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RESILIENCE AND HOPE IN
THE FACE OF TURMOIL
Shanta Pamphile | Editor
This marks our third issue of the graduate student gazette. It
remains a pleasure to offer graduate students the space to feature
their work. This year we received a small number of submissions
with several of our students being offered the opportunity to be
featured. Our theme for this year is “Resilience and Hope in the
Face of Turmoil”. I hope you enjoy
reading as much as I did. If you have
any questions or suggestions about
the Graduate Gazette, feel free to
reach me at pamphiles1@montclair.edu
Best wishes,
Shanta Pamphile
NARACES Graduate Student
Representative

PAGE 2

NOVEMBER 2019 | VOL. 3

Contributors
EDITOR

SHANTA PAMPHILE

AD HOC
REVIEWERS

CLARK DAVID AUSLOOS
KEVIN DUQUETTE
JESSICA HOTCHKISS

MONTCLAIR STATE UNIVERSITY

THE UNIVERSITY OF TOLDEO
BRIDGEWATER STATE UNIVERSITY

NORTH DAKOTA STATE UNIVERSITY

JILLIAN LOMBARDOZZI

LAUREE KLEIN
ART
DIRECTOR &
PRODUCTION
ASSISTANT

MONTCLAIR STATE UNIVERSITY

MONTCLAIR STATE UNIVERSITY

PAGE 3

NOVEMBER 2019 | VOL. 3

Contributors
Monica Alisse is a Spanish-American who has spent much of her life traveling and
experiencing fascinating cultures throughout her childhood. She previously studied
Art and Design and earned a degree in Graphic Design in 2009 at Rhode Island
School of Design. She later returned to Europe and pursued a Master’s in
Information Design in The Netherlands where she began to recognize how factors
like culture shape one's identity. Due to her desire to connect and have genuine
interactions with people, Monica returned to the USA and now studies Clinical
Mental Health at Duquesne University in Pittsburgh, PA. She is particularly
interested in the complexity of human development and the self.

Natalie A. Drozda received her master’s in Clinical Mental Health Counseling at
Slippery Rock University where she also completed a graduate assistantship in the
Gender Studies Program. This assistantship inspired her master’s thesis, which
investigates how outwardly successful women story their success within a gendered
society. She has since revisited this project for publication. Currently a PhD
candidate at Duquesne University, she is pursuing her doctorate in Counselor
Education and Supervision. Her dissertation focuses on the intersection of disability
and sexuality. Holding an LPC in the state of Pennsylvania, she sees clients in a
private practice (Angelus Therapeutic Services) and specializes in the areas of
addiction, dissociation, and sexuality

Meredith Paige Fenton is in the first year of her
master’s program in clinical mental health counseling
at Northwestern University. She attended
undergraduate school at Michigan State University,
then moved to Houston, Texas, and now resides in
Greenville, South Carolina. She understands the
importance of advocacy for the counseling profession
and looks forward to her career as an LPC.

Farahdeba Herrawi is a master's candidate at Boston University
School of Medicine's Mental Health Counseling and Behavioral
Medicine program. She graduated with a Bachelor of Science in
Biology,with a Minor in Asian Studies, from the University of
Nevada, Reno. She was recently selected for the NBCC Minority
Fellowship program by the National Board of Certified
Counselors Foundation,for her commitment to working with
immigrant and refugee populations. Her primary research and
clinical interests include refugee and immigrant mental health,
multicultural counseling, and social justice advocacy
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Contributors
Dr. Reginald W. Holt is an Assistant Professor and Clinical Coordinator within the
Department of Counselor Education and Family Therapy at Central Connecticut
State University (CCSU). He completed a Ph.D. in counseling/counselor education at
the University of Missouri-St. Louis, a M.A. in clinical psychology at East Tennessee
State University, and a two-year post-graduate training program in advanced
psychodynamic psychotherapy at the St. Louis Psychoanalytic Institute. He is
licensed as a professional counselor in Connecticut (LPC), Illinois (LCPC), and
Missouri (LPC) and credentialed as a National Certified Counselor (NCC) and
Master Addictions Counselor (MAC) through the National Board of Certified
Counselors (NBCC). In addition, Dr. Holt is recognized by the Connecticut
Certification Board, Inc. (CCB) as an Advanced Alcohol and Drug Counselor
(AADC) and by the International Certification and Reciprocity Consortium (IC&RC)
as an Internationally Certified Advanced Alcohol and Drug Counselor (ICAADC). He
is a member of several national and state professional associations, which includes
holding leadership positions as the 2019-2020 President of the Connecticut
Association of Counselor Education and Supervision (CACES) and co-leading the
development of a special interest group in addictions counseling for the Connecticut
Counseling Association (CCA).
Emily Jackson is a Master's in Counseling student at San Francisco State University,
where she specializes in College and Career Counseling. She is an Assistant Advisor
within the San Francisco State Department of Counseling and is also the Counseling
Faculty Intern at Las Positas College. Prior to starting her Master's in Counseling,
Ms. Jackson worked as a grant writer for the International Rescue Committee, where
she is now the Program Coordinator for the Vision Project, an empowerment and
career exploration program for adolescent refugee girls. Ms. Jackson is committed to
promoting the equity and social justice of refugees, immigrants, and other
marginalized communities, particularly within higher education.

Daun Kwag is currently a master’s candidate at the Boston University School of
Medicine’s Mental Health Counseling and Behavioral Medicine program. She
graduated with a Bachelor of Arts in English and Music Performance from Emory
University in 2016. She currently serves as an intern at the Student Development
and Counseling Center at Worcester Polytechnic Institute. Her clinical interests and
research focus include multicultural counseling, race relations, social justice
advocacy,identity development, resilience, and trauma.

Michael F. Morgan is a graduate student in the Clinical Mental Health Counseling
program within the Department of Counselor Education and Family Therapy at
Connecticut State University (CCSU) in New Britain, Connecticut. He is a member
of the Forum for Contemplative Practices at CCSU and a contributor to the
Moment-to-Moment mindfulness group on campus. Michael has been an invited
guest speaker in mindfulness-based and multicultural-related courses as well as
workshop leader at the 2019 Counselor Education Graduate Student Self-Care and
Mindfulness Retreat.
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Contributors
Diomarys Nunez graduated from Moravian College and is currently completing her
MA in clinical counseling. She is the second oldest of five children, is engaged to her
fiancé Barry, and hopes to work in community mental health upon her
graduation in May 2020. In her spare time, Diomarys enjoys
tacos, naps and meeting with her favorite
professor, Dr. Santiago.

