaps the service details had not been explained sufficiently. However,



6
over a number of years, this phenomenon was observed again and again,

and many logical variations were heard on why a particular method of

assistance, which objectively appeared appropriate, would not be utilised.

A similar phenomenon may have occurred amongst participants in a
survey commissioned by the National Consultation and Assistance Program
for Women (see: Watson & Mears, 1986). Survey participants were recruited
through services, thus all carers were using at least one service and in
contact with service staff who would presumably educate them regarding

other forms of available assistance.

Accordingly, the researchers expected a positive bias in their data
regarding services which the carers received and of which they had a
knowledge. However, this was not found. Carers still reported receiving little
help and having no knowledge of help available to them. Again, poor
service provision was blamed; however this, in the author's opinion, is
uniikely to be the complete explanation for why the survey participants
seemed oblivious to the help they were receiving and other assistance they

could utitise.

While the author does not wish to encourage ‘blaming the victim' for
inadequate service provision, which is clearly a problem in itself (see Gillies,
et al., 1987), there does appear to be a need to focus on some carers’ ability
to ‘hear’ information about help and their ability to ‘accept that being helped
is desirable’. Such skills may be a prerequisite for the carer’s ability to
negotiaté healthy styles of caring and may be differentially distributed

amongst carers.



In addition, there is a need to consider the findings in other fields of
study regarding caring and helpseeking and to assess their application to
the carers of the aged. For example, in the chemical dependency field, it
has long been recognised that, when the carer of an alcohol or chemically
dependent family member provides care to the exclusion of their own needs,
and fails to accept help, they themselves have a psychological problem
requiring as much treatment as the chemical dependant (Cermak, 1986b;
Whitfield, 1991). These individuals are categorised as codependent and the
self-help movement which aims to help individuals heal themselves from
compulsively over-committed caring is the fastest-growing seif-help

organisation in the world (cited Cermak,.1986b).

Similarly, non-carer based research into failed helpseeking indicates
that many individuals with all types of problems do not seek help when it is
required. Initially research into helpseeking focused on factors associated
with failure to use needed professional services, including medical,
psychiatric and legal consultation (Kadushin, 1969). Studies looking at
demographic and attitudinal correlates of helpseeking were common but
more recently, factors constraining the use of a wider range of community
services and everyday helpseeking, as opposed to crisis helpseeking, have

been considered (Wills, 1982).

It is clear from this research that failure to seek or accept help is not a
carer specific problem. DePaulo (1982), in his review of socio-psychological

processes in informal helpseeking, has commented on this:

The basic fact about helping is that people with problems - even

potentially debilitating problems - often do not seek the help that



they need (e.g. Bergin, 1971, Dohrenwend et al., 1980). These
problems might include medical conditions that are continually
worsening, severe financial difficulties, or a variety of personal
coping problems, often precipitated by stressful life events.
Although the seriousness of these problems might be expected
to act as a facilitator of helpseeking, it is also clear that there are
coSsts associated with seeking help that act as deterrents.

(DePaulo,1982, p.222)

[t is also clear that helpseeking is not a unitary activity. Helpseeking
involves a number of stages, such as recognising a need for help, making
the decision to seek help, the process of finding suitable sources of help,
and negotiating for the service to be provided (Albert & Scrivner, 1977;
Gross & McMullen, 1981). Carers' helpseeking could fail during any stage of

this process.

Rossiter (1984) has suggested that carers will not use services
which are in some way threatening to their self-concept. While this has not
been broadly evaluated with carers, it is consistent with findings regarding
failed helpseeking in other populations (DePaulo,1982; Willis, 1982).
However, an explanatory model of the mechanism, by which chalienges to

self-concept might constrain service use in carers, has not been proposed.

If carers are to be helped, it is necessary to identify those parameters
which predict equitable and usable home-based services. It is also
necessary to identify those carer-based parameters which make service use
costly for the carer. It is the author's implicit underlying assumption that

some people accepting responsibility for the care of their aged relatives may



not have evolved the prerequisite personal requirements necessary to

negotiate healthy caregiving.

Such carers may, therefore, be either unsuited to this task or unable
to provide healthy care without some form of clinical intervention which
focuses on them rather than on caring per se. This is compatible with the
social justice perspective which suggests that we should not simply ask “how
to relieve stress but rather how to organise society to make the care of the .

dependent population more just and humane” (Abel, 1990, p.147).

Thus it is intended in the current work to develop a preliminary
research-guiding mode! which delineates healthy and unhealthy caring, with
special emphasis on the carers’ capacity to be educated regarding forms of
assistance available to them and their ability to tolerate threat to self concept.
Some aspects of the model will be tested empirically as part of the current

project.

To summarise, information presented in the current chapter has seven

(7) important implications for a model of healthy and unhealthy caring.

Firstly, the carer role generally appears to be carried out by one family
member alone; it is not shared. Secondly, carers do not always use
available help which can reduce their workload. When those whe are most
over burdened do use services, they often report that the service provided
is not helpful. Thirdly, clinical observation by the author suggests that some

carers have difficulty ‘hearing’ or taking in information about services.

Fourthly, the factors leading to non-use of services are unlikely to be
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carer specific because individuals in non-caring situations also fail to use

apparently needed help. Fifthly, there are costs associated with using help.
One cost may be that the carers’ sense of self is threatened by the idea of a
service taking over ‘their role', thus threatening their self-esteem. While such
an idea has face validity, the mechanism by which this occurs requires

further theoretical and empirical development.

In the sixth case, as non-carer-specific issues are implicated in failure
to seek apparently needed help in other populations, other factors which
delineate healthy from non-healthy caring in other special populations may
also be implicated in defining the parameters of healthy versus non-healthy

caregiving to the aged. Finally, some carers may not be suited to the tasks

of caring.

The issues raised above will be considered further in the following

chapters. Information will be presented in the following format.

In Chapter Two, the traditional carers” burden literature will be
reviewed to highlight the need for better measurement, conceptualisation
and theory-driven research. The role of threat to self-relevant values in

conceptualising carers’ self- concept will be considered.

In Chapter Three, an account of the role of threat to self concept in

reducing service use in non-carer populations will be presented.

In Chapter Four, a model of unhealthy caring developed in the drug
and alcohol field in which unhealthy caring is thought to be related to a

damaged self - a concept related to threatened self-concept will be
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presented.

In Chapter Five an account of self-concept. using a broad
constructivist approach, will be presented. In this theory, self-concept (or
identity theory', as it has been termed) is seen as playing a role in
organising all thought, including that related to caring and service use.

‘Self' is seen as having an organising function. This account of self provides
a model for understanding how threat to self concept can impact on both the
carer's emotional state and ability to organise services. The hypotheses to

guide the current research are also given in this chapter.



CHAPTER 2
CARER BURDEN
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CHAPTER 2

CARERS’ BURDEN

2.1 Burden

The majority of research into the problems of carers has been carried
out in what is known as the ‘Carers' Burden Paradigm’. In this chapter, an
account of the manner in which carers' burden has been conceptualised and
measured in this research and the problems associated with the model, will
be presented. However, personally the author feels that there is a sense in
which this research presents a very sanitised and remote account of the
sheer suffering to be observed amongst carers. Therefore, before reviewing
the literature, the author’s first contact with a homebound carer will be

recalled.

2.1.1 _A Personal Recollection of a Carer's Burden

Mr. B.. a 65-year-old retired master seaman and harbour-
master, was referred to the author for home-based
psychological assessment seven years ago. The horror felt
regarding his situation and poverty of life-style still remains
with the author. He was in the fifth year of caring for his
wife who suffered with Alzheimer’s disease. When the
author arrived at the house, the door was answered by a
very tired looking man with flat affect. He invited the author

into the lounge area, where the carpet had been lifted,



13
leaving exposed boards. He apologised. saying his wife

was given to wandering and was incontinent of faeces. He
had cleaned the carpet as many times as possible, but
could no longer eliminate the smell - so he had had to
remove the carpet. As he had left work prematurely to care
for his wife he could not afford alternative floor coverings.
He attempted to finish feeding his wife. She was very thin
but spat the food he had prepared out of her mouth. The
food was well prepared and he looked distraught that, once

again, his efforts to nourish her had been to no avail.

When a history was collected, it was found that he
lived most of his life in this room. His wife had a bed in the
corner and he frequently slept in his chair. He estimated
that he never slept for longer than four hours at a time due
to her wandering. He was worried about her getting out of
the house from other rooms when he was asleep, so they
lived in the one room from which she could not escape.
Only a few months before she had ‘escaped’ and was found
by the Police .valking naked in the rain, several miles from
home. She had no memory for recent events and no longer
recognised him. Her conversation mostly consisted of
asking him when her nice husband was going to come and
see her. She might ask him this one hundred times a day.
He had long since given up explaining that he was her
husband. His daughters called twice weekly so he could
have a rest for two hours on each occasion. They also

delivered the shopping. He did all of the cooking and
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cleaning. He showered his wife, dressed her, toileted her,

Cleaned up after her and sat with her. Though the person
he had married was long since gone, he intended to care
for her until she died. However, he talked about putting her
in a wheelchair and stepping in front of a bus - thus putting

an end to the misery of both of their lives .

Ongoing contact was established with Mr. B. He was
observed to be maintaining this lifestyle until his wife died
more than four years later. While he accepted counselling -
which he saw as “that nice girl who visits me” - he would
never accept help from Community Services. He continually
swung between wanting to care for her alone and wanting
to commit suicide. For two years before she died she was
bed-bound, non-verbal and incontinent - a shadow in the
corner of the room, from which he was only absent for a
maximum period of 208 hours in an entire year. When
she died he was grief-stricken and without any social
support outside of the family. During his period of
caregiving he had lost contact with friends, given up his
work and had turned into an old man. He continued to
contact me for support for a further two years after her

death; in this time his psychological state did not improve.

2.1.2 Conceptualising Carers’ Burden

The impact on the caregiver when caring for an ill relative at home

has been a topic of research since the 1950s {see: Thompson & Doll, 1982).



15
Later, the concept of ‘tamily burden' was introduced by Grad and Sainsbury

(1963). Most early research was conducted in the mental health (including
the psychiatric) field; however, interest soon turned to assessing burden in
carers of the aged. Carer distress was found to be correlated with a range
of negative feelings in the carer and behaviours displayed by the elder. As a
result, burden has come to be operationalised in terms of a diverse range of
variables. For example :

*  Emotional costs due to feelings of embarrassment and overload
(Thompson & Doll, 1982);
Changes in caregivers' day-to-day lives due to disruption of daily
routine etc. (Grad & Sainsbury, 1363);
Financial difficulties, role strain and physical health deterioration.
(Robinson, 1983, Zarit, Reever & Bach-Peterson, 1980);
Troublesome behaviour on the part of the elder (e.g. restlessness,
acting in harmful ways to either themselves or others, not sleeping,
behaving oddly) (Stanford, 1972);
Carer's inability to recuperate (e.g. lack of time to oneself, sleep
disturbance) (Stanford, 1972): and.,
* Disturbance of mental health in the carer ( e.g. dysphoria, depression

and anxiety) ( Lezak, 1978).

Cross-study comparisons of the correlates of burden are difficult due
to the variable methods used to operationalise burden in past research.
However, from the burden research it is clear that the demands of caring are
often so excessive and the impact on the carer so severe, that the caring lot

has been labelled as a ‘36-hour day' (Mace & Rabin, 1981).
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Lawton, Kleban, Moss, Ravine and Glicksman (1989) have noted that

a general agreement exists amongst researchers, that carer burden
includes: carer's fatigue; depression; poor health; worry; anxiety and
frustration, and that measures of each need to be included to operationalise
the distress experienced by a carer when providing care. Thus, most self-
scored measures of burden include a measure of both the tasks of caring
and the effects experienced by the carer (see: Burden Scale (Zarit et al.,
1980); Caregiver Strain Questionnaire (Robinson, 1983); Cost of Caring
Index (Kosberg & Carl, 1986); Multidimensional Caregiver Burden Inventory

(Novak & Guest, 1989).

The need to make a clear distinction between subjective and
objective burden has been emphasised (Poulshock & Deimling, 1984,
Thompson & Doll, 1982). As early as the 1960s, there was a suggestion that
the level of burden experienced by the carer was not directly correlated with
the magnitude of burden suggested by objective indicators such as elders’
level of functional decline, their psychological deterioration nor the carers’

associated financial loss.

For example, Hoenig and Hamilton (1966) interviewed families who
cared for at least one elder. They found two-thirds of families interviewed
experienced some form of objective burden, such as disruption to fife with
family members and financial loss. However, when asked what they thought
about the patient’s ‘presence’ and to what extent they thought they had
carried any burden as a result of caring for this person (e.g. subjective
burden), far fewer reported feeling burdened. Following their analysis of this

phenomenon, Poulshock and Deimling have concluded that:
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afthough the more concrete or instrumental effects on families’

experience are important, it is the subjective experience of the
caregiver that colours and filters their report of its effects. As a
result they must be included in any analysis of caregiving
impact”

(Poulshock & Deimling, 1984, p.239).

However, while it is quite clear that objective burden or the impact of
caring and subjective burden or distress from caring are not correlated, both
torms of burden continued to be combined conceptually and on measures.
Despite calls to distinguish concepts and measures more carefully,
researchers have been loath to separate impact from distress (Braithwaite,
1992). Braithwaite (1992) further notes that the introduction of the stress
paradigm to carers’ research also emphasised the need to develop a more
conceptually rigorous model with well-defined terms. Although this tended
to be acknowledged by researchers they still continued to use the existing
measures. As a consequence, there is now a clear confound in the

empirical literature which makes interpretation difficult (Braithwaite, 1992).

The failure to empirically separate impact from distress has resulted in
research findings reflecting the composition of impact and distress items
used in the particular measure (Braithwaite, 1992), rather than the carers’
actual state of distress. There is a clear confound in the results of studies
which, for example, look at the relationship between the tasks of caring and
burden, but operationalise burden in terms of the tasks of caring. Thus, itis
essential to’operationalise burden in a manner which is free from
contamination between the independent and dependent variables or to

abandon the burden model totally.
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There are also other problems associated with the use of the
traditional Burden Paradigm. Burden measures which use tasks of caring to
operationalise distress, preclude the use of a control group in the research
design. One cannot compare the level ~f distress experienced by carers and
non-carers on tests which operationalise distress in terms of task of caring,
since the non-carers would not be performing the tasks targeted on the

measure.

