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Abstract
THE "DOUBLE NIGHTMARE" OF PHYSICAL ILLNESS
IN THE CHRONICALLY MENTALLYILL:
A QUALITATIVE RESEARCH STUDY OF THE IMPACT
ON SOCIAL WORK PRACTICE

by
Phyllis Mervis-Itzkowitz

Advisor: Dr. Irwin Epstein

This dissertation is a qualitative research study of social workers’ experiences in
community-based settings where chronically mentally ill clients now have co-occurring
physical illnesses and/or are dying. The study focused on the occupational and personal
stresses this work has created, and on understanding how these professionals coped and
transcended these stressors.

The study was conducted more than two decades after the public welfare policy of
deinstitutionalization was at its height. The problem addressed in this study is in part an
unplanned outgrowth of that policy. Neither lawmakers or community programs, which
have 24 hour responsibility for the care of these individuals, anticipated that a significant
proportion of these mentally ill adults, as well as others who were never hospitalized and
may have been homeless, would eventually develop physical illnesses associated with

aging or HIV and AIDS.
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The study found that physical illness represents a serious occupational stress for
mental health professionals, many of whom consciously chose to avoid work in medical
settings. The participants described feeling personally and professionally vulnerable.

One aspect of the stress identified is consistent with health care literature that
discusses the emotional impact of serious physical illnesses on staff in the "secondary
practice setting" of the hospital. However, there are additional, intensified stresses for
mental health professionals in the primary mental health care setting who have 24 hour
responsibility for their clients, have been educated to work with the chronically mentally
ill, and have expressed a preference for this practice setting.

The study also found that social workers faced with these stressors demonstrated
resilience and resourcefulness and described personal and professional gratifications that
offset the personal and professional demands of their work.

The exploratory nature of this study, limited sample, and single study site render
these findings tentative. Nonetheless, they suggest a role for social work education and
agency administrators in preparing and supporting staff in an environment where physical
illness has become a regular aspect of their mentally ill clients’ profile. There isalso a
role for research to examine the place of professional values in buffering worksite stress

and in determining how generalizable these findings are.
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It's a double nightmare for me. As a
person | feel vulnerable, as a clinician
sometimes | feel helpless, and sometimes
| feel like | am here to hold the reality and
educate and help them manage.

. . . a social worker
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Chapter I

Introduction and Formulation of the Problem

Introduction

This dissertation represents an exploratory effort to understand the experience of mental
health professionals in community based, psychosocial programs where the persistently
mentally ill clients either have co-occurring continuing physical illnesses or are dying
from them. In addition to defining the nature of this occupational challenge, the study
sought to document how the staff negotiate these complex demands and what contributes

to effective coping.

The study is in keeping with the doctoral program's expectation that the dissertation
identify an unmet need or problem within the domain of social welfare. There is already a
body of social work literature that describes stresses and coping methods associated with
social work practice in high stress medical settings and with AIDS patients. The literature
also recommends the development of supportive interventions with these staffs. At
present, however, there are no references to this practice concern for social workers in

mental health settings whose patients have become physically ill.
The study’s focus also resonates with concerns expressed in articles about "the

implementation of practice models (in occupational social work) that ignore...stressful

work environments as determinants of individual problems of workers..." (Donovan
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1987, p. 259). In support of this claim Donovan goes on to cite Abramovitz and Epstein's
(1983) contention that in social work "the emphasis on individual and family problems
deflects attention from problems in the workplace and is a 'subtle version of blaming the
victim." "

The impetus for this study grew out of consultations in 1994 which this investigator
conducted with staff at a state-run psychiatric outpatient facility and at a not-for-profit,
community based, mental health agency providing social services and housing to
chronically mentally ill clients. In both settings social work staff were concerned about
the large number of mentally ill clients in their care who were aging and becoming
physically ill with serious and/or life threatening illnesses or dying. Additionally, many

of their younger clients were either infected with HIV or had AIDS and were also dying.

Many of these staff members had had positive experiences in group meetings where they
felt they could discuss concerns and from which they drew support. These experiences

had led them and their administrators to request the group consultations.

These initial consultations revealed that the impact of clients' physical illnesses and

deaths included:
1. Feelings of pervasive frustration at seeking to provide services to a needy

population where resources are increasingly limited.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



2. A compromised sense of professional competence as clients were unable or
unwilling to comply with treatment regimens. Accordingly, staff described
feelings of failure even though they acknowledged the difficulties and realities of
the situation.

3. Post death case management issues: Following a client's death the professional
staff described having to respond to the reactions and needs of other anxious,
grieving clients who participated in group activities.

4. The appearance of angry feelings toward clients and other staff members which
feelings were then turned against the self, a more "professionally acceptable”
response, as well as projected against the larger, "uncaring” system. All of this
appeared to contribute to feelings of low morale.

5. The increased use of personal sick time and the appearance of new physical
problems such as substantial weight gain.

6. Debilitating preoccupation with thoughts of personal physical well-being, a

concern exacerbated a colleague's recent death from AIDS.

In short, confrontation with clients' serious physical illnesses and/or deaths seemed to stir
up personal and professional conflicts and stimulate powerful feelings, feelings already
noted by Fortune, (1987, 1992) in discussions about the reactions of medical staff. For
staff who are professionally trained and prepared to work with mental illness but not with
medical illness and/or death, the emergence of these feelings may interfere with their

ability to work effectively and satisfactorily.
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Formulation of the Problem

Working with the persistently mentally ill has always been stressful. The literature that
examines the nature of this worksite stress targets several sources. It is noteworthy,
however, that physical illness has not been cited in the literature as one of the specific
strains. Principal among the recognized stressors are the psychosocial characteristics of
various client populations and the organizational/environmental factors inherent in social

service settings.

More specifically, the very chronicity of seriously mentally ill clients' psychiatric
problems and the subsequent slowness of their progress or improvement are frequently
cited as significant strains for mental health staff. In a study intended to define the social
and psychological dimensions of burnout in mental health staff, Pines and Maslach
(1978) found that "the higher the percentage of schizophrenics in the patient population,
the less job satisfaction staff members expressed” (p. 234). Minkoff and Stern (1979,
1982) describe a "stress-producing dilemma-a paradox-when their skills do not 'work'
with chronic patients" (p. 859). Farber and Heifetz (1982) note that professionals feel
inadequate or "therapeutically unsuccessful" when working with a population where they
cannot evaluate accomplishment. White and Bennett (1981) concur. They point out that
this "attitudinal barrier" to working successfully with chronically mentally ill individuals
is related to the professional's unrealistic expectations and the fantasy "usually
consciously denied" that he/she will be able to cure the patient. "They expect the patient

to respond quickly to treatment, and may be frustrated or disappointed when their best
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efforts fail" (p. 342). Meyerson (1978) cites the commonly held belief of both
professionals and paraprofessionals that "working with these patients is unrewarding and
dull, that outcome is hopeless... that prestige is not available for working in programs
directed toward these patients." In addition to the difficulty assessing accomplishment,
Ratliff (1988) points to the subtle frustration mental health workers experience in trying
to determine how much time is required in order to evaluate whether they are doing a

good job as well as evaluate whether these patients are benefiting from their services.

Chronically mentally ill patients also bring unstable and erratic transferences to the
treatment situation. This lack of predictability and patients' bizarre symptomatology,
coupled with the professional's need to maintain attentiveness and be responsive and
responsible all contribute to the stressful nature of the work. (Farber and Heifetz, 1982,

Ross, et al., 1989).

In addition to the demanding psychological characteristics of this population, the
persistently mentally ill are often from the most impoverished and "desperate”
(Lewis,1980) section of society. They present with multiple and complex social
problems. Given their limited or compromised ability to negotiate the various service
systems, these individuals in turn frequently require assistance to obtain needed
resources. Because of budget cuts and other fiscal and regulatory constraints, these
resources have been greatly reduced in turn contributing to limits on authority and

autonomy as well as restricting opportunities for advancement in salary and status.
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Staffing has also suffered leading to such things as heavy client loads, extensive
paperwork, limited continuing education opportunities and limited training programs and
preparation. All of these realities contribute to and compound worker dissatisfaction and
stress. They can ultimately lead to what Lewis (1980) has described as a "battered

worker."

Choosing Mental Health Social Work

Notwithstanding the stresses of work with the chronically mentally ill, many social
woricers choose to work with psychiatric chronicity. In fact, Rapp and Hanson (1988)
point out that they "constitute the largest group of professionals in mental health and
seem to be represented to an even greater degree in community support program staffing”
(p- 271). A more recent study, (Gibelman and Schervish, 1995), puts the number of

social workers in not-for-profit mental health settings at 40.9%.

Social workers are committed to finding ways to cope successfully with the long term
problems of their clients. Kadushin (1974) attributes this to their "dedicatory ethic." A
related observation is that "social workers are essentially humanitarians. Their dominant
approach is to help people in trouble” (Billingsley, Streshinsky, and Gurgin, 1966, p. 53).
This attitude was confirmed in a more recent survey conducted by Werrbach and DePoy
(1993). In an effort to provide relevant information to administrators and educators, the
authors studied social work students' perceptions about working with the seriously

mentally ill and the degree of congruence between future job satisfaction and the
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established features of this work. Describing their findings as "extremely hopeful,"
Werrbach and DePoy found that students reported feeling "challenged by the potential to

work with persons who are not always cooperative” (p. 315).

Worksite Stress in Mental Heaith

In addition to the psychosocial stresses, which mental health professionals have been able
to negotiate, the other major source of stress identified in the literature stems from the
work environment of social service settings where chronically mentally ill patients are
treated. It is this aspect of the work which is creating new problems for staff, but not in

the way originally defined by researchers.

Traditionally, occupational stress referred to such concrete factors as poor physical
working conditions, bureaucratic procedures and financial accountability demands
favored over client needs, as well as role ambiguity and a lack of useful feedback and

direction from superiors (Cherniss and Egnatios, 1978, Barber, 1986).

More recently, expanded views on worksite stress have emerged. Donovan's (1987)
commentary is representative of current assessments. She contends that "definitions of
occupational health and safety are expanding from an exclusive focus on hazards that
affect physical health...to include the mental health hazards of stressful working

conditions." She goes on to state that "...psychosocial stress in the work environment is
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emerging as a significant occupational hazard, reflected in the fact that many states now

recognize emotional distress as a work-related illness..." (p. 260).

This more contemporary definition of work-related emotional stress underscores the
compelling new problem facing mental health practitioners in their current work with the
large number of their chronically mentally ill clients who now have serious and/or life
threatening illnesses as a result of aging and drug abuse, and who are being seen in

increased numbers as more and more are aging in the community.

Public Welfare Policy of Deinsitutionalization

The increased presence and visibility of physical disorders among the chronically
mentally ill may be an unanticipated consequence of the earlier social welfare policy of
deinstitutionalization. Prior to the 1950's, most chronically mentally ill patients became
older, physically sicker, and died in psychiatric institutions. The wholesale release of
mentally ill patients began in the 1950's and 1960's and continues into the present. One
aspect of this policy was that ex-patients coming out of state hospitals would be
discharged to community mental health centers which would now become responsible for

their care.
Deinstitutionalization has created two patient populations with specific types of medical

problems. According to Johnson (1990), in the 1970's and 1980's the major "large-scale

depopulation of the state mental hospitals" involved "thousands of mental patients who
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were well over 40." (p. 108). Many of those patients were discharged to community
residential care. They are now aging and becoming physically ill with what Brickner, et
al. (1984) describe as "all the standard medical disorders including cardiac disease,
diabetes mellitus and its sequelae, hypertension, acute and chronic pulmonary disease,
tuberculosis, and cancer." (p. 242). Brickner (1984) also points out that patients with
these kinds of chronic and life threatening medical disorders require disciplined dietary
and/or medication management without which there could be serious complications and

death.

A subset of this older population is made up of those deinstitutionalized people who
chose to remain outside of the social service system. These are the homeless individuals
whose years on the streets and poor hygiene have contributed to the development of many
chronic physical health problems which are confounded by illnesses associated with
aging. With the increase in housing funds during the 80's and 90's, many of these clients
have entered the residential case system. This cohort of patients represents one of the two

populations with whom the staff in this study routinely work.

‘rhe second population, which has emerged in recent years, includes, according to Lamb
(1984), "a growing number of mentally disabled persons...who have never been or have
only briefly been in hospitals.... They tend to be younger and often manifest less
institutional passivity than the previous generation..."(p.63). This population is frequently

dual-diagnosed with co-occurring major substance abuse disorders, and a significant
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proportion of these clients have AIDS, an illness with "complex biopsychosocial effects”
(Davidson and Foster, p. 294, 1995). Also, as noted by Shernoff (1990), "working with
persons with AIDS poses the challenge of working with some of the most disenfranchised

and despised segments of our society” (p. 7).

Additionally, in contrast to the first group of mentally ill clients whose illnesses and
deaths are usually related to aging, this second group of physically ill clients are either
dying prematurely as a result of AIDS or have serious AIDS-related illnesses and are

expected to die, but only after a prolonged and painful period.

This change in the physical health status and needs of the chronically mentally ill has
major practice implications for social workers in mental health settings. Staff working in
community based psychosocial programs may not have chosen to work with complex
medical problems or bereavement issues in addition to chronic psychiatric disabilities.
More likely, many specifically chose to work in the mental health field of practice rather
than in medical social work. Given the current reality that more chronically mentally ill
clients are living out their lives in the community and that these clients are aging and
dying, they are presenting mental health staff with additional care needs which are
different than what these practitioners may prefer to work with, are trained for, or are
emotionally equipped to handle. Thus, the social workers who care for clients with this
new profile are likely to be experiencing a new occupational strain that warrants

attention.
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In conclusion, the extensive literature on social work with chronically mentally ill clients
documents that there have always been high levels of stress as well as emotional overload
in this area of practice. Workers regularly deal with clients' feelings of anxiety, anger,
depression, and despair as well as their bizarre symptomatology. The nature of the work
is one of intensive involvement with clients over a long period of time, often with limited
signs of improvement. There is also likely to be stress stemming from less experienced
social workers' unrealistic professional role expectations about what constitutes effective
or successful help. Consequently, a relatively new and unexamined problem facing
mental health practitioners in their current work with chronically mentally ill clients is the
increase in the number of clients who are diagnosed with serious and/or life threatening

illnesses such as cancer and AIDS as a result of aging and drug abuse.

Because "the advent of AIDS... has heightened awareness of the difficulties inherent in
death and bereavement work" (Davidson and Foster, 1995, p. 293), there is a growing
literature both about the particular stresses in this area and about the development of
support programs for the health care staffs caring for these patients. There is also
attention to the needs of social workers in other high risk medical settings given that "few
careers serve up more predictable, unrelenting stress than social work in health settings"

(Dillon, p. 91, 1990).

Comparable attention has not been reported for the needs of mental health social workers

whose clients are also medically ill. Formerly, staff working with the chronically
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mentally ill had to cope with the stressful event of an infrequent suicide (Ross et
al.,1989). These professionals did not expect or even anticipate the current frequency and

painful reality of so many clients dying.

Given the literature about the workplace stresses for medical social workers, it is
hypothesized that the multiplicity of medical illnesses and deaths among the chronically
mentally ill introduces a significant and unrecognized occupational strain which may
have a serious and detrimental impact on the professional performance of mental health

social workers.

The purpose of this dissertation is to explore qualitatively the experiences of mental
health social workers in order to learn about how the changes in their clients’ physical
health status have affected them in their professional role. In addition to identifying and
examining the factors considered to be stressful and demanding in this new work
environment, the dissertation is intended to generate insight into how the mental health
staffs handled this new professional demand as well as to illustrate what types of coping

enhanced their practice with this population.
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Chapter I1

Review of the Literature

Introduction

The professional experience of mental health workers who serve a client population
characterized by both mental illness and serious physical illness is likely to be inherently
stressful. Therefore the literature on stress, coping behavior, and professional burnout
appear relevant to the study reported here. These areas are covered first in this literature
review. In addition, within the general topic of coping behavior, the specific literature on
the stress buffering impact of social support and social competence is considered. Within

the general area of burnout, the specific literature on job satisfaction is considered.

Stress

As used here, stress is defined as occurring when the individual "appraises a situation as
threatening or otherwise demanding and does not have an appropriate coping response”
(Cohen and Wills, 1985). While straightforward on the surface, this statement reflects
complex developments and refinements in understanding about important linkages in the

stress process.

In its original usage, in the physical sciences and biological medicine, stress most often
referred to either a response of an organism to a noxious condition or the external,

noxious force itself. This original description emphasized the unsettling demands on
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homeostasis made by change. Pearlin, Lieberman, Menaghan, and Mullan's (1981)
discussion of the stress process reflects this early viewpoint.

The natural state of the organism is one of equilibrium between the many

inner and outer forces that it hosts. When a change occurs in one part of the

organism, it is thought to create a disequilibrium among the other parts.

This, in turn, imposes a period of readjustment during which the system

struggles to reestablish a homeostasis. The struggle for readjustment can be

wearing and exhausting, and under these conditions the organism becomes

outstandingly vulnerable to stress and its physical and psychological
consequences (p. 339).

"The development of interdisciplinary scientific thought, and with it the gradual emphasis
on relations among systems and the importance of the context in which phenomena
occur” (Lazarus and Folkman, 1984 p. 17) has enlarged the classical, biological
understanding of stress. Discussions of stress now include sociological and psychological
components, especially as these occur in or emanate from experiences within the social

spheres of life such as work.

Social scientists were among the first to point out that not all change is inherently
stressful. They cautioned that changing events are a necessary and unavoidable part of the
life cycle. This recognition has lead to work that distinguishes events by such qualities
as their desirability, predictability, and the degree of control the individual can exert over

the situation or its solution (Pearlin, 1981, 1989).
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Pearlin and his colleagues (1981) also noted that another element in the etiology of stress
is self concept. They suggested that life events and chronic strains are particularly likely
to lead to experienced stress when they result in a diminishment of one's self concept.
They argued that the two aspects of the self concept that are most relevant in this regard
are mastery and self-esteem. They defined mastery as "the extent to which people see
themselves as being in control of the forces that importantly affect their lives," and they

defined self-esteem as "judgments one makes about one's self-worth" (1981, p. 340).

The concept of mastery brings to mind the cognitive dimension of depression tapped by
the Beck Depression Inventory (1957), which involves the perception that the negative
aspects of one's life are beyond one's control and likely to persist into the future. This
might be reflected in the perception of a mental health worker that the clients are not
getting better, or in the perception that there is little prospect that the agency will be able
to substantially improve the quality of services provided to clients. The concept of self-
esteem could be reflected in the perception of the mental health worker that his or her
professional efforts are ineffective. The workers' inability to ameliorate clients’ problems
or alleviate the pain and suffering associated with serious illness and death can erode self-

esteem by becoming proof of professional failure or inadequacy.

Caplan (1981) also discussed the role of mastery in the etiology of stress. He defined

mastery as
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behavior by the individual that (1) results in reducing to tolerable limits
physiological and psychological manifestations of emotional arousal during
and shortly after the stressful event and also (2) mobilizes the individual's
internal and external resources and develops new capabilities in him that lead
to his changing his environment or his relation to it, so that he reduces the
threat or finds alternate sources of satisfaction for what is lost (p. 413).
Caplan emphasized that both of the elements in this definition are required for mastery.
He argued that when emotional arousal exceeds a certain threshold of tolerance, it is
likely to reduce the individual's effectiveness in responding to the environmental
stressors. On the other hand, simply achieving an emotional state of relative comfort

which is not accompanied by effective externally directed action may not prevent the

occurrence of significant damage to the individual.

Lazarus and his associates (Coyne & Lazarus, 1980; Folkman, 1984; Lazarus, 1981;
Lazarus & Folkman, 1984; Monat & Lazarus, 1991) built upon the idea that mastery
plays a significant role in the etiology of stress, producing a theory of stress and coping
that emphasizes the role of cognitive appraisal and coping as mediators of stress-related
adaptational outcomes. Folkman (1984) used the word control rather than the word
mastery in this context, defining control in two ways: "as a generalized belief of an
individual concerning the extent to which he or she can control outcomes of importance
and as a situational appraisal of the possibilities for control in a specific situational

encounter” (p. 839).
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Folkman emphasized that the cognitive theory of stress and coping is relational and
process oriented. The relational aspect of the theory is emphasized in her definition of
stress as "a relationship between the person and the environment that is appraised by the
person as taxing or exceeding his or her resources and as endangering his or her well-
being" (1984, p. 840). She noted that this definition of stress distinguishes the cognitive
theory of stress from approaches in which stress is defined as a noxious stimulus,
approaches in which stress is defined as a product of intrapsychic conflict, and
approaches in which stress is defined in terms of the individual's reactions in the form of
physiological arousal or subjective distress. The idea that the cognitive theory of stress
is process oriented has two meanings: first, that the person and the environment are in a
dynamic relationship that is constantly changing, and second, that this relationship is
bidirectional, with the person and the environment each acting on the other. The latter
observation mirrors Caplan's (1981) observation that mastery involves both the
individual's subjective reaction to a stressors, which in part determines his or her ability
to respond, and the effectiveness of the individual's response, which in part determines

how damaging the stressors may be.

Folkman (1984) noted that the individual's perception of a stressful event is determined
by two forms of cognitive appraisal. These are primary appraisal, through which the
individual evaluates the significance of a specific transaction with respect to the person's
well-being, and secondary appraisal, through which the person evaluates coping

resources and options. Assuming that primary appraisal of an event suggests the
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potential for harm, threat, or challenge, secondary appraisal addresses the question,
"What can I do about it?" The answer to this question involves the assessment of
available coping resources, which may include physical, social, psychological, and
material assets. The balance between the appraisal of the severity of the threat and the
extensiveness of the resources available for coping with the threat determine the

individual's perception of control, or what Caplan (1981) referred to as mastery.

The cognitive theory of stress constitutes a paradigm that is highly appropriate to
understanding the experience of mental health workers whose psychiatrically disordered
clients are also seriously ill physically. The theory goes a long way toward explaining
why work-related stressors may have very different effects on different mental health
workers, depending on both the availability of coping resources and the individual
worker's personal beliefs regarding mastery and self-esteem. These variables are
reflected in the coping behaviors employed by workers, and ultimately in the
effectiveness of these behaviors in minimizing the negative impact of the stressors

encountered in working with this population.

Coping

Coping is considered a major moderator of stress. The concept refers to the "constantly
changing cognitive and behavioral efforts to manage specific external and/or internal
demands that are appraised as taxing or exceeding the resources of the person” (Lazarus

and Folkman, 1984, p. 141).
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Coping is usually defined descriptively and has accumulated a number of conceptual
meanings. Sometimes the term has been used interchangeably with kindred concepts like
mastery, defense, and adaptation. At other times distinctions have been drawn. For
instance, White (1974), saw adaptation as "the master concept” under which coping as
well as defense and mastery "accept restricted meanings” (p. 47). Lazarus et al. (1974)
explained these differences as follows:

Under conditions of relatively low stakes to the organism, the focus tends to

be on deliberate, flexible, reality-oriented, or rational efforts at mastery; in

effect, on what is usually problem solving. When the context is that of strong

drive frustration, stress, or emotion, that is, when the stakes are high, the

focus is likely to shift to more rigid, primitive, less adequate, and less

realistic efforts at mastery. Instead of problem solving, coping and defense

(italics by author) are frequently used to describe the efforts at mastery in the

latter context.
Regardless of the definition used, the functions of coping remain the same. Pearlin's
(1989) distinctions are typical. He contended that all coping, regardless of the nature of
the stressors, serves either to:

change the situation from which the stressors arise, manage the meaning of

the situation in a manner that reduces its threat, or keep the symptoms of

stress within manageable bounds (p. 250).
Simply put, coping refers to any response to life-strains, either in the form of an action,

thought, or perception, that serves to "prevent, avoid, or control emotional distress"

(Pearlin and Schooler, 1978, p. 3).

The work done by these two authors has greatly enhanced our understanding of the

structure of coping. In so doing they have also made it possible to be more strategic in

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



20

building interventions. Pearlin and Schooler (1978) identified several facets of coping.
They distinguished these as psychological resources, specific coping behaviors, and

social resources.

Psychological resources are those personality traits which reside within the self. They are
the characteristics which are innate to the person. Hamburg and Adams' (1967)
statements attempt to define the nature of this aspect. They noted that
there is a wide range of individual differences.... The appraisal of threatening
elements rests heavily on their personal meaning--which in turn is strongly
influenced by...dispositions that have become internalized. The salience of
a given element to motives or values of the person and conflict among these
motives or values is crucial to the individuals's threat appraisal (p. 277).
Various personality characteristics or "intrapersonal resilience”" (Egan, 1993) are
suggested in the literature. One example is Ben-Sira's (1985) proposal that people who
are confronted by demands they perceive as stressful and beyond their coping ability but
who are still able to maintain psychological health, have an internal resilience he calls

"potency." This construct resonates with Pearlin and Schooler’s hierarchy of positive

internal resources, namely self-esteem and mastery.