Michael Sacco is a master’s candidate at Boston
University School of Medicine’s Mental Health
Counseling and Behavioral Medicine program. He
received his Bachelor of Science in
Psychology.His primary research and clinical
interests include childhood sexual abuse, autism
spectrum disorder, and social justice advocacy.

Stephanie Schell is currently seeking her Master’s in Clinical
Mental Health Counseling. Having explored the intersection
of language and psychology at the University of Nebraska
Lincoln, where she completed her bachelor’s degree, she has
found a passion for the stories we tell and how they shape
our lives. She hopes to continue to provide space for these
stories in her future work as a counselor.

Patti Sciglimpaglia is a Clinical Mental Health Counseling graduate student at the
University of Saint Joseph in located in Connecticut. Patti is dually enrolled in the
Counseling and Creative Writing master’s programs. She graduated with her
Masters in English and Creative Writing from Southern New Hampshire University
in May of 2019. Patti will graduate with her Master’s in Counseling from USJ in May
of 2020. In addition to schooling, she invests her time in teaching girl’s softball and
reading for fun. She has interests in counseling children, creative counseling, and
counseling individuals in the LGBTQ community.
Brittany A. Williams is a doctoral candidate in Counseling and Supervision at James
Madison University. Brittany received her Master’s in Mental Health Counseling
from Syracuse University and is a National Certified Counselor (NCC). Brittany has
past clinical experience working with communities of color, youth in urban settings
and underserved populations. During her time at James Madison University, she has
completed research projects and presentations on race-related issues and
multicultural competence in counseling and supervision. Brittany is also the
developmental coordinator of a cultural support program for graduate students from
diverse backgrounds, known as THRIVE, that provides networking opportunities,
mentorship, and facilitates collaboration amongst diverse graduate students.
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Infinite Hope
by Daun Kwag, Farahdeba Herrawi, and Michael Sacco

I give in
To the weight of today.
Loneliness wraps around me
I surrender to its familiar embrace
Falling further, deeper, into its protection.
The worries double, tripleAs the viscous troubles of the world
Seep heavily through my mind
Paralyzing
My body.
I am hurting. I am scared.
The uncertainty hardens into suffering
The pain chips away at me, causing me to break.
It reveals my core-raw and vulnerable.

But vulnerability is an opportunity.
An opportunity to rise up, to reach out,
To ask, “Are you hurting too?”
What feels like a risk
Invites an unexpected experience:
A connection.
On the esplanade of empathy,
There is a way between two heartsA path paved by shared struggles.
No longer do we suffer alone
Together, we heal.
Together, we have hope.
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Dr. Martin Luther King Jr. said,
“We must accept finite disappointment,
But never lose infinite hope.”
Because hope is a story with a promiseA light that combats our sorrows.
It is the reliable thread
That links our past, present, and future.
Together, we can choose to grasp itTo sew and resew the narratives
Back into the fabric of our world.
We understand that things have been bad before,
Yet we are still here today,
And we possess unlimited strength
To stand up again
Tomorrow.
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She Gets Us
Natalie Drozda, MA, LPC

Walking into a drug and alcohol rehabilitation facility for the first time as a
counselor was something that I wasn’t prepared for. My graduate education was
fabulous, don’t get me wrong, but the energy of that space isn’t something to be
trifled with, especially in the detox unit.You witness the extent to which people have
harmed themselves, even if they can’t currently comprehend it. Death is there. It’s
heavy,and looms over people that may have just barely escaped it, like a black
cloud. Some of them see it, some of them don’t. I always do. The realness and
rawness still pierce me after having worked at an inpatient setting in various
capacities for the past four years. I’m glad it still gets to me, I would be more
worried if it didn’t. And even after teaching addiction courses at the master’s level,
I’m not sure I can adequately convey that energy.
Addictions counseling may seem fraught with
tragedy and dismal success rates. Although those
things can be true, and need to be contended with,
the world of addictions is so much richer and more
dynamic than that. I’ve heard some of the best
musicians, read the most beautiful poetry, and
beheld the most powerful art within the walls of a
rehab facility, all of which were manifested by the
residents.People are fighting to not lose
themselves, and you can feel it.
I concede that it is extremely difficult to
remain hopeful during the opioid epidemic. Yes,I
hold out hope for all addicts, but the reality is that
all substances are not created equal. The
trajectory of the disease may be a lot shorter for
some. They may never get another chance at
recovery if they go back out. Looking a person in
the face that you’ve seen regularly for the last
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month who is about to discharge
treatment and refuses any aftercare
plans is painful. It’s always painful for
me, no matter how much the person
may have pissed me off or been rude
during their stay. Seeing that apathy
in a person’s expression, the agitation
to leave, and leaving without a safety
net leaves me with a pang, and I send
up some sort of prayer or good
thought into the universe for them.
.Growing up, I lived in a bubble. If you
told me that I would one day run
therapy groups in a rehab with some
people who *gasp* didn’t really want
to be there, I would have told you that
you’re nuts. I would have been
terrified. Judgey. Standoffish. But now
I truly don’t see many differences
between me and the residents. There
isn’t really a “me” and “them” anymore.
I tend to think that everyone is
addicted to something, to some extent
—there are just some addictions that
are much more dangerous than others
in the short term, but all bring chaos
and suffering. I can recognize within
myself my own addictive tendencies:
My inability to stop eating sugary
foods once I’ve started after a bad
day, and how that can persist from
one “bad eating day” to a week of it.
When residents ask if I’m in recovery,
my typical response is “I don’t struggle
with drugs and alcohol, but I struggle.”
Usually that suffices. A woman, not
long ago, was talking to another staff
member, who is in recovery, and said,
“she gets us,” while gesturing toward
me. I’ll never forget that. And yes, I
do.

What keeps me going is
recognizing and
acknowledging another’s
humanity and their desire to
survive.