Recently there have been calls to: (i) work seriously towards the
elimination of confounds in carers’ research; (ii) adopt a conceptualisation
and methodology for measuring burden which has functional utility for those
allocating welfare funding; (iii) conceptualise burden at a relational level
without blame to either the carer or the elder; and (iv) abandon traditional
burden measures but adopt measures which are conceptually related to past
research so that previous results can be re-interpreted, rather than being

rendered redundant (Braithwaite, 1992).

These recommendations are clearly made with the aim of
restructuring the current research methodology to produce findings which
can attract welfare spending for carers. Braithwaite emphasises that one
must be able to demonstrate that the burden experienced by carers is at
least as valid as that experienced by other applicants for welfare spending

(e.g. the homeless, AIDS sufferers, etc.) if it is to attract funding.

It is important to acknowledge that, in this study, the aim of collecting

carer burden data is more clinically oriented. However this does not
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necessarily place the current approach at odds with Braithwaite’s aims.

Clinical interventions for carers also can only be provided if funding is
attracted. Thus, the same utilitarian requirements for data apply in the clinical
field. Braithwaite (1992) has highlighted several alternative approaches to

conceptualising carers’ burden and these are discussed below.

(1) Adjustment measures: Some authors have attempted to

dispense with traditional burden methodology by using measures of
adjustment. These are useful since adjustment of carers can be compared
to the adjustment of individuals in the general population. An example is
the Indices of Well-being (see: George & Gwyther, 1986; Gilhooly, 1984).
Measures of general burden which are not linked to caring might also be
used in this manner. An example is the Global Measure of Perceived Stress

Scale (Cohen, Kamarck & Mermelstein, 1983).

(2) Psychiatric symptoms: Distress has also been operationalised

in terms of psychiatric symptoms (Anthony-Bergstone, Zarit & Gatz, 1988;
Gillies et al, 1987 Schultz, Visintainer & Williamson, 1990). This method is
not favoured by all since it does not generate the type of results required for
attracting welfare spending (Braithwaite, 1992). However, it is clearly
conceptually relevant to a researcher, such as the author, interested in
clinical interventions. It is essential that a theoretical model aimed at
identifying clinical strategies for carers be able to demonstrate that well-
being can be improved by a recommended intervention. While this argument
may not attract funding for social services, it may well attract funding for
clinically-based programmes. However, this is not to say that assessment of
well-being and psychiatric symptoms in carers is not without its problems

(see: Becker & Morrissey, 1988). Braithwaite (1992) also suggests that
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measures of psychiatric symptoms are less desirable because they are

susceptible to the effects of unknown personality effects. However, this may
indicate that personality effects should be identified and their impact
quantified, rather than eliminating well-being and psychiatric symptoms as a

dependent measure.

(3) Stress paradigm: The stress paradigm has generated a huge

research literature and has been applied to many problems. Researchers
traditionally associated with this approach, such as Dohrenwend and
Dohrenwend (1981) and Lazarus (1986), recommend that three concepts be
independently and rigorously defined. They are: (i) environmental stressors
(those things which the carer does for the elder); (ii) carers’ interpretation
(how the carers view what they do); and (iii) the carers’ adaptation. While
conceptually clear. this independence is difficult to achieve empirically.
However, the concept of the carers’ adaptation capacity as a separate

measure is clearly relevant to therapists working with carers.

(4) Frustration of basic needs: This model proposed by Braithwaite
(1992) is based on Maslow's theory of needs (see Maslow, 1954, 1962).
Braithwaite suggests that carers have basic physiclogical, safety. love and
self-esteem needs which must be met to ensure health and quality of life.
However, these are seen as being threatened in the caring context. Further
to this, it is suggested that, in a modern western society, it is a person’s basic
human right to have these needs met and appropriate for government to
provide welfare intervention when basic need achievement is frustrated by a

task such as caring for an aged relative.

Braithwaite (1990, 1992) provides an analysis of how the burden
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associated with caregiving is differentially experienced by those caring for

aged people and those caring for children. She notes that many of the
disruptions used to operationalise carers' burden in the past (e.g. routine
disruption, mood change, financial disruption, etc.) are also experienced by
parents caring for children. However, in the child-care setting, these

demands are not generally perceived as inducing the same level of burden.

Braithwaite (1990, 1992) sees the differences in experience as being
perceptually based and linked to the caregivers’ inability to prevent the
elders' physical, psychological and social deterioration. Children grow and
prosper from the care they receive, whereas aged people continue to
detericrate and die, regardless of the quality of care provided. Carers are
seen as living with the ‘threat’ of: witnessing the elders’ loss of
iIndependence; unpredictable disease; loss of former relationship; fack of
choice; as well as an inability to distribute the caring workload across a

range of services.

This is seen by Braithwaite as threatening to the carers’ physiological
needs for rest and recreation, but also their prized feelings of and values
about safety, love and esteem. Braithwaite concludes that burden is most
severe when it does not “ follow the desired path, where it does not make
things better and when it accompanies losses rather than gains *
(Braithwaite, 1990, p.8). This involves inherent challenges to the carers’
prized values and expectations about what they personally can achieve
through their caregiving. It is when one conceptualises threat to basic needs
as influencing the carer at the level of values and expectations that the
current author begins to see what is ‘self-relevant to the carer’ as also being

threatened.
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Though not included in Braithwaite's model, the author would add that
witnessing the elders’ deterioration leading to death may also vicariously
challenge the carers’ view of their own mortality. Grief appears to be an
inherent component of caring for the aged {(Rudd, 1993) but this may also
include preparatory grief for their own death. There can be little as
challenging to one’s sense of personal self than consideration of one's own

mortality.

Carers who value their ability to comfort others, and believe they can
reduce the elders’ suffering and prolong life, will have these views severely
threatened by the reality of caring for an aged person. Those who use these
characteristics to detine their sense of personal self - that is, who they are in
terms of these caring characteristics - will also have their sense of 'self’
challenged in this situation. Threat, of the nature conceptualised by
Braithwaite, can be operationalised using the Threat to Basic Needs Domain
Index (TBNDI) (Braithwaite,1990). This measure can be thought of as

providing an index which reflects all that is threatening in the caring context.

2.2 Conclusion

It is clear that caring can be a very negative experience for carers.
The carers’ burden paradigm has helped to identify a range of distresses
associated with caring. However, this research is largely atheoretical and
cannot generate predictions about why some needy carers do not accept
help when they clearly are not coping. In order to carry out psychologically-

oriented research with carers, it is essential, from an empirical perspective,
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that the carer burden be conceptualised using a method which prevents

dependent and independent variable confounds and can adequately
account for the carers’ subjective experience. In addition, the conceptual
parameters of the carers' distress should have relevance to psychological
treatment parameters and be linked to valid and reliable, easily-

administered tests.

It is clear from the analysis provided above that traditional measures
of carers’ burden do not provide this. However, the measurement of carer
distress, in terms of frustration to basic human needs, well-being or
frequency of psychiatric symptoms compared to the general population and
within groups of carers, are more in keeping with what is required from a
clinical perspective. Thus, each of these measures has some relevance to

the current aim of distinguishing healthy from unhealthy caring.

The frustration of basic needs paradigm has, however, clear
advantages as a method of evaluating carers' burden and has greater
conceptual sophistication. It provides a theoretical approach for studying
carers’ burden, attempting to go beyond a descriptive account of carers’
workload. [t also aims to provide a mechanism to explain the carers’ active

experience of what they do and what they experience in the caring context.

Early traditional research with carers adopted a position that carers
could be viewed as passive recipients of the elder-inflicted burden. This was
not borne out empirically. In contrast to this, the threat to basic needs
approach sees the carer as actively evaluating the changes which take
place in the elder as decline occurs, to arrive at an experience of burden.

This is an interactionist perspective and burden is seen as occurring at a
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relational level. Implicit in Braithwaite's conception of carer burden is the

view that the carer is a construer of their own reality. The carer actively

participates in creating the meaningfulness of their situation.

This position is also adopted by the current author but it is further
asserted that, when the carer is seen as a construer of the elders’ decline,
they must also be seen as a construer of themselves within the caring
context. Thus the caregiving situation is seen by this author as not only
physically demanding, but also demanding for the carer in a psychological
and experimental sense. Though carers have little time for reflection, they
must re-evaluate and test out the meaning they ascribe to possibly their most
valued ideals about how an aged person should be cared for and their view
of ‘self as carer’, as the elder deteriorates. Thus, threat of decline may also
be associated with threat to self when so many self-relevant values are

necessarily questioned as part of caring.

Thus, past researchers may not have come to terms with the complex
levels of reconstruing the carer must undertake whilst performing the tasks of
caring. For example. a question such as' "How do you feel about bathing
the elder?” is unlikely to capture the burden a carer feels when they disrobe
their relative for a bath, note a new sign of a declining body, which they once
knew as healthy and strong, and think to themselves: "How long can they

live like this?" and: “Is this going to happen to me?"

While the carer may feel happy to lift the elder in and out of the bath,
and their responses on a task of caring burden questionnaires may reflect
this, the burden associated with the thoughts which arise whilst performing

the task might have a burden-inducing significance of their own.
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It is only by conceptualising the carer as a construer that we begin to
have a framework from which to understand this subjective experience of the
caring context and ‘self-as-carer’ on the carers' core values and

understanding of themselves.



CHAPTER 3
THREAT TO SELF AND FAILED
HELP SEEKING



26
CHAPTER 3

THREAT TO SELF AND FAILED
HELPSEEKING

Rossiter (1984) has suggested that use of services may be belittling
in some way for care-givers and a threat to their self-esteem. Thus, once
again the carers’ sense of self appears important. Rossiter's suggestion is
consistent with the view that seeking or receiving help has costs as well as
benefits (DePaulo, 1982). Much of the general helpseeking research
suggest that people in a range of settings will not seek or use professional
services which, in some way, threaten a positive aspect of their conception of

‘self'.

A request for help involves a recognition of personal inability to cope
alone. In a society which values individualism, self-efficacy and personal
competence, such an admission is likely to threaten the individual's self-
esteem. However, the way in which self-esteem interacts with helpseeking is
at times paradoxical (Wills, 1982). For example, Wills found that, firstly,
individuals with low self-esteem are less threatened by being helped than
individuals with high self-esteem. Secondly, people with low self-esteem
respond more positively to the provision of help, but, thirdly, the provision of
non-threatening help results in dependency (Wills, 1982). In addition,
unsolicited offers of help are more threatening to the recipient’s self-esteem
when the offerer has similar attitudes to the recipient (Fisher & Turner, 1970)

and a similar level of skill (Fisher, Harrison & Nadler, 1978).

Thus, a potential cost of receiving help is a reduction in achievement

motivation for the person being helped. People who are high in achievement
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motivation are unlikely to consult services which facilitate their performance

(Tessler & Schwartz, 1972). DePaulo (1982) has hypothesised that people
with a high need for achievement motivation will attempt to remain self-
reliant while they know they can succeed on their own, but that they may
elicit help if failure appears imminent. If this is the case, then it can be
expected that people who use caring to increase self-esteem via
achievement motivation will not seek help before they have actually reached

the burnout stage. Carers may be susceptible to this.

The way in which needy individuais evaluate when they will accept
help is not fully understood but task size, perceived attitude of the likely
assistance provider and their affiliation with the helper has some relevance
(DePaulo,1982). Individuals have been found to feel better about seeking
help when the helper acknowledged the importance of the identified
problem. Carers are reluctant to ask for help with a task which they feel the
helper will perceive as small and/or not serious and with tasks which are
very large. Interestingly, the individuals in need of help are mostly accurate
in their prediction about the likely response they will receive to a request for
assistance (DePaulo, 1982). In the same study, it was also found that
workers from whom help was received were described as ‘friends’ rather

than professional helpers (DePaulo, 1982).

In addition, people have been found to dislike receiving help from
others when they cannot return the favour (Greenberg & Shapiro, 1971).
This is also true of aged people (Kendig, 1972). An inability to reciprocate
can create a feeling of indebtedness and dependence. Greenberg, Doth,
Johnson and Austin (1980) developed the indebtedness formulation, in

which they defined indebtedness as ‘a state which individuals try to avoid, as
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they dislike being unable to return help” (Greenberg et al., p.25). Providing

the opportunity to reciprocate facilitates helpseeking, even when reciprocity
is made to a person other than the helper (Castro, 1974). This suggests that
caregivers may not make use of help from informal sources if they feel they
will become indebted to the assistance provider and unable to neutralize this
by doing something in return. This is consistent with the commonly held
‘Protestant Work Ethic’ maxim - that one should not ‘ take something for

nothing’.

In addition, the use of services may result in the carer experiencing
feelings of inadequacy. People who value anonymity, and see individual
rather than collective problem-solving as the best approach, can be made to
feel inadequate by the provision of help (Homans, 1961). Blau (1955) and
Homans (1961) have suggested that individuals may fail to use help
because it requires an open admission of personal inadequacy. This may
be conceptually linked to the inclusion of an inadequacy scale in
Braithwaite’'s Burden index (TBNDI: Braithwaite, 1990). This has been
supported in laboratory studies (Broll, Gross & Piliavan, 1974). It has also
been found that helpseeking is more likely to occur when anonymity is

maintained (Broll et al., 1974; Tessler & Schwartz, 1972).

Based on the findings in the helpseeking research and his own
research, DePaulo (1982) has hypothesised a curvilinear model of
helpseeking in which, to avoid feelings of indebtedness, helpseekers are
seen as reluctant to request help with either very large or very small tasks.
What is unfortunate about this approach of avoiding possible negative
feedback, is that the individuals in need of help never actually attempt to

negotiate assistance - a process which could result in them becoming
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aware of possible solutions to their problem that they had not previously

considered. They also fail to learn to tolerate the anxiety associated with

trying a new approach.

These findings have implications for care-givers who may face many
small daily tasks which only become difficult when combined. Their
reluctance to use help in this situation is unfortunate, since a sequential
combination of stressors can lead to iliness and inability to cope
(Dohrenwend & Dohrenwend, 1981). The helpseeking research also
suggests that the personal attributes of the service provider may influence a

carer's willingness to accept help.

Another interpretation of these results is that the needy individual
shows an over-concern for others at the expense of himself or herself. A
study by Castro (1974) has indicated that people who need help frequently

will not request this help if they feel that they are imposing on the helper.

To conclude, research into reluctant helpseekers suggests that carers,
like many individuals, avoid helpseeking, preferring to face adversity alone
rather than sacrificing self-esteem, by using services which may increase
their feelings of indebtedness and inadequacy. With such a strong need to
protect their ego functions, including a positive view of self, those who
succumb to the use of services without resolving the issues surrounding
threat to self concept, may lose their prized feelings of self-competence and
self-efficacy, and slip into dependency. Perhaps the very act of using
services without adequate preparation - services intended to prolong the

care-giver's ability to provide care - deprives carers of their final reserves of
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ego strength and renders them unable to carry on. This suggests a need for

a more phenomenologically-based study of the carers’ experience of

receiving services.