A similar discussion of psychosocial resilience can be found in Rutter's (1987)
description of the mechanisms that protect against psychological damage. Rutter believes
in the importance of establishing and maintaining self-esteem and self-efficacy as well as

opening up opportunities for learning risk reduction methods.
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Kobasa's (1982) explanation for understanding this resilient predisposition have the most
potential for understanding what constitutes stress resistance as well as what might
enhance it. She developed a sociological and psychological framework for looking at the
experience of stress in the workplace. Accordingly, Kobasa described the characteristic of
"hardiness" which is composed of three components: commitment, control, and
challenge. Commitment refers to the belief in the capacity of oneself and one's
involvements. Control refers to the belief that one can control or influence situations or
events. Challenge is based on a recognition that life changes and that meeting changes is
an opportunity rather than a simple threat. In other words, the hardy person is active
rather than passive, curious, tends to find experiences interesting and challenging, regards
change as normal, and believes in their ability to be influential in the management of

life's problems.

As proposed by Kobasa, this constitutional capacity affects the person's appraisal of stress
so that the hardy individual copes by feeling competent and in control. There have been
oblique references to this constitutional capacity in the healthcare social work literature.
Vachon (1987) suggested that the health professionals who cope competently with death
and dying work do so by controlling the meaning of the experience. In a similar vein,
Siefert, Jayaratne, and Chess (1991) advocated helping healthcare social workers develop
a sense of "mastery" and personal competence in order to moderate the stress of their

work.
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Lazarus and Folkman (1984) defined coping more broadly, emphasizing both the
management of emotional distress and the specific actions taken to adapt to the stressors
and restore homeostasis. They defined coping as "constantly changing cognitive and
behavioral efforts to manage specific external and/or internal demands that are appraised

as taxing or exceeding the resources of the person."

The words "constantly changing" reflect the process-oriented nature of their cognitive
theory of stress. The fact that the efforts conceptualized as coping are necessarily
responses to threats that are appraised as taxing or exceeding the resources of the person
implies a distinction between coping and automatized adaptive behavior. Routine
adaptive behaviors that do not require specific effort (such as putting on a sweater when
one is cold) are not considered coping behaviors. Thus coping is limited to behaviors that

occur in response to psychological stress.

Coping Behaviors

A crucial aspect of this definition is the distinction between the coping behavior and the
nature of the outcome. Coping refers to efforts to manage demands, regardless of the
success or lack of success of those efforts. This definition differs from popular
conceptualizations of coping, in which the term coping implies managing or succeeding,
whereas not coping implies failure. Managing demands does not necessarily imply
mastery. One may also manage demands by minimizing, avoiding, tolerating, or simply

accepting stressful conditions as well as by attempts to master the environment.
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In this formulation, coping is viewed as serving two major functions: the regulation of
emotion (referred to as emotion-focused coping) and the management of the problem that
is causing the distress (referred to as problem-focused coping). Folkman and Lazarus
(1980) administered a 68-item coping strategy checklist to a sample of 100 adult men and
women. This checklist required respondents to indicate which coping strategies they had
used to deal with real life events that occurred during the seven months prior to the study.
Examples of emotion-focused coping strategies included such items as "looked for the
silver lining," "accepted sympathy and understanding from someone," and "tried to forget
the whole thing." Examples of problem-focused coping strategies included "got the
person to change his or her mind," "made a plan of action and followed it," and "stood
my ground and fought for what [ wanted." Their respondents mentioned over 1300
different stressful episodes, ranging from minor problems like car trouble to major
problems such as the loss of a job or the diagnosis of a life-threatening illness. Folkman
and Lazarus (1980) found that both emotion-focused and problem-focused strategies were
employed in over 98% of the episodes described. Emotion-focused strategies were more
likely to be used in situations that were perceived as not amenable to change, whereas
problem-focused strategies were more likely to be used in situations that were appraised

as changeabtilc.
Pearlin and Schooler also saw coping responses representing the things people do as

opposed to psychological resources which refer to what people are. Examples of these

types of coping responses and their functional relevance are well documented in the
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health care literature. These include medical students' learned attitude of "detached
concern" identified by Lief and Fox in 1963 and later discussed by Mizrahi (1986).
Writing about social workers in oncology, both Davidson (1985) and Koocher (1979)
also referred to a device of "limiting emotional involvement" (Koocher, p. 149). Koocher
went on to discuss that when evaluating staff behavior, it was important to see this kind
of withdrawal as a recognized coping mechanism which is affectively different from the
emotionally flat disengagement characteristic of burnout. In defining this behavior,
Koocher explained that "in the optimal circumstance the care giver is able to be empathic
and responsive, yet retain enough emotional distance so as to avoid over involvement and

over identification with the patient" (p.150).

More recently, writing about social workers' responses to the stress of working with
AIDS patients, Wade and Simon (1993) described a phenomenon of informal but intense
paired relationships which the authors call "survival bonding." In this problem focused
type of coping behavior, staff actively sought out other professionals who shared their

point of view with whom they could compare notes and share reactions and feelings.

Research conducted by Menaghan and Merves (1984) has concluded that individual
coping is not especially effective in managing the stress found in occupational settings.
Similarly, Pearlin and Schooler (1978) noted that occupational problems are often
impervious to individual efforts. Their research led them to conclude that "there are

important human problems, such as those we have seen in occupations, that are not
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responsive to individual coping responses. Coping with these types of problems may

require interventions by collectivities rather than by individuals” (p. 18).

Burnout

The term "burnout” was coined by Herbert Freudenberger in 1974 to describe a complex
of attitudes and behavioral symptoms he observed among staff in alternative care
institutions. These include a lack of enthusiasm for one's work, a perception of the
futility of one's efforts, exhaustion, the development of somatic complaints, and the
emergence of a pattern of lateness and absences. Subsequently, the concept has been
applied to both blue collar workers and white collar professionals. It is considered an
important construct because it is believed to be "the precursor or indicator of

dysfunctional job performance” (Gilbar, p. 39,1998).

The most prolific researcher of early burnout studies is Maslach (1986) who studied
burnout among workers who provide healthcare and mental health services. She defined
burnout as a "multidimensional construct” that is characterized by emotional and physical
exhaustion, depersonalization of clients, and a diminished sense of personal
accomplishment in one's work. She developed the Maslach Burnout Inventory, a self-

report instrument that has been widely used in burnout research.

Several investigators have suggested that burnout is a particularly difficult problem for

workers in the helping professions. Pines, Aronson, and Kafry (1981) argued that the
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performance of work which is emotionally demanding and draining is a significant source
of stress among those with a "person-centered orientation.” Edelwich and Brodsky (1983)
suggested that "all helping professionals experience the first stages of burnout (a
progressive loss of energy, idealism, and purpose) as they move from professional
training to the real difficulties and limitations of their profession..." (pp.14-15). However
they did caution that young workers are especially likely to have unrealistic expectations
and that these expectations can lead to disillusionment and burnout unless they are
addressed and modified during training. Courage and Williams (1987) stated that

"burnout is the occupational hazard of the helping professions” (p. 7).

Ratliffe (1988) acknowledged that "burnout is not restricted to the helping professions,”
but she argued that "the frustrations experienced by these professionals make them
particularly susceptible” (p. 148). However, she suggested that a special source of stress
among social workers is the difficulty associated with measuring accomplishment or

progress in order to determine if one is actually helping.

It has been argued that burnout is a particularly pernicious problem among health care
workers. Beemsterboer and Baum (1984) suggested that burnout has existed for as long
as work has existed, but they also argued that unique aspects of health service delivery
work, particularly the intense emotional involvement with clients who are sick, put
significant stress on workers that could lead to a loss of energy and purpose with "greater

regularity” than may be the case with workers in other fields.
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Nevertheless, the exact etiology of burnout is unclear. Stav, Florian, and Shurka (1987)
studied burnout among professional rehabilitation social workers in several different
rehabilitation agencies and among social workers in social welfare agencies. They
reasoned that workers in rehabilitation settings might be particularly vulnerable to
burnout, since they treat clients who are coping with loss and bereavement. However,
they found no significant differences in measured burnout between workers in
rehabilitation settings and those in standard social welfare settings. They concluded that
"the sources of burnout cannot be evaluated in a one-dimensional study of a particular
variable...but rather require systematic investigations of a variety of variables and factors

that contribute to the phenomenon of professional burnout” (1987, p. 93).

The burnout paradigm provides the focus for much of the descriptive literature on health
care workers who work with chronically and terminally ill patients and patients who have
HIV or AIDS. Davidson (1983) pointed out that working with cancer patients may stir
up in social workers "strong affective reactions" (p. 9) including overwhelming fears of
their own mortality. Similarly, Koocher (1979) and L. Supple-Diaz and D. Mattison,
(1992) described the phenomenon of over-identification that occurs among oncology
social workers when they are working with dying patients of similar age, background, or
when they have a personal history of loss or illness and that this may lead to powerful
fears of death. Mor and Laliberte (1984) suggested that burnout among hospice workers
is related to the terminal illnesses of their patients. Pilseker (1979) also referred to the

constant exposure to the "dreaded sights, smells, and sounds" of physically ill patients as
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a potential source of burnout (p. 370). Ogle (1983) too concluded that the repeated
intense interactions with people who are suffering makes health care workers prime
targets for stress. Mailick (1991) argued that a sense of personal and professional
helplessness lies at the root of the burnout experienced by healthcare social workers.
Organizational constraints in hospitals (Foster and Davidson, 1995), and changes in the
delivery of healthcare services and the attendant effect on the role of social work (Dillon,

1990) were also listed as sources of stress.

Health service providers who work with AIDS patients experience all the sources of
stress noted in connection with workers who serve the chronically ill, but in addition they
may experience fears of contagion, counter transferential‘homophobia, and discomfort
discussing issues of sexuality. They may also experience stress in relation to helping

young, socially stigmatized individuals who "live in a twilight zone" or "liminal space”

and ultimately die "long, sad, hard deaths" (Bauer, 1990, p.233 ).

Supple-Diaz and Mattison (1992) argued that the "definitions of burnout are often
ambiguous” (p. 114). Beemsterboer and Baum (1984) went so far as to suggest that the
term burnout "has been expanded beyond its utility so that it has become a
catchall...expression” (p. 97). Indeed, they suggested that burnout has become a "smoke
screen” providing a label for a large number of other conditions and symptoms and that
there is "a lack of a thorough understanding of the concept” (p. 103). However, they do

suggest that burnout is a process that is experienced by degrees, and they argue that
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burnout results from both work-related conditions and from other influences which
exacerbate the impact of these conditions, including social and economic difficulties,

family and personal problems, and organizational difficulties.

Job Satisfaction

Given that one of the three conceptual domains comprising the construct of burnout is
lack of personal accomplishment, it would appear axiomatic that job satisfaction would
be related to burnout. One suspects that workers who are attempting to cope with the
demands of clients who have both psychiatric problems and serious physical illnesses
will experience frustration with respect to their very limited ability to improve their
clients' lives. However, one also suspects that pleasant working conditions, good pay,
good colleagial relationships, opportunity for promotion, and adequate administrative
support could go a long way toward giving workers a sense of accomplishment, even in
the face of frustrations associated with the seriousness of the clients' problems. Thus
"nonstress" variables associated with the workplace, factors that are extrinsic to the work

itself, might also be expected to mitigate burnout.

This conclusion is supported by findings reported by Jayaratne and Chess (1983) who
studied a random sample of 853 NASW members. They found that 35.4 percent of their
sample reported being very satisfied with their jobs, and another 46.3 percent reported
that they were somewhat satisfied. This relatively high level of self-reported job

satisfaction was found in spite of the fact that the workers surveyed also tended to
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indicate that they were overworked (role overload), that they were frequently unclear
regarding what they should actually be doing (role ambiguity), and that they were
sometimes asked to perform tasks that appeared to be contrary to the fundamental
professional goal of helping people (role conflict). Jayaratne and Chess (1983) also

found a negative relationship between job satisfaction and burnout.

Courage and Williams (1987) presented a model for predicting stress and burnout among
mental health professionals that explicitly recognizes both the intrinsic nature of the
work and the extrinsic rewards associated with a specific employment situation. They
considered the characteristics of mental health professionals, the characteristics of the
organizations they work in, and the characteristics of the clients they serve. This
conceptualization is also highly relevant to the present study. In analyzing the content of
the focus groups conducted with the mental health workers in the agency studied, the
investigator sought to identify comments concerned with both the intrinsic nature of the

work with clients and the extrinsic rewards of employment.

Social Support

"Social" refers to specific social resources which the individual can draw upon in the
process of coping with stress. There is not a one-to-one correspondence between one's
social network and social support as a coping resource. Social support is a function not
only of the extensiveness of one's social network, but also of the level of concern, trust,

and intimacy which characterizes that network.
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Thoits (1987) defined social support as

the degree to which a person's basic social needs are gratified through

interaction with others. Basic social needs include affection, esteem or

approval, belonging, identity, and security. These needs may be met by either

the provision of socioemotional aid (e.g. affection, sympathy and

understanding, acceptance, and esteem from significant others) or the

provision of instrumental aid (e.g. advice, information, help with family or

work responsibilities, financial aid (p. 145).
Cohen and Wills (1985) suggested that social support has both a direct effect on
individual well-being and an indirect effect by buffering the impact of stress. The direct
effect of social support derives from the fact that "large social networks provide persons
with regular positive experiences and a set of stable, socially rewarded roles in the
community...as well as a sense of predictability and stability in one's life situation, and a
recognition of self-worth" (p. 311). The indirect buffering effect of social support derives

from the perception that others can and will provide resources which will bolster one's

ability to cope with stress or find a solution to a problem.

Several quantitative studies have demonstrated the stress buffering effect of social
support. Koeske & Koeske (1989) studied social work students and found that social
support buffered the relationship between workload and burnout. In a study of
psychologists working in counseling centers, Ross, Altmaier, and Russell (1989) found
that supervisory support mediated the relationship between workload and burnout. Ina
study of human service professionals in Norway and in the United States, Himle,
Jayaratne, and Chess (1991) found no evidence that social support of an emotional nature,

derived from co-workers or from supervisors, buffered the effect of occupational stress on
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burnout. However, social support of an instrumental nature and social support of an

informational nature did have the expected buffering effect.

Where research has failed to demonstrate that social support has a significant mediating
effect on the relationship between occupational stress and measured burnout, the
investigators have typically failed to employ valid and reliable measures of social
support. Thus Thoits (1987) pointed out that "most investigators have not attempted to
formulate a precise conceptual definition of social support, and few have attempted to
develop valid and reliable indicators of this concept"” (p. 146). Similarly, Bronstone
(1993) recommended that researchers need to use more "precise, reliable, and valid

measures of social support” that are informed by theory (p. 60).

Social Competence

Social competence is another concept which offers a possible explanation for the
effectiveness of social support. In line with Caplan's (1981) concept of mastery and the
concept of control put forth by Lazarus and Folkman (Folkman, 1984; Lazarus &
Folkman, 1984), social competence has been used to explain why some human service
professionals experience greater levels of stress and burnout than others (Corcoran &

Bryce, 1984; Harrison, 1983; Himle et al., 1991; Streepy, 1981).

Streepy (1981) studied self-perceptions and burnout among social workers. He found

that workers who saw themselves as skilled clinicians tended to experience lower levels
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of burnout than workers who viewed themselves as less skilled. Based on this finding,
Streepy concluded that it is imperative that social workers be provided with sufficient
education and training so that they come to perceived themselves as competent
professionals who possess a specific body of skills that can be applied effectively to the

problems they encounter on the job.

Corcoran and Bryce (1984) provided some empirical evidence of an inverse relationship
between measured burnout among social workers and self-perceptions of interpersonal
skills. These investigators provided in service training in interpersonal skills to social
workers. There were two different training modalities, an affective-oriented training
module, and a cognitive-oriented training module. The investigators measured burnout,
using the Maslach Burnout Inventory, before and after the training interventions. They
also measured burnout pre- and post-training among a group of matched controls.
Corcoran and Bryce (1984) found that skills training did have an impact on burnout. The
affective-training module was particularly effective in reducing the emotional exhaustion
component of burnout. They concluded that skill development is an "insulator to

burnout” and that "skill development would inhibit burnout" (p. 77).

Harrison (1983) presented a somewhat broader "social competence model” of burnout
among human service professionals. This model emphasized not only the worker’s self-
perception as having skills, but also the perception that their efforts have a positive

impact. Harrison emphasized that human service professionals are motivated primarily
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by the desire to help others, and he suggested that the perception that one is actually
helping other human beings goes a long way toward preventing burnout. Harrison stated
that not all human service workers inevitably burn out. He suggested that those who do
not burn out believe that "what they do is valuable and makes a difference in the lives of

clients" (1983, p. 42).

Harrison also noted several conditions or factors which may contribute to the worker's
sense of personal competence. These include factors that pertain to the worker, including
perceptions of one's knowledge, skills, and professional judgment that are developed
through training and feedback. However, these factors also include aspects of the client
population. Thus Harrison concluded that "the objective reality of the client's problem
has to be included in the...equation” (1983, p. 35). This observation is obviously relevant
to the present study, since many of the clients served by the mental health workers
studied here have chronic, serious, life-threatening illnesses which the workers have
relatively little opportunity to alter. This situation, coupled with the pain and suffering
experienced by many clients, might well leave workers feeling ineffective, leading to

burnout.

Himle et al. (1991) also incorporated the concept of social competence into their
explanation of the buffering effect of informational and instrumental support on burnout
among social workers. They argued that workers who have been provided with

information that is helpful to their work and workers who are provided with instrumental
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support will in fact have a greater ability to improve the lives of their clients, and this

enhanced capability will naturally be reflected in self-perceptions of social competence.
Thus, Himle and associates are suggesting that both the ability to have a positive impact
and the improved self-perceptions associated with this ability tend to ameliorate worker

burnout.

Conclusion

The literature on stress, coping, burnout, and job satisfaction is clearly relevant to the
group of professionals studied in this project. These mental health workers serve a
population with very serious problems, both mental and physical, many of which the
workers are unable to ameliorate. Additionally, while these workers may have found
ways to cope with the psychiatric disorders of their clients, the clients' co-occurring

physical illnesses present new demands requiring new responses.

The extent to which these workers derive satisfaction from what they can do for clients
must be balanced against the frustrations associated with what they cannot do. Into this
mix one must factor the potential buffering impact of such factors as social support
derived from colleagues, friends, and family. One must also consider the workers' self-
perceptions as skilled and competent professionals, as well as the extrinsic rewards

associated with their employment situation.
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In contrast with several of the quantitative studies cited above, the great advantage of a
qualitative study of social worker stress and coping is that the workers tell us in their
own words the most critical aspects of their experience with their work with their client
population. The factors they emphasize should provide an indication of the relative

importance of physical illness in their work with the mentally ill.
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Chapter 111

Methodology: Rationale and Program Design

Introduction

This chapter describes the methodology used in the study. It states more explicitly the
purpose of the study and explains the rationale for the selection of a qualitative study
design. The chapter also discusses and describes the sample, how the data were collected,

and the method of data analysis.

Purpose of the Study

The purpose of this study was twofold. The first objective was to learn more about the
experiences of mental health professionals working with chronically mentally ill clients
who have co-existing physical illnesses. Secondly, in addition to identifying how clients’
physical health status has affected the professionals who work in this changed practice
area, the study generated insight into what contributes to effective coping for these social

workers.

Rationale For a Qualitative Study Design

Because I planned to pursue an unexplored area of practice with no prior research
findings, [ used a qualitative methodology for exploratory data gathering and analysis
that would yield insights and build theory through the generation of emerging data. For

such purposes, Strauss and Corbin (1991) underscore the suitability of this method

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



38

noting that "qualitative methods can be used to uncover and understand what lies behind
a phenomenon about which little is yet known...and give the intricate details of
phenomena that are difficult to convey with quantitative methods." In fact, the term
"qualitative” implies that the various techniques used are generally "intended more to
determine what things exist than to determine how many such things there are" (Walker,

1985, p. 3).

The appropriateness of qualitative research for the present research, where this
investigator will get close to the people under study, is also emphasized by Lofland and
Lofland (1971). They suggested that the four "people-oriented mandates” of qualitative
research include being close enough to have personal understanding of the people being
studied, capturing actual events and statements, describing interactions and activities, and

including direct quotations" (Cited in Patton, 1990, p. 32).

Patton underscored the fact that qualitative research is distinguished by its "emphasis on
inductive strategies of theory development in contrast to theory generated by logical
deduction from a priori assumptions” (p.66). He noted that the researcher "attempts to
make sense of the situation without imposing preexisting expectations on the
phenomenon or setting under study. Inductive analysis begins with specific observations
and builds toward general patterns” (p 43). At another point he commented that

The strategy of inductive designs is to allow the important analysis

dimensions to emerge from patterns found in the cases under study without
presupposing in advance what the important dimensions will be. The

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



/. 39
qualitative methodologist attempts to understand the multiple relationships
among dimensions that emerge from the data.... In short, the inductive
approach to evaluation means that an understanding of program activities and
outcomes emerges from experience with the setting (p. 44).

One such inductive method is grounded theory which "is inductively derived from the
study of the phenomenon it represents” (Strauss and Corbin, 1991, p. 23). These authors
pointed out that grounded theory procedures "build rather than only test theory... and
provide the grounding, build the density, and develop the sensitivity and integration
needed to generate a rich, tightly woven, explanatory theory that closely approximates
the reality it represents” (p. 57). Strauss and Corbin also referred to grounded theory as

both a type of qualitative research and a distinct set of concepts that are inductively

derived from the phenomenon studied.

In another reference that is relevant to the fit between this project and qualitative research
techniques, Patton also discussed grounded theory. He commented that in this type of
"theory-method linkage,...grounded theory depends on methods that take the researcher
into and close to the real world so that the results and findings are 'grounded' in the

empirical world" (p. 67).

Rennie et al. (1988) cautioned the grounded researcher not to get involved in pre-
investigation and analysis reading on their area of study. They pointed out that "in terms
of practice, grounded researchers generally avoid reading pertinent literature until the

investigation is finished and their grounded theories are in place. Once a theory is set,
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existing theories are evaluated and those that fit the grounded theory are integrated with
it so that it may be further enriched and elaborated" (p. 141). Consequently, the absence

of prior research in this area made qualitative research all the more appropriate.

There are other researchers whose views on this subject differ. Patton noted the
importance of "sensitizing concepts” as a way of orienting fieldwork. He in fact saw
group process as a construct which can provide such a "basic framework highlighting the
importance of certain kinds of events, activities, and behaviors.” ( p. 216). Glaser and
Strauss (1967) also argued that "the researcher does not approach reality as a tabula rasa.
He must have a perspective that will help him see relevant data and abstract significant

categories from his scrutiny of the data.” (p. 3).

Mindful of the problems presented by pre-study information, I believe that clinical
training furnishes professional objectivity and enables openness to the emerging material.
Additionally, an independent reviewer can reinforce objectivity and neutrality in the
analysis of the data. I also incorporated Strauss and Corbin's (1991) recommendations
for both coding procedures and data analysis techniques which will also enhance

theoretical sensitivity.
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The Use of Focus Groups
The primary instrument used for collecting data in this inductive effort was focus groups.
The nine groups run were audio taped for subsequent transcription, coding, and content
analysis. Groups were conducted with a purposive sample of mental health staff, both
social workers and case aides, working at Vistas (pseudonym), a large, urban, human
services agency that provides a range of social services to persistently mentally ill
individuals. Mental health professionals in two distinctly different but representative
settings in the agency participated in the study: community residence personnel and staff

in the continuing day treatment setting.

The focus group was selected because this format is consistent with the objectives and
purpose of this type of research. Morgan (1988) noted that the "most common purpose”
of focus groups is for exploring a topic about which little is known. Also, focus groups
enable the investigator "to get closer to participants' understanding of the researcher’s
topic of interest” ( Morgan, 1988, p. 24) another important component of qualitative

research.

Moreover, the topic of workplace stress is of mutual interest to the participants as well as
the researcher. Therefore, unlike participant observation or individual interviews, the
other main qualitative methods, the interaction in the focus group has unique potential.
There is the possibility of fostering constructive group discussion among participants as

well as "new learning about their experiences and perspectives," in the form of self
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reported behaviors, rather than just their attitudes or opinions (Morgan, p. 23).
Furthermore, Morgan pointed out that while focus groups are useful when it comes to
investigating what participants think..., they excel at uncovering why participants think as

they do" (pp. 24-25).

The focus group format provides other benefits. Group interaction may generate ideas
which would not have occurred to any one individual. Also, it is possible that the
interactions between the group members may result in or constitute evidence that is itself
relevant to the study's substantive inquiry. In other words, participants' reports about
their experiences in the focus groups may offer useful insights into the supportive
potential of a peer group as part of an intervention program. This potential is supported
by Walker's contention that the focus group itself "may prove to be a heuristic experience

for the participants” (p. 5).

On a pragmatic level, focus groups served the needs of the agency as they were a more
efficient use of staff time. Also, each team already had regular meetings times for
administrative purposes that could be used for the study. Lastly, the staff in Vistas are
familiar and comfortable with a group format and also with each other. These factors
could potentially support an atmosphere where feelings and behaviors could be more

easily disclosed and discussed.
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Although the group format was open-ended to build a grounded theory, there was a
"topic guide” (Hedges, 1985) in the form of a series of questions to steer the flow of the
discussion. The topics to be covered were derived from deductive theory that provided
an orientation together with recommendations made by several researchers who
emphasized the importance of an organizing focus for inquiries on social work stress and
job satisfaction. Based on reviews of the previously noted literature on stress
identification in healthcare settings, all of these authors see personal, organizational,
patient-related factors and a history of personal loss as the primary stress producing

agents.