I try to help them stay with that
motivation. There are blips along the
way, as with any change process.
When I take residents to outside 12
step meetings, I’ve seen former clients
pick up their one-month coin in
Alcoholics Anonymous ... multiple
times. And my enthusiasm is just as
bright as the first. They had the
courage and strength to come back
and keep fighting. And absolutely no
one should be shamed for wanting to
live peacefully, or simply wanting to
live period. Seeing success also gives
me hope, like when I see the fog lifting
the more days residents spend on the
unit after detoxing. And sometimes,
I’m directly told that I am a part of
their path in recovery.I once heard a
former resident share his story at a
12-step meeting. Before sobriety his
life was riddled with violence, chaos,
and suicide attempts. However,he
overcame. He demonstrated
remarkable resilience and ended up
finding peace insobriety. He came up
to me afterward and said,“You’re good
at what you do, Nat. Thanks.” I don’t
think anything could give me more
hope than that.
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Hi, I'm Resilience and I'm an Addict:
A Letter to those who
Don't Know their Strength
Stephanie Schell

Dear young wild and confused, or old tired and abused,
dear every color and every shape who knows that one
will never be enough:
I’m not glad that you threw it all away.
But I’m glad that we sat in a blue plastic chairs praying over cigarettes,
I’m glad that we cried over letters we swore we never write,
I’m glad we painted anger with red and black,
and I’m glad we have firm hugs with a key tag new and white
I’m glad that I saw myself in you.
In the way you breathe in and out,
in the way you color,
in the way you shake,
that I see myself in your cup of black coffee, not quite awake
and in the distrust, you have for everyone and everything,
in the smile you screw into your cheeks knowing no one is picking up the phone,
in the way you tap your foot when you’re feeling alone,
and the way you desperately want to be remembered and known.
I’m glad that I saw more than myself in you.
More than a rock climber with spikes and ropes you have reached peaks with
rubber soles,
more than assailants and monsters under your bed you have valiantly fought with
monsters in your head,
more than strength I see resilience.
PAGE 11

NOVEMBER 2019 | VOL. 3

Can’t you feel it?
The clay of your life being put into your hands
the metallic scent of a kiln,
you’re not run of the mill,
you’re not set in stone because fossils can’t feel betrayal sting their eyes
and rubble can’t feel rejection and embarrassment flutter in its sides
and quartz has never felt grateful fast and steady in its heartbeat
and it’s never tasted joy satisfying and sweet.
I know it’s not easy.
But I’m glad you’ve been given one last moon and one last sun
and I’m glad that wet irises look like stars because now you have the whole
universe.
I’m not glad that you threw it all away.
But I’m glad you have the chance to get more than it back knowing what it means
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Seeking New Spaces and Strategies
to Cultivate Hope and Resilience
Emily Jackson

The discriminatory policies and racist rhetoric of the current administration
impel us as counselors to cultivate hope and resilience in clients, particularly
among clients from marginalized communities. Our sociopolitical climate calls us
to create new spaces for the celebration of disempowered identities, to seek more
responsive methods to help clients navigate pain, and to find lasting and
powerful ways in which to nurture and hold up the individual human stories that
our culture often silences. These beliefs have led me to explore spaces where
counseling is underrepresented, and have challenged me to reckon with my own
privileges and explore creative ways to support marginalized communities as we
all fight for social justice.
Before I started my Master’s in Counseling, I worked for the International Rescue
Committee (IRC), a nonprofit refugee resettlement agency that supports refugees
in their transition to the United States. IRC’s core programming addresses
refugees’ basic needs such as housing, food security, employment, and education,
and primarily targets families’ financial breadwinners: adult men. When President
Trump dramatically reduced the number of refugee arrivals shortly after the
election, I watched in dismay as our team of caseworkers was cut in half. But
while it was a time of disillusionment within the organization, I also witnessed an
enormous outpouring of community support. With increased local investment,
IRC endeavored to develop more holistic programming that extended beyond
basic needs, and targeted a particularly underserved group within the refugee
population: women and girls. Through this initiative, I had the opportunity to help
launch the Vision Project, a career exploration and empowerment workshop for
refugee girls.
The Vision Project aims to create a space where girls can dream and cultivate
hope for their futures, develop skills and resilience to navigate pivotal life
transitions, and increase their social assets through community building. The
project’s five-day workshop integrates storytelling, visioning, and strategic
planning, along with visits from diverse professional women from the community.
These mentors share stories of their professional and personal journeys and the
challenges they have overcome along the way. At the end of the workshop, each
girl visits a workplace of her choice and participates in a professional photoshoot
embodying her future self in her dream job. At the photoshoot, girls have dressed
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"When we talk about stories, however, we must
acknowledge the dynamics of power and oppression that
dictate whose stories are heard and why."
up as doctors, musicians, police officers, and pilots. These photographs tell stories
just as powerful as those shared throughout the workshop week, and serve as
visual reminders for the girls and their families of their dreams and potential.
Finally, with consent, the photographs are shared with the broader community to
help transform perceptions of refugees.
Not only did this professional experience help me clarify my decision to become
a counselor, it also informed how I approach counseling, in particular, the spaces
in which I want to work. For me, the Vision Project reinforced that everyone’s
stories matter; stories of our past, as well as stories - aspirations and dreams - of
the future. The Vision Project asserts that stories have the power to transform,
and over the five-day workshop I personally witnessed the girls stand a little
taller, ask more questions, and express greater hope for their futures.
Stories also have the power to transform communities and contribute to social
change. When we asked the girls to share their future visions, they spoke not
only of their personal goals, but articulated expansive and hopeful visions for the
world. They described a world in which all genders have equal opportunities and
equal power, marginalized communities overcome oppression, and nation-states,
ethnic groups, and religious communities treat one another with compassion and
empathy. Most profoundly, they positioned their own individual power as the
driving force behind the changes they envisioned.
When we talk about stories, however, we must acknowledge the dynamics of
power and oppression that dictate whose stories are heard and why. As an
educated white woman representing a powerful aid organization, my work with
the Vision Project prompted me to confront my own privileges. While stories of
marginalized communities do have the power to educate, transform, and
empower, stories should not be told at the expense of storytellers. Rather,
storytelling can serve as a tool for individuals to claim and wield their own
power. As counselors, we can strategically leverage our privileges, skills, and
commitment to social justice to advocate for greater awareness and valuation of
marginalized stories, particularly in settings where counselors are
underrepresented.
Whether these stories are shared broadly or remain in the hearts of those who
own them, this process alone can cultivate resilience and hope. It is through
these interactions that counselors can help empower a generation of changemakers who will write their own transformative stories, and ultimately remedy
global injustices.
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The Time is Now
Diomarys Nunez
Viktor Frankl once said, “He who has a ‘why’ to love for, can bear with almost any
‘how’.”
It isn’t easy to get out of bed and find the motivation to yell, “The time is NOW!”
There are children starving and innocent people dying everywhere I look,
I remember a time when these issues were only stories out of the Bluford Books.
We live in a world where the earth’s temperature is on a dangerous rise,
While the president and politicians continue to claim that science is full of lies.
Our communities are suffering in every aspect, day in and day out.
I wish someone would tell me why this is happening and what this is about.
Sexual abuse, bullying, and suicide are issues many people have come to learn,
While the media and society only emphasize and glamorize how much a person
earns.
So, who do we go to during these dark times? What should we do?
I’ve been in this escape room far too long and still can’t seem to find the clue.
However, I have to make the same decision every day and every night.
The decision to wake up in the morning and continue to fight the good fight.
Though there have been days where I have done nothing but give a good cry,
I know that I have to remain courageous and raise my spirits way up high.
And till this day, even with the highest of the highs and lowest of all lows,
I have decided that the day is mine and I shall stick around to see
where this all goes.
The fight for equality, women’s rights, LGBTQ, and mental wellness must
not come to an end.
Our time on this earth is borrowed, and therefore, we must continue to make
amends.
To move past the hurt and the sorrow will only build our hope and resilience.