To summarise, information presented in the current chapter has two

(2) important implications for a model of healthy and unhealthy caring:

Firstly, threat to self-concept appears to be related to failure to use

services in a range of clinical and non-clinical populations.

Secondly, threat to self may manifest as feelings of indebtedness, the
need to reciprocate, the need to maintain achievement motivation, and the
need to maintain self-esteem. In this sense, services may be threatening to
carers in terms of the inadequacy dimension of burden proposed by

Braithwaite (1990).
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CHAPTER 4

DAMAGED SELF
A Codependency Model of Unhealthy Caring

When looking at carer-centred variables which may influence the
carer’'s willingness to accept help and negotiate a healthy style of caring, it
is useful to consider the concept of co-dependence. Codependency can also
be conceptually related to the view that carers may experience threat to view

of self whilst caring, an idea which will be expanded upon in this chapter.

Codependants are people who are said to inappropriately “derive
their sense of wholeness by receiving approval from others and by solving
the problems of, relieving the pain of and protecting others”. (Al-Anon, 1979,
1980). They “sacrifice their own values to be close to others; they trust the
opinions of others more than their own, and they believe that the quality of

their lives depends upon the lives of other people.” (Whitfield, 1991, p.26).

Codependence is also described as an ongoing process of
committed caring and self-denial for family members, based on the
assumption that family acceptance and love will result. Though validated for
caring by the family, other personal needs are never met (Wright and Wright,
1991). As individuals defined in this way are said to derive their sense of
identity, or ‘sense of self’, from feeling loved when they help and care for
others and solve their problems, it can be assumed that they feel a loss of
identity and love when they are not providing care. Thus, individuals viewed
as codependent have something very valuable to lose when they give up an

aspect or all of their caring relationship.
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It is possible that these characteristics may also be present in carers

of the aged. What is most important for the purpose of this study is to
recognise that therapists working with codependency see the condition as a
relational style or psychological disorder of the self, which prevents an
individual from recognising their own needs, rather than a burden to be
indexed in terms of their caring workload. Codependents’ high reactivity to
factors outside of themselves is seen as a consequence of their 'other’,
rather than ‘self’, focus. The presence of any codependency issues in a
carer of the aged could make receiving help difficult, since it would threaten
their sense of who they are (their identity) and their feeling of family

closeness.

It is necessary to be clear it is not being suggested that carers of the
aged are codependent. As will be seen in the ensuing discussion, the lack
of rigidity associated with the concept alone would make such an assertion
unwise. In addition, the author does not wish to apply a ‘Disease Model’
conceptualisation to all distressed carers, pathologising them, as has
happened to the family members of alcoholics (Miller, 1994, p.342). Rather,
the concept of codependency highlights relational changes that can occur
when living with a dysfunctional, unpredictable person. This concept may
then give some clues as to unhealthy styles of caring developing as a
consequence of living with and caring for a person with physical and
cognitive disabilities. The concept of codependency may also give some
clues as to the antecedents of over-committed caring style from one member
of a family, and the lack of support from others. The author sees this model
as hypothesis-generating only, and would warn against unsubstantiated

application of the disease aspect of the theory to the carer population.
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4.1 Assumptions Underlying Codependency Theory

4.1.1 Disordered Self and Childhood Relational Patterns

As noted above, the characteristics associated with codependence
are considered to indicate the presence of a disorder of the self. This is said,
by codependency theorists, to develop in response to participation in a close
relationship with a drug and/or alcohol dependent person or a person with a
significant personality dysfunction. Supporters of the groups for Adult
Children of Alcoholics (ACOA) suggest that if one is exposed to this type of
‘dysfunctional family’ when young, the effects can continue to influence
relational style and tendency for caring for cthers long after the child has left
the tamily of origin. Relational patterns influenced by the exposure to an
alcoholic in childhood, are thought to predispose these children to re-
establishing unhealthy patterns of behaviour which include over-committed

caring in adult life (see: Beattie,1987; Bradshaw, 1988).

Based on therapist reports of clients in treatment, it has been
concluded that the children of families with a chronically dysfunctional
member were unable to act in terms of their real self as a child, due to a lack
of environmental validation. This suggests that the child could not
experiment with alternative ways of being, and with all coping strategies
apparent to them, due to the unpredictable responses of the alcohol-affected
family member. Thus, the unpredictable nature of the alcoholic’s behaviour
is seen as limiting the child’s experimentation. Instead the child adopts
stereotypic behaviours and roles, known to be viewed positively by the

dysfunctional family member, capable of outbursts and other negative
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behaviour when drinking etc. Over time, these controlled behaviours, roles,

etc., are seen as internalised by the child, leading them to develop a ‘false

self’.

The false self is also sometimes referred to as the "adaptive self’,
indicating that the change in self occurs as an adaption to dysfunctional
behaviour (Whitfield, 1987). When individuals relate through their false,
adaptive or codependent self, their behaviour is said to be more regimented
and routinised, as they have lost contact with their capacity for enthusiasm,
bliss, joy, compassion and empathy (Whitfield, 1991, p.61). Equally
important, in terms of carers of the aged, is that such individuals would be
seen as learning to be passive and powerless when faced with dysfunctional
behaviour. Thus the full range of experience and coping options are not

available to them.

While codependency theorists do not appear to have analysed their
model of self, what they are describing appears to be what Waterman (1984)
would call a “discovery model of self”. Self is seen as an ‘intrinsic essence’
and something they must search to regain contact with if they are to have
psychological health. Treatment for codependents thus aims to restore the

individual to contact their true self.

41.2 Roles and Messages

it is presumed that children who grow up in a family with a member
who is afflicted by a compulsive condition, such as alcoholism - will adopt

one of a number of predictable roles to cope with the family dysfunction. In
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the short term this is useful because the child knows how the unpredictable

adult reacts to the role-determined behaviours. Thus an unpredictable

environment becomes more ordered for the child.

Common roles have been described by Wegscheider (1981) as the
Lost Child, the Scapegoat, the Enabler and the Hero. According to
Wegscheider, the role played is often determined by their position in relation
to the dysfunctional person or their birth order (e.g. wife, first-born child,
subsequent child). The Enabler role, for example, is normally played by the
spouse who has to take care of things in her partner’s absence, and invests

energy in trying to help the dependant give up drinking.

The Hero role is said to be played by the first-born child, who also
learns to invest energy in trying to care for the alcoholic, but also plays a
special role in attempting to restore the family’s pride, which has been sorely
tested by having an alcoholic member. Such individuals often do well
academically and work in helping professions. They are also said to form a
relationship with people who are chemically dependent or dysfunctional in

some other way, and complete a cycle by becoming enablers themselves.

The Lost Child is described by Wegscheider (1981) as normally the
second-born child in the dysfunctional family. He or she initially attempts to
cope by adopting the same strategy as the Hero but is unable to compete,
and so ‘drops out’ of the family dynamic. They are described as playing
alone as a child, day dreaming, pursuing hobbies, reading or playing sport.

They become. loners, expect little from others and take pride in possessions.

The Scapegoat role is said to be played by the next child. Again, this
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child withdraws from the family and their peers become his/her primary

reference group. The behaviour of this child becomes characterised by a
lack of responsibility, poor school performance, unco-operativeness and
open rebelliousness. Despite having a large peer group, they also frequently
lack the honesty and genuine concern for others needed to form intimate, co-
operative and loving relationships. It is this child who is thought to complete
the cycle by growing up to become chemically dependent and marrying

someone with the prerequisite to become an Enabler.

It is through these roles that alcoholism is thought to be transmitted
across the generations, with the Hero becoming Enabler, and the Scapegoat
becoming alcoholic. The one thing that all members of this family are said to
have in common is an inability to communicate honestly and to form intimate

relationships (Wegscheider, 1981).

Those individuals most likely to form intense caring relationships are
those in the Hero-Enabler role. This caring orientation may also render them
as suitable candidates for caring for the aged members of their family,
though this has not been addressed by codependency theory. The
observations of Wegscheider (1981) outlined above are consistent with the
cybernetic epistemology which states that interaction between members of a
system is assumed to lead it along an evolutionary path (Bateson,1972). In
addition, the identification of roles within family systems is not unique to the
codependence theorist. They have also been noted by other systems

theorists.

Recently there has been interest in early family antecedents of

contemporary relating between the family members of aged people
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(Whitbeck, Hoyt & Huck, 1994; Whitbeck, Simons & Conger, 1991), but this

has been more concerned with how close affectional bonds in childhood re-
emerge at the time of aged parents requiring care. However, consistent with
the suggestions of codependency theorists, it has been concluded that
interactional patterns and role expectations established in early childhood
remain remarkably persistent throughout the lifespan (Jackson, 1965). In
addition, Whitbeck et al. (1991) commenting specifically on the area of

relational bonds in later life, have concluded:

Although lineage systems members may conspire to avoid main
areas of conflict to maintain harmony (Cirirelli, 19681; Hagestad,
1984; Troll, 1972) negative interactional style established early
in life may emerge in times of serious need or family trouble to
influence the family’s ability to negotiate solutions (Simos, 1970,
1973).

(Whitbeck et al., 1991, p.331)

This would appear to support the view that caring style for the aged

may be influenced by roles and expectations established in childhood.

Returning to codependency theory, Wright and Wright (1991) have
noted that a similar set of roles to those described by Wegscheider (1981)
have been described by Black (1982) who also apparently suggests that
people in these systems internalise three basic rules: don'’t trust, don't talk,
don't feel. In fact, considerable work has been carried out by therapists
attempting to catalogue, though not empirically demonstrate, the range of

damaging family messages and rules which are communicated to children in
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a family setting which is attempting to cope with a less functional member. 1t

is through the adaption of these rules and messages that rigid role types are
said to be reinforced. Whitfield (1990) has reviewed the finding of this work

and produced a tabulated summary. This is reproduced below.

Table 1 Summary of Negative Rules and Negative Messages
Commonly Heard in Alcoholic or Other Troubled Families
(Reproduced from Whitfield . 1990)

Negative Rules (generally implied)

Don't express your feelings; Don't get angry ; Don't get upset; Don't cry;
Do as | say, not as | do; Hurry up and grow up; Be good, “nice”, perfect ;
Avoid conflict (or avoid dealing with conflict); Don't think or talk - just follow
directions; You're stupid (or bad, etc.); You caused it; I'm sacrificing myself
for you; No back talk; Don't contradict me ; Always look good; [I'm always
right, you're always wrong; Always be in control; Focus on the alcoholic’s
drinking; | promise (though breaks it); You make me sick; We wanted a
boy/qgirl

Negative Message (verbalised)
Shame on you; You're not good enough; | wish I'd never had you; Your
needs are not all right with me; Be dependent; Be a man; Act like a nice girl
(or a lady); You don't feel that way; Don't be like that; Don't betray the
family; Do well in school; Don't ask questions; You owe it to us; Of course
we love you!; Be seen and not heard; Don't discuss the family with
outsiders ( keep the family secret); How can you do this to me?; We won't
love you if you....; You're driving me crazy!; You'll never accomplish; It
didn't really hurt; You're so selfish; You'll be the death of me yet; That's not
true; Focus on the drinker's or troubled person’s behaviour; Drinking (or
other troubled behaviour) is not the cause of our problems; Always maintain
the status quo; Everyone in the family must be an enabler.

This approach of documenting family patterns observed in therapy is

also reminiscent of the early observational work of family therapists which
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did eventually lead to a rich field of research (Olson, 1970) If present in

carers of the aged, ‘closed’ communication styles such as those catalogued

above would make the negotiation of a flexible style of care difficult.

4.2 Brief History

The concept of codependency has its origins firmly in the chemical
dependency fieid. A brief account of work from area can help us appreciate
those areas of codependency theory which can be applied to carers of the
aged and those which cannot. In the 1940s, it was noted that the alcoholic’s
spouse frequently displayed a characteristic set of behaviours which
enabled the alcoholism displayed by the partner to be masked, whilst they
were in the active drinking and early sobriety stage (Wegscheider, 1981).
Treatment for the ‘alcoholic wife’ was found to be essential if the male
alcoholic was to remain sober. Later it was recognised that this pattern of
behaviour was present in most family members who had regular contact with

an alcoholic.

Family members were not felt to be co-alcoholics in the sense that
they engaged in drinking (Mendelhall, 1989) but, rather, that they
‘supported’ the aicoholic and ‘enabled’ him or her to continue drinking. A
similar observation could be made about carers who enable elders to avoid
using respite services, etc. when they themselves require a rest. The support
group for the families of alcoholics, Al-Anon, “all began with the wives of
early A.A. members who realised their own need for change” (Al-Anon and

the Twelve Step Tradition, 1981, xi).

The Al-Anon family-based approach to treat alcoholism came at the
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same time as Family Systems Therapy was being developed (Gierymski &

Williams,1986). However, there is one significant difference between these
treatment strategies. Family therapists see family members as changing to
accommodate the presence of a chemically dependent person. Kaufman
(1985) noted that the use of alcohol is prirposeful, adaptive, homeostatic and
meaningful within a family unit and can be treated using family systems

therapeutic strategies (Anderson & Henderson, 1983; Kaufman, 1985).

In comparison, the codependency/chemical dependency therapists
consider it a ‘family disease’ (Olson, 1970; Wegscheider, 1981). The
disease model of alcoholism which dominated the chemical dependency
field at the time was applied to other family members. Alcoholics are
diseased - so are the family members who live with them. Thus, individuals
with this extreme caring tendency, which might also be present in some
carers of the aged, were thought to have a diagnosable disorder. This gives
cause for concern since it clearly pathologises the family members (Miller,
1994), leads to the medicalisation of women'’s lives (Riessman, 1983) and, in
some cases, can extend to blaming the spouse for the dependent’s
pathology. For example, the comment was made in the literature: “Who
would not drink with a crazy wife like that?” (Beattie, 1987, p.3) and: “Those
crazy co-dependants are sicker than the alcoholics” (Beattie, 1987, p.3).

The author would not encourage a similar assessment of carers of the aged.