Pilot Group Study

Initially, on the belief that mental health professionals were unprepared to work with
mentally ill clients who also had serious physical illnesses, I planned to study the
viability of a peer support group to address staff reactions to client deaths. In January
and February of 2000, I met with four mental health professionals, 2 social workers and 2
case managers, from a large social service agency serving chronically mentally ill clients
for eight weekly, one hour group sessions in which they discussed their work with clients
who were simultaneously physically ill and/or dying. This pilot study proved to be
enormously helpful in shaping the present dissertation. Most importantly, it revealed that
the professionals were struggling emotionally with the physical illnesses of their clients

as well as client deaths.
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The pilot project also crystallized the idea of the need for an exploratory study to first
identify the nature of social work practice with this population and the ways in which
staff cope with the potential stresses. Only then could an interventive program be

developed to meet the needs articulated by the study.

Description of the Sample

The staff in the pilot project worked in several of the agency's single-site community
residences. For the dissertation, I decided to study a sample of staff working in the
agency's various continuing day treatment programs (CDT) as well as staff in several of
the community residences. Taken together the two types of settings would be more
representative of the total staff. This wider net could then potentially yield more
information about the nature of this worksite stress, as well as the range of coping

patterns.

This sample configuration also had the potential to yield information about the nature of
organization-client relations at Vistas and the role these relationships play in the degree
of stress experienced by staff. Lefton and Rosengarten (1974) have suggested that there
are differing orientations of human service organizations toward the clients they serve
and that these differing orientations affect the interpersonal processes between the clients
and the professional staff. The authors hypothesize that an organization's interest in its
clients may vary along two major dimensions. In a lateral orientation, the client has a

"highly truncated" relationship with the agency which, in turn, "has an interest in only a
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limited aspect of the client as a person.” A longitudinal orientation implies a long term
relationship during which an organization would "have an extended interest in who the

client is as a product of and participant in society” (p. 474).

The ages of the staff in the residential programs ranged from 27 to 68 with a mean age of
50. The staff in the CDT programs were from 23 to 68 years old with a mean age of 42.
The average number of years working in mental health was 8 years for residential staff
whose educational levels included 4 MSWs, 7 Bachelor of Arts, and 4 High School
graduates. CDT staff worked an average of 12 years with the following educational
levels: 5 MSWs; 5 Bachelor of Arts; and 4 High School graduates. 11 of the 15
residential staff indicated that working with chronically mentally ill persons was their
professional choice. When asked how they would describe their work with clients who
had both mental and physical illnesses, 12 stated that they found the work "much more
stressful" than working with clients who only had mental illness while 3 felt it was
"slightly more stressful." Of the CDT staff, 12 out of 14 indicated that they had chosen
this particular practice area. This group were evenly divided in their assessment of the
nature of the work, with 7 describing it as "much more stressful” than working with

clients who had mental illness only, and 7 finding it "slightly more stressful”.
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Description of the Sample Selection
There was a two tier selection process. Staff in the agency's various day treatment
programs were sent an introductory letter inviting them to orientation meetings set for a
day that coincided with their regular staff meetings at the agency's main headquarters.
Similar letters were distributed at each residence announcing orientation meetings. The
meetings were arranged at a time when there was the most staff overlap given the 24
hour coverage. This "pregroup public phase," (Hartford, 1971) was intended to develop a

purposeful, intensity sampling of information rich cases.

At each orientation meeting or "pregroup convening” (Hartford, 1971) session, [
discussed the project’s purpose and goals, individual members' needs, expectations and
objectives, group structure, functioning, and content following Kurland's (1978)
recommendations in her "Model of Planning for Social Work with Groups.” These
meetings also stressed that the study would be conducted in accordance with the
guidelines established by the Hunter College Committee for Protection of Human
Subjects for Research Risks Institutional Review Board. Participants were assured of
confidentiality and anonymity as well as their right to withdraw at any time during the

group. They were also asked to honor the confidentiality of the group process.

Lastly, the researcher provided the potential participants with a reading list of resources
and a list of social work professionals experienced in working with illness-related

problems should the group experience precipitate any negative reactions. At the end of
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each meeting a second time was set for the focus group. At that time participants were

asked to sign informed consents.

Each subsequent day treatment group had 4 or S participants. The residential groups had
between 4 and 6 participants. While these numbers are appropriate for a group
experience, the smaller number of cases reduced this study's validity and generalizability.
Patton (1990) referred to small sample size as a weakness of qualitative study. But he
noted that the richness of the detailed information and the understanding obtained

balances this limitation.

Patton also stressed that the validity as well as the reliability of qualitative data depend
on the researcher’s skill in doing systematic and rigorous observation. He emphasized
that "content analysis requires discipline, knowledge, training, practice, creativity, and
hard work" (p.11). As noted above, [ felt that my years of clinical work with groups
coupled with professional discipline would assist in developing "useful and credible"

findings.

Description of the Setting

Vistas is a large, urban, not-for-profit, social service agency. This agency offers
rehabilitation and supportive programs including case management; mental health
services (individual and group therapy); socialization groups; vocational and educational

programs (job training and placement in competitive employment); social, recreational,
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and creative arts activities, and primary health care services. There are also 12 single site
community residences with an average of 18 residents per unit. Each site has 24 hour,
seven day a week staffing. Agency housed clients are expected to attend day treatment.

Individuals who live independently can and often do use the agency's services.

Methods of Data Analysis

The tape recordings of the focus groups were transcribed for subsequent analysis. The
transcribed data from the focus groups were analyzed according to established
procedures of qualitative research in order to identify common themes expressed by the
participants as outlined by (Bogdan and Biklen, 1982; Graue and Walsh, 1998; and
Strauss and Corbin, 1991). Thematic analysis begins with the identification of content
coding categories within the transcribed data. Coding categories constitute a system for
sorting the comments of focus group participants, so that material bearing on particular

topics can be distinguished.

Bogdan and Biklen (1982) have described the process of developing coding

categories as follows:
You search through your data for regularities and patterns as well as topics
your data cover, and then you write down words and phrases to represent
these topics and patterns. These words or phrases are coding categories (p.
156).

Bogdan and Biklen (1982) further suggested that some coding categories will come to

mind during the process of data collection, while others emerge as the data are reviewed.

When the data have been organized into coding categories, the researcher proceeds to
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examine the categories to determine the logical connections that exist between the

categories. These connections are what then lead to the emergence of themes.

Tesch's (1990) series of ideas and guidelines for the process of data analysis were also
helpful. These recommendations include:

(1) Data analysis is concurrent with data collection and is cyclic. Analysis begins
with data collection and becomes integrated with data collection.

(2) The process of data analysis is systematic but not rigid, and the process ends
when the data no longer yield new insights.

(3) The process of data analysis is a reflective activity, and the researcher keeps
notes on the process of data analysis in which she records her insights and observations as
they occur. These notes facilitate the movement from the description of coding
categories to the identification of themes.

(4) Analysis begins with the reading of all the data several times to achieve a
"sense of the whole" that informs the interpretation of the individual elements.

(5) Data are segmented, i.e., divided into meaningful units that can be placed in
content categories.

(6) The data segments are categorized according to a system of content coding
categories that are derived from the data themselves.

(7) The main intellectual tool used in the data analysis is comparison. This is
involved in creating categories, summarizing the content of categories, and identifying
segments that do not fit any category. The goal is to uncover conceptual similarities and
identify patterns.

(8) Categories remain flexible and modifiable throughout the process in order to
accommodate new data.

(9) Manipulating qualitative data is an eclectic activity. There is no right or wrong
method. Each researcher must develop her own process.

(10) The result of the analysis is a higher level synthesis, such as a description of
the themes or patterns represented in the data (Tesch, 1990, pp. 96-97).
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Additionally, Tesch (1990) suggested that the investigator records content coding
categories and tallies these categories as they reappear throughout the data. When all the
data segments have been coded, the coding categories are scrutinized to determine
whether any of the categories can be collapsed or related to each other so as to form
themes. These themes will then be described in detail and illustrated with quotes and

descriptions of behavior.

Strauss and Corbin (1991) described a similar series of steps to be followed by the
investigator when analyzing data elicited from open-ended interviews. They suggested
that the qualitative researcher should:

(1) Listen to the tape recordings of the interviews several times, while maintaining
field notes to record initial reactions.

(2) Transcribe the interviews.

(3) Read and reread the transcribed interviews several times, continuing to record
reactions in field notes.

(4) Perform open coding on interview transcripts, inserting codes into the text of
each interview in bold face type as they occur to the investigator. (The term "open
coding" refers to the fact that the investigator is not seeking to identify utterances that
reflect predetermined content categories, but rather is seeking to identify any concepts
which emerge in the interview, regardless of their content.)

(5) Have peers review the open coding, suggesting such additional codes as may
occur to them.

(6) Discuss the suggestions of peers with them or other peers, and modify the
open coding accordingly.
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(7) List the codes developed from the first to the last in a place separate from the
transcripts.

(8) Group the codes into content-related, thematic categories.

(9) Construct a frequency distribution for the thematic categories, indicating the
number of times each category was represented as a code in the original open coded
transcripts.

(10) Identify the conceptual relationships among the thematic categories, so that

the categories can be described in a narrative that flows and promotes the readers'
understanding of the participants’ experience.

Potential Challenges to the Study's Validity
There were at least two potentially problematic challenges to research validity and

reliability.

The first involved the fact that I am the wife of the agency's Executive Director,
Emeritus, a reality known by all of the participants. This dual status presented a
potentially serious problem. I believe, however, that my long history of consultations
with various staff at the agency following client deaths helped to offset any difficulties.
As a result of the staff members' "positive" experiences over the years, there was a built-

in, strong level of trust and acceptance regarding confidentiality and my sincere intent.

Notwithstanding this positive reputation, the issue of confidentiality was acknowledged
and reinforced at the preliminary information meetings with prospective participants and

at the beginning of every focus group.
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Rosalie Wax's (1971) very pragmatic thoughts on the subject of entry into fieldwork
further support the notion that the researcher’s professional history helped develop these
participants' trust. Noting that "most sensible people do not believe what a stranger tells
them," she gives the following advice:

In the long run, his hosts will judge and trust him, not because of what he

says about himself or about his research, but by the style in which he lives

and acts, by the way in which he treats them. In the somewhat shorter run,

they will accept or tolerate him because some relative, friend, or person (in
this case other staff) they respect, has recommended him to them (p. 365).

The second challenge to validity had to do with my extensive clinical experience in health
care social work, and in particular with the psychosocial effects of serious physical illness
on patients, families, and staff. When taken together with the deductive concepts that
oriented the study, there was the potential for bias in both data collection and analysis.
This problem was referred to in the earlier discussion on qualitative research where the
cautions of several authors regarding theoretical preconceptions and biases were
discussed. The authors' suggestions regarding ways to guard against such interferences
led to my decision to have an independent evaluator review my data analysis to offset any

potential bias.

Conclusion
This chapter has outlined the methodology used for this dissertation. After explaining the
purpose of the study and the reasons for the selection of a qualitative study design to

capture information about the experiences of mental health professionals who are
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working with chronically mentally ill clients with co-occurring physical illness, the
chapter also described the sample and setting, how the data were collected, and the

method of data analysis used.
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Chapter IV

The Impact of Mental Illness: Managing Clients' Medical Care

Introduction

Social workers who choose to practice in mental health settings often indicate that they
are motivated by a desire to help their clients’ improve their functioning and live better
lives. Because so many chronically mentally ill clients now have co-existing physical
illnesses, helping clients live better and longer now includes helping them stay healthy

physically as well as mentally.

Because of their psychiatric disorders, however, it is likely that clients often thwart these
goals. This chapter will focus on understanding the ways in which clients' mental

illnesses hamper adequate care and as a result add new demands on the professional staff.

Review of the Literature
Brickner, (1984), underscored the problems involved in managing the medical care of the
chronically mentally ill when he spelled out what is required of individuals who are
receiving treatment for medical conditions:

Management of patients with chronic physical illnesses is a difficult task for

health workers in the most favorable of circumstances. The ability of people

living normal lives to cooperate with complex medical regimens, dietary

restrictions, and other compromises to an unfettered life style is often poor,
and yet we feel that adherence to these therapeutic plans is essential to
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disease control and recovery. By adding mental iliness as a factor, the entire

treatment structure becomes vastly more complex (p. 244).
One of the things that creates the complexity to which Brickner refers is the very nature
of psychiatric illness. This has been well documented in the social work literature which
describes the work with chronically mentally ill individuals as "emotionally demanding"
(Aker, 1999). The reasons cited include regressive and inappropriate behavior and severe
character disorders that limit the development of a therapeutic relationship (Cancro, 1983,
Golub, Narducci, Frohock and Friedman, 1993) along with limited insight and poor
judgment (Bland and O'Neill, 1990), apathy and negativism( Telson and Cucuo, 1993),
slow progress in treatment and difficulty measuring improvement which can foster a

sense of failure in the clinician (Maslach, 1978, Ratliff, 1988).

An earlier review noted that there is literature suggesting that notwithstanding these
obstacles, social workers who treat the chronically mentally ill are committed
professionals who have found ways to cope successfully with the long term mental health
problems of their clients. The reasons given are their "dedicatory ethic" (Kadushin, 1974)
and their "humanitarian need to help people in trouble” (Billingsley, Streshinsky, and

Gurgin, 1966, p. 53).

A recent study of the impact of mental illness on social workers' professional
performance goes even further in explaining the level of satisfaction that has been

identified (Aker, 1999). The author speculates that "social workers during their
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socialization to the profession have acquired sufficient knowledge pertaining to treating
clients with serious mental illness. Their expectations about working with this population
may be realistic because they...do not expect these clients to improve significantly in

treatment” (p.115).

Furthermore, there is literature which indicates that social workers who work with the
seriously mentally ill feel "positively challenged by the potential to work with persons
who are not always cooperative”" (Werrbach and DePoy, 1993, p. 315). For example, in
their discussion of a hospital based, outpatient psychiatric program, Golub, et al. (1993)
described the "frustrating management of antipsychotic medication administration” (p.

109) and of the ways the staff found to successfully and creatively work with their clients.

There are however ways in which the combination of the "mental illness factor" and

clients' lack of cooperation have created new problems for Vistas' staff. The reasons for
these problems appear to lie in the parental character of the relationships staff have with
their clients coupled with their concerns about the dire consequences that can occur as a

result of psychiatrically induced noncompliance with medications and medical regimens.

Focus group discussions contained numerous references regarding clients' attitudes and
behaviors toward general medical care that are consistent with difficulties reported in the
psychiatric literature. Things like "limited, concrete thinking, schizophrenia, and severe

personality disorders" that interfere with clients' willingness to be cooperative, impaired
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judgment because "internal voices disrupt their ability to follow a medical treatment plan"
and "difficulty retaining and following through" on instructions and/or information
regarding required medications and medical appointments all limit clients’ capacity to
manage their own care and contribute to serious noncompliant behavior that interferes

with and complicates the staffs' efforts to help them.

However, the participants in this study represent a group of mental health professionals
who now find themselves in the unanticipated position of supervising the management of
their clients’ physical needs as well. Consequently, there are demands on the staff related
to the intermingling of medical needs and psychiatric illness coupled with the intense
parental relationships staff have with their clients which are specific to the mental health
setting These include a heightened, if reluctant, sense of responsibility and "mission” for
managing clients' medical conditions in order to keep them alive, insufficient or
nonexistent training that is necessary to handle this added task, and continual frustration
and feelings of inadequacy because caring for clients' medical needs interferes with

providing the services these staff are trained for, and therefore equipped to handle.
This chapter will discuss the stresses associated with the impact of clients' mental

illnesses on the management of their medical needs and provide examples from the

content of the focus groups.
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Mental Illness and Noncompliant Behavior

There were numerous illustrations in the focus groups of how clients’ mental illnesses
"handicap them" often resulting in noncompliant behavior. As one worker noted, "It's
hard to get them to understand. They will take their old psychotropic medications but not
ones for a new illness." Similarly another staff person pointed out that "They just don't

get it, how serious and dangerous it is that they have a certain physical illness."

Examples include a client telling his counselor that "We're not that sick" as he refused to
go to his medical appointment and a paranoid client refusing to take medicine because he
believed the medicine was part of a "conspiracy" against him. There was the 40 year old
asthmatic client who had to take Prednisone on a regular basis. In this case a disordered
life style as well as disordered thinking combined to effect his medical care:

You have to be very specific with this drug. And due to his mental illness,
he couldn't keep the medication straight...when to take it...how to take it. So
it was very hard for me to keep track of whether he was taking it or not. So
[ spoke to his doctor and wrote out exactly how it was to be done. His sister
had a copy, and still it got botched up. He was in Scattered Site, so
sometimes he would stay at her house. But then he would forget to take it
with him for two days. He was going back and forth, which added to his
confusion. So I had to speak to the doctor about where do we start now,
because you have to slowly decrease on Prednisone. Now we moved him
back to a community residence because, based on that and some other things,
he's not really capable of being on self-meds.

In describing his concern about a client's inability to follow instructions because of his
mental illness, a supervisor presented the situation of one man, described as having the

"abilities of a ten year old" who was a borderline diabetic and also has kidney
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dysfunction. This client was to begin 4 hours of dialysis on an every other day basis the
following month. The case manager had begun preparing the client by writing him a note
to keep as a reminder. He also planned to accompany the client for the first visit. After
that he would have to go by himself. The worker noted with much frustration that "even
though it's just up the road and no distance at all, it will be a miracle if he does it every

time".

Staff Frustration with Client Non-Compliance
Several reported incidents not only illustrate the linkage between mental illness and
noncompliance with medical care but also how frustrated the staff often feel as a result.
The following incidents convey the frustrations created by the interplay of illnesses. In
one instance a worker reported that:

My biggest problem is a client who has lung cancer. He just had radiation

and he also had surgery. Now he's refusing chemotherapy to prevent

recurrence because he's very paranoid and he believes God does not want

him to do it. So, he won't do it. Chances are his cancer is going to come

back. So, we're having to chase him around to keep his appointments and

make him go.
Then there was the client who

won't take enough of her medication. She's laughing at the lights and the

lights are talking to her and she is out buying a giant ice cream cone and

we have LONG sessions and I plead with her. I put my heart into her

telling her what is OK and what is Not OK and it is absolutely frustrating

and useless!

The following discussion also highlights the frustration staff experience trying to help

their severely disturbed clients manage their physical illnesses when they "are fighting
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me every step of the way and it feels like "you are beating your head against a wall." A
staff member described feeling " hamstrung” by a client's erratic behavior. This was a
client who had a positive Pap smear last year:

Now a student is taking her for an appointment but she wouldn't go so the
student rescheduled it. But when she got there she refused and the doctor
wouldn't even do the breast exam because without the Pap smear it wouldn't
mean anything. So she got nothing. And she is very psychotic now and is
refusing a therapeutic dose of medication and I think that is part of why she
is not compliant with the diabetes and the Gyn stuff because she is too
paranoid. It just drives me crazy. She is another person I have put a lot of
time and effort into, and I don't get the reward and satisfaction of seeing her
improve. She is just sick and crazy. And when [ arranged a visit with the
diabetic doctor she didn't want me in the room because I am not a doctor and
[ don't know anything about diabetes and I don't know what I'm talking about
even though I say the same things as a doctor. Just the fact that I have been
trying so hard and she threw me out. Then I set up these appointments and
begged the student to go with her and the student had to ask permission to
miss her group and twice the client got to the hospital and refused. So I'm
fed up. I'm really out of options. I am just done. So maybe if they
hospitalize her for psychiatric reasons they will be able to stabilize her
medically. But I'm not doing any more of what I did. I've done everything
Icando. *

This attitude was echoed in the following remarks describing an incident involving a
diabetic client:

Just today, I had a person who is diabetic that just got out of the hospital. He
was in there for nearly a month and I find out I am being betrayed with
cookies! And I am saying, "If I could only take these cookies away from
him." ButI can't.

I saw him a block away... and I wear giasses and [ can't see that well! And
I saw him eating cookies. I said, "What are you doing?" He was in shock
and he smiled a bit. [ said, "This is serious. You have to think about what
can happen to you." He said, "Well, it only has x amount of grams."

...Some of them get it and some of them don't, and some of them get it only
for the moment when you're standing in their face.
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The use of the word "betrayal" seems to indicate how personally this worker took the
client's noncompliance. Not only is the client harming himself, but he is also defeating

this staff member’s extraordinary efforts to save him.

Feelings of Helplessness
Feelings of helplessness created by their clients' noncompliant behavior were often
palpable in various comments. For instance a case manager noted that

it is out of the professional's hands. The professional can't rope him in and
make him change his diet for instance. You are just there and you become
ineffective-just try to talk to them-not much you can do. We can suggest but
it is not our place to say no.

Another person's remarks also underscore the helplessness staff feel in the face of clients'
noncompliant behavior:

But then there is the issue of poor judgment. And you can watch somebody
go downhill because their judgment is poor. And you know you can't really
do very much about it. It's a kind of awful thing to watch.

Additionally uncooperative behavior could be dangerous and therefore alarming to the
staff because of the severe consequences of such behavior. For example:

You can't force people to take their psychotropic medicine either. But you
don't feel as ineffective because we have some sort of 'tool’ if you will. When
they are not complying with psychotropic medication regimens they could be
hospitalized because of decompensation. But a couple of clients have no
insight into their diabetic conditions. Ifthey don't take their meds they might
die.

It's not that I feel different about the noncompliance but I do feel more can
be done when there is noncompliance with the psychotropic meds. We have
a protocol for that. We have a plan for that; we know what to do. If he eats
ice cream, we just wait.
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Self-Determination as a Moral Dilemma
The staff in one team described themselves struggling with a "moral dilemma" when
they are unable to control their clients' noncompliant behavior. The following discussion
about clients' eating behaviors and " a certain amount of self-determination” conveys the
difficulty:

Worker 1: We are not a hospital where we can give them a tray. We give

them their money and then they go out and buy donuts and whatever else they

want. We don't have control. I don't know if we should have control.

Worker 2: My understanding is that the residence is supervised but it's not a

dictatorship. We can only do so much and it would be horrible to put in a

regime.

Worker 3: I have a question. If people go into a hospital, they know this is

what you are going to be dealing with. Well I don't know if it's an

expectation. But the doctor can write an order saying no salt diet.
In the face of such noncompliance, staff members may be hard put to remember that
these patients are mentally ill, and that their lack of judgment and self-destructive
tendencies are not manifestations of any desire to frustrate the staff, but are instead
symptoms of their illness. One staff member acknowledged that it is sometimes "very
hard to be objective, very hard to take into account that he is mentally ill, that he does
have poor insight, that he is symptomatic, and that he is not at fault for how he is
behaving." In fact, staff acknowledged feeling angry at times with clients. For example,

When they want to challenge you because of your age or something like that.

You're telling them to take their medicine and then they look at you like, 'Oh

you're too young. How can you tell me something like that? I'm old enough
to be your parent. Where did you go to medical school'. And they start

challenging you. That's what starts getting you pissed off.
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You're here to do your job, you know, what you're supposed to do, you
know, the best referrals or references. But then they will be challenging
you, giving you a hard time to do your own job, that you're just fighting
with them, verbally that is. But that's how you feel sometimes. It's like,
Damn, I'm trying to help this person and they are stressing me out. You
do your job, you continue, you get them what they need to get. Put them
on their feet. But then you go home and find yourself saying to yourself:
This damn guy or gal....

Guilt and Anger
In turn, respondents made several remarks indicating that they often feel guilty about
their anger toward clients who are noncompliant. Many staff thought they should be able
to recognize that noncompliance and "rude" opposition to directions were a reflection of
mental illness and that therefore they should not hold clients accountable. One assumes
that therapists experience some guilt when they recognize their hostility toward
particularly offensive clients, but this guiit is exacerbated when the disliked client is or
becomes physically ill. A worker described how she redoubled her efforts in working
with a very difficult character disordered client as follows:

I think part of why I did so much for him is to compensate for not liking him.

He was so abusive...to me...to other staff... and to clients. And he lied all the

time.
The fact that this client had been extremely abusive clearly did not appear to allay the
staff member’s guilt. On the other hand, there were comments of workers who refused to
feel guilty. One worker said it was a mistake to assume that bad behavior is always a

product of mental illness and that mental illness can be a "mask for bad character." A

supervisor pointed out that
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We have some very disturbed people in our client population. And difficult
personalities that may not let you help. You're limited here in a certain way.
You're limited by the extent to which the client makes himself or herself
available to you. They don't keep their appointments. They do all kinds of
foolish things. And, you know, you can't really do very much about it

So when things go wrong, you risk being held accountable for things that you
really...that the client doesn't let happen. You may know in your heart that
you've done pretty much the best and the right thing. But that doesn't
necessarily mean that you've (really accomplished) everything, because the
client (doesn't cooperate).