For this is what the human race and mankind are
made of: faith and experience.
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Addressing Race-Based Trauma with
African American Clients
Brittany A. Williams

It is imperative for counselors to be well-equipped to serve such a vital role as a
crisis intervener. Especially given the climate in the world where crises continue
to arise, and mass trauma impacts individuals, families, and communities,
counselors must be prepared to respond in a meaningful way. This article
explores two effective strategies for counselors to intervene with families and
individuals affected by race-based trauma, in particular, caused from deaths of
African Americans by police shootings. The focus on cultural and psychosocial
contexts to promote healing and resilience for survivors will be a major theme
addressed.
In crisis intervention work, a survivor may
have suffered tremendous loss. On a
natural level that could look like
destruction of a home, loss of a loved one,
or displacement, but on an emotional or
psychological level one might experience
loss of a sense of safety, place in the
world, or meaning of life. That is why it is
so important for the counselor to be able
to provide an empathic bridge with others
who have faced tragedies, as well as, be
present and able to get their hands dirty.
Counselors must possess leadership
qualities such as having a vision, being
organized, motivating others, and
delegating tasks, but their commitment to
service is fundamental for responding to
crises.
Race-based trauma is defined as an individual’s personal exposure to racism that
causes emotional stress, physical harm and/or fear (Evans, Hemmings, Burkhalter, &
Lacy, 2016). Race-based trauma develops out of racial inequalities and disparities
which can be at the heart for mass trauma in the Black community. Evidence of
racial inequalities are the overrepresentation of Black Americans in the criminal
justice system (i.e., mass incarceration), Blacks being shot and killed by police at a
higher rate than their Caucasian counterparts, and racial gaps in employment, to
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name a few. Systemic oppression and discrimination are often at the core of
many traumas Black Americans experience. Mass incarceration affects Black
males on such a grand scale and research has shown that they are twice as likely
to be incarcerated than their white counterparts (Range, Gutierrez, Gamboni,
Hough, & Wojciak, 2018). Due to the shootings and killings by police officers, not
only do Black Americans experience grief, loss, and sorrow, there’s also intense
feelings of injustice that reflect a history of oppression and discrimination and
contribute to the larger community losing hope and trust in any group outside
their own.

"The underutilization of services suggests that
many mental health concerns experienced by
Black Americans go untreated."

The fatal killings of Black Americans are massively traumatic to the Black
individuals, their families and community. These shootings, and the implicit bias
that may be the cause of them, have catastrophic consequences for Black
Americans. They dismantle Black families and increase mental and physical
health problems for individuals who have lost a loved one. Black communities
suffer from mass trauma at disproportionate rates to their White counterparts.
They are also at an increased risk for depression, anxiety, substance abuse, risky
sexual behaviors, poverty, domestic violence and child abuse, as a result of their
trauma (Range et al., 2018). As research has shown there are continued mental
health disparities that exist for Black Americans (Buser, 2011; Matthews,
Corrigan, Smith, & Aranda, 2006). Black Americans often receive poorer quality
of mental health services, and lack access to culturally competent care. As a
result, individuals are often misdiagnosed and less likely to be offered evidencebased medication therapy or counseling (Buser, 2011). Despite consistent efforts
to improve mental health services for Black Americans, barriers still exist and
impact access and quality of care. Concerns with stigma, lack of culturallycompetent providers, not receiving proper information about services, and lack of
providers from diverse racial/ethnic backgrounds are known causes to hinder
Black Americans from accessing mental health services (Matthews et al., 2006).
The underutilization of services suggests that many mental health concerns
experienced by Black Americans go untreated.
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The impact of racism and race-based trauma contribute to this mental health
treatment disparity. In situations where individuals experience race-based
trauma, they often are overwhelmed by the situation to the extent that they are
unable to employ effective coping skills and may experience negative
symptomology. According to Bryant-Davis (2007) race-based traumatic stressors
have the potential to affect victims cognitively, affectively, somatically,
relationally, behaviorally, and spiritually. These traumatic events, are so unique to
the Black community that Black Americans experience the greatest loss of basic
emotional, physical and psychological security and safety. Additionally,
individuals who are exposed to racially traumatic events experience
posttraumatic symptomology similar to that of individuals who were survivors of
domestic violence and/or sexual assault (Evans et al., 2016).