Recently, at the First International Conference on Codependency,
participants jointly agreed to define codependence as an: “addiction in and
of itself characterised by an uncontrollable urge to search for people or
external objects for fulfiiment of the self’ (cited: Prest & Storm, 1988). This

definition clearly labels the condition as a disorder of self or identity and
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highlights the compulsivity associated with the need to care. In other words,

rational thought does not guide and limit caring; rather, there is an insatiable
drive. In addition, it is now accepted that codependence can develop as a
consequence of living with any individuals displaying a wide range of
disorders causing dysfunction, and can thus develop independently of
alcoholism (Beattie, 1987; Cermak, 1986b, 1988). This definition may define

unhealthy caring in some carers of the aged.

Documentation of the presence of codependence in relationships
where alcoholism is absent has begun. For example, no significant
difference was found in the codependent relationships of married couples
with a compulsive eater and a compuilsive drinker (Prest & Storm, 1988). In
addition, issues of codependency also have been identified as existing
among helping professionals and their clients (Fausel, 1988; Schaef, 1986;

Whitfield, 1984) and some gay and lesbian relationships (Smalley, 1990).

In carer research two sorts of caregivers, formal and informal, have
commonly been distinguished. In other words, there are professional
caregivers - which include doctors, nurses, psychologists, social workers,
drug and alcohol counsellors, and any employee in the social service fields -
and there are informal or family caregivers. To the author's knowledge, this
will be the first study looking at codependent styles of behaviour and identity
in caregivers for the aged, although there are some studies looking at it in
formal caregivers. It has been found that the health professions are the ideal
vehicle through which codependent individuals can express their need to
nurture and that many health professionals are, in fact, codependants
(Reverby, 1987; Sherman, Cardeo, Gaskill & Tynan, 1989; Smalley, 1990;
Wilson-Schaef, 1987).
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It will be recalled that codependency had its origins in work with

alcoholic families. Being a daughter or a son of an alcoholic alone is still
considered by codependence workers as a strong indicator of the likely
presence of codependency issues. Wegscheider-Cruise (1985) has looked
at the frequency with which nurses come from families with an alcoholic
parent and found that, in the United States, 83% of nurses are the first-born
child of an alcoholic parent. This is the child most likely to develop the Hero
role and develop behaviours in childhood, such as caring for younger
brothers and sisters (i.e. the parenting child) which can establish early

codependent relational patterns.

In addition, Laign (1989) reports on attendance statistics from the
Sierra Tucson Treatment Centre - which is a centre for treating
codependents in Arizona. Between 1982 and 1986, 22% of all persons
seeking treatment for codependency issues worked in the human services
fields. It is probably no coincidence that it is these professions which suffer
the highest rates of burnout since, as Clark and Stoffel (1991) have noted,
burnout has been defined as the disease of over-commitment , which is also
an apt description of codependence and possibly of caring for the aged

when severe cognitive disturbance is present.

It is, therefore, not unreasonable to suggest that informal carers of the
aged might also have a problem associated with codependence which could
influence their helpseeking and/or help accepting ability. However, as noted
previously, the field of codependency is not without its critics (see: Gierymski
& Williams, 1986; Miller, 1994). From an academic perspective, there are
very clear shortcomings associated with this model. These shortcomings will

be outlined below.
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4.3 Shortcomings

4.3.1 The Definition Problem and Muiltiple Perspectives

From an academic perspective, the codependency literature is
plagued by a definition problem. Each of the six major authors in the area
(Viz. Wegscheider-Cruise, Smalley, Subby, Whitfield, Larsen and Wilson-
Schaef) have, in the past, defined codependence differently. In fact,
codependence has been defined as everything from a ‘primary disease’,
present in every member of an alcoholic family, to an active systemic
disease affecting 96% of the population (Wegscheider-Cruise, 1985). As
noted above, the disease model of codependency which was co-opted from
the disease model of alcoholism by drug and alcohol workers, guided much
of the early work in this field. There has, however, been little support for the
concept of codependency as a unitary disease state or diagnostic syndrome

(see: Miller, 1994).

While, from a research perspective, differential definition is cause for
concern, the different definitions given in the literature may also reflect
differences in theoretical orientation. In other words, workers who are
focusing on different aspects or layers of the condition may use different
definitions. A similar analogy in traditional psychology wouid be comparing
the analysis and definitions used by behaviourist and humanistic

psychologists to study a similar topic.

Approaches to definition which appear in the literature (and variables
of interest) are: (1) Interpersonal level definition, which emphasises the

cataloguing of spoken rules which govern communication in the family of
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origin (e.g. prohibition against honest communication, keeping secrets: see:

Black, 1982); (2) Ego psychology level definition which emphasises the
cataloguing of Unspoken or implied rules leading to identity disturbance; (3)
Behavioural level definition which emphasises a primary illness model with
a recognisable, diagnosable and treatable range of symptoms (see:
Whitfield, 1984); (4) Combined behavioural and intrapsychic level definition
which emphasises the presence of symptoms, delusions, compuision,

frozen feelings, low self-esteem and stress-related medical complications
(see: Cermak, 1986b); and, (5) Feminist level definition which emphasises
that the codependent displays the same symptoms as the unliberated
woman (e.g. passive, low self-esteem, not caring for oneself (see: Wilson-

Schaef, 1986).

Working on these various approaches to codependency has led to an
evolution in thinking and there is general agreement that an upbringing in
any dysfunctional family can result in codependent reactions (Cermak,

1986; Friel & Friel, 1988; Subby & Friel, 1984; Whitfield, 1987; Waititz,
1983). In addition, there have been theoretical and empirical challenges to
the concept of codependency as a unitary discrete condition (el-Guebaly,

West, Maticka-Tyndale & Pool, 1991).

4.3.2 The Problem of Rigor

Shortcomings of the model which are relevant to the current
project will be considered. Codependency theory has been developed by
drug and alcohol counsellors, trained in therapy but not in research. Their
orientation is non-academic, preferring instead an anecdotal approach.

Concepts tend to be passed on through workshops and the popular press
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(e.g. self-help literature) not via the scientific literature (Martin, 1988). There

has also been little interest in carrying out randomised research by drug and

alcohol workers.

A more rigorous approach could resolve the methodological and
conceptual problems inherent in codependency theory . However, there has
been little interest in applying academic psychological analysis to
codependency theory. Academic studies of codependency are few in
number. The author was able to identify only twenty (20) academic
references using the NSW State Drug and Alcoho! Library data base, which
includes Medline. It has also been reported that even fewer studies can be
accessed via the data base Psychological Abstracts. Only eight empirical
studies on codependency were published in a journals search by
Psychological Abstracts between January 1983 and September 1988
(Mellody, Miller & Miller, 1989). The current author's review suggests this
situation has not improved dramatically since 1988. There are, of course,
hundreds of articles and popular self-help books describing but not
validating the condition. There is also a counter-argument, put by drug and
alcohol workers, in response to those studies which have been produced.
They claim the studies are too simplistic in their approach to properly
investigate the complex patterns they are describing (see: Miller, 1994).

There is probably some truth in this assertion.

4.4 Alternative Approaches to Codependency

In recent times there have been three approaches to
reconceptualising codependency which may be relevant to carers of the

aged and are worthy of consideration.
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4.4.1 Codependence as a Personality Disorder

Cermak (1986b) presented a serious attempt to have codependence
included in the Diagnostic and Statistical Manual of the American Psychiatric
Association (DSM, 1V) and developed a DSM-style criterion. This was
considered in the last up-grade of the DSM but rejected until further
supporting research is provided. Given the state of Codependency research,
this is not surprising. The criteria suggested for diagnosis of Codependency

as a personality level disorder were:

1. Continual investment of self-esteem in the ability to
influence / control feelings and behaviour in self and
others in the face of adverse consequences;

2. Assumption of responsibility for meeting others’
needs to the exclusion of acknowledging own needs;

3. Anxiety and boundary distortions in situations of
intimacy and separation;

4. Enmeshment in relationships with personality
disordered, drug-dependent, impulsive individuals;

5. Exhibits (in any combination of three or more)
constriction of emotions with or without dramatic
outbursts, depression, hypervigilance, compuisions,
anxiety, excessive reliance on denial, substance
abuse, recurrent physical or sexual abuse, stress-
related medical illness and/or a primary relationship
with an active substance user for at least two years

without seeking outside support.
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There is little doubt in the author’s mind that some carers of the aged

exhibit symptoms 1 and 2 and at least some of symptom 5. As noted
previously, helpseeking is sometimes limited in carers of the aged. The
flavour of criterion 4 is also met by carers of individuals with dementing
disorders. The traits of codependence have been considered as continuous
rather than discrete variables by Cermak, with some individuals displaying
elements of the condition but others being totally impaired (also see: Miller,
1994). Thus, caring for others is clearly not seen as an indicator of deviance

in all cases. In fact, it is mostly seen as very desirable.

Using this model, many individuals could display codependent
behaviours without warranting a disease level diagnosis. This type of
behaviour is only considered deviant when it dominates relationships to a
degree which necessitates the carers totally ignoring their own needs.
Cermak (1986b) has noted that the trait of narcissism equally occurs in most
people. However, the diagnosis narcissistic personality disorder is only
made when narcissism dominates the personality and occurs within a
particular configuration of behaviours. He believes that some people are
affected by codependence to the degree of a personality disorder, though
others display only some of the characteristics. The indicator of impaired
caring would be that the total configuration of symptoms from the diagnosis

were present.

In developing systematic diagnostic criteria, Cermak (1986b) was
forced to consider why it is that codependent individuals could not be
classified under existing personality disorder such as mixed personality
disorder (301.89) or dependent personality disorder (301.6). In doing so, it

was recognised that neither disorder allows the codependant’s central need
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to control others to be evaluated.

It was felt that, at the core of codependency is an issue of control
and will-power. Chemical dependency workers had long recognised that
alcoholics have a similar problem. Inste.d of solving the problems that led
to drinking in the first place, most active alcoholics are said to continue
believing they can control their drinking by an act of will. Similarly,
codependants are thought to believe they can solve the problems of those
they care for and themselves by control and willpower, rather than by
negotiation and problem-solving. In a sense they have a propensity towards
omnipotence, failing to recognise their own human limitations. Such
characteristics, if present in carers of the aged, would limit the carers’

capacity to engage in sharing of the tasks of caring.

It has been noted that the personality disorder view of codependence
is “virtually identical to Karen Horney’s work on the neurotically compliant
personality” (Horney, 1942, 1945}“ (Wright & Wright, in press, p.8).
Horney’s concept of the “morbidly dependent” personality is similar to what
the codependent theorists are describing. Thus, conception of this problem

would have greater currency in the psychological field.

44.2 Sub-group Hypothesis

In a sense, Cermak’s conception of codependent personality disorder
does not require one to support the unitary conception of codependency.

He recognises that codependent type behaviours may be present in those

! The willingness to recognise human limitations and personal powerlessness in some situations is
the first step in the 12- step programmes which form the foundation of AA and Codependency
programmes.




49
who are not personality disordered. This is supported by studies which have

failed to find a support for a unitary model. For example, el-Guebaly et al.,
(1991) carried out a discriminate and confirmatory factor analysis on the
symptoms displayed by members of Adult Children of Alcoholics treatment
programmes. There was considerable variety in the types of symptoms they
displayed. He could find no support for the concept of a unitary or single

condition called codependence.

This is consistent with the findings of studies in which the
psychological state of the wives of alcoholics were investigated using
personality measures (e.g. MMPI. see: Kogan, Jackson and Fordyce,
1963, Corder, Hendricks and Corder, 1964; Hammond, 1985;
Steinglass,1981). After reviewing these studies it was concluded by
Gierymski and Williams (1986) that “(1) Wives (and possibly other members)
in the families containing an alcoholic are, as a group, likely to suffer more
emotional problems than the spouse of nonalcoholics; and (2) The precise
degree and form of their emotional problems vary considerably”. This, of
course, suggests a variable rather than unitary adaption to living with an

alcohotic.

In response to such findings there have been attempts to
reconceptualise codependence as: firstly, a continuum of behaviours
(Miller, 1994); secondly, as subgroups of behaviours (Hawks, Bar & Wang,
1994; Kellerman, 1978); and thirdly, as impaired relational patterns (Wright
& Wright, 1990, 1991).

The subgroup approach was proposed as early as the 1950s but

abandoned. For example, as Miller (1994) notes, Whalen (1953) carried out
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systematic observation of nine women involved in relationships with

alcoholic partners. He noted four trends which he described in terms of the
four metaphors: the sufferer; the waivering wife; the controller; and the
punisher. These were abandoned as a concept of four different types of
dysfunctional relating but, according to Harper and Capdevilla (1990) and
Miller (1994), were reconceptualised to form the dysfunctional roles theory of

Wegscheider (1981).

Kellerman (1978) also described three types of codependence which
resemble Whalen’s formulation. They were: the Enabler, who rescues the
dependant; the Victim, who adopts responsibility and holds the suffering;
and the Provocateur, who controls, coerces and adjusts but never gives in or
lets go. Kellerman suggests dividing codependence into these three types.
This led Hawks, Bar and Wang (1994) to empirically examine three types of
codependence: firstly, Persecutory Style Codependence, characterised by
nagging, threatening and blaming; secondly, Suffering Style
Codependence, characterised by feelings of guilt, shame and inadequacies;
and, thirdly, Rescuing Style Codependence, characterised by saving
individuals from the consequences of their own behaviour, covering up the
difficulties, denying and lying. They found only the suffering style to be
present in their sample, thus providing support for the now growing idea that

a group may display some but not all possible codependent behaviours.

Kellerman's (1978) suggestion that there are three styles of
codependence (i.e. Persecutory, Suffering and Rescuing) may be a useful
way to evaluate unhealthy behaviours in carers. A Persecutory style of
caring would not be desirable for the carer nor the elder for whom they care.

However, it is well documented that elder abuse occurs at the hands of
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carers (Gillies et al., 1987;), suggesting that a Persecutory approach may be

present in some carers. In addition, studies on the carer's emotional state

suggest that a Suffering style may be adopted by many carers.

The concept of the carer as an Enabler has not been considered.
However, it is a basic tenet of rehabilitation that the elder’s optimal functional
status be maintained for as long as possible. Thus, independence is always
encouraged in an elder. This is not always easy and carers must vigilantly
resist the temptation to do things for the elder because it is quicker, or
because it will save the elder from discomfort. In a caring situation, enabling
may manifest as carers doing tasks for the elder that the elder is capable of
doing for themselves -thus encouraging dependency. Hence, these
constructs have relevance to delineating unhealthy caring. They are also
easily measured using Hawk et al.’s (1994) approach. There is,

unfortunately, no reliability data given for the measure.