An ancillary stress related to the problems created by mental illness is the tendency of

clients to blame staff when something goes wrong medically. For example:
clients may become...angry, hostile, (and) volatile in situations where
peoples' health is at risk and where there are unexpected things like
medication reactions that nobody planned...and nobody did anything wrong.
Or somebody goes to the hospital and something happens unexpectedly.
That client may decide their case manager should have sent them earlier...or
that their psychiatrist should have done something different...or that the

agency was responsible. Now, maybe we weren't. Probably not. But there's
a whole new strain, suddenly, on a case manager with clients like that.

Responsibility for Clients' Physical Health

It is one thing to attempt to help clients improve their mood and their sense of well-being
as well as stabilize or improve their psychosocial functioning. It is quite another to
attempt to save clients' lives. Nevertheless, the staff report feeling that this is their
"mission" and gave several reasons why. For one thing, the staff are often the ones who
"see the first signs, you know, the changes." Another staff member offered that as a

professional, "I feel personally this is a client, so if I'm generally interested in this client [
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can't sit there and say 'I'm only here for the psychiatric part. So what if he doesn't

monitor his glucose level today, that's not my job.' "

The stress created by this sense of responsibility is evident in many of the participants'
remarks. A case manager explained that he had to be "more alert" because it was his "job
to get his client to a doctor so that things don't get worse." Another staff member's
comments conveyed the urgency she felt upon noticing that one of her clients had
developed sores on his arm. The worker described her need to have the client examined

by a doctor as "urgent," because, "God forbid, I don't know what it is."

Still another social worker explained the reason for his need to understand medical issues
as follows:

I think if you are more educated about the disease or the illness, the more

you'll be able to help them. They may have heard different stories. They

may not have the correct information. You may be able to help them clear

up different problems.
The increased sense of responsibility for keeping clients well was also "very scary"” for
other workers who expressed concern about "jeopardizing” their clients' health if they
failed to recognize a problem. The stress they feel is described by two workers as
follows:

In a way we feel responsible for his well-being and his health. We want to

do everything we can to make sure that he stays alive...that he gets the

treatment he needs, because you don't want anything to happen!

I'm generally concerned about their welfare. So I'm feeling if their needs are
not met like they are supposed to, then what's going to happen with these
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clients? So that's another reason why a lot of times I like to be with them
when they're going to doctor appointments and stuff like that. It's so I can
feel a little more secure in knowing how to treat them.

There was even a specific word to describe what staff feared might happen to a client if
they (the staff) weren't "vigilant":

Because you figure with the mental illness, whatever diagnosis they have,
they're going to have that all their life and medication can always keep it
controlled at certain times. I think I would be more prone to say: Did you
take your medication for your heart? Rather than say: Did you take your
Risperdol? I know that's what I do with one client that | have that had a liver
transplant. I'm like: 'Take your liver medications, versus take your
psychotropic'. So I think we do it a lot, in that what I feel when I do that is
that if they decompensate, we could always send them to the hospital and
stabilize them. Versus if they don't take that medication for that medical
illness, they could just flatline right there. And I think that would be harder
for us to cope. I think it's harder for us to cope with a flatline versus coping
with just visiting the psych unit at a hospital.

In Loco Parentis

Because the overwhelming majority of the clients have no family members to assist
them, "maybe 80 or 90 percent have been thrown away by their families who are fed up
with them," staff members tend to assume total responsibility for their clients’ care
because "all they have is us to help them." In effect, the staff members assume the
responsibility of parents with respect to their clients. The role was described by the team
supervisor this way:

Suddenly here we have people for whom we basically function in loco

parentis, in many ways. We are really...you can call the people in this room

case managers, but that's a fancy politically correct term for parental figures

when it comes to having to decide, having to oversee, and have the judgment
that our clients don't have.
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This supervisor pointed out that workers experience great stress when they have to
assume parental responsibility for managing the care of individuals who cannot possibly
take care of themselves, in spite of the fact that their professional relationship with these
individuals does not actually give them the legal authority of a parent. He also noted that
it feels "virtually impossible" for the staff member to be sure that he is making the correct
decisions for his clients, when "you don't even know in your own life if you are doing the

right thing all the time."

Another example of how lack of family creates a "real strain" on staff when medical
needs are involved was described by a social worker this way:
[ felt honored by the client's request to accompany him to the doctor to hear
his diagnosis, but I also felt taken aback by the responsibility. So I tried for
days to find family members for him, but I couldn't find his son in the Bronx.

It was a big emotional thing and so I brought a colleague who was also close
to him so it wouldn't all be on my shoulders.

Lack of Training Concerning Physical Illness

This strong sense of responsibility for and commitment to their clients’ medical needs is
not matched by any sense of confidence among the staff. There were several references
to feeling ill-equipped and without the necessary training to provide adequate clinical
care for their medically ill clients. A social worker observed that he did not think
"anybody who is a non medical professional should be expected to understand the
medical issues beyond the average, usual point that the average person understands it."

Nevertheless, the worker indicated that he felt it was necessary for him to understand all
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the medical issues because ultimately he is responsible for "in some way or another best
managing everything that is going on with this individual, including the client's medical
treatment." The staff member’s sense of responsibility had even led him to do extensive
research "to find out about all these medical conditions and the interaction of all these
medications." One worker, who felt "handicapped” by her lack of medical knowledge,
explained how for her the difficuity was with:

not knowing exactly...not being trained on what to look for, actually having
to handle it, to be able to decipher whether its psychological or medical. I

guess in a sense it's also personal with me because I never like to be put in
the position of not knowing.

So I think the reason why I kind of volunteer to go to a lot of clinic visits,
especially when it has to do with the medications and stuff like that, is
because when I'm sitting in a doctor’s office, I always have a pad and pen.
So I'm writing things. I'm asking questions. And what about these
medications? And what are these for? in the hopes of maybe assessing a
client better.

Another case manager observed that,
right now I rely on the clients to educate me. [ didn't know anything about
diabetes when I came here. I have only been here for four months. [ have
clients who taught me. But it's not necessarily their place to teach me, and
I might not get accurate information, so we need to have training. So if a
client says my blood sugar today is 200...everyone might not know that's
high. A lay person may not know that. So those things are important so you
can also recognize them.
As indicated earlier, the stress of feeling responsible for keeping their clients healthy is
further complicated by clients' psychiatric conditions. Presenting symptoms may be

confusing and especially so for persons not trained for or familiar with physical illnesses.

Staff members described having to be "more attuned” to their clients' complaints
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expiaining that they had "to decipher" when physical and psychiatric symptoms "clash."

This pressure to "be more careful” is conveyed in the following remarks:

You have to be careful in the sense that the client is not only mentally ill. He
is also physically ill. So if you are seeing symptoms you are always tying to
identify whether or not its mental or medical. It's kind of difficult. For
instance, a client today came to me who is also medically ill and said he
doesn't feel well. So I have to really listen. I have to stop to see what's going
on so I can decipher what it is. Whereas when it's a client that's just with
psychiatric problems, if they say I don't feel good or whatever and I'm
listening to them but I kind of know by knowing their diagnosis I know what
to look for.

The extent to which the sense of responsibility coupled with inadequate training is
stressful is strongly indicated by the following statement:
And the death part. If the clients are not compliant with their psychotropic
types of medications, we can usually get them to the emergency room or

have them hospitalized. But in the case of medical issues, a person can die
right there unexpectedly. And that's something that is irreversible!

Respondents made several remarks that indicated the lack of training also extends to

knowledge about how to help clients cope with the emotional demands of their medical
illnesses. Two staff members described their sense of clinical ineptness this way:

I have a harder time personally helping the clients through it, I think, or
helping them work through somebody else's illness. I think because it is hard
for them, I'm sort of at a loss, almost, how to handle it.

My experience is limited in dealing with the seriously medically ill. | keep
trying to reassure them instead of asking people what they think. My
immediate reactions are gut, they're emotional. I can empathize but I don't
have a lot of knowledge.
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Interference with Social Work Tasks
In addition to the stress created by staff's heightened sense of responsibility, the physical
illnesses also created other frustrations for staff. The medical problems frequently
preclude the possibility of doing the kind of work that they had trained and planned to do.
In their study, Blankertz and Robinson (1997) pointed out that these professionals
generally choose their careers because they want to help clients improve their lives.
Instead, mental health staff are now being asked to preside over what is often a downward
spiral of physical deterioration leading to increasing misery and ultimately, possibly, to
death. One case manager expressed his frustration as follows:
I'm not comfortable with the fact that says, well, we will do the best we
can...that belief system that some things are going to happen, some people are
just going to die, some people are not going to make it. It's a belief system
that I don't particularly like coming into an agency. IfI lost a client and
someone comes to me and says it was going to happen, my belief is that I'm
here for making sure that it doesn't happen. That's why I'm here. I'm not here
because [ just want a job.
From this statement it would appear that individuals who are motivated specifically to
better clients' lives are particularly frustrated when not only are they unable to help the

clients get better, but also, they are unable to prevent them from getting sicker and

ultimately dying.

Furthermore, even if one disregards the fact that their illnesses lead many of these clients

to suffer and die, their medical problems would still be frustrating to staff because the

need to attend to medical problems prevents them from doing the work they would
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normally do with their clients. One staff member described the manner in which his work
was changed so that he could no longer interact personally and professionally as follows:
Just having coffee with (the clients) individually is kind of like not a

prescribed medication. Butit's so essential. But you know what? [ don't see
that happening. There are too many medical issues to take care of.

Conclusion

This chapter has focused on understanding the ways in which clients' mental illnesses
influence and hamper their medical care which, in turn, places pressures on the
professional staff who feel responsible for, but unequipped to, manage the problems
stemming from the behaviors. The stresses identified by the staff represented a sizable

portion of the content of all the focus groups.

Previous literature indicates that social workers demonstrate effective ways to handle the
customary behaviors associated with chronic mental illness. However when those same
behaviors hamper adequate medical care and threaten physical health, there is
considerable stress on professionals who feel a heightened, even "parental," responsibility
for their clients. Additionally, the work created by medical demands interferes with

established work for which staff are trained.

The following chapter will look at the clients' physical illnesses from the perspective of

the emotional impact on professional mental health staff.
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Chapter V

The Impact of Clients' Physical Illness on Social Workers'
Sense of Personal and Professional Vulnerability

Introduction

[t is safe to assume that a sizable number of chronically mentally ill individuals residing
in community mental health settings now have co-occurring physical illnesses, many of
them potentially life threatening or already diagnosed as terminal. This project sought to
understand how this inherently stressful reality impacted on the mental health
professionals working with this population as well as on their practice. In addition to
defining the substance of this occupational experience, the project sought to understand

both how the professionals negotiate these new demands.

This chapter will describe how the clients’ physical illnesses affected the professional
staff, particularly in terms of the impact on their feelings of personal and professional

vulnerability.

Review of the Literature
There is literature which suggests that the experience of working with mentally ill clients
who are also physically ill could potentially be problematic for the mental health of the

professionals working with these clients.
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Two studies looked at the experience and consequent competence and sense of
effectiveness of social work graduate students. This is a population which closely
resembles the current participants in that both groups have not worked extensively if at all
with seriously physically ill people. Both, therefore, lack the requisite knowledge and
skills for competent practice in this area, factors which have been found to moderate

aspects of burnout.

A "quantitative-descriptive" study of the fieldwork experiences of second-year social
work students in oncology settings, (Weitzman and Beder, 2000), represents a
quantitative effort to develop knowledge about the nature of social work with cancer
patients. The study, which aimed at strengthening the fieldwork supervision for students,
supports the impression of earlier authors regarding the stresses in healthcare social work.
In its findings, the field placement was described as "intense, stressful, and emotional”
and physical illness and patient deaths were the two "most difficult and demanding

factors" of the students' experience.

Likewise, in their correlational study of levels of social worker competency, burnout and
job satisfaction, Himle and Jayaratne (1990) found that undergraduate social workers
were more burned out and had less job satisfaction than their graduate level counterparts.
In training and competency, the former group most closely approximated participants in

the present study.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



74

A third related study looked at the practice preferences of a group of social workers in
graduate school. In this examination of the interests of graduate school trainees, O'Hare
(1997) found that "a significant core of social work graduate students" were considering
a career working chiefly (investigator's italics) with seriously mentally ill persons, (p.
241). Another study, of psychosocial rehabilitation workers, found that 64 percent were
motivated by a "desire to help people with severe mental disabilities” (investigator's
italics) (L. Blankertz and S.E. Robinson, 1997, p. 226). These studies suggest the
possibility that for many of the staff at Vistas, working with mentally ill clients is a
specific choice and that working with clients who are also physically ill is unanticipated,

and may even be unwelcome.

At present, however, the social work literature has not discussed this occupational stress
of co-occurring physical illness in the mentally ill and it's effect on mental health
professionals. There is, however, literature that seeks to understand the stresses of serious
physical illness on healthcare and gerontological social workers. While keeping in mind
Jayaratne and Chess's (1984) caution that the ability of clients to represent significant
sources of stress may vary from setting to setting, this literature does offer a framework
for looking at the stresses that the study's participants are now experiencing. Furthermore,
Donovan's (1987) remarks support the notion that working with physically ill and dying
people may be stressful for social workers regardless of setting. Writing about work site
stress, she points out that "widespread perceptions of stress derive from objectively

stressful conditions” (p. 262) such as serious physical illness.
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Although much of the healthcare literature is not quantitatively based, Davidson strongly
stated that there is sufficient qualitative evidence to support the notion that social workers
in health care "experience strong affective reactions" (1983, p. 9) when working with
seriously ill clients. She is referring to the extensive literature that descriptively
catalogues the stress factors inherent in working in healthcare. Included in this anecdotal
inventory are patient characteristics (Davidson, 1985), the "dreaded sights, smells, and
sounds" of physically ill patients along with powerful fears of death (Pilseker, 1979, p.
370), feelings of professional incompetence and failure, Mailick (1991), and over
identification with patients, especially when there has been a personal history of illness

(Koocher, 1979).

In a quantitative study, Diaz and Mattison, (1992), considered the factors that influence
oncology social workers' careers and "survival." Their survey employed variables
identified in the literature on coping and burnout in order to establish the stresses. They
found that history of personal loss, organizational factors, patient-related factors, and
social support were major predictors of worker adjustment. Moreover, within the
category of patient-related factors, the survey revealed that the most stressful factors were
the intense contacts with patients who die and/or are suffering followed by identification

with these patients' plight as well as feeling inadequate to meet patients' needs (p.117).

Similarly, there is literature concerning the emotional stresses on gerontological social
workers that also has applicability for understanding the experience of participants in the
current study. In looking at the countertransferential reactions of these professionals,

Greene (1986) found that they had higher levels of death anxiety than did other social
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workers. Carrilio and Eisenberg (1984) see this reaction as due to the fact that social work
with the elderly "requires confronting loss, declining health and death” thus reminding
the workers of the inevitability of illness and mortality. Comparable reactions emerged

from focus group interviews with Vistas' staff.

Impact of Physical Illness and Death on Staff

Despite the absence of literature directly on this subject, the present study documents the
ways in which mental health professionals experience intense emotional reactions to their
mentally ill clients’ physical illness, dying, and death, as well as their feelings of

helplessness in the face of clients' physical suffering.

The staff's disturbing feelings and concerns regarding the impact of physical illness fall
into three areas which mirror findings in the current medical healthcare literature, namely:
exposure to the "shocking," "horrible" characteristics of clients' physical conditions and
deaths that can be "torturous"” for staff to observe, identification with their medically ill
clients that activates concerns for their own health and fears about their own mortality,

and generalized feelings of helplessness and guilt.

This chapter will discuss the stressful factors associated with clients' medical conditions

and provide examples from the content of the focus groups.
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Exposure to Physical Symptoms, Suffering, and Death

Discussions in the focus groups were replete with examples that conveyed how
emotionally vulnerable staff feel in the face of their mentally ill clients' medical illnesses.

These illnesses could involve either acute symptoms or lingering decay.

Exposure to Chronic Physical Illness

Beyond the problems of psychiatric illness, intense involvement with medical illness
means being exposed to unpleasant, even appalling, physical symptoms as well as pain
and suffering. Numerous comments by staff conveyed how unnerved they were by what
they saw. A residential case manager described how "scared" he felt seeing a client with
advanced emphysema as follows:

When he tries to breathe he can't get enough air and the way he has his
mouth open, you know, it ain't pretty to look at.

Similarly, a worker in a day treatment team explained that exposure to clients' horrible
physical illnesses meant

watching someone living in pain and with progressive diseases. That is
terrible for me to look at.

Talking about her difficulties with the situation of a young woman with a terminal cancer,
a staff member explained her reactions this way:
[ feared all the pain and suffering for her. It was also torture for me. |

have seen a lot of that pain and suffering and torment here and it is real
scary for me.
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For another worker, "the process of a client's suffering was depressing” and "the quality

of life becomes the thing that is hard for me to face and deal with."

Other remarks described equally disturbing situations which infer the emotional impact of
clients' chronic medical illnesses. For example, a day treatment social worker described
working with a client "for almost two years" who has now been diagnosed with terminal
cancer that can no longer be treated. The fact that she would now be faced with issues of
dying were clearly inferred by this worker's discussion of her new concerns about what

she might "have to handle now."

The stress of watching a client gradually deteriorate physically was evident in the
remarks of still another staff person speaking about her reactions to a medically ill,
residential client's continuous hospitalizations:
Yeah, because they've been here for a while, then they left, then they came
back. And it seemed like they never got back to how they were before they
went in the first time. And we all kind of sort of expected it, but it still was,
even like the medical staff here was figuring: Oh, they've probably got

another couple more hospital runs to do before this actually happened. And
then, when this happened, then it was a surprise. To me it was a surprise.

Exposure to Acute Episodes of Physical Illness
A case manager in one of the residences related a chaotic incident that graphically
illustrated how "disturbing" clients' acute physical symptoms and illnesses were for her.

She described how she discovered
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...one of my clients was lying on the floor and he had blood clots coming out
of his nose...I rang the bell for one of the staff counselors that was on duty.
She called an ambulance...the counselor escorted the client to the hospital,
and then I got a call that he went into cardiac arrest on the way to the hospital.
...he was at death's door...that wasn't expected. That was very shocking...I'm
trying to pick up blood clots with paper towels and the (other) clients were
yelling at me...it was just a horrible, horrible thing.

Coping With Client Deaths

In addition to trying to cope with the impact of clients' numerous physical

illnesses and symptoms, staff are also regularly faced with death. The following

remarks indicate just how stressful this is for the participants in this study.

A worker talked about his shock at finding a client dead in his apartment. The
incident was so disturbing to him that for several weeks he was unable to be alone
in the office for fear of "seeing something." The same worker also described
another incident that suggests how alarming it is to be confronted by the reality
that death can happen so rapidly:

We had another client at __ House. She had developed a fever and

she had cold-like symptoms. We gave her soup. She took aspirin for

the fever, but the fever didn't break. So the next day we took her to

the hospital. And they found out that she had chronic leukemia and

she died the next day. She was about 26 years old. So that was very

surprising. She was very heavy set. She didn't look physically ill.

She didn't have any symptoms other than those cold-like symptoms.

And then she just died.
The emotional impact of client deaths on the staff could be long lasting as well as

sudden. The following remarks indicate that the deaths of two of his clients had a

profound and lingering effect on this staff person. Paraphrasing slightly, he said:
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Gary died...I actually found him dead in his room one moming...and
there was Therez.... They died within six months of each other.... I
never thought that I would ever think about them again...but you don't
forget them. Every so often if I sit at the house meeting I will
suddenly think of them.... I think of them from time to time and wish
they were there.... Over half of the house are medically ill...diabetes,
cancer, hypertension, obesity, brain tumors.... You know, when I
originally came here [ hadn't thought about this.

Furthermore, the worker suggests that he was not prepared for this aspect of the

work when he came to the agency. His sad observation that he had "come to

recognize” that "nobody is born in this agency” seems to infer an uncomfortable

realization about the reality of client deaths.

Coping With the Memath of Client Death
Seemingly mundane tasks could have emotional ramifications long after a client
had died. These could range from collecting a client's mail or contacting family
members to

having to go up to the room after the fact. Even though it didn't

happen in the room, but just going up there. That was like the first

time I've been up there since I found him.
Even staff who had previously worked with clients with serious physical illnesses
reported being stressed by exposure to the deaths of their psychiatric clients. A
case manager who had worked with chronically ill and dying AIDS patients
explained it this way:

it's a horrible experience if you are not prepared and don't expect it.

I worked with dying people and you put yourself in a frame of mind
or have a certain philosophy about things. When you expect it, it's
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different. Somehow it's different when I worked with people who are
always dying.

The comments of this worker, who had chosen to leave her previous job to work
with psychiatric clients, indicate how coping defenses are activated in different
settings. Her remarks that once out of a medical setting, she was no longer
"prepared” for death, i.e., as defended against the realities of death, provide
insight into why the mental health staff were so unprepared for what happened to

their medically ill clients.

Identification With Physically Il Clients

Identification is an unconscious process in which a person sees features in another
individual or that individual's circumstances which are similar to one's own
qualities or situation. The participants in this study gave many examples of this

process and the disturbing affects stirred up.

Confronting Mortality

One staff member’'s comments indicate how identification functions. In talking
about why she left a hospital position to work in a psychiatric setting, she
explained that now she would be able "to distance myself more. I don't feel [ am
in danger of becoming mentally ill but anyone can get other physical stuff. You

never know." However, when she began working at Vista where she had clients
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with co-occurring medical illnesses she no longer felt this "safety” explaining that

"it's got to...your own mortality...Heck, you know."

Identification with medically ill clients and the concerns about mortality that this
stirs up were clearly evident in several other comments as well. For instance, a
day treatment social worker pointed out that working with clients who develop
physical illnesses is

..challenging to my own mortality. Actually, I went for a physical

this morning. I usually cancel them. But, "No," I said...and I

reflected on how a year ago K. (refers to a client who was at the

hospital near death at the time of the focus group) went to the doctor

and had a high PSA and there was really no follow up...Then a friend

of mine went for a routine physical and they found something. Just

a plain old routine. So those two things really got me going.
These feelings resonate in the remarks of a staff member who was working with a
client currently hospitalized with advanced cancer. She explained how the client's
terminal illness "starts me getting into my feelings about death and dying and
being an old lady, stuff I don't want to think about." Another person pointed out

that "when it's an older person, you can at least see it coming. But when it's

someone young, you'll be like: " 'That could be me kind of thing." "

Existential Concerns
Furthermore, client deaths can activate significant, often troubling, existential
questioning about the meaning of life. For example, a young case worker said that

recently he had lost two of his favorite clients. In pondering their deaths, he
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asked, "Like, why do bad things happen to good people?" He indicated that this

question had become "a major thing for me."

Similar concerns were haltingly voiced by the supervisor in one of the day
treatment teams as follows:
I never, it's life, death, very much and I never wanted it to-- and as a
little kid, you know, I always had to accept it and I always felt like
there is nothing you can do. I would try to come up with these
beautiful... you know, like, I'll see you in heaven, maybe you'll look
down on me who knows, maybe you are in a better place... whatever.
I still have not read that book When Bad Things Happen to Good
People, but | have never accepted that it has to be. But here it is and
I am struggling with that.
In speaking about a young woman who had entered the agency after years on the
streets and in an encampment, a case manager's remarks convey her efforts to
grapple with existential issues. For her, "It is a very bizarre kind of thing to see
somebody physically and psychologically kind of blossoming and also knowing

they are going to die. It just doesn't make sense."

Concerns About Personal Health
Observing the progress of clients' serious physical illnesses and ultimately
witnessing the deaths of some of these clients also engenders concerns about
staff's own health. According to one worker,

Every so often I reassess. I come from a family where males don't

survive beyond age 45...diabetes, high blood pressure, cancer...you
name it. And I don't have a thing. So for me to break that cycle
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means a whole lot. Working here reminds me of illnesses too much.
It also concerns me.

Another worker was concerned that the stress he experienced in dealing with his
clients' medical problems could potentially effect his own health. He remarked
that "what happens here is an accumulation of emotions and stress factors that can

contribute to the (deterioration of) our own physical health."”

There are also concerns about more direct risks to their own health. For example,
a residential case manager described an incident where a client with HIV had
scrapped his elbow which began to bleed "very profusely." The worker said that
she felt "it had to be addressed even though there were no rubber gloves
available." While she washed and bandaged the wound, she saw people who
looked "very squeamish and uptight" but as a professional she believes "you just

do what has to be done and every one of us has to be prepared to do that."

Feelings of Helplessness and Guilt

Feeling helpless in the face of so much suffering was evident in the remarks of a
staff person who described feeling overwhelmed at seeing a client's misery. "It
was torture, a horrendous thing to see a young man in so much pain and not be

able to help him."
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A case manager spoke about how he felt better equipped to deal with the clients'
psychiatric illnesses because he had considerable training and experience. He
then emphasized how he "feels much more helpless in the face of physical

ailments because [ am not trained."

Avoidance as a Response to Helplessness

Because clients' physical illnesses are so emotionally unsettling to many of the
staff and also often leave them feeling "powerless to help with the realities of
dying," there were several remarks about wanting "it to be over" or hoping not to
be there when the death occurred, or not wanting to be the one to find a client

dead in his room as had happened in at least three residences.