One recommendation for addressing race-based trauma when working with
Black Americans is utilizing Post Traumatic Growth (PTG) strategies in
counseling. According to Calhoun, Cann, Tedeschi & McMillan (2000) PTG is
defined as an individual’s experience of significant positive change and resiliency
arising from the struggle with a major life crisis. A PTG-focused counselor can
help individuals cope with the trauma through identifying significance or
purpose in the traumatic event which is similar to making-meaning techniques
and co-constructing a survival story (Echterling, Presbury, & McKee, 2018). PTG
acknowledges the resilience and growth that can occur for Black Americans and
outcomes can include: a greater sense of compassion and value towards others,
enhanced personal relationships, and an overall appreciation of life including an
emphasis on resiliency (Evans, et al., 2016). Individuals who report experiencing
PTG state that they hold higher levels of autonomy, an internal locus of control, a
greater self-acceptance, a greater mastery over their environment, more positive
relationships, demonstrate self-efficacy, an openness to growth, and the belief
that they have found their purpose in life (Evans et al., 2016).
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Recommendations for rebuilding
sustainability in communities affected
by natural disasters can also be utilized
in the Black community when a
traumatic event has happened. Due to
the nature of how trauma affects the
Black community, as well as the
individual, and families, it is beneficial to
utilize an approach similar to
community responses to natural
disasters. According to Rush, Houser, &
Partridge (2015) it’s imperative for a
community to prepare for subsequent
disasters, and consider ways to
strengthen the entire, not just directly
impacted, community, with particular
focus on children and families, schools
and communities. Emphasis is placed
on the care and support provided
immediately following a traumatic
event. Recommendations can be
modified to cater to the unique
experiences of race-based trauma in
Black American communities. For the
purpose of working with children and
families that have encountered a
traumatic event such as a shooting, a
recommendation for counselors could be
educating parents on how to recognize
signs of stress in children, even long
after a traumatic event can be beneficial
for the family.
Schools can create multiple methods
for principals to access contact
information for all children, develop
plans for providing coordination for
homeless children that may have
witnessed a shooting, provide
counseling services for all school
personnel, promote children’s social,
psychological, emotional, and spiritual

health, and educate school personnel
on how to listen to children’s
concerns, mourning and how they
process death. Creating day camps
when school is not in session for
children can support children’s
development, assist parents that have
to work, and provide a safe
environment for children.

These recommendations can help
rebuild a “community of caring” for
the Black community. A community
that places high value on
communalism. A community of
caring approach doesn’t protect every
resident from injury in future
traumatic events, however, it can
reduce the risk and impact. Both
recommended approaches can
reinforce a sense of resilience within
the Black community in the face of
such trauma. Resilience for Black
Americans can be determined by
personal traits and also rooted in the
interaction of biological,
psychological, social and cultural
factors. The encouragement to
develop personal characteristics like
hardiness, storytelling, in addition to
familial and community
connectedness strengthens resilience.
Such stories communicate values like
perseverance and determination
which can have a positive impact on
developing resilience. Therefore, it is
important for a counselor to consider
these strategies and apply the
recommendations consistent with an
individual’s needs and presenting
concerns following a traumatic event.
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The Grocer: A True Story of Kindness
Monica Alisse

Illustration by Monica Alisse
She woke up feeling unworthy.
She knew she had to get those chores done. How could she do it knowing what
would await her upon entering that grocery store? She had a choice, and the
feeling of pain in her heart overwhelmed her as she crossed the usual bridge over
the train tracks and walked down the cold sloping path to the store that morning.
There was no sun in the sky to welcome her.
"I must be unworthy,” she said.
It was late morning on a cool
autumn day. She hardly went to
the store on a Sunday. It was busy.
Huge crowds frighten her. Just like
any other day, she accepted the
challenge and entered.

"What is help like?"
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After reading an article about nutrition, she wondered if she should have
gluten. She went to the bakery anyway. She approached a staff member
—an older lady about to cut some bread behind the counter.
Is it okay to ask now?
“Excuse me,” she said. The lady lifted her finger without looking in
annoyance. Once she finished cutting the bread, she looked up.
“Yes?” the lady asked.
“Do you have any chocolate croissants today?” she asked as warmly as
possible.
The lady looked down getting back to her work and replied, “No, we
don’t.”
She could let that go. The lady must be tired—not in the mood to be at
work and deal with customers yet. As she grabbed a donut from the aisle
she made her confirmation:
“I must be unworthy.”
She continued on through the store. Each person in her way blocked her
goal—to get out of there. She wondered why everyone was so one-sided.
There’s so much room to get around me. I’m tired of being the one who
has to make more room for others. I’m tired of doing all the work. Be
creative and stop rolling your eyes.
“I must be unworthy.”
She finally purchased her food. She bought too much. She had one more
chore. She struggled with the bags realizing her hands were full, and she
had no room to buy a cup of coffee. She stopped in front of the
information counter, hesitant to make another inquiry and another
payment for the bus fare.
A lady noticed her. “Can I help you?” she asked.
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“Might as well pay,” she said under her breath. “Yes—could I get the monthly pass
for the bus, please?”
“Of course you can,” she said with a smile. “Now you have a good day.”
She smiled again and the girl shriveled in discomfort. As she walked away, she
still couldn’t manage to carry the bags. Her scarf slowly unraveled as she
continued walking. She watched and let it happen in fascination as if it were out
of her control.
“You’re gonna trip,” she heard back from the counter. It was the same lady. “Come
back and let me help you with those bags.”
She could have said “No, thank you” like she usually does.
What is help like?
She walked back to the counter. The lady smiled warmly.
“I’m gonna show you a trick back 20 years when I worked over at the Macy’s. I
used to do this for the young ladies like yourself who insisted on taking ‘em
buses. Don’t tell none my secret now!”
Her eyes watered as she watched the lady tenderly wrap each bag with a knot
around the handle. It was simple—it was beautiful.
“I think I just felt the sun,” she said in relief.
“Well, it doesn’t hurt to be kind,” replied the lady. “Here you go, and enjoy the rest
of your day.”
“You, too. Thank you.”
With the new bags, she was able to buy a coffee and walk home. The sun rose.