4.4.3 Relational Patterns

Wright and Wright (1985, 1990, 1991) propose that codependency be
conceptualised at a relational level rather than as a disease or personality
syndrome (Cermak, 1986b). The approach of Wright and Wright is
interesting, as they are both therapists working with codependants and
academics, and see both sides of the codependency argument. They note
that the relational difficulty inherent in codependency was emphasised in
early codependency work (Wright & Wright, in press, p.1), and that this

should be restated:

We have attempted to reinstate the original meaning of
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codependency by conceptualizing the characteristics of

codependent relating independently of any assumptions about
pre-existing dispositions. We reasoned that if codependent
relating were definitively associated with a personality syndrome,
this association would eventually be borne out in research. But
to establish such an association, it would be crucial to have
independent measures of codependent relating and the
presumably relevant personality syndrome.

(Wright & Wright, in press, p.8)

Thus, these workers have attempted to develop measures of
operationalise codependent relating by modifying the Acquaintance
Description Form (ADF: Wright, 1985) to operationalise thirteen commonly
reported characteristics of codependency. They have conducted research
into codependent relating with a sample comprising 175 men and 170
women, and the scales purport to distinguish those involved in codependent
relationships from those who were not. Their factor analytical investigations
also support the view that codependency is not a unitary concept. Eight
scales were found to load on one factor, which appeared to describe
defensive and overprotective care-taking (see below) and five scales were
found to load on a different factor, a possible description of enmeshment in
the relationship (cited, in press, p.9). Thus, individuals could be

overprotective and/or enmeshed.

The authors propose that ‘codependency’ is present when an
individual loads on both factors. This might also operationalise dysfunctional
caring. The Wrights have also proposed a distinction between exogenous

and endogenous codependency. Exogenous (reactive) codependence is
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described as the type of relating that develops when ‘nice, ‘normal’ people

whose socialization has emphasized loyalty and commitment to maintaining
relationships and a deep personal concern for the well-being of one’s
partner and family members” (Wright & Wright, in press, p.9) provide support
and care. According to Wright and Wright, the concept of exogenous
codependency is in keeping with the idea of enactment of a situational
identity (Alexander & Wiley, 1981; Jackson, 1988). Endogenous
codependence (chronic codependency), of course, indicates a more
entrenched form of relating, which is more likely to be related to what
codependency theorists have been describing as present in the families with
a dysfunctional member. The authors do not discredit family influences in

codependency - they just do not see it as a useful explanation in ali cases:

In all probability, the most common appropriate mix of situational
and personal influences that promote codependency comes about
when two people from dysfunctional families of origin ‘find” each
other and form a ‘codependent-dependent’ relationship based on
shared mental models, complementary attitudes and self
perceptions. A different kind of mix may occur when a person
socialized to express co-operativeness, compassion and concern
in close relationships becomes involved with a troubled and
troubling partner who is skilled at altercating.

(Wright & Wright, in press, p.10)

This may also be true for carers of the aged. Early socialisation may
have an influence on their style of caring and relating in the caring context.

Wright and Wright (in press) also note that the conceptualisation of
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codependency at a relational level is consistent with the treatment approach

for codependency which emphasises changing the relational pattern
between codependent and dependent. They note that this approach is
inherent in many of the slogans used in treatment: e.g. “If nothing changes,
nothing changes”; “Insanity is doing the same thing and expecting a different

result”; “Recovery is a process ... not an event”.

Wright and Wright (1990) have conducted a number of factor
analytical studies to eliminate any items which reduce internal consistency
from their scale. At present they measure codependent relating in terms of

the following eight dimensions which are summarised in Table 2.

Table 2 Names and Definitions of the Provisional Codependency

Scales Reproduced from Wright and Wright (1990, p.339)

Control: The degree to which the subject attempts to maintain influence over the target
and to feel uneasy if (s)he regards himself or herself as having too littie influence in the
relationship and/or the target person as having too much.

Worth Dependency: The degree to which the subject regards his or her own sense of
self-worth as contingent upon both the presence of positive or complimentary responses and

the absence of negative or uncomplimentary responses from the target person.

Exaggerated Sense of Responsibility: The degree to which the subject regards
himself or herself as a predominant influence in determining the target person's behavior,
decisions, and overall level of happiness and well-being.

Exaggerated Sense of Permanence: The degree to which the subject regards the
dissolution of their relationship with the target person as a possibility with such dire
consequences that (s)he maintains, or would maintain, the relationship in spite of serious

problems or personal unhappiness.

Active Dependency: The degree to which the subject regards his or her own pattern of

interests and activities as contingent upon that of the target person.
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Table 2 continues Names and Definitions of the Provisional Codependency

Scales.

Rescue Orientation: The degree to which the subject regards her or his relationship with

the target person as a predominant influence in drawing the target person away from seif-
defeating, personally destructive, and socially ineffective patterns of behavior, attitudes, and

values.

Change Orientation: The degree to which the subject regards himself or herself as a

continuing influence in encouraging and sustaining changes in behavior, attitudes, and
values that the target person needs to make to become an adequately effective and well
adjusted person.

General Favorability-Relationship: The degree to which the subject responds to her
or his relationship with the target person in a globally positive way, that is, by regarding the
relationship to be essentially trouble-free or, if troubled, due to factors that are circumstantial

or impersonal.

This approach to codependent relating is by far the most sophisticated
and rigorous available. However, to be used in the aged care context, the
scale would require modification. This could not be done without repeating
the studies to validate the scale with the aged-carers population. Given that
the scale is complex, this would require a major study in itself. However,
should the presence of codependent behaviour in carers of the aged be
demonstrated with other measures, modifying this scale for further research

would most likely be the second step.

4.5 Codependency as a Model of Unhealthy Caring

There can be little doubt that, in recent times, the concept of
codependency as a unitary disease state has been used in an over-inclusive

manner. One must agree that these are: “connotations far exceeding
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justification” (Gierymski & Williams, 1986, p.7). The range of associated

codependent behaviours and emotional states are likely to be present in
only a few extreme cases. The unquestioned belief held by exponents of the
chemical dependency approach, that clinical observation and the face
validity apparent in the comments of clients, is sufficient data upon which to
build a theory and treatment approach, had led from what were valid
observations requiring further empirical valuation into overstated concepts
attracting very harsh criticism and contempt (e.qg. Miller, 1981; Weinberg,
1987). it must also be said that the huge profits associated with self-help
book sales, workshops and private codependency clinics, firstly in the United
States of America but also now in Australia, may have helped fuel these

strong concerns.

However, the question is asked: Can codependency provide any
sound ideas about unhealthy caring in the aged care context? It is felt that, if
the more recent grandiose claims are ignored, favouring the early
observational data and more recent research findings, there are a number of
concepts which may help to guide the search for a model of healthy and

unhealthy caring for the aged.

Clinically, it has been observed by the author that the concept of
codependency is useful and that, as drug and alcohol workers claim, clients
from a range of settings immediately recognise themselves in role
descriptions, which often facilitates change. It would thus be inappropriate to
totally discredit concepts because they were developed in a field without a
research orientation. The Wrights, who, as noted previously, have both drug

and alcohol and academic training have also commented on this :
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The clinical experience of the second author (with addiction

counseling) and the research experience of the first author (with
personal relationships) convinced us that the problem of
codependency is both highly significant and, in principle, eminently

researchable. (Wright and Wright , 1991, p.436)

Thus, in line with Braithwaite’s (1991) suggestion that carers’ burden
should be conceptualised at a relational level, the aim here is to relinquish
those chemical dependency notions about codependency as a disease and
tendency to shift blame, but take heed of the observations made in this field
about the relational disturbance which occurs when one person provides

care for another ‘dependent’ who is displaying less functional behaviour.

To summarise, information presented in this chapter may suggest,
with regard to unhealthy caring for the aged, that firstly, relational
disturbance is an inherent component of caring for a dependent person.
The impact of troublesome and embarrassing behaviour by the elder
(Thompson & Doll, 1982) is recognised as associated with carers’ burden.
However, these types of behaviours have been conceptualised in terms of
medical symptoms or increases in workload for the carer. While it would not
be appropriate to classify most elders’ decline as dysfunction in the
codependency sense, there are clearly some elder behaviours that can be
thought of in this manner. The troublesome behaviour of an alcholic is
unlikely to be as severe as that of a person with even moderate levels of

dementia.

However, in codependency theory, dysfunctional behaviour in the

dependent is also defined in terms of the consequences it has for the carer.
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Those behaviours in a dependent which limit the carer’s ability to have their

own needs met and challenges their capacity for psychological and spiritual
growth are being referred to when the term ‘dysfunctional behaviour’ is used
(Whitfield, 1991). This is reminiscent of Braithwaite's view that burden should
be conceptualised in terms of threat to basic needs (Braithwaite, 1990,1992).
However, beyond this, the codependency theorists are suggesting that
dysfunctional behaviours are those which elicit a defensive self construction

and relating style which inhibit open and honest interpersonal relating.

This concept can be easily applied to carers of the aged.
interpersonal relating will always be affected when the elder has an
organically based communication problem or dementing disorder.
However, perhaps less obvious are relational changes that might occur as
loving carers save their charges from embarrassment and the feeling that
they are a burden. For example, when a physically dependent person says
something like, “l wish you did not have to put me on the toilet or make my
lunch”, and the carer responds, “It's no bother”, whilst really thinking about
how on earth they can have some time off, the relating is at the level of the

false self. Honest and open communication is not occurring.

Whilst the carers’ approach in this situation is understandable, when
it dominates the carers’ social interaction over a prolonged period, it would
be seen by codependency theorists as having emotional and spiritual
consequences for the carer and leading to abandonment of their optimal self
functioning. In this sense, such relating is seen as threatening to the carers

very core - their ‘self’.

Secondly, such unhealthy patterns may develop more rapidly in
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individuals who have descended from families, in which a similar dynamic

exited in childhood. In addition, individuals from such families may also be
more prone to adopt the caring role in the first place. According to
codependency theory, the presence of repeated caring for others may
suggest the presence of an over-involve~ caring style learnt as a coping
strategy in childhood. Serial caring may not be confined to care of

alcoholics etc. It may also exist in carers of the aged.

The author has reported data in a previous Survey of Carers (see:
Gillies et al., 1987) which suggests that serial caring is pronounced. Of the
146 carers who participated in this survey, 49% had provided care for at
least one other person - normally a parent, parent-in-law, spouse or close
relative; 16% of the total sample had cared for two or more people in the
past. In addition, 24% of the total sample were also currently assisting
another person in addition to their main dependent. There was an overlap
between serial caring in the past and current multiple caring (Gillies et al.,
1987, pp.57-58). This suggests that some carers do adopt ‘caring’ as a
lifestyle and engage in serial caring. Other studies in which this was
addressed could not be identified. In addition, studies in which tendency to
provide care for the aged was investigated in terms of family of origin type do
address this exact issue (Whitbeck,Hoyt & Huck,1994; Whitbeck, Simons &
Conger, 1991).

Thirdly, codependency theory would suggest that, if a carer has
readopted a caring role learnt in childhood as a defensive coping strategy,
other family members may also revert to the roles they established in
childhood, thus re-establishing the former family dynamic. Troublesome

behaviour and dependency in an elder in care might also be viewed as
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‘purposeful, adaptive, hemeostatic and meaningful within the family unit’, to

coin Kaufmann's (1985) phrase. Just as the carer plays a role in caring,
other family members may re-adopt the roles which originally took them out
of the family dynamic (e.g. the Loner and the Scapegoat). The presence of
such roles would predict failure by other family members to provide support
to the elder and the carer. This is consistent with the finding that one family

member alone normally provides the care that is needed.

Finally, according to the endogenous/exogenous hypothesis
proposed by Wright and Wright (1990), the most pronounced enmeshed
and unhealthy caring would be found where carers have a history of
relational disturbance in childhood and a tendency towards serial caring in
adult life. However, it also appears unlikely that a unitary set of criteria will
define unhealthy caring. The healthiness of a caring relationship may occur
along a continuum, however with several categories of dysfunctional caring

being present.

Variables identified in the codependency field as indicators of
unhealthy caring, which are worthy of investigation, in the population of
carers of the aged are: enmeshment, defensiveness, over-protective caring,
persecutory style of care, rescuing style of care, suffering style of care and
family of origin antecedents of overly-committed care, serial caring

phenomena and the threat to optimal self-functioning.
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CHAPTER 5

SELF AS AN ORGANISING PRINCIPLE AND
OTHER ASSUMPTIONS ABOUT
HEALTHY CARING

In the preceding chapters, several bodies of clinical and social
research findings were reviewed to highlight possible parameters of healthy
and unhealthy caring style. When considering carers’ burden, antecedents
of over-committed caring and failed helpseeking, one theme emerges as
central for understanding the subjective experiences of carers. This was the
carers’ ‘self-concept’ or ‘theory of self’, and its capacity to withstand threat

and the need for change.

It has been apparent in the carers’ burden research since the 1980s
that it is the carers’ subjective processing which colours their experience of
burden (Poulshock and Deimling,1984). An understanding of the
mechanisms by which carers approach or avoid threat to self and self-
relevant values would advance current knowledge of the subjective
processes underpinning carers’ burden and possibly extend the model of

threat to needs (Braithwaite, 1990, 1992).

In this chapter it is intended that a preliminary ‘self-focused” model of
carers will be developed which allows heaithy and less healthy caring to be
studied in carers of the aged. The parameters of this model arise from the
past research presented above, but are also filtered in terms of the present
author's observations regarding the difficulties carers experience in the

clinical setting. As all variables influencing the development of a research
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model should be available for scrutiny, those personal observations and

views which filter the author’s approach are clearly stated. First, the author
suspects that the provision of services which assist with the tasks of caring,
such as bathing, additional housework, etc., even when utilised, will not
always relieve subjective burden in the carer and ensure the best possible
care is provided for the elder. Secondly, the author also suspects that
specific psychological therapies need to be developed for carers and that
psychologists have a role to play in identifying what they might be. Thirdly,
the author also suspects that many carers do not appear to be educable
about services. However, literature presented in the previous chapters
suggests that the carers’ view of self and ability to withstand threat to self are

the most relevant determinants of the model suggested.

5.1 Assumptions About Carers and the Caring Context

in an attempt to develop a model of healthy and unhealthy caring for
the aged, the author wishes to propose four preliminary assumptions
regarding the nature of carers and the caring context. These assumptions
are not posed as known fact but, rather, as a starting point to guide
preliminary empirical investigation of ‘carer-centred’ variables in the carers’

experience of burden.

Thus the author's assumptions are:

(1) Carers are active construers of the caring context: The carer is

seen as an active interpreter of the caring situation, the demands of caring

and of themselves as carers. They are seen as personally creating the
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meaningfulness of their situation and personally determining what is

stressful and what is helpful.