Several staff commented they felt "guilt” for having such "unprofessional"
thoughts towards their clients. Following a meeting of the Pilot group, the
manager of one of the residences brought in a cartoon from The New Yorker. In
it several men were standing at the door of a hospital room talking to a woman.
The caption read, "Sorry Sylvia, but your mother’s long term care has been going
on too long." The worker's comment that "here's a cartoon for the group" seemed
to be an allusion to previous remarks of wanting clients to die about which the

staff feel guilty.
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Second-Guessing Prior Decisions
Staff members described frequently second-guessing themselves and their efforts
when a client dies, asking whether they had done everything or enough to save tﬁe
client. The supervisor of the Scattered Site and Graduate Housing CDT team
noted that he often sat in on the review meetings that are held routinely following
the death of a client due to a medical illness. He suggested that he had a
somewhat objective perspective, due to the fact that he was not an active
participant in many of these cases. He said that what he observed in these
meetings was "always very sad." He said that "the case managers and the
therapists and the people who work with them really, really suffer.” He indicated
that as an objective observer, generally he could see that:

there was probably nothing that anybody could have done...or that

people did everything they possibly could have. But then the case

manager wants to know, "Did I do everything I should have done?"

People have kind of tormenting feelings that they have to work out

for themselves.
The supervisor seems to be suggesting that the staff members who work directly
with the clients are not able to step back and gain an objective perspective which
would allow them to acknowledge that they had done all that they could do, that
there was nothing which could have been done to save the client. The staff appear
personally too close to the clients to be objective about their own efforts to help.
This may well leave staff members vulnerable to feelings of guilt which may

threaten their sense of competence as professionals and ultimately their own

psychological well-being.
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Avoiding Work With the Physically 11l

The study also found that many of the participants who gave reasons for
specifically choosing work in mental health explicitly indicated that avoiding
work with physical illness and death was a primary motivation. The following
statements are illustrative. A social worker who left a hospital setting explained
that "blood and gore were too disturbing and depressing.” Another worker's
choice to avoid working in a medical setting hinged on the fact that there was just
“too much loss. I didn't like what I saw. The fact that you work with people who
are medically ill and the consequences of it is eventually death.” A staff person
who had worked in a nursing home for eight years before coming to Vistas
explained that she left because she "wanted out” of the constant exposure to grief.
"Over there was a lot of grieving, death issues, people crying all the time." As
one respondent put it, observing clients' physical conditions and deaths stirs up "a
morass of feelings and concerns.” Another described it as "almost free floating
anxiety. It sort of hatches a lot of concerns that people have right under the

surface.”

These vague feelings of discomfort can emerge at unexpected times. For instance,
a supervisor described a "kind of total, spontaneous, undefended feeling" which
she experienced as highly stressful. She said:

...It doesn't happen like, "Okay, now. Thisis it. Now the feeling." It comes

for me at least intermittently. Unexpectedly, all of a sudden something will
bring it back. Some people say something. Another client will talk about
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someone who's gone...maybe a year later. You don't know. So you never
know when you're going to have the feeling.

Conclusion

This chapter has focused on understanding the ways in which professional mental health
staff experience and regard their clients' physical conditions. The stresses identified by
the staff represented an important component communicated by all the focus groups and
were consistent with what has been reported in health social work literature. These
include strong, affective reactions to physical symptoms, suffering and death, disturbing
identifications with the nightmarish circumstances of medically ill clients, and feelings of

helplessness in the face of all the pain the professionals are unable to mitigate.

The following chapter will look at this occupational stress from the vantage point of its

impact on professional performance.
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Chapter VI

The Impact of Clients' Physical Iliness on
Burnout and Job Satisfaction

Introduction

One of the primary goals of this study was to identify the nature of the occupational stress
mental health professionals are encountering as a result of the co-occurring physical
illnesses and deaths of their mentally ill clients. The previous chapters focused on the
characteristics and sources of stress that the staff experience, specifically the ways in
which the interplay between the clients' chronic mental illnesses and their medical
conditions affect the staff's work and the emotional impact of clients' physical illnesses
on staff members. This chapter examines the occupational stress from the vantage point
of its impact on professional performance. The constructs of burnout and job satisfaction
are the lenses used to understand the consequences of working under these stresses. This
chapter will discuss staff's experiences of burnout, job dissatisfaction, and professional

fulfillment using examples from focus group comments to illustrate these concepts.

Review of The Literature

Because of the nature of their relationships with clients, the problems they handle, and the
settings in which they work, the job related stress that social workers experience has
received considerable attention over the years. A range of stress-related practice areas

have been examined. Although not studied quantitatively, the earliest professional
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settings looked at were in child welfare (Freudenberger, 1974, Daley, 1979 and
Harrison,1980). More rigorous studies of practitioners in other settings and roles and with
other populations have followed including administrators, (Jayaratne and Chess, 1983),
health care workers (Sieffert, Jayaratne, and Chess, 1984 and 1991), social work with the
chronically mentally ill (Acker, 1999), and military family practitioners (Harrington,
Bean, Pintello, and Matthews, 2001). There have also been correlational studies
comparing levels of stress in various groups: male vs. female social workers (Jayaratne,
Tripodi, and Chess, 1983), medical vs. family service workers (Bargal and Gutterman,

1997) and graduate vs. undergraduate social workers (Himle and Jayaratne, 1990).

Initially, the occupational stress of these human service professionals was explained in
terms of burnout, "a complex of attitudinal and behavioral symptoms that are interpreted
as indicators of dysfunctional job performance” (Gilbar, 1998, p. 39). This concept,

which is considered the end product of extreme stress, holds that because social work is a
client centered profession and there are intense interpersonal relationships between
providers and recipients, there is a greater likelihood of frustration and fatigue, both
physical and emotional. These feelings can in turn lead to "a syndrome of physical and
emotional exhaustion, involving the development of a negative self-concept or decreased
feelings of personal accomplishment, negative job attitudes, and a loss of concern and
feeling for clients" (Pines and Maslach, 1978). Later, Maslach and Jackson (1981) labeled

this lack of feeling for clients "depersonalization." Of these three components, "emotional
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exhaustion is the condition most commonly associated with burnout” as well as the "most

widely accepted and recognized aspect” (Poulin and Walter, 1993, p. 5).

Burnout is also thought to be a multidimensional phenomenon. While "the major cause of
burnout has been attributed to the emotionally demanding interpersonal relationships of
professional caregivers with their clients” (Acker, 1999, p. 112), a key factor in social
work jobs, there are other components as well. Traditionally these fall into three
categories: personal characteristics such as history of loss (Diaz and Mattison,1992),
client related characteristics such as chronic and complex problems (Beck, 1987) or life
threatening illnesses (Stav, et al., 1986) and organizational factors including high job

stress (Ratliffe, 1988) and job autonomy (Arches, 1991).

As noted in an earlier chapter, the concept of burnout suffers from a lack of both
definitional and conceptual clarity that has made it hard to generalize findings from
different studies or from anecdotal accounts. This may be why quantitative efforts to
measure bumout either "borrow heavily from existing measures of job satisfaction"
(Gilbar, 1998, p. 40) or use the Maslach Burnout Inventory (Maslach and Johnson, 1981)
to measure burnout coupled with more recent measures considered under the rubric of job
satisfaction (Penn, Romano, and Foat, 1988, Siefert, Jayaratne, and Chess,1991) and/or

personal and client factors, (Poulin and Walter, 1993).

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



92

Job satisfaction has been defined as "a positive emotional state resulting from the
appraisal of one's job situation and is linked with the characteristics and demands of one's
work" (Aker, 1999, p. 112). In some earlier studies, job satisfaction was measured by the
single, subjective question, "All things considered, how satisfied are you with your job?"
(Barber, 1986) As work conditions in human services have become more stressful with
growing concerns about occupational hazards such as increased social needs and
declining resources, job satisfaction is now studied as a multidimensional construct. The
generally acknowledged stress variables have been role ambiguity, role conflict, and
workload. Over the years, numerous other factors have been added. These include
challenging work, organizational resources, lack of recognition in the form of financial
rewards and/or promotional opportunities, the quality of supervisory support, and the

nature of colleagial relationships.

Bargal and Gutterman's (1997) literature review of the vast array of studies on the topic
of job satisfaction offers a good picture of how comprehensive the list of potential
burnout variables has become. These authors suggest that the varying correlations for
stress and for moderators of stress that have been identified are at times confusing and
even contradictory. Nevertheless, an array of studies underscores pressing concerns in
social work about job commitment and retention (Mailick, 1991,Vinokur-Kaplan,
Jayaretne, and Chess, 1994) that are an outgrowth of occupational stress, burnout, and job

satisfaction.
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Accordingly, in their study of the relationship between job satisfaction and burnout, Penn,
Romano, and Foat (1988) noted that there has been some controversy about whether
burnout should be folded into a broader model of occupational stress. Within the social
work literature, there are studies attempting to identify the stresses on social workers in
oncology and other health care settings which do borrow from occupational research
(Supple-Diaz and Mattison,1992, Taylor-Brown, et al.,1982). These authors have
developed various paradigms with an interactive perspective on work site stress in order
to include an evaluation of personal, interpersonal, and organizational stressors. In so
doing, the authors have emphasized the interactional nature of stress which makes the

experience of it unique to the individual.

By contrast, Maslach and Jackson (1981) contended that burnout is a separate construct
because of the particular stress stemming from the nature of the intense interpersonal

relationship between providers and recipients.

The Impact of Clients' Physical Illnesses
On Burnout and Job Satisfaction

The present study suggests that the staff at Vistas had their share of burnout and job
dissatisfaction. This should not be surprising. The mental illness of their client population
and the staff's long term and intense involvement with them have both been cited in the
literature as factors which contribute to burned out human service professionals (Aker,

1999). The addition of the clients' serious physical illnesses, another recognized predictor
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for burn out, compounds the problems for this staff. Similarly, the stress workers
described as a result of organizational conditions as well as increased workloads have

been shown to contribute to job dissatisfaction (Jayaratne, S., 1993).

However, while the focus group discussions included many comments about worker
exhaustion and feelings of professional futility, there were also numerous comments
reflecting satisfactions the workers derive from their work with this population of clients.
Also, it appears that these satisfactions equal or at least offset the stress related problems

that were identified.

Burnout

Exhaustion, emotional withdrawal and a sense of professional inadequacy were all
identified by participants as they discussed their work with their physically ill clients. Of
the three components of burnout, ongoing exhaustion and a sense of futility were either

mentioned directly in the group discussions or were inferred by the feelings described.

Feelings of Physical and Emotional Exhaustion

Weariness associated with burnout was often prompted by the clients' noncompliance
with respect to their medical needs, particularly in the face of tremendous worker effort to
help a client stay healthy. For example, one staff member stated:

I put so much effort into D., this psychotic, diabetic woman with dysplasia
and who knows what else. And [ met with her doctor pretty much every two
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to three weeks. On Friday I had her go to the hospital because she had had a

positive Pap smear last year and she never followed up. So this past Friday

a student brought her to the hospital for follow up. The student called me

saying D. wasn't going to do it. I said then tell her our doctor here is going

to have to do it. D. said no you can't make me do it. I said you are right. And

I put so much time and effort and documentation into this. Please, my

documents with her are twice as long as anybody else's. (Sigh) I'm exhausted!
The level of concern for the medically ill clients also led to the kind of overwork that
often leads to both physical and emotional exhaustion. "The clock never stopped” for one
worker who found herself "constantly worrying" about someone when they were in the
hospital. She described how she "carried treatment plans home and carried them in my
dreams. It would keep me up at night." Another caseworker's activities on behalf of her
clients seems equally fatiguing:

I even take home the hospital phone numbers with me during the weekend

just to check up on them. I feel they have no one. They don't have family

visiting or family talking to the doctor. So we become their family.
These statements also reflect the ways in which the staff take on the parental roles and

family responsibilities for their clients that were mentioned in an earlier chapter.

Another worker described the emotional exhaustion component of burnout very
accurately without actually using the word, burnout:
You can't work with a client for a number of years and get involved in their
welfare, and it not affect you. If you're the kind of feeling person that I
would think people in this room, you included, are, it just affects you, and
you feel exhausted. It's difficult to say that it doesn't. And if anybody says
it doesn't, I won't dispute them, but I find it hard...

Feelings of exhaustion were almost always precipitated by the "relentless" succession of

serious illnesses and death of clients that created "almost continuous mental strain." For

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



96
example, one worker said that to her it seemed "there was never an end" when she was
discussing a client who had improved emotionally so that "now she was a part of us" but
then had an abnormal mammogram which required a biopsy. In this instance, the
concerns about the client having a potential cancer appear to compound the strain on this
worker by portending new issues as well as undermining the progress the staff person felt
she had accomplished with her client. Upon hearing that one of his clients had been
diagnosed with a serious illness, another staff person said, "I found myself feeling, here

we go again! That's exactly what it felt like."

Client deaths took an understandably large emotional toll on staff which over time could
lead to burnout. This possibility is poignantly captured in the remarks of one worker who
said he was "so tired" because he was "inundated" with death. He described how he had
wondered about

what it would feel like to get to know...when I first started...to get to know a

client and watch them and have them die. It seems since [ started there have

been tens of clients (who have died) from illness and suicide and age and just

whatever. It's such an exhausting...It's just a movie screen of faces rolling
through my brain.

Another young worker graphically described his reaction to the death of yet another client

this way: "It was like a bomb hitting an already bombed out building."
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Feelings of Lack of Accomplishment
Feeling a lack of professional accomplishment was reflected in several staff members'
perceptions that their efforts were like those of "a hamster on a treadmill, doing your

work, doing your work, but never getting anywhere."

One worker expressed total frustration in her inability to achieve any meaningful change
in her diabetic client's self-destructive eating behaviors:

I have to talk to him. It feels so bad because you start to think, "Am I getting

through to them? Do they understand? Do they care? Do I understand more

than they do?" And it becomes a lie. Because you want them to and they

don't.
Another worker expressed the sense of futility that overwhelmed her when she thought
about the death of one of her clients. This worker indicated that she felt bad because she
"wasn't able to do anything." Her sense of hopelessness was sufficient to keep her from

sleeping, and she found herself "thinking obsessively of "all the other deaths" she had

experienced during her life.

This worker's statements perhaps reflect unrealistic expectations about the limits of her
professional abilities because she said that

I can't always make a change and I can't stop what is going to happen to

them medically. I can't save the world either which I thought I could by

caring and I can't. It's a big realization and it is hard.

Nonetheless, the feeling is shared by other colleagues. While the objective was not

always clearly spelled out, several staff spoke about their efforts to "make things better"
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for them, "protect them from pain and suffering and protect them from whatever is going
to happen," in essence keep them from dying. One staff person stated that because she
felt "burned out" she had gone to see a therapist, telling him that she was "really tired of

taking care of people, of being the one who has to save the world. I'm really tired of it."

Supervisor Burn-Out
Supervisors also found themselves feeling burned-out and ineffectual in their roles with
staff. The following remarks illustrate a supervisor's efforts and her sense that she was
not very successful.

And boy, I have a hard time. I was saying P., remember this. Like I tried to

build her up. Don't forget this. But I feel so ineffectual as a supervisor to

help her move on. [ want to say, "Stop! It's not your fault. You did (all you

could).”

...I feel bad about the client, but [ also feel the responsibility in terms of the

staff. I wish I knew how to take care of them, how to comfort them.
Emotional Withdrawal
Several workers also indicated that as a result of the exhaustion and repeated frustrations,
they found themselves thinking of working differently with their clients. While the
behaviors they described are more a conscious choice to be less empathic rather than a
more subtle emotional depersonalization of their clients, the effect on their clients and the

quality of the services they provide are the same. This stance was evident in the remarks

of one worker who explained that:

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



99

I basically took care of her. I mothered her. I got her home care, this care,
that care, and what not. So (when she died) I swore I would never do it
again.
Similarly, another worker noted that sometimes she did not ask about a client's physical
condition, because
I don't want to get involved anymore. It's the stress level, the stress level.
And can speak from a number of clients whom I have watched die...Just the
idea of having to be there on a daily basis...It seemed to me more than I could
bear because it's so hard.
A staff person who had worked closely with a client who had recently died stated
emphatically that:

[ will never, ever let that happen again. I will do what [ have to do for my
job, but I will try to separate that from getting close to a client.

From these comments it would appear that staff members in this team had reached a point
where they felt unable to relate meaningfully to new clients, because they were so burned
out from the deaths of earlier clients. In general, one expects that for the social worker,
getting close to and involved with the clients would constitute one of the most important
aspects of their work. However, over time, and under the cumulative pressures faced by
these workers due to the physical illnesses, suffering, and deaths of many clients, it

appears that this equation is no longer certain.

Burnout was also associated with the intensity of the staffs' relationships with their
clients. One staff person felt that staff often get "overly involved" with these clients. She
pointed to a colleague whose emotional investment meant that "when they suffer she

literally suffers and when they die, a little piece of her dies."
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Effect On Staff Retention
While other staff did not explicitly use the word, "burnout,” their comments highlight the
concemns voiced in the literature about burnout leading to problems retaining staff. The
following is an example of a worker's intent to leave as a result of the stresses of the
work:

I think there's a period, maybe once or twice a year, where I'm reassessing

my role and my belief of where do I want to be as far as being in the

environment of helping people. Do [ want to stay in the mental health

system? Do I want to go into the legal system? Am I going to be able to kind

of live with these obstacles and frustrations over time, and be someone that

can sit calmly, and the day goes by?
Similarly, another staff person stated emphatically that because the work had become so
"taxing" and so "unpredictable" he "wanted out now!" This young man said he had gone
back to school to study public administration so that he would not be working "one on
one" any more. He was particularly concerned with how he found himself "taking home
the wrong things." As an example, he described feeling irritable at work and was
becoming short tempered at home also.

You get stressed out and wind up taking it out on your family members and

stuff. You go home to your spouse and start cursing or something because
you're upset about something that happened with a client.

Job Satisfaction
As noted earlier, the literature on job satisfaction uses many variables for studying
workers’ experiences in their jobs. Initially the major predictors for stressful work were

role ambiguity, role conflict, and role overload or workload. As conditions in the
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workplace have changed and become more stressful, the correlates for worksite stress

have increased to encompass a wide range of problematic features in the workplace.

Many of the factors correlated with job discontent were discussed by the participants in
the focus groups. They referred to being "spread too thin" and described themselves
"running around like a chicken without a head" because there were so many tasks to get
done for their medically ill clients. For example, a case manager who said he was
"overwhelmed" by "pressures coming in at all angles" explained how:
I may be concerned with client A’s medical and psychiatric problems, and I
want to get that all documented. Then client B comes in and has an array of
problems that I have to deal with and write down. It just becomes
overwhelming.
In a similar vein, another case manager’s comments also indicate the sizable number of
clients requiring the attention necessitated by medical needs. He related the following:
When you have 16 to 18 clients and at least 8 of them have physical illnesses,
it just gets overwhelming when there are two major dimensions, the mental
and the physical. People get sick. You really can’t help it, but then they have
to take back in some other way.
The work problems that the staff identified fell into three categories. Participants noted
that attending to the medical needs of the clients placed a great burden on their time
making it impossible to accomplish the goals they had envisioned for themselves as
mental health workers. Also, there were references to "the absolute horror of paperwork"
that is required “to have things in order" for both internal and government mandated

record keeping on the medically ill clients. Lastly, several staff spoke about

"administrative nightmares" associated with the care of these clients.
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Additional Demands On Workers' Time

Managing the additional, confounding and "time consuming" details of their clients'
medical care was both frustrating and frequently unsettling. These details ran the gamut,
from the problems of accompanying clients to medical clinic appointments to
orchestrating the arrangement of follow up care, like

making sure that you follow up with them when they get out of the hospital,
or if they have something where you've got to link them up to home health
and coordinating with the social worker at the hospital before they get
discharged to come back.

The time consuming nature of some of the work is captured in the following remarks:

When you have a client who is medically ill, it's time consuming. If they
have a medical appointment you probably need to go with them and spend all
day in the hospital. And you might have 12 other clients that you have to pay
attention to and they might also have medical illnesses. Today you spend the
day with one. Tomorrow you're spending the day with another. And you still
have other clients that you have to help who might not have a medical illness.

...you're often interrupted in your daily routine. You have to take a client to
a clinic appointment so that they get to the right place.. sit all day with the
client making sure that they get seen. So you spend all day doing that, and
then there's follow-up. All of this takes away from your other duties and you
fall behind. And that's a big, big problem, a frustration if you will, that I
have. You fall behind not only in being able to keep up with your clients and
their daily progress, but also with the paperwork...keeping the treatment
plans and progress notes up to date. Because that is very important to do,
especially around audit time. But if you're at a medical appointment with the
client, you may not have a chance to chart it on that particular day. Nothing
is like...Okay, now we're going to wait for you to suspend time so that you
can get into it.
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Client Finances and Funeral Arrangements

In addition to accompanying clients to medical appointments many staff described
managing other time consuming needs of their medically ill clients' from finances to
burial arrangements including "picking out the funeral home...something affordable...and

something to wear."

A supervisor described having to manage the affairs of one of her elderly, medically ill
clients as follows:
There's no family. There was no legal document. There's no will. He's got
alot of money. He's got a home. I feel like taking care of him is a full-time
job. I had to get him a lawyer to handle estate issues. He calls me all the
time for help. I'm in contact with the social worker and the doctor at the
hospital. The burden is all on my shoulders. Butl feel it's my professional
responsibility.
This manager clearly felt overwhelmed by the demands of this client. Yet just as clearly,
she felt it was her professional duty to meet these demands. When one considers that this

burden has arisen in connection with a single client, the potential for overload across staff

members' entire caseloads can be enormous.

Another staff member described similar demands placed upon him by a client with cancer
whose physical condition was deteriorating rapidly:
And it spread even more. This was very, very, rapid. And there was no

plan...There was no plan. And what happens? Make sure I'm going to get
buried...Make sure of this, make sure of that.
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In both instances, the staff members infer that they are in the unenviable position of
being asked to perform a great many demanding and time consuming chores for clients
who are dying. These tasks are more practical and mundane than they are professional.
They may also be more emotionally disturbing for the workers given the circumstances
they describe and the nature of the work. Yet these tasks reflect the needs of the clients at
this time, and the staff members are hardly in a position to refuse to do them. Thus it
would seem that from these examples, the staff members feel overburdened by the work
they have to do on behalf of their medically ill clients and denied sufficient time to

pursue other work objectives that might well be more rewarding or less frightening.

Increased Paperwork

In general, paperwork was a "real pain"” for the participants. Along with client medical
illness comes both an increase in the volume of documentation, since notations have to
go in multiple records, as well as more complex treatment planning. For example:

[ may be concerned with client A's medical and psychiatric problems, and I
want to get that all documented for the State. Then client B comes in and has
an array of problems that I have to deal with and write down. It just becomes
overwhelming!

The staff also described a heightened sense of responsibility about making sure the
records were accurate and compliance issues. For example:

Unlike a mental illness where a lot of people in the day program have a piece
of what's going on with that individual, if that paperwork is not up to date
medically, when someone goes to grab (it) and find out what's going on with
this person medically, for instance when we are on vacation or are out sick,
or we have a personal crisis that doesn't allow us to come into work, and that
client has a medical situation where others need to access that information
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right away, and that will push you even more. Other people, the team leader,
supervisor, or coworkers, have an understanding of what's going on with the
person's mental illness. They do not have an in depth knowledge about
what's going on medically. The source of that (information) would be the
paperwork, the chart.

Administrative Implications and Workload

Periodically, medically ill clients could become "administrative nightmares." For
instance, "scared" clients often behaved "horribly" at medical appointments so that as a
"tradeoff," staff had to escort them. This meant that not only did some staff have to leave
their work to be "picked up" by other colleagues, but also this arrangement was used

frequently and became an "expensive" budget item in the form of taxi fare.

Another administrative nightmare was the level of time-consuming coordination required
to ensure continuity of medical care for these clients. This was clearly illustrated in the
case of one client, whose complicated situation was explained as follows:

...at one point she was at St. Luke's, she then was at Metropolitan. Who the

hell was doing what? We had to get records from one place and give them to

the other place. She was having an X-ray someplace else -just to coordinate

all of this - because on occasion when we had to call on 911, wherever she

ended up that's where she would be treated. It was a mess! A lot of phone

calling and record sending. It was just really tough.
Lastly, there was the issue of "administrative responsibility." For example, the team
leader described the urgency of accountability for these clients.

God forbid she missed an appointment and something happened to her, that

was on our heads. There would be somebody outside breathing down your
neck, did you cross every T, you know, do everything you are supposed to
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do to cover yourself? And did you do what you're expected to do for them,
that you are getting paid to do as a responsible clinician?

This woman expressed discomfort about the fact that she "really sort of sometimes sees
people as a liability even though I don't want to." She then went on to justify this assault
on her professional ethics. She explained:

I'know there is a part of me in risk management and believe me [ want to take

a risk management course because I need to feel a little more empowered

about what I can do and not do and what is really expected of me. Because

I don't want to get caught with my pants down.
The stress of the workload on this staff as well as their professionalism is perhaps
conveyed best in the following remarks:

You know how it is in the residence. You use any means possible to get the

jobdone. Getting by and the work is getting done. Clients are properly taken
care of, staff is getting paid, but the stress is beyond belief.