PAGE 23

NOVEMBER 2019 | VOL. 3

Resilience Means
Wading Through the Pain
Patricia Sciglimpaglia

"As a budding counselor, I knew the symptoms of
depression and I felt them touch me
seemingly without end. "
I felt depressed. For me, it came in the stint of a couple of weeks. It was
something I had never experienced before. My body felt heavy, I had no
motivation to do anything, I barely found the strength to get out of bed, and I
had constant headaches from the pain in my body. I felt thankful for each and
every single distraction that my life provided. Distractions gave me the
opportunity to get away from the chaos happening around me and inside of me.

As a budding counselor, I knew the symptoms of depression and I felt them
touch me seemingly without end. If I went to counseling at that time, I would
have potentially been diagnosed with depression. Going to counseling certainly
crossed my mind but trying to get myself through it was my main focus at the
time.
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My depression arrived the day I found out my grandfather was in the hospital.
He was 90 years old, and we just threw a surprise birthday party for him in May.
One partygoer said, “He’s doing great, I’ll be coming to the 95th birthday.” A few
short weeks later, he was in a bed, dying from cancer, a cancer that no one even
knew he had until it was there.
The day that I found out he passed away I remembered a story he had told me a
couple of times. He was a fantastic storyteller, every time he recounted a story,
extra details were added that no one had previously heard. Every story was
flowing and living just as he was.
This particular story was about his addiction to cigarettes. I heard it on one of
the last days I saw him alive, at his birthday party. There was one day he was
traveling in Connecticut. He had been smoking all day and as he was falling
asleep, he felt an excruciating pain in his chest. That was the moment he decided
he was going to quit his smoking. And he did, just like that. What strength. His
words held meaning for me and for others, as I’ve since found out my second
cousin, also at the party listening to that story of addiction, quit smoking
recently.

"I have found that pain is something we must
wade through, and we must not stop until we
get to the other side of it. "
Of course, my motivation for change and for life will not stop there. He has
shaped every aspect of my life. And there are other aspects of his advice that I
turn to often. Even from the other side of life, Pop will have a direct hand in
teaching each person that I teach whether its softball or some little everyday
tidbit. My golf swing which I access every time I step on the driving range or golf
course, was a direct creation of him. He started my thinking about mentality in
sports and how important my thoughts about myself and my skills were in
creating successful actions and outcomes. I now talk about mentality every time
I teach a sport. He inadvertently did this by giving me a copy of a poem called
“If” by Rudyard Kipling. The first line rings out true: “If you can keep your head
when all about you are losing theirs and blaming it on you.” I still have the copy
he gave me in 2011 tucked away in a mentality book that I bought in high
school.
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Since losing him, I grapple with his loss all of the time. I feel hopeless in spurts,
wondering why we are put on this earth for such horrible outcomes. How can
people be happy knowing that everyone here will one day disappear? I asked
myself this question a lot in the days after my grandfather’s death. I think for
some, they ignore the dread of death. Some may feel hopeless when they think of
it. Yet for others, they use it as motivation to live their best life. I felt myself
dance across this line. I found sanctuary in the thought that pain and horrible
events can be good; they let us know that we are alive and they let us
understand and appreciate the good times in life. Without pain, good would turn
into the ordinary, boring, monotonous times that people forget about. I felt
grateful for feeling because that meant that I was living.

I have found that pain is something we must wade through, and we must not
stop until we get to the other side of it. I watched as some of my family members
got stuck in that pain, by ignoring it and using distractions to avoid the pain.
This practice creates a standstill. It’s like getting stuck in quicksand, all you can
do is sink. One thing that I’ve learned in my counseling program, is that in order
to get through the inevitable pain and suffering in life, a person must process it.
For some that entails talking, for some its writing, yet others draw. Finding an
effective way to cope with these existential issues is the key to success for any
person looking to wade through the pain. This was my key to moving forward.

For me, my pain decreases when I write, it provides
therapeutic value. This piece proved difficult and
painful for me, with times of much emotion. I got
through it. I typed one word at time, similar to how I
got through my grief by living one moment at a time
and waking up and getting out of bed. Sometimes
the little things are truly the toughest to get through.

I like to think that every time I sit down to write, I
access the stories and memories that Pop has given
me throughout my 25 years. My strength comes in
this knowledge and in the knowledge that every day
I wake up and live, think, and experience my life for
Pop, my family, and for myself. And one day I will
feel whole enough to enjoy the journey and to enjoy
the little things.
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Augmenting Trauma-Informed
Counseling with Mindfulness Practices:
Offering Hope and Building Resilience
Michael F Morgan and Reginald W. Holt