(2) Carers’ self-theory plays a central role in directing subjective

experience of the caring context: The carers’ theory of ‘self’ is seen as

filtering the carers’ interpretation of the demands of caring and assistance

given. In this sense, self is seen as having an organising function.

(3) Carers are exposed to constant experimental stress: The caring

context is seen as containing inherent experimental and associated stress
for the carer. Due to the constant change in the elders’ physical and possibly
their mental state, the carers must constantly reconstrue their most prized
values and expectations. This involves constantly having to experiment with
new constructions of their experience. The continuous nature of
experimental process, in the caring context, is seen as psychologically and

emotionally demanding for the carer and a source of burden in itself.

(4) Carers wili have variable tevels of self-development which

regulate the manner in which they respond to the inherently stressful caring

context : Not all carers are seen as bringing the same level of self-
development to the caregiving situation. As a consequence, carers will vary
in terms of the functional utility of their self theory, the complexity of their
sense of self and in their willingness to re-evaluate self following threat to

self-relevant values associated with caring for a declining elder.

Given the clear evidence in the carers' burden research that it is the
carers’ subjective experience which determines their level of burden, and

findings presented in this paper which allude to the possibility that carers’
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self-type may be a useful explanatory tool, it is important to further develop

the assumptions made about the nature of carers and the caring context in a
framework which is compatible with the subjective traditions of psychological

theory. To achieve this, a broad constructivist framework will be adopted to

expand the four assumptions presented to guide the author’s research

model of healthy and unhealthy caring.

There are, of course, numerous schools of constructivism (e.g.
Radical, Critical, etc.), each with their own underlying assumptions regarding
objective reality and epistemology. In general, however, a broad
constructivist approach differs from traditional psychological theory in that
the positivist ideal of directly knowable objective reality is rejected. While
constructivists vary in the degree to which they endorse objective reality, all
agree that the world can never be known directly and seek to understand the
process by which individuals, in this case carers, construct the

meaningfulness of their experience.

George Kelly provided arguably the most comprehensive and detailed
constructivist model of psychological process but this work followed in the
tradition of theorists such as Piaget. Kellys' theory and recommended
empirical methods were presented in his major two-volume work, The
Psychology of Personal Constructs (Kelly,1955); however, he also
published many papers and presented lectures on constructivism, many of

which were published posthumously.

Constructivist concepts of personalised theories of self and core
processes (Kelly, 1955) can help us to understand the carer as they

experience the threat-to-self concept when the use of services is suggested
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(Rossiter, 1984), as they experience the threat to basic needs associated

with the elders’ decline (Braithwaite, 1992) and possibly threat to false self’
functioning as part of overly-committed caring in some cases (Whitfield,

1984, 1987). However, this is proposed with the clear recognition that Kelly
himself did not use the concept of core process as a direct analogy for self-

concept.

Thus, this approach is of the ilk of theorists who, whilst not strict
Kellians, have been influenced by Kelly’s view of core processes when
seeking to understand the organising role of self and have produced models
which are generally considered useful within a constructivist analysis. (e.g.
Berzonsky 1990). As this work is equally important in the current analysis, a
broad constructivist approach, as defined above, will be retained and the
more philosophic questions regarding the precise constructivist model under

which the findings should be classified can be considered at a later date.

5.2 Advantages of a Broad Constructivist Framework

A broad constructivist approach is a useful framework in which to
consider the problems of carers’ subjective experience of ‘self’ in the caring
context, since it provides an approach to the study of subjective experience
which is grounded in well-established theory and an increasingly vibrant
and innovative research tradition. There are many existing constructivist
concepts and research methods which could be applied to the problem ot
understanding carers’ experience of their burden and of threat per se._
Many do not require the abandoning of group research or require a decline

into uninterpretable subjectivity, which is something those in the carers’
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burden field may fear.

An additional benefit of using a constructivist framework for
investigating carer issues is that a therapy can immediately be
recommended for any problems which might be found to be present (see:
Bannister and Fransella,1986; Winter, 1992). Given the author’s clinical

orientation, this is a major advantage.
A further benefit of a constructivist framework is that it allows methods

of operationalising a number of concepts relevant to carers which might

otherwise appear too subjectively based to be investigated.

5.3 Towards a Broad Constructivist Framework for Studying

the Experience of Carers

5.3.1 Assumption 1: Carers are Active Construers of the

Caring Context

As noted above, carers are seen as active interpreters of the caring
situation, of the demands of caring, and of themselves in the caring context.
They are seen as personally creating the meaningfulness of their situation,
personally determining what is stressful and what is helpfui, and how they
should react to the stresses which confront them when caring. Whilst the
author does not underestimate the difficulties associated with performing the
tasks of caring, the view that the carer is the passive recipient of the elder-
inflicted burden is rejected. Braithwaite (1992) also sees the carer as actively

evaluating the changes that take place as the elder declines. However, in



67
her approach there is no attempt to define the parameters of the carers’

constructional process2. However, some ideas expressed by the

constructivist Kelly (1955) are useful for this purpose.

For example, the ‘Construction Corollary’ defines construing as
“placing an interpretation™ (Kelly,1955, p35) and the construing mechanism
as the process by which “a person anticipates events by construing their
replications " (Kelly, 1955, p.35). Just as the author is seeking to develop a
theory of carers, Kelly would see the carer as building personal theories or
interpretations about topics such as: what good caring is; the carer role;
the appropriateness of assistance, etc., based on the recurrent themes they
have apprehended. A Kellian approach appreciates the reflexive nature of
the carers’ construing. It also places heavy accent on the process of

anticipation to direct construing.

With thinking reminiscent of Plato’s Theory of Forms, Kelly would
postulate that carers create their own unique internal representations about
daily experience, which never perfectly represent the objective world and

are always revisable, using a system of internal building blocks:

Man looks at his world through transparent patterns or
templates which he [or she] creates and then attempts to fit over the

realities of which the world is composed. The fit is not always very

2 Braithwaite's Threat to Basic Needs approach to carers’ burden is more concerned with the final
effects of construing than with the construing process itself. With the aim of producing an easily
administered group test which operationalises burden at the relational level, it was hoped that the
processes of construing the decline of the elder could be recognised, but only its impact measured.
This is quite acceptable in the research domain. However, in the clinical setting, the process of
construing becomes more of an issue. There is, however, an active attempt by Braithwaite to
discourage consideration of mediating variables (see: Braithwaite, 1992) in this paradigm. The author
of this work does not see construing as a mediating variable but clarification from Braithwaite regarding
her position on this point would be useful.
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good. Yet without such patterns the world appears to be such an

undifferentiated homogeneity that man is unable to make any sense
out of it. Even a poor fit is more helpful to him than nothing at all.

(Kelly, 1955, p.8-9) (Brackets added)

These personalised templates, known as constructs, would be seen
by Kelly as the vehicle through which the carer construes the caring context.
The constructs allow the carer to organise all personal experience and
expectations. The carers’ current construction of reality, including the degree
of burden they experience when caring, is apprehended at the point of

applying their personalised constructs to the daily experiences of caring.

Constructs were described by Kelly as having specific properties
which help to determine the nature of construing (see: Kelly, 1955, Ch.3).
For example, the carers’ constructs would be seen as bipolar in nature
(Kelly, 1955, p.208) with each pole providing a competing hypothesis about
the meaningfulness of the situation to which they are applied. Thus the
carers would be seen as applying dichotomous constructs, such as good -
bad; helpful - not helpful; liked by mum - not liked by mum, to all facets of

the caring context and their role in it.

However, in Kelly's system for organising meaning with dichotomous
constructs, things are never just alike. In the process of construing, the carer
will make an assessment of “a way in which some things are construed as
being alike and yet different from others “ (Kelly, 1955, p.102). For example,
a carer may construe one form of assistance they are offered to be like
another form of assistance, but at the same time as different from the help

they have used in the past. Thus, Kelly suggests we remain mindful that the
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“ways in which two things are like each other should be the same as the way

in which they are different from the third” (Keily, 1955, p.78).

In addition, each of the carers’ current constructs would be assumed
to have evolved whilst construing past experience. Thus in this sense,
parameters of current construing have an historical context. Some constructs
may have entered the system recently but others may have originated in the
distant past, even in childhood. Other constructivists would also suggest that
constructs may be shared within the family system (see Procter, 1981) and
may continue to have an ongoing powerful influence over family members.

This is consistent with ideas reported from codependency theory.

The carers’ constructs or theories about the world would also be
assumed to be governed by rules applied to all scientitic theories. For
example, just as a scientific theory about the process of nuclear fusion has
no apparent relevance to understanding the process of seed germination,
the carers’ personal constructs would also be seen as having a “limited
range of convenience” within which they can be usefully applied (Kelly,
1955, p.41). This raises the possibility that the constructs a carer has
developed in other settings, or even in past periods of caring, may become
irrelevant to the current caring situation once an eider’s level of decline
exceeds a critical level. Previous inexperience with this level of decline may
leave the carer without constructs capable of making viable anticipations
about their situation. Such carers would be unable to impose order upon

their experience.

Kelly would see the experience of such chaos as occurring as a multi -

channel and not simply a verbal channel process because constructs may
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contain preverbal, verbal, physiological and psychological nuances (Kelly,

1955, p.36). Thus, in this framework the affective experience of a carer and
their somatic symptoms are as essential to the construing process as the
verbalisations they make about the difficulties of caring. Such symptoms also

have special diagnostic implications with.1 this framework.

in addition, Kelly would say that, to accommodate change inherent in
their situation, carers’ personal constructs may have to undergo change and
evolution. However, it is during the transition from theme to theme that carers
will experience most problems (see: Kelly, 1955, p.359). For Kelly, carers’
difficulty in coping with certain situations would be seen to occur, not only
because of the objective situation, but also because of the carers’ inability to
make appropriate transitions in their personal construct system to fit with the

experience to which they must apply meaningfulness.

5.3.2 Assumption 2: Carers’ Self-theory Plays a Central
Role in Directing the Carers’ Subjective Experience

of the Caring Context.

The carers’ self-theory is seen by the author as playing a major role in
organising the experience of the carer and their willingness to be helped.
Carers’ self-theory is seen as a powerful processor which directs, filters and

organises experience.

Epstein (1973), in a review of the literature regarding self, has noted
that there are polarised views in the field of psychology regarding the
explanatory usefulness of the concept of self, but those in the subjective

traditions see it as a critical concept. Epstein notes:
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Self theorists identified as phenomenologists consider the self
concept to be the most central concept in all psychology, as it
provides the only perspective from which an individual’s
behaviour can be understood.

(Epstein, 1973, p.404)

Epstein also pointed out, in the same article, that theorists such as
James, Cooley, Mead, Leckey, Sullivan, Hilgard, Snugg, Combs and
Rodgers have all adopted the position that self-concept is a necessary
explanatory concept. Thus, considering carers’ subjective experience of
burden from a ‘ self ‘ standpoint, would also be positively received by these
theorists and their followers. However, using ‘self " in its popular sense,
which has mostly occurred in the carers’ burden field, only provides a hollow
and conceptually weak explanatory tool, whereas a broad constructivism

can help to provide a more rigorous approach.

Constructivists would not see the carer as having a tangible self-
concept, or an essence to be rediscovered, as do Codependency theorists
and researchers such as Waterman (1984,1982). They would see the carer
as personally construing a theory about themselves and their operation in

the world, in the same way that they impose order on other experience.

The constructivist Kelly would see the carers’ constructs which define
self-theory as located in the core of their construct system, in immediate
proximity to other constructs which define values. All of the carers’ core
constructs would be seen as highly interrelated and very resistant to change

(Kelly,1955). This allows the carers’ personal experience of self and their
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most prized theories about how they should operate in the world to remain

stable over time. However, this same interrelatedness of core constructs
may also make the process of changing self-relevant values difficult. This
approach is consistent with William James’ (1890-1920) dualistic mode! of
the self, which included Self-as-Knower and Self-as-Object. The carers’ self
is seen as the topic of their own construing as they experience themselves

as Self-as-Object.

However, more interesting is the parallel between the core construct
concept (Kelly, 1955) and James' idea of Self-as-Knower. In a Kellian
framewark, a core construct is defined as that which “governs the client’s
maintenance processes “ (Kelly, 1955, p.7). Simply stated, this suggests that
carers’ core constructs, which include self-theory, not only define a sense ot
personal identity but also play a role in organising and maintaining the

system used for evaluating all self-relevant experience (see: Kelly, 1955).

Other constructivist theorists have expanded this view and would see
the carers’ self-theory and other core constructs as a central ‘processor’
(Mahoney,1988; Berzonsky,1990) for evaluating all information which is
relevant to how the carers see themselves and all other self-related
experience. Mahoney (1988) has provided a review of constructivist
metatheory and identified three concepts which explicitly define the

functioning of the ‘core processor’.

The first is ‘Proactive Cognition’. Mahoney stresses that the normal
construing process is anticipation-driven, and thus proactive. This is well
illustrated by Kelly's metaphor of ‘man-the-scientist’. For Kelly, carers would

be seen as approaching the task of construing the caring situation like a
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scientist. They would engage in the processes of observation, hypothesis

generating and then testing out the assumptions inherent in the prediction.
This would lead to the original anticipation either being confirmed or
rejected. Hence this process is clearly anticipation-driven. The later steps of

this process cannot occur without the initial anticipation to guide them.

In adopting proactive construing, the carers would be seen to utilise
their “natural interpretive talents “ (Kelly, 1989a, p.36) and adopt ‘prediction
as a way of life “ (Kelly, 1983b, p.5). In the fundamental postulate, which
Kelly describes as “the basic assumption on which all else hinges™
(Kelly, 1955, p.4), it is suggested that “a person’s processes are
psychologically characterised by the ways in which he anticipates events”
(Kelly, 1955, p.4). This suggests that what carers anticipate will direct the
meaningfulness of the caring context. For example, what they anticipate
about the costs and benefits of being helped and making changes in their
caring role, will direct the type of information they seek etc. In addition,
Mahoney (1988) has noted that recent neuropsychological models of brain
function concur with this approach, by focusing on the driving role of

expectation and intention to guide cognitive analysis.

The second concept identified by Mahoney (1988) as defining a
constructivist model of core process, is ‘Morphogenic Nuclear Structure.’
Mahoney notes that constructs group together to form a meaning-generating
system which is hierarchically organised (see Kelly, 1955). Constructs
which are integral to the individual's construing of self-relevant information,
which the author is assuming will include caring-relevant information, will
have implications for other core role constructs and have a superordinate

position within the system. As noted above, these constructs are the most
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difficult to change; however, they also evoke the greatest emotion when

change is necessary.