Bureaucratic and Organizational Obstacles

In addition to the problem created by stressful workloads, the literature on job satisfaction
cites the potential for stress created by bureaucratic obstacles and organizational
deficiencies. The participants in this study described a host of problems in this area
including external pressures, a lack of agency concern or recognition of the difficult work
they were doing, and inadequate interagency communication in the form of nonexistent

procedures and staff shortages.
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Governmental Agencies and Outside Medical Providers
One external source of stress is the requirement of overseeing governmental agencies for
complete documentation of medical information. As one staff member made clear, this
does not mean simply keeping the charts up to date. Sometimes it is difficult to obtain
sufficient information to know what to put into the records:

Today I and someone else saw the results of the physical exam that was sent

here from a medical provider. It had about six words in the whole thing.

Clearly the person is healthy, but it would be nice if we got a little bit of

information, so that if something happened it would be in the chart. And

why do I say that? Because I know if an auditor sees that, the auditor is

going to say, "How could you not try again when you get this scanty piece

of information?" And yesterday that scanty piece of information took the

whole day to get.

In the reality of the world that little bit of information is probably fine,

because it's a healthy client. But when we have an audit, that piece of paper

will not suffice in the chart. It won't. I know it, because it doesn't even say

negative. Even "neg." would have been fine.
The foregoing paragraph is particularly noteworthy, because it makes clear that the staff
member regarded the level of detail required for the charts to be unnecessary and
excessive. While the staff member is clearly frustrated with the scant effort made by the
medical provider in reporting on the client, the staff member is even more frustrated by

the government rules which demand an excessive level of detail.

Referring more generally to what he perceived as the problems created by government, a
young social worker lamented about "society doesn't want to take care of people
anymore so the government is breaking down of all these institutions so that there are

more people needing care in the community, increased caseloads, and strapped staff."
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In addition to the the frustration associated with the demands of government for excessive
detail in client records, staff members are frustrated by the difficulty associated with
obtaining the required information from outside medical providers. One worker
complained about the "red tape” as follows:

...I have a client whose medical records are at the hospital. He doesn't get

any medical services here. So in order to get his medical information I have

to go through a process with them. Well, I've been going through that

process. I've sent the release forms. ['ve called there. I can't get the

information. And you can't get up and go to the hospital. Where do you go?
You go there, you run into a roadblock.

Agency Shortcomings

Staff were not only concerned with bureaucratic pressures from outside agencies. They
also complained about problems arising from within the agency, including a lack of
concern for the feelings and well-being of both staff and clients, poor interagency

communication stemming from a lack of protocols, and staff shortages.

In discussing their feelings that the agency did not support them, several staff who felt
alienated, "like being in the provinces or the frontier," said administration seemed both
detached and unappreciative because "It goes in one ear and out the other." For example,
there were the angry comments of a counselor who perceived agency higher-ups making
decisions without enough knowledge of the realities of working with this client
population or without input from the residential staff:

Sometimes it seems detached, like okay, this is administrative and this is just
alowly counselor and technically we feel that after 4:00, after the paperwork
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is done and everyone is gone--but we are the ones that are really here to deal
with the clients on a first hand basis.

We're doing part of what they do administratively and also what we do. We
have to keep it going technically. They will not make appointments, they
will not be here for billing or anything else if it weren't for us.
Other staff who felt that the agency "doesn't necessarily have your back, is there for you"
added that they needed some visible recognition from the administration. Unlike the
findings in some job satisfaction literature that financial rewards were a consistent
predictor of satisfaction, there was agreement by the participants in this study that the
recognition from "the people higher up” didn't have to be monetary. Rather,
I think they need to hear--the administration needs to come down here and
say to the counselors 'you are doing a terrific job.! It's not necessarily
financial. But come in, let them hear it. Give them some sort of token in
terms of a little plaque or something saying thank you for a well done job.
Other workers complained that agency decisions indicated that the administration simply
did not care enough about them or the clients. For example, one staff member
complained bitterly about the decision to eliminate the agency gymnasium in order to
provide more office space:
This is a frustration that [ have, because I love to be physically active, and [
used to run the gym, and it broke my heart when they just said, "We need
office space, because we need a caseload, because we need billable services,
and so on and so forth. There were people that went. 1 would have had no
problem taking on the project of finding new equipment, whatever. But
seeing how things are being eliminated and shifted around...So if you talk
about someone's health, and I know that there was talk last month or this
month downstairs about how we are going to address diabetes and nutrition?
Not one word was said about exercise.

Another worker complained that the agency had eliminated activities that staff felt were

helpful in reducing their stress:
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They used to have a concept when I first started that they called retreats.

They went from a weekend retreat or something and then they used to have

an annual retreat where people would meet and talk about these stress factors.

And now there isn't any outlet.
This latter observation is noteworthy in that while budgetary constraints brought about by
changes in government policies and funding were largely responsible for the elimination
of many services, nonetheless, the staff member appears to have implicitly attributed the

elimination of the retreat to a lack of concern on the part of the agency for the well-being

of its staff.

Staffing shortages due to funding constraints created coverage problems as the following

comments illustrate:
We sorely could use more staff because then we'd have more time, could
spend more attention, be able to go into more detail with them. For instance,
I have at the moment someone here who is here from 8 to 12. Now, they
have to take people for appointments. At the same time, they have three
clients to write notes for, to do ADL with. And they're only here for four
hours in the day. And if one of those clients cannot do their ADL properly,

and doesn't clean their bath properly, my problem is, how am I going to
arrange for this client to get this attention?

Shortages also led to staff working overtime, "although we have to argue for over time
because they don't like to pay it,” sometimes giving up vacations, and frequently, as
mentioned earlier, spending precious time accompanying clients to day long medical
appointments because of the lack of ancillary staff to do this. Additionally, with the very
limited night staff at the residences, clients regularly had to be sent unaccompanied in
ambulances to emergency rooms which left staff feeling extremely guilty for

"abandoning" them.
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Problems of Communication and Collaboration
Communication was described as poor between different parts of the agency which at
times resulted in painful let downs for staff and inadequate care of clients. For example,
one case manager complained of her inability to keep track of a client as the young
woman moved from one branch of the agency to the next:

I was the original outreach worker who encountered her in the streets. Four

years go by and you've finally got someone in. I had her when she was at the

treatment center for rehab in Kingsborough. I took her to the hospital. I went

and picked her up...And you spend all this time with her, and then all of a

sudden it's kind of like...you work for the same agency, but now that she's

sick and she's been transferred to the unit that follows the clients who have

AIDS...you can't get any information. There's this disconnection without

taking into account your relationship or your feelings... I'll get back to you

when [ can. And then all of a sudden, she's passed away. And then...because

it stops becoming a human relationship, and it's more about... Well, now she's

here, and the professional and this...and what you have to do is dah, dah, dah.

And you forget the essence, the relationship you had. And then all of a

sudden you walk in and you find out that she passed away, and you weren't

there. Oh, God.
Another worker also felt that there was "poor collaboration between various divisions of
the agency" and that this represented a larger problem, namely that internal policies were
"not addressed.” She felt this was because the "people on top (of the agency) are not the
people who deal with things on a daily basis.” Consequently procedures for things such
as the timely sharing of medical information about clients’ medical progress, protocols for
medical emergencies, "medical alerts” in the residence offices on specific clients, and
policies about confidentiality and "how to talk with medically ill clients" had not been

considered or created. The problematic consequences that can occur as a result of the

lack of clear guidelines was described by a worker’s clinical example :
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There's a lot of confusion. Or even dealing with the client, because if the
client isn't saying to me this is what's going on, then how can [ say to this
client I know this and this, you should do this and you should do that because
of this. So the agency, the protocol, the procedures sometimes can make it
scary also.

Satisfactions
Despite extensive quantitative research documenting the extent of social workers' burn-
out and the various correlates of burnout and job dissatisfaction, social workers also
experience satisfactions in their work. In a study of a group of social workers in
outpatient mental health settings, Aker (1999) found that while the work with chronically
mentally ill clients had negative effects in terms of the correlation between degree of
involvement and emotional exhaustion, overall, the workers were "relatively satisfied
with their work," particularly in the area of personal accomplishment (p. 115-116).
Sieffert et al.'s (1991) survey of a national sample of social workers in health care also
found that while these workers had significant increases in their workloads over the ten
years of the study (1979-1989), they also demonstrated a significant increase in feelings

of personal accomplishment.

Most of the accomplishments cited by the participants are consistent with findings in the
literature regarding what contributes to or constitutes satisfying work. For instance, there
are numerous references to the satisfaction of helping clients, finding the work

intellectually stimulating with regular learning of new information and the opportunities
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for problem solving that provided challenges. What stands out, however, are the ways
many of the accomplishments, whether large or small, provide satisfactions for the staff
in the face of situations that have the potential for eliciting overwhelming feelings of

helplessness, despair, and failure.

Helping Clients Live Well and Die in Comfort

Helping people has always been a hallmark of the mental health professional. This belief
was simply stated by a young man who had been in the army before going to graduate
school. Although the work had its "ups and downs," he enjoyed the work "just for the fact
that I'm helping people versus hurting people. It's just a complete turnaround. I enjoy it.

I really like it."

But helping these particular clients who have co-existing physical illnesses involves more
than helping them with their social functioning and activities of daily living. It also
means helping clients cope with debilitating physical diseases or with dying. And even
when faced with deaths, the staff found value in what they had been able to help a client
achieve. The attitude was summed up by a "seasoned professional,” who noted proudly

that "any job worth doing has to take a toll."”
The staff talked in general terms about the pride and pleasure they feel because of their

role in helping a client "work the program and return to life" and their ability to give the

clients "something they have missed." For instance, there was the client who was a "real
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mess" when he came to the agency but who was given "a home." And there are the clients
from the encampment program "who used to be angry and suspicious and now have
calmed down. We have changed their lives by showing them that we actually care. And
this is more than they have had in a long time." Another person felt gratified that she was
able to provide clients with "a nice place and staff who really do their job and want to
make sure they're all right" especially since

I always look at the fact that if you look in a lot of their histories, they were
out there wherever they were for long periods of time surviving and doing
what ever they had to do. We can make life a lot better for them.
Making life a lot better served as an especially invaluable source of satisfaction when
clients became medically ill. Not only could the staff "give them something they had

missed" but they could also feel helpful in the face of the kind of pain and suffering that

would be more likely to foster feelings of powerlessness.

And there seemed to be many ways for the staff to be helpful. These included facilitating
clients' visits to a peer, a young woman in the hospital. One of the workers explained it
this way:

It was my mission to get clients to visit C. in the hospital after the first week

when everybody stops visiting her. So I kept reminding them, and since it

was close enough walking distance I didn't feel I was asking too much. It was

my daily announcement. I thought about her everyday. [ think we all did.
And we would ask each other if we had talked to her and what was

happening.
Likewise, the team's administrator described how she arranged for agency vans to take

clients to the hospital to visit and provided money for cab fare, flowers, and cards so that,
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"while everybody loved her but took it for granted, when she went to the hospital

everybody could really show her."

Another staff person explained how she maintained contact with the client even when no
one could visit in person. She described how, "We used to call her and just say 'Hi' and
tell her we love her, that we can't get away right now but she was in our thoughts.
Buying the young woman the jellybeans she asked for because it was her "death wish"

assured another worker of her ability to respond in a helpful way to this dying client.

The fact that the hospital staff acknowledged both the staff and clients as "family" and
"were very nice to us" provided another source of satisfaction as the staff helped this
young woman. The hospital staff allowed them unlimited visiting hours and an unlimited
number of visitors "when they knew her time was coming to an end." These gestures
reassured the staff that their help was indeed valuable at a very stressful time for this
client. One staff member remarked that the dying woman "felt and got a lot more caring

than she did her whole life... especially during that last month."

After clients died, the staff often found solace in reflecting on the difference they had
made in the clients' lives. For instance, in talking about a young woman who had died a
few months before the focus group, staff described how they had helped her so that

she was looking lovely, gaining weight, looking pretty, clearing up her skin,
actually having a life with friends, and a social life, a place to live, to eat, a
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bathroom to go to. You know, friends that cared for her, that wouldn't use her,
that she didn't have to sleep with for friendship.

The following comments capture the import of the staff's belief in their value to these
dying clients:

We can make life a lot more comfortable for people before they go. I've seen

how you can really enhance what they have left. I've seen people who said

they don't want to die a drug addict in the street. And we made it so they

didn't die that way. I've seen that.
The staff also described the positive things they witnessed while working with their
dying clients. They spoke of one young woman's "willingness to live" and her "refusal to
give into her illness" as "amazing." A case manager remarked on how she was

an inspiration to a lot of her peers and it helped them to cope with what was

going on with her. You know, she wasn't ...you know...she was happy, she

was clean and she let them know she was sick and that she was dealing with

her illness.
Staff also indicated that they were greatly moved by the profound ways in which these
mentally ill clients were able to relate to each. For instance, one worker described a client
as follows:

She knew she was loved. One of her best friends said the day before she died

she was her soul mate, she was everything, her best friend, her confidant. She

said if she could lay on top of her body and take some of the pain away or

give her some of her health she would do it. And she had a lot of friends who

felt the same way. They really loved her. And I think what was good about

the whole thing was that they had time to terminate with her. You know, they

had a lot of time to say goodbye, to talk.
There were also descriptions of experiences the staff had had with this young woman that

seemed to be both personally and professionally moving and beneficial. This was clearly
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indicated in one staff person's remarks when she explained how she had leamed to look at
this client's behavior differently.

I don't know, she kinda knew and we had the feeling she knew when she
verbalized it. It was around the issue of the jewelry. She had like a major
argument with me, in group and and everywhere else on the floor whereever
people could hear it because she wanted to go out and buy jewelry. Whenever
she got money she wanted to go out and spend it. She was very impulsive.
Every minute she had to have something new. Usually we want people to
learn to budget their money, to leamn to be a little more thoughtful. But when
she said to me 'I do not know how much time I have. I am probably going to
die so [ want my jewelry,' I had to really think about it, and then I said OK.
That certainly made an impact, I know on me. and I had to really rethink

everything.
There were also satisfactions related to helping clients deal with the emotional impact of
the physical illnesses in ways that were less emotionally charged but no less important

for both the clients and the professionals.

One case manager explained how she helped her clients' cope with their grief after the
death of a peer:
We are like receptacles of their feelings, especially the undenied feelings.
And we have to manage those and help the client. And if they recognize that
you are allowing yourself to grieve instead of bottling those feelings up and
making ourselves sick with them, because bottled up feelings are part of their
illness... so we can show them that it's all right to have feelings. That can be
very helpful to them.
Explaining medical issues to clients and thus reducing the tendency of the clients to act

out or become verbally abusive during their clinic visits was also an important task.
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Another staff member indicated that he derived satisfaction from being able to help
clients do simple things that they were unable to do but wanted to. For instance, this staff
member brought a card from a client to another client who was in the hospital. While

this may seem to be a small thing, it was extremely important to the clients involved and

to the worker who mentioned it in the meeting.

Another satisfying role involved being very protective of their clients when they had to
intervene with EMS workers who were reluctant to get involved with a mentally ill

person.

Thus, in spite of the overwhelming stresses associated with attempting to manage the
clients' medical care and watching them get sicker and sometimes die, the staff also
derive satisfaction when they feel that they have made a difference in the clients' lives,

while they lived with their illnesses and while they were dying.

Learning

There are other less dramatic ways in which the participants in this study realize
satisfaction in their work with the medically ill clients. One way which is consistent with
findings in the literature on the subject has to do with opportunities for learning. There

were several ways this occurred.
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Several staff "enjoy" the work because it provides an "ongoing learning experience." For
some the stimulation came from learning new information. For example, a supervisor
who had known since the eighth grade that she wanted to help people, had worked in
mental health for so long that it had become "routine.”" Leaming about medical issues
presented a new source of enjoyment. Similarly a staff person who did not mind
accompanying clients to clinic appointments explained that he "especially liked it when I

go to the medical clinic and get first hand knowledge. It's like going to medical school.”

Another staff person, who described himself as "open to different ideas," said that the
work presented challenges. He found himself observing other staff in order to learn how
to handle difficult situations such as when clients refused to take their medications. The
work also presented a "challenge" to a worker who described himself as "a problem
solver." He found the work "stimulating and intriguing” because "when [ hear somebody
has a problem, or I see someone in a particular state, my mind immediately goes into gear

like how are we going to approach this? What are we going to do"?

For some staff, the learning was about "who these people are, which opened my eyes," as

contrasted with the "misconceptions of the outside.”
The rewards of the learning extended beyond academics to include personal

development. For example, in explaining his "passion" for the work, one young man

pointed to how the job
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keeps you leamning. They can never send you to a dead end job. It's like
okay, I'm getting the book knowledge, but now I need the real life
knowledge. And with the medical aspect, it keeps me wanting to learn more
because you see the potential growth not just employment wise but also

educational wise. I see I can grow and learn as a person both emotionally
and educationally.

Satisfactions in Relationships With Clients and Staff
There were several references to the fulfilling bonds staff had with their clients whom

they could "never just walk away from".

There were several ways in which the bonds enhanced a sense of self esteem. Speaking
of a "difficult, argumentative, noncompliant, whatever you can think of, he is client" who
also had a cancer, a worker pointed out that this client still got

the responses and attention that were beyond baseline. So it shows we're

not here just for a check. Besides there's a bond that I've created with these

clients. It's something hard to just walk away from. And you know what,

if no one else cares, I will. I will. And here [ am and it's hard for me to

walk away, truly speaking.
The bonds between the staff and their clients clearly enhanced worker self esteem. The
staff appeared pleased by the clients' "trust” in them. Especially meaningful was the fact
that the clients "make you feel as if what we do here is something that is very special to

them and it makes us feel important.." For example, one client would only take his

medication from one case manager.
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There were also indications that the clients "like they care for you," another way that
reassured staff of their value. For instance, clients were known to keep track of when
staff had vacation and how many days they would be away. One staff person also
proudly described how one time all the clients gathered to greet her when she returned
from a vacation. "When [ opened the door they were all downstairs yelling Yeah." A
female case manager indicated how pleased she was that one client called her "Mommy
all the time. Up the street, at the hospital, anywhere, wherever she is, it's Mommy,

Mommy. And I'm so short and she's so big!"

While the satisfactions identified by this team derived mainly from their relationships
with the clients, staff were also pleased when their abilities were recognized by other
professionals. For instance, there was the time when a case manager arrived for night
duty and noticed that a client "looked like he was having a stroke because his face looked
funny." She accompanied the client to the emergency room where a physician confirmed
her diagnosis and congratulated her on being "very observant." There was also the
satisfaction of "working in a team, social workers, doctors, case managers, group leaders

that helps stabilize these clients".
Another staff person spoke of his commitment to the work and his pride in his

willingness to help his clients. The self esteem he derives captures the essence of how

valuable he feels the work is and how valued he is for doing it:
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I can tell you an experience I had outside with some friends I used to work
with. When I told them about this job, someone said, 'Yo, Joe is working
with those mad people! And I'm saying...I just relax and it even gave me
more resolve, courage, and strength to say, 'you know what, It's a shame that
they're so ignorant about the mentally ill. I want to make sure that [ can do

something for these people here, maybe especially for the medically ill
population. And I have the strength.

Conclusion

Using the concepts of burnout and job satisfaction, two concepts routinely employed in
social work literature to understand the consequences of working in stressful work-
related situations, this chapter examined the occupational stress of working with
chronically mentally ill clients who have co-occurring physical illnesses from the vantage

point of their impact on professional performance.

Many of the findings are consistent with the literature on the stresses encountered in both
mental health and medical health settings. Physical and emotional exhaustion, emotional
withdrawal, and a sense of professional inadequacy were all identified by participants as
they discussed their work with their clients. The participants also discussed problems
such as heavy workloads due to the paperwork demands associated with charting and
government compliance and time consuming medical trips with clients as well as agency

obstacles.

These factors have all been identified as correlates of job dissatisfaction. However, while

the focus group discussions included many comments about worker exhaustion and
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feelings of professional futility, as well as indications of problems with overwork and
bureaucracy, there were also numerous comments reflecting satisfactions the workers
derived from their work with this population of clients. These included finding the work
intellectually stimulating with regular learning of new information, and the opportunities
for problem solving that kept the work challenging. Helping clients live and die well was
another very significant aspect of what the staff found rewarding which in turn enhanced
their pride in the work they did, work they felt others avoid. Perhaps most significantly, it
appears that these satisfactions equal or at least offset the stress related problems that the

staff identified.
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Chapter VII

Staffs' Methods of Coping with Clients' Co-Occurring Illnesses

Introduction
This dissertation has explored the experiences of mental health social workers in learning
how changes in their clients’ physical health have affected them in their professional role,

and how this group of professionals handled the stress. The previous chapters identified

the factors that the participants considered to be stressful about their clients’ co-occurring
illnesses and presented a picture of the impact of the problem on feelings of burnout and
job satisfaction. The present chapter looks at how this group of mental health staff copes

with this professional challenge.

Review of the Literature

Job related stress in social work has received considerable attention over the years,
beginning in mental health practice and more recently in medical health settings. There
has been a related effort to understand how social workers cope with the accumulating
pressures in their jobs. Most of the attempts to understand ways social workers manage
occupational stress have focused on the correlates of job satisfaction, an important

concern in terms of job performance, retention, and recruitment .

The literature on coping has had less to say about what are the effective ways to handle

job related stress. Aside from Pearlin and Schooler’s (1978) sample survey of the
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effectiveness of coping in the four domains of marriage, parenting, household economics,
and work, there has been "surprisingly little empirical research on the effects of coping
in natural settings" (Shinn and Morch, 1984, p. 228). One exception is the recent study
by Gilbar (1998) of the relationship between burnout and medical social workers' coping
strategy involving a "sense of coherence,” coherence being an "enduring feeling of
confidence" (p. 41). Gilbar found that health social workers who have a strong sense of
coherence experience less burnout than those with a weak sense of coherence. While
there were earlier attempts to describe the coping strategies used by social workers in
cancer settings these were more descriptive than empirical (Davidson, 1985 and Koocher,

1978).

Additionally, while Pearlin and Schooler found that various types of coping worked in
reducing strain in the areas of marriage, parenting, and domestic economics, these had
little effect on the strain resulting from work. In their discussion of the "bewildering
richness of behavior" that constitutes the structure of coping, the authors made the point
that "individual coping is least effective in areas of life such as jobs" (p. 10). Their
explanation, which has been shared by other researchers such as LaRocco, House, and
French (1980), is that jobs are not only impersonally organized but that the forces
affecting people at work "are beyond the kind of personal coping we have been

examining" (p. 10).
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The authors are not saying that individual coping has no place in managing occupational
stress. For instance, they did find that one way to offset the strains of job related stress
was by devaluing the intrinsic rewards of work. However, they also noted that keeping
the work secondary in importance was not very successful (p. 11). The finding in the
current study that the meaningful nature of their work was a source of satisfaction for the
participants would tend to suggest that such a strategy would certainly not work with this

group of professionals.

In their study on the limits of individual efforts to cope effectively with occupational
stress, Menaghan and Merves (1984) also cautioned that the power of individual coping
with occupational stress "should not be overstated." While concurring with earlier
researchers that job stress is embedded in larger organizational issues, these authors also
noted that the magnitude of the occupational problem can result in its being "impervious

to individual coping" (p. 419).

Shinn and Morch believed that Pearlin and Schooler’s finding is "not simply a statistical
accident” (p. 29). They contended that "individual coping strategies "may be less potent
than those we will call "higher-level strategies” (p. 228). Consequently, they proposed a
“tripartite model of coping" which recommends several levels of coping strategy
including "groups of workers and entire organizations” (p. 238). This model finds support
in comments made by several researchers. Pearlin and Schooler (1978) asserted that the

problems in occupations "may require interventions by collectivities rather than by
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individuals"(p. 18). LaRocco and his colleagues concluded that "job-related stress and
strain are primarily affected by job-related sources of support particularly from co-

workers and supervisors" (1980, p. 213).

In their work on stress and coping, Lazarus and Folkman (1984) emphasized that there
was not a hierarchy of coping strategies. They stated quite clearly that because not all
aspects of the human condition are amenable to mastery, "coping processes that are used
to tolerate such difficulties, or to minimize, accept, or ignore them are just as important in
the person's adaptational armamentarium as problem-solving strategies that aim to master
the environment" (p. 139). This chapter illustrates the coping strategies employed by

social workers when their mentally ill clients become physically ill as well.

Individual Coping Responses and Resources

The content of the focus groups established that in coping with the problems they faced
in their work with medically ill clients, study participants demonstrated a broad range of
coping strategies. There were examples of individual efforts as well as the use of group
support both informally and in formal meetings. Some of these were regular team
meetings while others were organized for the specific purpose of getting mutual support.
The staff also gave examples of how the agency helped its stressed workers by providing

specific assistance and by encouraging an agency norm about client funerals.
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Respondents described a range of behavioral, cognitive and emotion efforts to handle the

additional stresses of their work with clients with co-occurring illness.