Abstract
From among the 61% of men and 51% of
women in the United States who have
experienced trauma, 90% seek help
through counseling (SAMHSA-HRSA
CIHS, n.d.). The effectiveness of
integrating mindfulness into the
trauma-informed counseling protocol as
a means to help alleviate human
suffering is recognized in the
professional literature. Mindfulness is an
evidenced-based approach that can
augment counseling services for
impacted clients in order to help them
regulate strong emotions, experience
uncomfortable sensations, and tolerate
painful memories-all of which are
associated with traumatic experiences.
When successfully implemented and
practiced, mindfulness skills instill the
hope and resilience needed for
individuals to heal from traumatic
events. A brief personal experience of
the lead author is also included, which
relates to how his personal practice of
mindfulness mitigated the effects of a
recent traumatic event.
Keywords: trauma, trauma-informed
counseling, mindfulness practices, hope,
resilience
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Introduction
Many Americans have been exposed to
a traumatic event in one form or
another. Approximately 60% of men and
50% of women have experienced trauma
at least once, with 7% to 8% of the
population developing posttraumatic
stress disorder (PTSD) within their
lifetime (U.S. Department of Veteran
Affairs, 2018). Trauma has been defined
as an event that involves actual or
threatened death, serious injury, or a
threat to a person’s physical integrity
(American Psychiatric Association,
2013). Pat Ogden, an internationally
recognized trauma specialist, described
trauma as “any experience that is
stressful enough to leave us feeling
helpless, frightened, overwhelmed or
profoundly unsafe” (2015, p.66). Some
individuals exposed to trauma have an
ability to process and move forward
without any consequences, while others
find themselves suffering with
devastating symptoms such as intrusive
flashbacks, volatile emotional reactions,
and distressing physical sensations
(Treleaven, 2018). Taking into
consideration that 90% of individuals
who seek services from public
behavioral healthcare providers have
been exposed to some type of traumatic
event (SAMHSA-HRSA CIHS, n.d), it is
critical that counselors develop an indepth knowledge of the multifarious
aspects of trauma and learn how to
integrate a trauma-informed approach.
Doing so will help clients establish hope
and build resilience in the wake of
traumatic experiences.
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Approaches like emotion-focused
therapy for complex trauma (EFTT)
recognize that emotions arising from
trauma, such as sadness and anger,
can be suppressed while giving rise to
other feeling states, such as fear and
shame (Paivio & Pascual-Leone,
2010). The EFTT method uses steps
to bring blocked emotions out of their
hiding places so they can be known
and processed. An inherent aspect of
identifying and working with
emotions associated with trauma,
however, pertains to the need to
observe difficult feeling states
without becoming overwhelmed.
Bearing in mind that the criteria for
diagnosing PTSD after being exposed
to a traumatic event includes reexperiencing of the trauma via
intrusion symptoms, avoidance of
trauma-associated stimuli, and
negative alterations in mood and
cognitions (APA, 2013), it is vital that
impacted clients are given effective
ways to encounter, acknowledge, and
manage these occurrences while
concurrently undergoing other
modalities of trauma-focused
counseling. This is where mindfulness
enters: its practices offer a way for
those affected by trauma to have
enhanced awareness and acceptance
of moment-to-moment experiences
(Thompson, Arnkoff, & Glass, 2011),
reduced avoidance-related symptoms
(Elices et al., 2018), and improved
emotional self-regulation (Treleaven,
2018).
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Mindfulness, which has origins in
various contemplative practices going
back to at least 2,500 years, has helped
people ease or alleviate their suffering
(Gach, 2009; Harvey, 1990). A seminal
definition of mindfulness is “the
awareness that emerges through paying
attention on purpose, in the present
moment, and nonjudgmentally to the
unfolding of experience moment to
moment” (Kabat-Zinn, 2003, p. 145).
Mindfulness is effective because
individuals assume the “stance of an
impartial witness” (Kabat-Zinn, 1990, p.
33) as they observe, explore, and
investigate the unfolding of their
internal and external experiences while
bypassing the tendency to react
automatically to noxious stimuli.
Although it is beyond the scope of this
paper to provide a comprehensive
review of the literature related to how a
mindfulness approach fortifies hope and
resilience within individuals exposed to
trauma-related scenarios, an
examination of selected studies will
provide preliminary support for this
position.

"Our mindfulness
practice empowered
us to acknowledge
and process what
happened while
remaining whole and
integrated."

The Influence of Mindfulness
on Trauma Recovery
Kimbrough, Magyari, Langenberg,
Chesney, and Berman (2010) recruited
survivors of childhood sexual abuse to
participate in an eight-week
mindfulness-based meditation program.
Outcomes of this study included a
significant reduction in symptoms
associated with PTSD such as
avoidance, numbing, re-experiencing,
and hyperarousal, as well as decreased
levels of anxiety and depression. These
researchers suggested that mindfulness
not only helped survivors of traumatic
abuse to co-exist with their painful
emotional experiences, it also enhanced
the power of the therapeutic process by
increasing their ability to be more
present and engaged while participating
in counseling and psychotherapy.
Burrows (2013) implemented a
mindfulness-based intervention using
with an 18-year-old woman sexually
assaulted by a boyfriend. Using
grounding techniques associated with
acceptance and commitment therapy
(ACT; Hayes, Strosahl, & Wilson, 2002),
the client focused on the breath and
connected with the five senses. In doing
so, the relationship with her internal
experiences shifted leading to a
reduction in the avoidance symptoms
that were associated with the trauma.
Additionally, the client found more
value in living to the extent that she left
the abusive environment by the end of
treatment. She was also able to establish
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and maintain clear boundaries with
family members, engage in open
communication, socialize more
frequently, and attend work regularly.
Other results include a considerable
reduction in flashbacks and nightmares
as well as improved sleep, concentration,
and physical health.
King et al. (2013) conducted a study
with veterans diagnosed with PTSD
related to combat exposure. Symptoms
experienced by the participants included
self-blame, negative self- image and
world outlook, hyperarousal, reexperiencing episodes, and numbing.
Despite the majority of the veterans
being diagnosed with PTSD for a
considerable period of time (> 10 years),
the group reported a significant
reduction in their reported symptoms
after participating in an eight-week
mindfulness-based cognitive therapy
program adapted for PTSD. The
researchers found this to be especially
noteworthy when comparing the long
duration of the symptoms with the short
length of the intervention.

First Author’s Personal
Experience
I can personally relate to the claim that
mindfulness can interfere with trauma’s
disruptive and devastating imprint on
the body, mind, and soul (van der Kolk,
2014). As a certified yoga and mindful
yoga therapy (MYT) teacher and
meditation group facilitator, my
individual mindfulness practice was

suddenly called to action. My wife and
I were recently working in our garden
where we were attempting to move a
heavy rock with a shovel. The handle
of the shovel unexpectedly shot up
and punctured my wife’s facial artery:
we were instantly in a life or death
situation! Fortunately, panic, anxiety,
fear, and chaos did not take over.
Aspects of our personal mindfulness
practice, and the resulting internal
integration we experienced, played a
major role in self-regulation during
the 10 minutes it took for the
paramedics to arrive. We were able to
remain calm: I applied pressure to the
wound and articulately relayed key
information to 911, while my wife lay
very stilly and focused on her breath
to prevent her heart rate from
accelerating. She was soon taken to
the hospital and is now on her way to
full recovery.
The circumstances surrounding this
event provided personal evidence that
the skill of mindfulness is an integral
component in fortifying the buoyancy
needed to heal from harrowing events.
Our mindfulness practice empowered
us to acknowledge and process what
happened while remaining whole and
integrated. Furthermore, a deeper
connection was formed and a
stronger resilience was established
because we survived through mindful
action. What could have easily caused
ongoing fear, anxiety, and depression
resulted in present moment
acceptance, gratitude, and
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depression resulted in present moment
acceptance, gratitude, and appreciation.
And because of this, we are truly
optimistic that we will bypass any longlasting negative effects associated with
this traumatic event.
It would be remiss, however, to imply
that the results of our experience are
universally applicable. We are grateful
for our outcome, but we are also
cognizant that each individual who
encounters trauma is unique. There are
a variety of risk and protective factors
that influence a person’s response to
trauma (Carlson et al., 2016); therefore,
it is important to remember that
mindfulness, while proving to be helpful
in healing trauma, building resilience,
and establishing hope, is not a simple fix
or a guaranteed cure-all. Although there
is no panacea that will solve all of our
problems, consciously “learning to work
with the very stress and pain” (KabatZinn, 1990, p. 2) that is encountered in
life can nonetheless promote greater
health and well-being.