The core system is not simply vertically organised. The core has a
“morphogenic nuclear structure™ whereby the “central, core or nuclear
processes dictate and constrain that expressed at the peripheral or surface
levels” (Mahoney, 1988, p.6). Thus, the self-relevant core processes which
have been defined as being “involved in a person’s experience of reality
(order), self-identity, value (valence) and power (control) ¥ (Mahoney, 1991,
p.18) exert a moderating process over the construction of all daily
experience. It will be noted that power and control are also core processes.
These were also recognised as critical issues in unhealthy caring by
codependency theorists (Cermak, 1986b). In a constructivist framework, a
change in one core construction such as self-theory, power and control

issues, will imply a need to change the others.

The third of Mahoney's concepts to define a constructivist mode! of
core process is ‘Self-organised Development’. Mahoney suggests that
‘individual human systems o}gan/'se themselves so as to protect and
perpetuate their integrity and develop via structural differentiations selected
out of their trial-and-error variations” (Mahoney, 1988, p.9). By this, itis
meant that self-relevant construing generated by the core processor, must

protect the integrity of the entire construing system.

Due to the modulating influence of superordinate self-related
constructs over the entire system, failure to protect the viability of the centre
puts the whole system at risk. Thus, the central point for the construction of

all experience is self-theory. Not only does the individual's sense of self-
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consistency rely on it, but so does the integrity of the very system through

which she or he makes sense of the world.

In summary, when we talk of threat to the carers’ self, we are no longer
referring to ‘self’ in its popular sense. Instead, a constructivist analysis of
core process helps us to appreciate the organising and modulating power of
the self-theory as the carer undertakes the scientific enterprise of construing

the meaningfulness of the caring context.

Our understanding of how the carer might act as a personal scientist
has also been aided by a recent elaboration of post-positivist philosophy of
science and epistemology (Berzonsky,1992). Berzonsky has noted that
epistemologists have come to understand that every scientific theory has a
hard core of values, ideals and assumptions about reality and how one
gains knowledge which directs the activities of the scientists who subscribe
to them (Lakatos, 1970). Thus carers, acting as personal scientists, will also
make anticipations about possible caring outcomes determined by their
underlying theory about the caring situation. The anticipations generated by
their theory will, in turn, also constrain what the carer even conceives of as

possible.

Thus, self-relevant values can also play a constraining role,
preventing certain types of anticipations from being made. In a Kellian
concept of core process, or in terms of Mahoney’s core processor, constructs
which define values are highly correlated with constructs which define self.
They both reside inseparably at the centre of the system. Thus threat to
carers’' values is experienced in much the same way as direct threat to

personal sense of self.
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Walker (1992, p.260) has noted that Kelly dismissed the positivist

approach to the study of psychology because it denied the possibility that
values influence the process of creating meaning. Thus it is central to the
constructivist view, that self and self-relevant values equally define the action
of the process through which the carers will make sense of all that confronts

them in the caring context.

5.3.3 Assumption 3: Carers are Exposed to Constant

Experimental Stress

The caring context is seen as threatening to the carers’ theory of self
and self-relevant values and thus experimentally demanding for the carer. It
is assumed by the author that the caring context can deteriorate to a point
where the carer is exposed to serial threat . When the carer is seen as an
active construer, living in a situation requiring constant re-construction a
critical point may be reached where the rate of decline in the elder is so
rapid that even the most efficient ‘re-construer’ would find this process
taxing. At such times the carer cannot rest in a knowable, predictable
environment. Rather they are caught in a spiral of unpredictability and its
associated sense of meaninglessness. When the caring context is seen as
inherently threatening, a constructivist view of ‘threat’ and the
‘experimentation’ it necessitates, can help our understanding of the carers’

subjective burden.

When one talks of threat to self-concept or self-relevant ideas, Kelly's
definition of threat as “the awareness of an imminent and comprehensive
change in one’s core structures” (Kelly, 1955, p.91) is relevant. For Kelly,

threat is experienced as potentially overwhelming. Given the pivotal position
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of the core, threat to the core is associated with a paralysing sense of terror

(Leitner, 1985), highlighting the danger associated with retaining the current

position.

In this situation, maintenance of perceived identity becomes as
important as life itself (Guidano, 1987; Kelly, 1955). In a constructivist
framework, protection of core understandings and theories, including theory
of self, is essential for the individual's mental health, as they would lose their
sense of reality without it. Kelly even goes so far as to say that loss of the
core construction is life-threatening. Carers experiencing such threat should
be thought of as not simply having difficulty making a choice about services
and style of care; they are also experiencing a challenge to their capacity to
order their experience in a meaningful way. A need to protect their selt-
relevant organising constructs becomes paramount. Epstein makes this

point, when he says:

The need for people to defend desperately certain concepts or
values, no matter how unrealistic they are can be comprehended
readily once it is recognised that a self- theory is necessary in
order to function, and that any theory is better than none .

(Epstein, 1973, p.415).

When threatened in this way carers have only two options: they must
either submit to the subjectively and experimentally taxing process of
reconstruing; or they form hostile attachments to a construction of their
experience which has already been invalidated. In either case, one would
expect to find carers displaying high levels of emotional distress, which of

course has been repeatedly found in carers’ burden studies (Gilleard,
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1984a; Gillies, et al, 1987; Grad & Sainsbury, 1968).

Constructivists would see the best functioning carers as adopting the
reconstruing option. The greatest step forward occurs by “venturing to place
a sweeping new construction upon events” (Kelly, 1966, p.1). To move
forward, individuals must be able to overcome conservativism and
dogmatism to consider new possibilities (Kelly, 1955; Walker, 1992). Thus,

Kelly suggests:

“Unless he [or she] has been willing, at some point in the
sequence, to open his mind to possibilities contrary to what was
regarded as perfectly odious, he would have been unable to
come up with anything new”

(Kelly, 1969, p.150) (Brackets added)

The concept of the experience cycle helps us understand the taxing
nature of this process. As noted previously the carer must develop new
anticipations about the elder as decline occurs, and then engage in
experimentation to test out the implications of their new hypothesis. All
carers doing ‘good science’ must “ immediately start putting it [their new
view] fo the test“ (Kelly, 1955, p.14). Similarly, healthy carers must develop
and test out the predictions which arise when all that they know is under
threat. This will involve engaging in social interaction and experimentation
in which their hypothesis is either validated or invalidated, leading to
confirmation or revision of their construct system. It is through this process
that change occurs (Botella & Gallifa, 1993; 1992) and carers will be able to

modify their world view to cope with the demands of their situation.
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To arrive at a satistactory solution, a carer may have to participate in

many cycles of experience (Kelly, 1955). This will not simply be a mental
process . They will need to try new approaches, talk to family and friends
and act in ways that were totally inconceivable to them in the past. Failure to
complete such cycles of experience will resuit in stagnation and a construct
system which is increasingly unable to generate functional anticipations. To
retain the most functional construct system the carer will need to experiment

again and again ... and again!!

Walker (1990) has noted the process of testing our anticipations can
only occur while people are in relationship with each other. Without social
contact, the constructional hypothesis cannot be validated or invalidated.
Thus social isolation may interrupt this process for carers. In addition, Leitner
and Pfenninger (1994) have suggested that, in order to complete the
experience cycle, one must possess a number of what the author would call

‘oersonal virtues'.

They suggest that one must have a capacity for Discrimination,
Flexibility, Creativity, Responsibility, Openness, Commitment, Courage and
Reverence. Leitner and Pfenninger (1994) give an account of the problems
associated with too much or too little of each of these virtues when
attempting to complete the experience cycle. These are also the
characteristics said to be unavailable to those with a codependent-chronic
need to care and would suggest that they lack the personal attributes to

remain healthy as the elders’ functioning deteriorates.

Those characteristics and personal qualities which allow ease of

change, by facilitating active participation in the experience cycle, help to
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define optimal and less healthy functioning in all individuals (Kelly, 1980;

Leitner & Pfenninger, 1994; Walker,1992) and are equally relevant to
understanding healthy functioning in carers. The presence of these qualities
can be seen as enhancing capacity for coping with transition (see: Viney,
1980) and allowing the carer to maintain a theory about ‘self’ and the caring
context which is useful and allows the carer to tolerate the threat associated
with caring. However, the process of construing is not only experimentally

taxing for such a person, it would also have emotional consequences.

The relationship of emotion to the self-system, identified as a
cognitive structure, is elucidated when it is recognized that the
self-theory is a working theory whose most general function is
to make life livable, meaning emotionally satisfying. Thus, the
self theory, as described, does not exist apart from emotions,
and to a large extent the opposite is true .

(Epstein, 1973, p.415).

In a constructivist framework even those carers adopting the optimal
coping strategy of reconstruing that which is threat-provoking, could be
expected to appear emotionally taxed. This is because emotional
experience is an integral and inseparable component of construing. Thus in
response to the threat associated with the elders’ decline, described by
Braithwaite (1992), even the carer functioning optimally may be expected to
also experience: Fear, “the awareness of imminent incidental change in
one’s core structure” (Kelly, 1955, p.7); Anxiety - ‘the awareness that the
events with which one is confronted lie mostly outside of the current
construct system” (Kelly, 1955, p.7); Guilt - “the awareness of

dislodgement of self from one’s core role structure” (Kelly, 1955, p.7);
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Aggressiveness - ‘the active elaboration of one's perceptual field’

(Kelly, 1955, p.7); and Hostility - “the continued effort to extort validational
gvidence in favour of a type of social prediction which has already been
recognised as a failure” {Kelly, 1955, p.7). Thus when carers verbalise that

they feel terror about what the future will bring, this may be literally true.

Many carers will be unable to withstand the terrors of reconstruing and
will seek to avoid experiences which are threatening, as is evident in the
number of carers who would rather struggle with an unreasonable workload
than suffer the threat associated with organising assistance. However,
when this occurs, it needs to be recognised that the carers’ behaviour is
purposeful rather than ill-prepared. This does not necessarily suggest a
need for service education. Instead, it may suggest that, for the carer, the
need to protect their self-theory is greater than their need for assistance.
Such a carer may require help with the task of self-reconstruction, not
training in the tasks of caring or education about services. Using a broad

constructivist approach can help in the appreciation of this.

5.3.4 Assumption 4: Carers Will Have Variable Levels of Self-

development Which Influence the Manner in Which They

are Willing to Reconstrue Self-relevant Experience in the

Caring Context

It is assumed by the author that carers must have reached a critical
level of self-development to have the capacity to withstand the threat
inherent in caring for an elder, helpseeking and attempting flexible and
novel approaches to caring. The carers’ current level of self-development is

seen as also reflecting the degree to which they have adopted an openness
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to experience and negotiated to ‘satisfy self’ in the past. The view, that

carers have variable levels of self-development which will differentially direct
their processing and construing tendency in the face of threat, can be
elaborated upon by drawing on the work of Berzonsky (1981, 1985, 1986a,
1986b, 1986¢, 1986d, 1987a, 1987b, 1987¢c, 1987d, 1987e, 1988a, 1988b,
1988c, 1990, 1992a, 1992b, 1993, 1994).

Berzonsky proposes a model of the social and processing
components of self. In other words, the model attempts to index an
individual's approach to or avoidance of reconstruing and willingness to
engage in what Kelly would call ‘the experience cycle’. This approach is
compatible with a constructivist model of development, also based on the

experience cycle (see, Botella & Gallifa, 1993).

This social-cognitive model of identity, which focuses on the social
and processing aspect of identity, can help to expand our understanding of
the organising role of the carers’ theory of self (see: Berzonsky, 1988,
1989a, 1990, 1992). Berzonsky’s work draws on empirical studies of identity
using the Marcia Identity Status Paradigm, an approach to identity research

which has generated over 300 s:udies (Kroger, 1993).

The Marcia Identity Status Paradigm (Marcia, 1966) and Berzonsky's
more recently developed model of Identity Style (Berzonsky, 1986,
1987a,1990,1992a, 1994) attempts to operationalise two concepts from an
Eriksonian model of identity development , which can be applied to the
carer. 3 These are: (1) Self-exploration: Has the carer undertaken personal

analysis, experimented with various roles, questioned their values, beliefs,

3

This is Erik not Milton Erikson.
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etc., during a time of crisis? and, (2) Commitments: Has the carer been able

to form a commitment to objectives in their life? Responses to questions
which operationalise these dimensions would allow the carers’ Identity

Status or style to be measured.

Erikson, in developing the identity model on which this approach is
based, adopted a psychoanalytic orientation towards understanding identity;
however, there are a number of features of his work which make it
acceptable in the broad constructivist framework being adopted here (Viney,
1987). Firstly, Erikson sees self-identity as emerging from experience
(Erikson,1959, 1969). This, of course, is a basic tenet of constructivist theory.
Secondly, the ‘self’ is presented as actively appraising, electing and
organising self-perception. Erikson was aware of the “constructive,

psychosocial nature of identity” (Berzonsky, 1990, p.127).

Berzonsky further notes that Erikson distinguishes between that
aspect of the self which integrates self and role images, which was called
‘self identity’, and that aspect of self which tests reality by appraising,
electing and adapting, which he calls ‘ego identity’. Thirdly, Erikson saw that
individuals must experiment with roles and actively question and evaluate
their basic values and beliefs if they are to evolve optimal identity
development. This, again, is compatible with the notion of reconstruing and

the experience cycle given in Kelly's theory (Kelly, 1955).

Thus, Eriksonian Identity theory and broadly defined Constructivist
theory both see the identity development process as occutring in the
psychosocial context, generally at times when crisis dictates changes in

construing of self and/or the method of having needs met.
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In terms of the Eriksonian dimensions detailed above, Marcia would

classify the carers in terms of four possible identity types with are
conceptualised as the developmental stages of self-evolution. These would

include :

(1) Achievers: those carers who are given to self-exploration to resolve
self-relevant crises and thus have arrived at a clear perception of

their own values;

(2) Moratoriums: those carers who are also given to self-exploration to
resolve self-relevant crises but have not committed to values on the

basis of this;

(3) Foreclosures: those carers who have developed the ability for
effective self-examination but continue to adopt the values prescribed

by others, generally their parents, without evaluation; and

(4) Diffuse status: those carers who are without identity-relevant values or

the willingness for self-evaluation.

The four status categories represent a hierarchically-organised
identity pathway. Mostly, people progress through the status categories in a
predictable fashion from diffusion to foreclosure status, then to moratorium
status, and finally, to achievement status (Marcia & Miller, 1980). As they do
so, their construct system becomes more highly differentiated and they
change in their manner of approaching novel situations and processing
information (Berzonsky & Neimeyer, 1988; Berzonsky, Rice & Neimeyer,

1990).
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Individuals classified in this way have been found to have variable

capacities for a broad range of processing and social approaches to
problem-solving. A comprehensive review of these findings is given in

Berzonsky (1990) and further information is summarized in Kroger (1393).