Individual Coping Responses and Resources

Cognitive Strategies
There were many expressions indicating the cognitive processes of denial and

minimization, as well as rationalization. Sometimes staff would play down the import on

them of a client death as in

when we do it every day, I think after a while we start calling them 'little
things' even though at one time when we started out they were huge, even
some of the things around a death.

Another worker explained how he would feel bad when someone died, but he insisted
that "death doesn't really affect me." He explained that "I feel bad, like I feel like 'Damn

someone so young, they had to die’. But after a day or two I get over it."

In order to cope with the ongoing stress of her young client's progressive deterioration
that would eventually end in her death, a staff member poignantly described the following

pattern of denial:

[ thought she was coming back even paralyzed, even with cancer I thought
she was coming back. I guess I like closed my mind to, you know- and then
she had bone marrow cancer and brain cancer but I would say ok, she will
come back here to live. I just didn't get it in my heart. Somebody told me she
had bone marrow cancer and I know that's near the end, like nobody survives
that except if they have a transplant and she didn't have a transplant. I still
thought she was coming back and I was still shocked that she died! Even
though I knew how sick she was.
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Shutting off feelings, rather than denying them, was the way one young man coped with
his reactions about clients who had died. He explained that

it just happens. Hey, what can you do? Dwelling on death, you can't linger
on it or keep thinking about this person, being sad all your life.

The use of denial was also evident in some of the staff's clinical work. For example, a
staff member acknowledged that although he certainly tried never "to lie to clients," he
nevertheless was guilty on occasion of "joining in their denial” of the serious problems
they faced. For example, in his work with a client who was dying of cancer, this worker
admitted to "joining in his denial” by talking with him about various concrete or mundane
issues, "any problem but his cancer” which was of course the client's most serious

problem.

There were several comments about another clinical practice that workers relied on to
help them cope with their own feelings and reactions. While not technically denial, the
practices did allow for the necessary emotional distance that could enable denial of their
own fears. One worker explained how eliciting the clients' feelings helps her "discharge"
her own grief reactions. She stated that:

Sometimes it's easy, though, to be with the client, when you're working on
the same issue. At least for myself, I use my own feelings, and I really feel
the empathy more. And if I guard against just my taking care of my needs
in working with the client, usually I feel better anyway. If I'm clear that I'm
not dealing with my own need, and I work with the client on verbalizing their
feelings and talking about their loss, it usually discharges my feelings
anyway. Even when it's such a close issue. Or we help them say what they're
feeling because we're so close to it that we're feeling it.
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The foregoing comment may almost be interpreted as suggesting that through
identification the worker can allow herself to feel and work through her own emotional
anguish, as long as she does it in the context of helping another. This idea was also
touched upon by another worker who was somewhat more clear in her understanding of
the manner in which addressing the needs of the clients helps her to cope with her own
loss:

I find it easier listening to them expressing how they feel. It's sort of...how

should I put this now? It gives me a little distance. Because I'm there for

them; I have to listen to them. So I sort of detach myself from that a little bit,

just to be there for them.
One notes that it is a well-worn aphorism that those in the helping professions help

themselves when they help others. The observations of these last two staff members

would certainly appear to support this suggestion.

Another frequently mentioned behavioral coping response was to stay detached, "to pull
back," as one person called it. When a worker described himself falling into an
“emotional morass" once he realized one of his clients was deteriorating rapidly, he said
the "only" thing he could think of doing was "to just cut it off, make myself numb." He
also felt that some of his colleagues empathized too deeply with their medically ill
clients. He did not think that this degree of involvement was appropriate explaining that

one had to "draw the line" in order to cope.
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A staff person reported that her therapist's permission to her to be more self-interested
had helped her to cope. She now believed that "it was okay to care, but you have to take

care of yourself and your feelings too."

Another woman maintained her emotional distance from a client by continuing to remind
herself of the client's difficult character:
Even though I liked her and there was some connection, I wasn't really
really... I didn't let myself get emotionally attached. It was because I knew-in
asense I was but..I tried not to be because I knew she was sick. (sigh ). There
was just something about her, I liked her but part of me really didn't.
There were a few illustrations of how being detached affected the quality of the care
clients received. For instance, when a worker was "teed off" by a client, he said that he
was more likely to draw the line on how much he would extend himself:
If you really like that client, you go out of your way. But if you have a so-so
feeling against that person, you might pass--. I mean you do your job--I
personally--Let me keep it on me. I'll do my job to the minimum. I'm just
doing my job enough to get you what you need.
Rationalizing the reasons for a young client's death in order to tolerate the reality of it is
evident in the remarks of the staff person who worked with her for several years. The
remarks illustrate how the worker romanticized and rationalized her own thoughts and
attributed them to the client. Her comments ranged from "she just decided to surrender
her soul and that's when she died" and "I told the clients she was in a better place and she
wouldn't want to come back here" to "I think she was getting tired too of being sick, of

all the pain, of all the medications, of people always sticking her and poking her. She

just wanted it to be over.”

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



132
When a favorite client died, one worker indicated that she coped with her grief by
distracting herself with "busy work." She took it upon herself to make all the
arrangements for a memorial service. She said that "all of that stuff that we had to

do...made us...at least made me...feel that I was occupied."

Use of Humor

There were also several references to the importance of humor to "lighten things up
around here." In one focus group, when the team was asked how they coped, a young
social worker retorted in a deadpan voice that he took medication. After a long pause he
said "joke! The medication is having a beer, you know." This was a reference to an
earlier discussion about the ways the team sometimes socialized together, for instance

going bowling and "once in a blue moon having a drink together."

For the staff at one of the residences, humor was an important way to "release tension."
In fact, one staff person said that joking "was a prerequisite for working here" because it
was used so extensively. At times the humor was playful, as when staff created sitcoms
like "the set of E.R." and assigned roles to different clients. At other times the joking
was more mocking. For example, the staff joked about clients doing improbable things
like making a movie or directing a play. They also did impersonations of clients:

Like some of the residents here, they have had extensive histories. Like one

was a singer. And we would say. Okay, we could see her singing this song.

And this is how she would react. Sometimes it's not funny, but we have to
make jokes out of bad things to keep our sanity and just to cope.
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One of the staff in this team was uncomfortable about what she thought might be
perceived as unfeeling or harsh about the humor. She explained how important this
practice was to her as well as her colleagues:

It allows you to laugh. You might be having a bad day and need a real good

laugh, and that laugh just did it. So you get back to doing whatever it is that

you needed to do. So it refreshes you sometimes. Because sometimes it's

hilarious. Even when I'm walking home I'll just think about something we

may have said earlier that day and I'll start chuckling to myseif.
One person summed up the importance of humor for coping with the stresses he

encountered when he said quite simply and directly: "without humor, you couldn't do this

job."

Learning

Learning new information was also a frequently mentioned coping behavior. For one
case manager, having information was "reassuring" because then "at the very least I can
know myself, first hand what is going on." This explanation was repeated in the
comments of another staff person. Acknowledging that she would get anxious at the
prospect of not knowing something required to help a client, "you never know what I
should or what I saw," she had begun to take notes during the times when she

accompanied the client to his medical clinic appointments.
Personal Resources

[n addition to the coping responses that the participants described, they also referred to

various coping resources, such as personal characteristics, beliefs, and capabilities, that
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enabled them to cope effectively with the challenges posed by their medically ill clients.
Personal makeup was evident in the comments of a supervisor when she described her
approach to the work:

When I work with the clients I try to put them on a track that's the best for

them. When they're on track, it's like everything runs smoothly. When

clients have a problem I think about how to get them out of it So it's like I'm

never worrying. I'm never...I'm always in an action role in a way. [ don't

know how else to explain it.
Another staff person had a similar explanation:

I think that I'm constituted as a person who is not a worrier. When [ finish

something I move on to the next thing. I don't ruminate and worry about what

[ am going to do.
A positive sense of self and the ability to approach work optimistically was another
personality trait that clearly enhanced a staff person's coping. She described how she
learned from her mistakes as follows:

Even if I actually, should I say, do something like use poor judgment, I don't

look at it as something to put me down. I can learn from that experience and

do something differently that would be more helpful to the clients the next

time.
Several staff described enjoying challenges. For instance, a supervisor described himself
as a "troubleshooter" who tried to "forsee any possible outcome that could be disastrous."
He therefore approached the work as a "challenge.” In a similar vein, a young worker
gave an example of how he viewed working with clients in order to have them be
compliant with medication. "I find it challenging trying to figure out how I can talk to this
person and not trigger them so they will do what they need to. So now I am looking at

different ways to communicate with each and every individual separately. A person is

one way; B person, another.
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Professionalism as a Coping Resource
Beliefs about the value of the work they do, even when they are under duress, as well as
viewing themselves positively because of their "compassion” and work ethic were also
key elements in the way several staff managed the stress. For instance, in describing a
client with cancer who "was a pretty difficult person, argumentative, noncompliant, all of
the above. Whatever you can think of, he is," one worker pointed out that this client still
got

the responses and attention that were beyond baseline. So it shows we're not

here just for a check. Besides there's a bond that I've created with these

clients. It's something hard to just walk away from. And you know what, if

no one else cares, I will. I will. And here I am and it's hard for me to walk

away, truly speaking.
Several staff mentioned that they relied on their professional ethics to help them manage
medical situations that they found unsettling.

It's like, when it's a friend or someone you know personally outside of here,

you can use your option. I can choose to leave the hospital if I want to. Or if

it's too much, I can explain to them why I feel uncomfortable. With a client

you can't do that. You have to sit there with them whether you want to deal

with it or not. Part of your thing is to go visit and check up on them and see

how they are doing. Whereas if it was a friend I'd probably just call and they

would know [ am not crazy about going there and they would understand. But

[ have to put my personal feelings and wish aside and just go, go deal with it.
Sometimes the professional ethics seemed more like professional norms. For example, a
worker explained how

You could just be leaving and you see something you have to do for one of

these clients. You want to go but morally, ethically you just kind of turn back

and say I've got to do this [ cannot let that happen. Got to turn back. Because
if M. knew I walked past the stairs and I went home---.
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Social Support from Colleagues and the Agency
There were also references in the focus group content to Shinn and Morch's "higher level
strategies” which involved "collectivities" or supportive groupings. Several staff
members described the value of community support and mutual help from other staff and
also from clients at times. A worker explained the community support as follows:
Because we were in a community, and because there was all this to do, I think
it helped the process. Rather than just sort of feeling isolated and totally
helpless, like I did with a friend of mine who died recently. (With that
friend's death) there was no support. (Here,) there was a lot of support from
staff...a lot of stuff going on. And the clients supported us too. That's how
[ felt. Oh, yes, they did, because we all went through it together.
Staff members also noted that the agency wide, staff planned memorial services that were
always conducted when a client dies are helpful to the development of the sense of

community and mutual support. One staff member described the memorials as

"gorgeous, beautiful services."

Information was also exchanged in regular staff meetings which, one staff person pointed
out, have become places to "discuss what we've learned about this individual and to share
ideas." One team also used staff meetings as a way to support each other's coping. This
was noted by a staff person as follows:

[ think that a good way to relieve stress is by having these meetings, by

talking. What we do is sit down as a staff and we discuss anything people

want to bring up, like any behavior patterns or new problems or possible

decompensation. We discuss everybody. And it's a good way to get on

the same page, to be a unified treatment team, to release stress.

Another worker emphasized how the teamwork aspect of the meetings is very reassuring

and bolsters their ability to cope with the demands of the work.
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Also, when you have one shift relieving the other you have to fill them in.
So you're bringing them up to date in these meetings. So personally with me,
once | leave for the day I'm feeling like okay, now it's in your hands. It's not
just out there. Somebody else is taking care of it. So I can be okay because

I know it's an excellent staff. I know they know what to do and how to
handle it. So the stress is relieved.

There were also comments about agency level support. Several staff referred to how the
agency regularly made available bereavement consultants to individual teams when clients
died. The agency also acknowledged the importance of the community-wide memorial
ceremonies by providing money for food and other needed supplies and arranging for staffing
coverage. The agency also helped with the transporting of staff and clients to the funeral

services of clients from agency programs.

Conclusion

This chapter has reviewed the numerous ways the staff of Vistas cope with the stresses of
their work. Lazarus and Folkman observed that there are many stressful life events and
conditions which can not be mastered. In such instances, there are strategies that enable
people to tolerate, minimize, accept or ignore them; in other words, cope. The
participants in this study did just that. The focus groups revealed how the staff use a wide
range of coping responses as well as resources in order to manage the stresses associated
with their clients' co-occurring illnesses. There were also comments about how the staff
valued opportunities to meet in groups with colleagues. Some of these collective

activities were work focused team meetings organized for the purpose of exchanging
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information about clients. Other work related groups were arranged as needed to discuss
issues like the death of a client. The staff had also developed a unique group experience
in the form of regular memorial services for clients who had died. These services, created
by this staff and with the help of clients, were an expression of the strong sense of
community that was valued by this staff and encouraged by the agency as a whole.

Lastly, the administration at Vistas had a role in fostering staff morale and coping
through the bereavement group counseling they provided to staff and through their

assistance with the memorial programs.

The range of strategies utilized by the staff, the organizational support described, as well
as the importance this staff gives to the mutual support they experience in their team
meetings and the larger agency community suggest why this group of staff continues to
function at a highly professional level, providing quality services to a very difficult

population of clients.

T?eproduced with permission of the copyright owner. Further reproduction prohibited without permission.



139

Chapter VIII

Summary, Implications and Recommendations

Introduction

The purpose of this qualitative research study was to explore the experience of mental
health professionals working with persistently mentally ill clients who had either co-
occurring, continuing physical illnesses or who were dying from them. In addition to
describing the nature of this occupational challenge, the study sought to document how
the staff negotiated these complex demands as well as determine what contributed to

effective coping for practitioners faced with this "dual nightmare."

The study used focus groups as a way to generate productive group discussion about
these issues. It was my goal to have the participants' discussion of their perspectives on
this subject establish new practice-related knowledge about their experiences, using their

own words to report their practice behaviors, personal attitudes and professional values.

Also, the study used a sample of staff drawn from the agency's two settings, residential
and day treatment, in order to learn more about the nature of the "organization-client
relations"” at this agency. Specifically, I wanted to understand whether there were
differences in the types of relationships at the two sites, as well as what affect the

structure of particular organization-client relationships at each site had on the
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"interpersonal processes” between the clients and the professionals and, in turn, on the

degree of stress staff experienced.

This final chapter will summarize the major study findings, discuss the implications of
these findings for social work practice and education, and make recommendations for
further research regarding how physical illnesses in the chronically mentally ill impact on

practice.

Summary of Findings

The present study established that regardless of whether staff worked in the day treatment
clinic setting or in a residence, with clients in scattered sites, or under one roof, they all
maintained intense, long term relationships with their clients. This longitudinal
orientation in which the staff had an extended interest in the client and his or her life
appears to be an unplanned by-product of Vistas' philosophy of providing the mentally ill
clients integrated clinical services under the same umbrella and also 24-hour, staff

supervised housing in a homelike setting.

This arrangement ensures the coordination of clients' clinical care and also provides them
with structure, continuity and security. Unfortunately, however, the study made clear that
this arrangement, where the agency through its staff has 24 hour responsibility for its

clients, can result in problems which were not anticipated or planned for. A case in point

is the impact on staff's conflictual emotions and on their professional functioning when
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their mentally ill clients develop physical illnesses that require staff involvement. In
addition, the study established that the physical illnesses of these clients placed enormous
demands on the staff that do in fact affect and alter their social work practice in numerous

and stressful ways.

There is existing literature documenting that social workers demonstrate effective ways to
handle the behaviors customarily associated with chronic mental illness. However, those
same patterns of disordered thinking, poor judgment, and psychotic behaviors interfered
with clients' ability to manage their own medical care. Clients were also noncompliant
due to psychiatric symptoms such as paranoia. Necessarily, the staff were required to take
over medical management but reported simultaneously feeling parentally responsible
while also professionally inadequate, especially when medical noncompliance seriously

threatened clients' lives.

The study also established that mental health professionals experienced intensely negative
emotional reactions to the physical illnesses, dying, and deaths of their clients as well as

feelings of professional helplessness in the face of their clients' physical suffering.

Lastly, there were strong indications that social work staff experienced considerable
burnout and job dissatisfaction as a result of numerous job related pressures. These
included increased workloads, time consuming attention to medical problems over

psychiatric problems, administrative obstacles, and lack of recognition for their efforts.
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While the study demonstrated that some clients’ physical illnesses and their mental illness
related attempts to thwart the professionals' efforts to keep them healthy presented
significant occupational strains, staff were able to manage these demands relatively
effectively. Although they struggled with a variety of stressors, staff demonstrated an

impressive repertoire of coping responses and resources.

The Impact of Mental Illness on Medical Care

Throughout the fucus group discussions, staff made many references to the ways in which

clients' mental illnesses hampered their medical care and frustrated them

Mental Status

A major problem cited was the way in which clients' confusion and disorientation, poor
judgment, and concrete thinking make it extremely difficult for them to manage their own
prescribed medical regimens or to follow through on their medical appointments. Clients
were also described as lacking the motivation needed to follow medical regimens and
lacking insight and/or understanding regarding the seriousness of their illnesses that

might allow for greater cooperation.

Accordingly, staff described a pernicious kind of noncompliance arising from the clients’
paranoia and delusional thinking about their illnesses, their antisocial and oppositional
tendencies, and their frequent impulsive behaviors. Consequently, even when staff felt

they had to "step in" and intervene, their clients were often "fighting me at every step.”
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The result was that staff often reported feeling "pissed off." On the other hand,

respondents indicated that they could just as easily feel guilty about being angry
recognizing that clients adherence to medical requirements was attributable to mental

illness rather than volitional antisocial choices.

In Loco Parentis

Nonetheless, the ways in which psychiatrically induced thoughts and behaviors hampered
clients' abilities to manage their own care or participate cooperatively with staff created
practice-specific stressors for participants in this study. Since most of the clients at the
agency did not have family, the staff assumed an in loco parentis position. Consequently,
they described feeling a heightened sense of responsibility for managing clients' medical
conditions and a sense of "mission” for keeping them alive. Because the staff had
insufficient medical knowledge and nonexistent training in working with the
psychosocial needs of medically ill individuals, they also reported feeling professionally

inadequate.

The issue of responsibility for managing clients' medical care and "making sure they stay
alive" also created in staff a sense of "emotional vulnerability." For some, this was due to
their commitment to achieving the "total health” of their clients. When this was not
possible, some staff reported being "tormented by feelings of guilt." Others were
frustrated and felt "at a loss" because they were "not equipped to help them" as they were

when the problems were psychiatric.
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The parental nature of these relationships, the staff's sense of responsibility for their
clients’ lives, and the incompetence the staff felt differ from the feelings of social workers
in medical settings. This group also bave intense contact with their physically ill clients
but they do not report the feeling same type of inadequacy. This may be due to the fact
that hospital based social workers work in a "secondary practice setting” where decisions
regarding patients' fate are the concern of physicians. By contrast, the social workers in
this study clearly feel a primary responsibility for keeping clients alive as well as

psychologically healthy..

Other mental illness-related problems reported by staff included clients' self-destructive
behavior in the form of overeating and heavy smoking and the effect of some
psychotropic medication on excessive weight gain that contributed to health problems
such as diabetes. In the extreme, staff expressed concern that awareness of a new and
serious physical illness could send an already mentally fragile client "over the edge" into
a depression and/or suicide. More commonly, however, having a physical illness tended
to make clients regress, complicating efforts to help them develop self care skills and

functional independence.

The Impact of Physical Illnesses on Staff

The participants spoke vividly about how they were intensely affected by their clients'

physical illnesses, the process of dying, and client deaths.
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Exposure
They talked about their fear of seeing "horrible," "disturbing" physical illnesses and the
pain of "being involved in the process of watching someone die," as well as the "shock"
of medical emergencies. At times, one social worker said, it felt like "more than I can
bear." Workers also remarked on how helpless they felt because they could not relieve
their medically ill clients' pain, both physical and emotional. Several staff simply stated
that they were "not trained to watch someone die." Similarly, several staff either
explicitly stated or stated indirectly that they had specifically chosen to avoid working
with physically ill individuals. Still others had intentionally left medical settings to get

away from the suffering they had watched.

The almost constant exposure to physical symptoms, lingering physical deterioration,
sudden or expected deaths, and grief provoked in many staff an awareness of their own
mortality, an awareness that often left them feeling "baffled” and "uncomfortably
vulnerable.” Study participants described many occasions when they felt flooded with
"undefended feelings" while working with a physically ill client. These feelings could

occur at "unexpected times."

Service Problems
Service problems associated with clients' physical illnesses included the level of demand
that it placed on the staff. These included accompanying clients to medical appointments

and keeping accurate and updated records on medical conditions and regimens. Staff also
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reported problematic contacts with outside medical providers whom they did not know

and with whom they had no ongoing working relationships.

Burnout and Job Satisfaction

Exhaustion

Focus group discussions conveyed a general sense of how burned out many of the staff
felt. Several participants spoke of "experiencing ongoing stress” and "almost continuous
mental strain." One worker said it seemed "there was never an end.” As an example, she
offered a client who had improved emotionally so that she "was now a part of us" and
then had an abnormal mammogram which required a biopsy. Another said that she had
gotten to the point where she was simply "frustrated with the whole situation." Other
comments referred more specifically to the various components of burnout. Emotional
exhaustion was evident in the remarks of a caseworker who felt that he was being
"inundated with death" so that "the cumulative effect of so many deaths is wearing me

out.

There were also references to the exhaustion created by the amount of documentation
required for the physically ill clients because " it takes twice as long." Several staff
reported that they were sufficiently stressed that they had begun to feel physically

exhausted or were experiencing physical symptoms.
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Lack of Accomplishment and Feelings of Inadequacy
The staff's feelings of professional inadequacy and lack of professional accomplishment
were reflected in the perceptions of staff members that their efforts were largely futile,
that they were "powerless" and "clinically helpless." The inability to "protect” clients or
get them to consistently follow medical regimens led one staff person to acknowledge
openly that she had sought professional help for herself. This worker described her sense
of complete frustration with her own inability to achieve any meaningful change in her
clients’ self-destructive eating behaviors:

I have to talk to them. It feels so bad because you start to think, "Am I

getting through to them? Do they understand? Do they care? Do I

understand more than they do?" And it becomes a lie. Because you want

them to and they don't.

Another worker, who described feeling like a "hamster on a treadmill,” had even

considered leaving the agency.

Witnessing the suffering and ultimately the deaths of so many clients created profound
feelings of professional inadequacy. A case worker expressed the sense of futility that
overwhelmed her when she thought about the death of one of her clients. This worker
indicated that she felt bad because she "wasn't able to do anything." Her sense of
hopelessness was sufficient to keep her from sleeping, and she found herself "thinking
obsessively of all the other deaths" she had experienced during her life. At least one

supervisor spoke of feeling ineffective at helping her staff handle the demands of the
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work with ill and dying clients saying that she "wished she could take care of them

better.”

Depersonalization

Additionally, there were several responses reflecting the dimension of burnout referred to
as depersonalization. Several staff acknowledged efforts to distance themselves from
clients because as one person explained, "it's a real kick in the pants when you get close
and then they die." Other comments on this topic included "initially you get attached, but
as time goes on it becomes just a job" and "after a while you just get numb...you don't
care." Several staff even stated explicitly that they would "never again get so close to

clients."”

Workload
Many of the factors which have been shown in other studies to correlate with job
discontent were also identified in the discussions including overwork, time consuming

tasks related to clients medical needs, and "tons of paperwork."

Participants referred to being "spread too thin" because of the heavy workload. A
supervisor described feeling like he was "running around like a chicken without a head"
because there were so many tasks to get done for the medically ill clients, activities that

were additional to the regular work that staff were trained and hired to do. For instance, a
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case manager who said he was "overwhelmed" by "pressures coming in at all angles"
explained how:

I may be concerned with client A's medical and psychiatric problems, and I

want to get that all documented. Then client B comes in and has an array of

medical problems that [ have to deal with and write down. It just becomes

overwhelming.
The time consuming nature of the work with medically ill clients was a particular
problem. A case manager commented on how he was "falling behind." He attributed this
problem to the number of times he had to accompany clients to "time consusming"
medical appointments while juggling the needs of both other medically ill clients and also
attending to his "regular” clients. He related the following:

When you have 16 to 18 clients and at least 8 of them have physical illnesses,

it just gets overwhelming when there are two major dimensions, the mental

and the physical. People get sick. You really can't help it, but then they have

to take back in some other way.
Other staff talked about the number of "mundane” but important things they had to do for
their medically ill clients such as bringing books and extra food to them when they were

hospitalized. Picking out a coffin or funeral clothes are hardly commonplace jobs and

they were time consuming and stressful.
The paperwork documentation was another "real pain," because notations about clients'

medical conditions had to go into multiple forms as well as treatment plans in order to be

compliant with the "scrutiny” of outside agencies.
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In addition to the problem created by stressful workloads, the participants in this study

cited several organizational deficiencies which led to dissatisfaction with their jobs.

Agency Obstacles

While there was some mention of outside stresses as with "a government that doesn't help
anymore," the majority of the comments reflected frustrations with the agency. Staff
described a range of problems in this area including under staffing, a lack of agency
concern or recognition of the difficult work they were doing, and inadequate interagency

communication in the form of nonexistent procedures.

The participants identified staff shortages as a major problem. Frequently there was
inadequate coverage in the residences which meant staff worked overtime and sometimes
gave up vacations. But the agency was described as reluctant to pay for the added hours

worked. "We have to argue for over time because they don't like to pay it."

Sometimes staff had to spend "precious time" accompanying clients to day long medical
appointments because of the lack of ancillary staff to do this. Additionally, with the very
limited night staff, clients had to be sent to emergency rooms in ambulances
unaccompanied by staff which made staff feeling extremely guilty for "abandoning"

them.
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Several staff members commented that they did not receive sufficient recognition from
administration for the difficult work they did. The staff also perceived the administration
as distant and arbitrary, often making decisions "without enough knowledge of the
realities of working with this client population” or without input from the staff. The
agency was "not health conscious" because it lacked nutritional workshops. It was also
charged with "looking after its own needs" so that offices for "billable services" such as
clinic visits that were given priority over other types of healthy activities, including a
gym that could be used by both clients and staff. This was an especially sore point as the
agency used to have a gym but it was in fact made into individual offices. Other critical
comments focused on the agency's failure to develop policies regarding patient
confidentiality with respect to medical conditions, inadequate mechanisms for
communication of relevant information about patients' medical conditions from one staff

member to another and between one agency division and another.

Staff Satisfactions

Another finding, that staff derived satisfaction from their efforts to help their medically ill
clients, is consistent with the image of social workers as altruistically motivated and as a
service oriented profession. What is striking however is how the participants were able to

derive satisfaction even in the face of client suffering and death.
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Helping Clients Live and Die
The satisfaction of helping clients is pretty straight forward in the comments of a staff
person who worked with a noncompliant client and pointed out how
great it is to get a report from the doctor that he's doing fine. Or when a
client is going to self med. When you see actual progress, that's a reward.
Even being able to have communications with the client, that they are open
to it. Not necessarily saying that their blood pressure is going back to normal
next week, but now we can talk about it. The moment they begin to open up
about it and have discussions about it, I think that's good, that's satisfying.
But this worker's following remarks reflect the ability to achieve a sense of
accomplishment in even the most difficult circumstances. She pointed how good it felt

making them more comfortable emotionally even when they were deteriorating,

frightened and dying.

Similar convictions were evident in staff members accounts of the success they had
helping clients "blossom" and reclaim lives spent living self destructively on the streets,
providing "a home as well as a home life" to many, and "giving them something they've
missed," to individuals who in many cases never had these opportunities before.

These satisfactions seemed to make up for - or at least offset - the pain and suffering the
staff regularly observed. They also buffered the sense of inadequacy staff felt when

clients died.
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Being Valuable

Additionally, there were many expressions about the bonds clients and staff formed and
the gratitude staff received from their medically ill clients. In particular, "being
important in clients' lives," being valued by them, was also a rewarding part of the work
even though this could also be a "huge responsibility” at times. Satisfaction also came in
the pride several staff expressed regarding their ability to work with a difficult population
avoided by many people and their willingness to help even the most recalcitrant and
paranaoid clients when they became physically ill. Finally, there were also several
references to the ways in which physical illness added "variety" to the work, provided
opportunities to "learn new things" on a regular basis and presented daily challenges of

solving difficult problems. All of these were valuable ways to cope.

Coping Strategies
Despite the many stressors, study participants described using a range of cognitive

strategies, behaviors, perceptions, and collective strategies to effectively mange the

demands of the work.

Cognitive Coping Responses

Cognitive coping responses were frequently mentioned and took many forms. These
included recognition of or coming to terms with the limits of professional ability,
validation of the need for periodic emotional distance or detachment from clients, and

active denial of the realities of death in the form of rationalization or projection, i.e. "he's
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in a better place;" "she was just tired of all the suffering and wanted it to be over." Staff
also acknowledged that activities directed at continuing a client's work through the
creation of a poetry book or portfolio of drawings was a form of denial since it was a way
of "keeping him alive, it just goes on and on, it's still going on." Similarly planning a
memorial service served to distract staff from the harsh reality of a client's death.
Information and learning, either from the clients themselves, from attendance at medical
appointments, or from colleagues represented another cognitive way to enhance coping

through a sense of competence.

Use of Humeor

Another frequently mentioned coping strategy was the use of humor, often when working
with clients, or the ability to see humor in even the most difficult situations. There was
some concern in one particular residence that at times they were not empathic because
their humorous diversions might lean toward mocking the clients. But the staff defended

this activity as both necessary and effective.

Clinical Work

Focusing on the clinical work they did with their physically ill clients also provided staff
a cognitive strategy for coping. For instance, eliciting clients' feelings helped a worker
"discharge my own" and while "trying not to lie," another staff person described "keeping
the delusion alive by joining with his denial and staying concrete.” It should also be

noted here that several of the satisfactions that staff found in their work with these clients
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also served to help them cope. Among the strategies mentioned that served this purpose
were maintaining professional objectivity as well as reliance on professionalism and
professional ethics to guide behavior. Closely related to this was the emphasis staff put
on the belief in the value of their work with this population and their pride in working

with a population that others found "depressing" and therefore avoided.

Innate Abilities

Several participants inferred or explicitly stated that character or personality based
resources helped them cope. There were many remarks about being a "troubleshooter," a
"problem solver," "not a worrier." Other self descriptions included an intuitive
"dedication to helping,” a tolerance for "dealing with upset people,” an "optimistic"
outlook, and a resilience in the form of self awareness, "it's okay to take care of oneself,"
"we have to pull back at times," that did not interfere with a sense of competence. Having
confidence in one's expertise, being seasoned, and approaching work as a challenge were

also mentioned.

Collective Activities

The staff also created and utilized collective resources. There were informal groupings
for "venting feelings and being heard." The formal staff meetings were perceived as the
most helpful and appropriate venue as fellow workers were familiar with the problems
and there was the potential to benefit both intellectually and emotionally from the

discussions.
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Agency Supports
The agency also encouraged and helped to institutionalize community wide, supportive
practices. The most noteworthy were the memorial services for clients who had died.
The memorials were planned and attended by a community of staff and clients where
mourning was acknowledged and shared. This agency also provided bereavement

consultants for staff individually and in team groups following client deaths.

Implications and Recommendations

Overall, the value of this study lies in its clear delineation of the occupational stress for
social workers created by physical illnesses in the chronically mentally ill. The study has
also established that the stress is complex and multi-faceted. Exposure to physical
symptoms, progressive physical deterioration, and death powerfully affect staff's
emotions. This is true for social workers in health care settings as well. However, unlike
their colleagues in the "secondary practice setting " of the hospital who do not have
primary responsibility for the patient's physical health, participants in this study believe
they do. While mentally ill clients cannot manage their own medical care and need the
staff's supervision, they often thwart the professionals' efforts. Consequently, feelings of
inadequacy challenge professional competency as well as morale in professionals who
find themselves supervising medical regimens, observing physical symptoms, and
attending to the emotional needs of dying clients. Taken together these stressors

contribute to feelings of burnout and job dissatisfaction that can affect both the quality of
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patient care as well as staff retention and turnover. The complexity of the problem also

indicates the need for new forms of education, research, and organizational innovations.

Recommendations for Social Work Education

The findings of the present study clearly suggest that schools of social work have a vital
role to play in preparing students for practice in this changed mental health environment.
The current profile and needs of mentally ill clients require educating students with new
knowledge and skills to meet the challenges and demands created by these clients' co-
occurring physical illnesses. This finding is consistent with the recommendations of
authors (Berkman, 1996, Ridgely, Morrissey, Paulson, Goldman, and Calloway, 1996,
Volland, Berkman, Stein, and Vaghy, 1997) writing about the need for social work
educational content that reflects current practice issues in the "emerging" environments in

which social workers practice.

It is beyond the scope of this study to propose particular teaching and training models.
However, the study's findings do identify practice issues and needed skills which
participants indicated their education had not prepared them for. This opinion, which
was widely shared by staff in several sites, lends credence to Kadushin and Egan's (1997)
observation that "although the health care environment has changed rapidly during the
1990s, there is no current information on the content taught in health care practices" (p.
213). The study's findings also suggest that continuing education efforts should be

directed to current mental health and health practitioners as well as case managers.
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Mental health professionals need a theoretical framework for understanding the

psychosocial aspects and stages of physical illnesses and normative coping. This
knowledge would be helpful in the assessment of their clients' behaviors and responses.
For instance, denial as a way to cope with the emotional impact of a physical illness can
be a normative response that does not indicate dysfunction. The emphasis in health care
is on enhancement of coping. Preexisting illnesses are only a problem when they
compromise coping. The framework for the staff's practice with these clients must
therefore include an understanding of the interaction among psychological, social,
cognitive and biological factors. Also, this staff needs to learn communication skills and
intervention strategies that are specific to the needs of physically ill and dying individuals

and integrate these practice skills with the expertise they already have.

Additionally, it is necessary for social workers in mental health settings to integrate
physiological knowledge into their practice with clients. These professionals must have
knowledge of the illness or disease and its effects in order to distinguish physical
symptoms from psychological ones or from reactions to psychotropic medications. This
recommendation does not mean social workers should be diagnosing their clients'
physical conditions. However, knowledge of symptoms and reactions is just as necessary
as understanding reactions to psychotropic medications. This is particularly important

since the staff are responsible for monitoring their clients' health.
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General medical hospitals are seeing many mentally ill clients in their outpatient clinics
and inpatient units. This fact suggests the importance of training current medical social
workers and those planning a career in medical settings for the specific knowledge and
skills needed to work with clients who may exhibit disturbing or noncompliant behavior.
This training would ensure that clients have the advocates they need in the medical
setting in order that they are properly seen by medical staff who may discount their
complaints or overlook them. Training should also familiarize medical social workers
with the psychosocial needs of mentally ill clients, for instance the role of agency staff
and clients as surrogate family with a role to play in a physically ill client's care. These
social workers need to understand how a mentally ill client's perception of his or her
disease as well as his behavior affects the ability to cooperate and to cope and ways to
work with these clients. Lastly, training about the psychosocial needs of mentally ill
clients might increase medical social work staff's comfort with a difficult population they

are not familiar with, in turn improving the care they can provide.

Social work education should teach the foregoing practice knowledge and skills on
several levels. Social work education at the student level should consider integrating
concepts about the physical status of mentally ill individuals into current health and
mental health sequences along with the requisite skills to work with this population. The
knowledge and practice skills could fit into many areas in the curriculum including aging,
chronic illness, long term care. The problems created or unanticipated by earlier public

welfare policy also have a place in administration and policy electives. The current
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profile of these clients and the demands on social workers demonstrate the complex
ramifications of planning. Courses should be given at the post graduate and certificate
levels in order to make the information available to practicing social work professionals

and case managers like those who were a part of this study.

Recommendations for Agency Practice

Study findings that organizational factors were both positively and negatively associated
with stress on staff suggests that agencies must also get involved in addressing this
occupational problem. This recommendation is consistent with Himle and Jayaratne's
1990 study on perceived competence and work stress. While these researchers found that
practice mastery moderated some aspects of burnout, it did not affect other job
satisfaction variables such as role conflict and overload. The authors hypothesized that
there are a variety of occupational and organizational stressors correlated with work

stress so that other interventions besides education are needed.

Another finding supporting the potential for the effectiveness of agency involvement
comes from La Rocco, House, and French, (1980). Their research showed that indicators

of job related stress are primarily affected by job related sources of support.
Participants in this study suggested several agency level interventions. There were

recommendations for hiring more staff, at least for the specific task of accompanying

clients to medical appointments, wellness seminars, for both clients and staff, and
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educational workshops for staff focusing on education about specific diseases and clinical
social work interventions with this population. Respondents also clearly stated the
importance of mutual support activities. Because they felt both "just venting" as well as
discussing work related problems were very helpful and "meaningful," there was a
suggestion that the agency introduce regular, voluntary, staff support groups and reinstate

the agency wide retreats that had been discontinued a few years earlier.

Cassel, (1976), pointed out that "it seems more feasible to attempt to improve and
strengthen social supports rather than reduce the exposure to stressors" such as those
identified in this study. (p. 121). Since Cassel seems to be suggesting that the job
dimensions most related to strain may be difficult to alter, it is important to have
available other ways within the agency to handle problematic issues. The community
wide memorials at the agency are a good example of such a strategy. Agencies would do
well to heed Cassel's observation and find ways of allocating time for their staff to
participate in mutual support programs. They should also participate with staff in
developing support programs. Ultimately, these practices may prove to be the most cost

effective.

Recommendations for Social Work Research
The study found that while the participants described situations which they referred to as
"stressful" and spoke of feeling "burned out", they also demonstrated resilience in the

face of clients' physical pain, suffering, and death. There were comments that directly or
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indirectly indicated they derived significant satisfaction from their work. It appears that
this sense of fulfillment and accomplishment served as an important coping resource for
the mental health professionals in this study. Goodman (1990) observed a similar
phenomenon in her study of the social workers caring for terminally ill patients in an
acute care hospital. So did Dillon (1990) and Levine (1997) in their discussions of stress

in health care social work roles.

Current research on stress, job satisfaction, and burnout has suggested many correlates
that buffer occupational strains. These range from organizational variables like financial
rewards and promotion opportunities, tg social support and a feeling of accomplishment
that comes from practice mastery and a sense of competence. However, because the
indicators for burnout and job satisfaction have been contradictory at times, it is possible
that current predictive models are functional but incomplete (Jayaratne and Chess, 1983).
It remains unclear just how and why the satisfactions and sense of meaning expressed by
this staff worked so well since these constructs have not been studied in the stress
literature. The inclusion of predictive variables that reflect purpose and meaning should

be part of a systematic study of burmout and job satisfaction.

Goodman offered one avenue of inquiry when she remarked that the participants in her
study were able to cope with organizational frustrations they faced. She suggested that
"this success...sustained them in the face of their general frustration with their position in

the hospital hierarchy" (p236). She later speculated that this response might be the result
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of a "professional congruence” with supportive interventions that are a part of social
work practice (p. 257). It would be interesting and constructive to study what role
professional values and principles play in coping with the work related frustrations
inherent in social work practice, especially in high stress settings and particularly at a

time when social work's usefulness is being challenged in the current healthcare climate.

Since this study was based on a convenience sample within a single agency, it does not
allow for broad generalizations or hypothesis testing. The findings are only suggestive.
However they do raise a number of questions, in terms of education, practice, research,

and policy that warrant further investigation.

Conclusion

This chapter summarized the major findings of a qualitative research study of the
experiences of a group of mental health professionals. The study focused on defining the
stress of working with chronically mentally ill clients who simultaneously have either
acute or chronic physical illnesses or are dying from them. It also focused on
understanding how these professionals coped with this work. Because the study relied on
focus groups to obtain data, findings were presented in participants' own words to
describe their practice behaviors and personal feelings, as well as their professional

opinions and values.
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Ultimately, this study established that a combined approach to addressing the
multifaceted problem of physical illness among the mentally ill is sorely needed.
Together, social work education, research and organizational interventions would be
more productive than any single attempt to address worker burnout, retention, job

satisfaction and, most importantly, client care.
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Appendix 1

Introductory Letter Requesting Permission to Meet With Agency Staff
to Discuss The Research Project

Dear

My name is Phyllis Mervis. I am a Doctoral candidate at the Hunter College
School of Social Work. This letter is to introduce myself and to request your assistance in
my doctoral research.

I worked on the Oncology Service as a medical social worker and supervisor at
Mount Sinai Hospital for 20 years. For the past 15 years I have been in private practice
where [ see adults in individual and group modalities.

In addition to my private practice, I am an Adjunct Clinical Instructor at Mount
Sinai Medical School in the Department of Community Medicine/Social Work and in the
Department of Psychiatry where I also hold the title of Senior Supervisor in the Division
of Group Psychotherapy. I currently serve as Chairperson of the Group Psychotherapy
Practice Committee of the New York State Society of Clinical Social Workers. For the
past four years [ have held the title of Workshop Co-Chairperson of the American Group
Psychotherapy Association's (AGPA) Annual Conference Committee. [ was recently
invited to chair AGPA's Special Interest Group on Group Treatment of the Medically Il1.

My dissertation project is an exploratory study to identify the experience of
mental health professionals whose chronically mentally ill clients now have developed
co-occurring physical illnesses. Some of these clients are dying. The project will include
an introductory meeting with staff, followed by a pre-group demographic questionnaire
of attitudes and a one and one half-hour focus group meeting with those staff who are
interested in and consent to participating in the project.

Participation in the group will be strictly confidential. I will be using codes, not
names, for staff participants and agencies will not be identified in any publications or oral
presentations. As an experienced social worker, I do not anticipate any problems, but
should any staff want counseling after the study, I will be providing both a list of
colleagues who do work in the area of workplace stress and several references on the
topic.

This project has been accepted by my Dissertation Committee at the Hunter
School of Social Work and has been approved by the Institutional Review Board of City
University of New York.
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At the present time the literature makes slight reference to co-occurring physical
illnesses of clients and no mention of their impact on the staff. I hope you will agree to
let me meet with your staff for the purposes of undertaking this important area of study.

I will telephone you next week to discuss your decision and any questions or
comments you may have regarding this project.

Thank You,

Phyllis Mervis MSW, CSW
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Appendix 2

Staff Information Letter Regarding The Research Project and Consent Form

My name is Phyllis Mervis. I am a doctoral candidate at Hunter College School of
Social Work. [ am writing to invite you to take part in a social work research study.

My dissertation project is an exploratory study to identify the experience of
mental health professionals whose chronically mentally ill clients now have co-occurring
physical illnesses and/or are dying. The project will include an introductory meeting
followed by a pregroup demographic questionnaire of attitudes and a one and one half
hour (11/2) focus group meeting with those staff who are interested in and consent to
participating in the project. The focus group will meet at a convenient time designated by
you.

Participation in this study is completely confidential. Codes, not names, will be
used and I will not discuss specific group content with anyone at your agency.
Participation will not affect your employment in any way. Also, the agency will not be
revealed in any publications or oral presentations of this study’s results. All tapes and
transcripts will be kept in my locked files. Since you will be expected to talk as freely as
you can about work related feelings/reactions, confidentiality about the group content
needs to be honored by everyone in order to ensure safety. Also, I will work to minimize
any discomfort in the form of anxiety or embarrassment. Should you feel the need of any
counseling as a result of participation, [ will be providing both a list of references about
workplace stress and a list of colleagues of mine familiar with this subject who will be
available for consultation. Also, you may decide at any time that you do not wish to
continue.

If you are interested in participating in this study, I will be at your agency on
at for a pre-group orientation meeting. At that time I will answer
any questions or concerns about the goals of the study and the group procedures. Should
you then decide to participate in the study, your attendance in the focus group will serve
as affirmation of your voluntary consent to participation in this research. Study results
and a summary of the research will be available at the completion of the project.

If you have any questions at any time, feel free to call me at my office. The phone
number there is 369-8879. You can also contact my faculty advisor, Dr. Irwin Epstein, at
(212) 452-7030.
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Thank you for your consideration and cooperation.

Phyllis Mervis, MSW, CSW
Name

Social Security # Date
(last 4 numbers)
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Appendix 3
Participant Questionnaire
1. Code (last 4 digits of S.S. #

2. Age at last birthday

3. Education:
Completed High School Completed College
Some Graduate Work Advanced Degree Date

4. How many years have you been employed at this agency

5. What is your job title?

6. Are youan MSW CSw BSW PhD
RN BA Other

7. How many years have you worked with chronically mentally ill patients?

8. Over the years, what proportion of these patients have also been seriously medically
il?

9. What proportion of your current caseload is seriously medically ili?

10. Would you prefer to work only with chronically mentally ill clients who are not
medically ill? Yes No

Please give your reasons.

11. Would you prefer to work only with seriously medically ill clients who are not
chronically mentally ill? Yes No
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11 (cont'd.)
Please give your reasons.

12. Would you prefer to work with clients who are chronically mentally ill and medically
ill?Yes __ No__

Please give your reasons.

13. Would you prefer a different patient population? Please give your reasons.

14. If you have no preference, please give your reasons.

15. How would you describe the stressfulness of your work with clients who are
chronically mentally ill and also seriously medically ill as compared to your work
with those clients who are only chronically mentally ill? (Check one)

Extremely more Moderately more Slightly more No difference
stressful stressful stressful in stress level
1 2 3 4
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16. How well do you feel you are currently coping with the stresses of your work?

Extremely Moderately Mildly Neither Well Mildly Moderately  Extremely
Well Well Well Nor Poorly Poorly Poorly Poorly
1 2 3 4 5 6 7

17. Do you feel knowledgeable about the psychosocial issues of chronic mental illness?

Circle one.
Very Moderately Slightly Not at all
knowledgeable knowledgeable knowledgeable knowledgeable
1 2 3 4
18. Do you feel knowledgeable about the psychosocial issues of serious medical illness?
Circle one.
Very Moderately Slightly Not at all
knowledgeable knowledgeable knowledgeable knowledgeable
| 2 3 4

19. Please describe issues you feel would be important to cover in a professional support
group.
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Appendix 4
Resource List for Participants

References
Davidson, K. and Z. Foster. (1995). "Social Work with Dying and Bereaved Clients: Helping
the Workers." Social Work In Health Care. 2:4. 1-6.

Donovan, R. (1987). "Stress in the Workplace: A Framework for Research and Practice.”
Social Casework. 68:5. 259-266.

Grossman, A. and C. Silverstein. (1993). "Facilitating Support Groups for Professionals
Working with People with AIDS." Social Work. 38:2. 144-151.

Jones, F. B. C. Fletcher, and K. Ibbetson. (1991). "Stressors and Strains Amongst Social
Workers: Demands, Supports, Constraints, and Psychological Health." British Journal
of Social Work. 21:5. 443-469.

Lederberg, M. (1992). "Group Support for Medical Staff in High-Stress Settings." In Eds.
Alonso and Swiller. Group Psychotherapy In Clinical Practice, Washington, D.C.
American Psychiatric Association Press. 171-184.

Scully, R. (1983). "The Work-Setting Support Group: A Means of Preventing Burnout.” In

Ed. B. Farber. Stress and Burnout _in the Human Service Professions. New York.
Pergamon Press.

Professional Consultants

Susan Appelman (718) 960-3668
Arlene Demirjian (212) 924-1091
Barbara Feld (212) 410-3680
Diane Kaminsky (212) 369-7104
Fred Mazor (212) 787-1148
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Appendix §
Interview Guide

1. What led you to work with chronically mentally ill clients?
Probe: planned, prefer, family history

2. The literature on social work in physical health settings describes it as very stressful.
Is this true for you and if so what are the difficulties in your work with your clients
who now have co-occurring illnesses?

Probe: client related, knowledge related, role related, agency related

3. In what ways (how) is working with clients who are also medically ill different from
the work you do with clients who only have psychiatric disabilities?

Probe: relationships, responsibilities, knowledge

4. What has been the most difficult aspect of your work with the clients who have co-
occurring illnesses?

Probe: illness related, knowledge related, role related, agency related
5. What have you done to cope with the difficulties of this work?
Probe: coping strategies, support, religion

6. If you don't think the work with these clients is more stressful, what are the reasons
why?

Probe: previous experience, courses, challenge

7. What do you think it is about you that has helped or hindered you in coping with the
work with the clients with co-occurring illnesses?

Probe: personality, attitudes, colleagues, family

8. What feelings and/or thoughts have you had while doing this work?
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9. Are there any problems with the agency or with outside organizations that has
added stresses to your work with this client population?

Probe: workload, staffing, communication problems
10. In what ways do you think the agency could be more helpful to you?
Probe: staffing, support, recognition, money,

11. How would you describe your relationships with the clients who are also medically
il1?

Probe: longitudinal and lateral issues.

12. Is there a client or situation/incident that particularly stands out as being an example
of the difficulties of this work?

13. Have you worked with a client who died or known about a client who died and if so
what was that like for you?

Probe: more or less personal, intense, involved

14. Is there anything else about this work that you would like to add?
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Appendix 6
Aggregated Frequency Distribution of Content Codes:
Residential Sites
Content Category n %

Problems associated with physical illness 194 26.3
Coping strategies and behaviors 123 16.6
Problems associated with mental illness 107 14.5
Bureaucratic and organizational problems 68 9.2
Satisfactions 67 9.1
Reasons for working in mental health 4] 5.5
Differences between residential and clinic settings 40 54
Expressions of work overload 37 5.0
Expressions of burnout 36 49
Attachment to clients 17 23
Training 9 12
739 100.0
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Appendix 7
Aggregated Frequency Distribution of Content Codes:
Continuing Day Treatment

Content Category n %
Problems associated with physical illness 137 28.7
Expressions of burnout 84 17.5
Problems assdciated with mental illness 78 16.3
Satisfactions 52 10.9
Coping strategies and behaviors 49 10.3
Expressions of work overload 43 9.0
Bureaucratic and organizational problems 23 43
Suggestions 12 25

478 100.0
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