For example, it has been found that subjects with variable ldentity
Status classifications also have variable and predictable methods of
integrating multiple and conflicting sources of information, are differentially
resistant to change, intolerant of ambiguous information, and have variable
levels of flexibility in their belief systems (Berzonsky & Neimeyer, 1988;

Marcia, 1966, 1967; Marcia & Friedman, 1970; Schenkel & Marcia, 1972).

They are also differentially intolerant of less traditional sources of
information (Berzonsky, Schlenker & McKillop, 1987), and vary in terms of
having traits, such as authoritarianism, in their personality make-up
(Berzonsky & Neimeyer, 1988; Marcia, 1966, 1967; Marcia & Friedman,
1970; Schenkel & Marcia, 1972).

Such findings have been taken to indicate that individuals classified
by the four status groups have different processing styles and experimental
approaches to reconstruing seff-relevant information (Berzonsky, 1990). In
terms of linking the healthiness of caring approach to level of identity
development, the moratoriums’ period of self evaluation can be equated with
the beginning of a carer attempting to function as what Kelly (1955) would

see as a ‘good scientist ' (Walker, 1992).

Carers who have reached this stage could be seen as attempting to

break free from the dogmatism which characterised earlier stages of



86
development (Walker, 1992). Not surprisingly, ongoing moratorium search is

associated with increased cognitive complexity (Berzonsky, 1988b;
Berzonsky & Neimeyer, 1988; Rice, Neimeyer & Berzonsky, 1987) which,
according to Viney’s Constructivist Model of Development (Viney, 19892), is
the hallmark that development has occurred. Interestingly, it is possibly this
developmental stage which those with a chronic caring need, described as

codependant, avoid as they cling to their prescribed ‘false self’.

Achievement status can be reached by a carer who is able to resolve
the issues they identified in the moratorium crisis period. At this stage, a
carer would be able to evolve styles of problem-solving and possibly styles
of care, which are based on self-determined goals and values, and on what
is possible in the situation at hand. This would be functioning at the level of

what the codependent theorists are calling the’ real self .

The Eriksonian model of ‘identity development’ clearly views identity
changes as continuing to occur across the life-span. However, it is only in
recent times that identity changes in the post-adolescent period have been
empirically investigated (see: Archer, 1982; Kroger & Haslett, 1987,
Waterman, Besold, Crook & Manzini, 1979; Waterman, Geary & Waterman,

1974; Whitbourne, 1979).

As can be seen from the information presented above, carers
classified via the Marcia (1966) status characteristics might be expected to
differ in their cognitive-social approach to personal decision-making and
problem-solving (Berzonsky, 1986¢, 1988a, 1988b; Grotevant, 1987). For
example, individuals classified as moratoriums or achievers are information-

oriented and oriented towards evaluation and elaboration of options.
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Those with the remaining classifications do not have the same orientation

towards information. It is this view that underpins Berzonsky’s social-

process model of Identity Style (Berzonsky, 1990).

Berzonsky (1990) is clear that carers who do not have an information-
oriented Identity Style, and thus use a defensive or avoidant approach rather
than a re-construing approach to dealing with threat to self-relevant values,
may be more subject to biased data searches to protect their position. In
other words, they are more likely to be, what the author would call,
‘information screeners’, whereby they protect their core at the cost of fully

objective analysis of experiences :

Individuals are apt to engage in biased information searches in
order to defend and conserve beliefs, attitudes and self protection
to which they are firmly committed. Thus normalized judgments
and social cognitions are characterized by a variety of
shortcomings, errors and distortions. (see, e.g. Greenwald, 1980;
Kahneman, Slovic & Tuersky, 1982; Nisbett & Ross, 1980; Ross,
1981).

(Berzonsky, 1990, p.126)

This is consistent with the observation of the author, that scme carers
appear to have a ‘selective deafness’, when it comes to being educated

about services available to them.

Berzonsky (1992) reports that it eventually became difficult to study
processing orientation associated with Identity type using the Marcia

measure. He noted that the Marcia Identity Status Inventory (1966)
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operationalised several aspects of identity development at once, and that the

global nature of this measure made it impossible to conduct independent
analysis of the discrete concepts which combine to give each status type. In
addition, the identity status classifications tended to "confound commitment
with processing orientation” (Berzonsky,1992, p.773). Thus it was
considered necessary to develop a unidimensional measure in which

cognitive style was measured separately from commitments.

The ldentity Style Measure (Berzonsky, 1989) was subseguently
developed but was based on the traditional Marcia (1966) measure items.
Berzonsky describes himself as developing the measure by “decoupling the
commitment and self-exploration components used to operationally define
Identity Status” (cited: Berzonsky, 1992, p.773). ldentity Style has been
defined as “the different ways in which individuals approach or manage to

avoid the task of identity exploration” (Berzonsky, 1992, p.774).

The social cognitive reconstruing styles operationalised are:
Information-Oriented (Scientific approach), Normative-Oriented (Dogmatic
approach) and Diffuse/Avoidant (ad hoc approach). This measure
operationalises Identitv Style not ldentity Status; however they are clearly

conceptually related.

Kelly's metaphor of man-the-scientist helps us to understand, using a
post-modernist view of sciences (Lakatos, 1970) that all individuals engaged
in the process of creating meaning, including scientists, adopt variable
themes with hard-core assumptions that determine the manner in which they
theorise and experiment (Berzonsky, 1988b). Thus, according to this model,

the carers’ core ideals of identity will determine how they respond to the
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threat to basic needs and self-relevant material in the caring context.

They may become exponents of the ‘scientific approach’, a ‘dogmatic
approach’, or a diffuse ‘avoidant approach’. Clearly Kelly and other
constructivists would, from a theoretical perspective, see the scientific

approach as that most likely to be associated with optimal functioning.

Berzonsky has built an impressive body of research which defines
the processing styles of each Identity Style group. Those with an Information
orientation have been found to be more open to experience (Costa &
McCrae, 1976) which is associated with willingness to attend and process
different facets of experience, having liberal arts values, a rich fantasy life,

and a propensity to actively seek information from many sources.

Those with Normative orientation are thought to be more susceptible
to being threatened when self-relevant ideas are challenged, as they are
closed to ideas and actions, but more cognisant of the attitudes and beliefs
of their reference group (Berzonsky (1990, p.193). Those with a Diffuse
orientation, however, are generally unaware of their own fantasy life and
have decreased sensitivity to inner life in general (Berzonsky, 1990).
Berzonsky (1994) has presented a table to summarise further characteristics
associated with each of the identity styles. For convenience, this has been

reproduced here.
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Table 3: |dentity Processing Orientations

(Reproduced from Berzonsky, 1994, p.2)

Processing Style Characteristics Identity Status

Information Systematic Self-Explorers
Processors Moratotiums
Self-Refiective Achievers

Problem-Focused Copers
Introspective
Need for Cognition

Vigitant Decisional Style

Normative Need for Closure Foreclosures
Need for Structure
Rigid Self-Constructs

Inflexible Value Systems

Diffuse/Avoidant Procrastination Diffusions
External Control
Non-Reflective

Avoidant Coping

Berzonsky has been able to develop a theoretical mode! which allows
one to consider the method by which a carer might reconstrue when all that
is self-relevant is threatened in the caring context. Such an approach is
consistent with developing an understanding of the parameters which define
the subjective experience of the carer (Poulshock and Deimling,1984) and
may be related to the experience of Threat to Basic Needs (Braithwaite,

1990). The construct of Identity Style does not suggest differences in ability
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when it comes to seeking information about possible ways of solving

problems (see: Berzonsky, 1990, p.173), but it does suggest that individuals
at different stages of engaging in self-evaluation, will use different
information processing and social strategies to protect their current view of
self. Some approaches to this task are likely to be more adaptive in the

caring context than others.

5.4 Conclusion

To conclude, when developing a mode! of healthy and unhealthy
caring, the concept of carers’ 'self’ appears important, yet traditionally ‘self’
has been conceptualised in a manner which is conceptually and empirically
hollow. However, by using a broad constructivist analysis of four
assumptions about the carers developed in the review of relevant literature,
it can be seen that it is possible to transform the concept of ‘carers’ self’ into
a theoretically sophisticated model with considerable research-generating

capacity.

When the shackles of ‘carer-as-victim’ are thrown off and we begin to
look at carer-centred contributions to the healthiness of a caring relationship,
we appreciate that carers are active construers of the caring context. Their
construing of what is difficult for them will be directed by their powerful core
processor (Mahoney, 1988), which will always move to protect their view of
self in the face of threat. If they are unable to face the terrors of reconstruing
(Leitner, 1985) or, indeed, lack the necessary personal attributes, as might
be the case in those with a chronic caring need established in childhood,
they will adopt a defensive strategy to maintain the integrity of their theory of

self.
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We also see that, even when the carer takes the healthy option and

reconstrues that which is threatening, there will be enormous emotional
costs, whilst they withstand the anxiety of attempting new approaches. Thus,
it is unlikely that healthy caring can be equated with a lack of signs of
emotional distress. Perhaps all carers are depressed etc., but the manner in
which they approach the threat that surrounds them whilst caring will

determine how well they recover when caring is complete.

Finally, we see that it is not necessary to be lost in a sea of subjectivity
in order to study the carers’ self-relevant and subjectively experienced
contribution to the healthiness of the caring situation. In constructivism,
concepts such as ‘core process’, 'ldentity Style’, ‘threat’ and
‘experimentation’ are all theoretically linked to a ‘solid’ research base which
can be applied to understanding the subjective nature of carers’ burden and

possibly extending Braithwaite’s model of Threat to Basic Needs.

5.5 Current Research

Caring for an aged person in decline is an inherently threatening
experience (Braithwaite, 1990, 1992). In the broad constructivst model
proposed here, this threat to basic needs for love, safety and security which
occur in the caring context, are seen as self-relevant. It is therefore assumed
that the threat associated with the elders’ decline will be experienced at the
level of the powerful core processor, which is the second and less

commonly discussed aspect of ‘self’ (Mahoney, 1988, Berzonsky, 1990).

The manner in which the carer confronts the threat to core values and

identity in this context will have important implications for the healthiness of
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the caring relationship. Consistent with observations in the chemical

dependency field, it is also suggested that carers with a chronic caring need,
indexed by serial caring, will approach reconstruing of self-relevant material
in @ more rigid or avoidant manner, than carers who are less prone to

repeated caring.

Serial carers are assumed to have a codependent or ‘false-self’
which, in this framework, might be thought of as an Identity Style
characterised by avoiding reconstruing (e.g. avoidant or ad hoc strategies),
whereas those episadic carers who approach this task from a true self might

be thought of as Information oriented.

If this were the case, one would expect to find an interaction between
caring status and reconstruing style, and different use of services and other
indices of healthy caring on the basis of this. This approach allows one to
investigate the assumption that chronic caring tendency occurs due to the
carer operating from a restricted self and is associated with less healthy
caring. However, it also suggests a way of operationalising false and real

self, associated with chronic caring tendency, for rigorous research.

Implicit in the approach adopted in this research are the assertions
that: firstly, carers’ burden can only be understood from the perspective of
the carer and this will need to involve some consideration of their inner
“self”, and; secondly, that, in addition to investigating the content of
construing, the subjective experience of the carer can also be
operationalised in terms of the manner by which they process information
regarding the elders decline and their ability to continue caring, which is

threatening to their personal theory of “self” and “self-relevant values. Thus a
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process as opposed to a content evaluation of the carers subjective

experience is suggested.

5.5.1 _General Research Aims

It is the aim of the current study to investigate the relationship between
carers’ self-determined methods of approaching or avoiding the
experimentally taxing task of reconstruing and the degree to which caring
tendency has featured in the carers life, to determine if they jointly or
independently predict their level of burden, the adoption of healthy and
unhealthy caring behaviours, and the degree to which ldentity Status, as
currently measured, can operationalise the codependency ideas of false

and real self.

To investigate these issues in carers of the aged, four hypotheses are

proposed to guide the research.

5.5.2 Hypotheses to Guide the Research

Hypothesis 1

Aim
The aim is to determine the relationship between the carers’ method
of reconstruing self-relevant information and their tendency to make use of

healthy and unhealthy caring practices.

Prediction

It is anticipated that carers with an Information orientation to
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reconstruing self-relevant information, when compared to those who have a

Normative or Diffuse orientation, will have less burden, greater service use,
greater satisfaction with help, less codependent relating styles, and less
tendency to come from a family of origin which included a dysfunctional

member.

Hypothesis 2

Aim

The aim is to investigate the relationship between serial caring

tendency and use of healthy and unhealthy caring practices.
Prediction
It is anticipated that serial caring tendency will be associated with
greater burden, less use of services, less satistaction with services, and a
greater tendency to come from a family of origin which included a

dysfunctional family member.

Hypothesis 3 and 4

Aim

The aim is to determine the relationship between the carers’ method
of reconstruing self-relevant information and caring tendency, to jointly
predict the use of healthy and unhealthy caring practices, thus suggesting

some commonality between the processing function of the self structure
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underlying both.

Prediction 3

It is anticipated that carers with an open approach to reconstruction,
operationalised by Information-oriented Identity Style, who lack a history of
chronic caring for individuals other than their children, will have the lowest
burden, use services more frequently, be mare satisfied with the services
they receive, and be less likely to descend from families containing a

chronically dysfunctional member.

Prediction 4

Secondly, it is specifically anticipated that carers with a less open
approach to reconstruction, operationalised by Normative and Diffuse-
oriented ldentity Style, with a history of chronic caring for individuals other
than their children, will have the highest level of burden, use services least
frequently, be the least satisfied with the services they receive, and descend

more frequently from families containing a chronically dysfunctional member.
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CHAPTER 6

METHOD

6. 1 Participants

The sample consisted of 96 adult carers who were providing primary
and significant levels of care for a spouse, parent or friend at home, who was
55 or more years of age and afflicted with diseases causing reduced
functional status. The carers had a mean age of 62.03 years (SD = 10.99);
however, the sample had an age range of 46 years and included carers who
were middle aged, young aged and old aged themselves. A comprehensive
description of the sample, the person they cared for, and the level of care

they provided is given in Appendix 1 of this report.

Participants were selected to take part in the study on the basis of
three criteria: firstly, they had to have been providing a substantial level of
care for another person; secondly, they had to reside with t