key to successful treatment
outcomes. The professional
literature is firmly establishing
that mindfulness practices can
benefit the population of clients
affected by trauma and PTSD.
When the PTSD-related symptoms
of “experiential avoidance and
nonmindful behavior” (Thompson
et al., 2011, p. 230) are countered
with mindfulness-based counseling
interventions, resilience to trauma
may be achieved through the
developed traits of nonjudgmental
acceptance, distress tolerance, and
emotion processing and regulation.
As previously stated, the research
is encouraging but mindfulness
should not be considered the alpha
and omega of the healing process.
It is of paramount importance that
counselors utilize established
trauma-informed counseling
approaches with impacted
individuals; however, when
mindfulness practices accompany
such evidence-based services,
clients may be further empowered
to obtain the hope and resilience
they need to conquer the
devastating effects of trauma.

Discussion and Conclusion
Trauma can profoundly disrupt
people’s lives. The resulting negative
alterations, perceptions, emotions, and
intrusive symptoms can overwhelm
individuals and render counseling
ineffective. The ability of clients to
remain centered while experiencing
trauma-related stimuli, therefore, is
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Dementia, Alzheimer’s, and Counseling
Strategies for Their Caregivers:
A Literature Review
Meredith Fenton

Abstract
Alzheimer’s dementia is a neurodegenerative disease that leads to significant
declines in memory and learning, and is most prevalent in adults age 65 and older.
Alzheimer's is becoming a part of everyday life for many throughout the world,
including the 5.5 million reported diagnoses in the United States. The focus of this
review was to provide the background and significance of Alzheimer's, the
consequences to caregivers, and to review previous studies by providing a statistical
and written overview. The attempt was to lead counselors to effective treatments
for the caregivers, including for their perceived stress, depression, lack of sense of
self, as well as their dissolving family networks. Results indicated that counselors
and mental health professionals need to play an integral role in ameliorating the
negative effects on the physiological and psychological health of caregivers.
Counselors can help by proactively aiding caregivers to become educated on
Alzheimer's, assisting them in incorporating self-care, counseling them in family
therapy, referring them to proper resources within their community, and educating
them on how to successfully adapt to the substantial challenges they will encounter
during the trajectory of their caregiving experience. Counselors must help to ease
the burden and distress of a worldwide epidemic on these responsible advocates so
caregivers can continue to provide a high level of cost-effective care to persons with
Alzheimer’s disease. Figures and statistics adding to poignant aspects of this paper
are located in the Appendices.
Keywords: Alzheimer’s, caregivers, coping strategies for caregivers, interventions for
caregivers
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A Literature Review
The terms Alzheimer’s and Dementia are often used interchangeably. However,
dementia is a non-specific disease, an encompassing “umbrella” term that
describes a wide array of symptoms, including a decline in memory, changes in
thinking, judgement, reasoning, attention, focus, and declines in language and
communication (Alzheimer’s Association, 2018, para. 1). While there are other
types of dementia, including Cerebrovascular 20%, Lewy body 15%, and
Frontotemporal 5%, Alzheimer’s has a 60% prevalence rate, and is the most
frequent type of dementia (Alzheimer’s Association, 2018).
Alzheimer’s is a neurodegenerative
disease classified as a neurocognitive
disorder with “clear evidence of a
decline in memory and learning and at
least one other cognitive domain based
on detailed history or serial
neuropsychological testing" (American
Psychiatric Association, 2013, p. 611).
Alzheimer’s has an “insidious onset” and
a gradual, steady progression of
degeneration in cognitive functioning
without extended plateaus” (American
Psychiatric Association, 2013, p. 611).
Alzheimer’s is not comorbid with any
other conditions contributing to the
brain’s impaired internal connections
and cognitive decline. Alzheimer’s is
extremely prevalent throughout the
world, with 5.5 million reported cases of
Alzheimer’s in adults over age 65 just in
the United States (National Institute of
Aging, 2018). Understanding the
implications of Alzheimer’s on informal
caregivers could help to keep them in
good psychological and physical health.
In turn, this will allow these caregivers
to continue to provide an esteemed
cost- effective quality of care to their
recipients.
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Understanding the factors and strain of Alzheimer’s will be helpful to the general
population as the age and numbers of baby boomers continue to grow within the
next ten years (Alzheimer’s Association, 2018). Alzheimer’s is set apart by the
progressive brain cell death that happens over time leading to fewer and fewer
nerve cell connections (American Psychiatric Association, 2013). Early signs of
cognitive dysfunction that eventually lead to Alzheimer’s are difficulty in
remembering recent conversations, names, and events, and showing signs of
apathy and depression (these are cognitive changes that are often associated
with advanced age, but might be more insidious). As Alzheimer’s creeps in and
takes a stronghold on the brain, symptoms manifest as "impaired communication,
disorientation, confusion, hostility, aggression, paranoia, poor judgment," as
implications of the disease, eventually leading to the total loss of mental clarity
and bodily function (Alzheimer’s Association, 2018, p. 369).

What is Alzheimer's
Alzheimer’s affects 35 million people worldwide including over 5.5 million adults
age 65 and older in the United States, and is also the leading cause of death for
adults over 65 (Laske, Sohrabi, Frost, López-de-Ipiña, Garrard, & Buscema, 2015).
While Alzheimer’s has been shown to lead to death within 10 years when
diagnosed adults aged 65 and older, the disease does not discriminate.
Accordingly, approximately 200,000 individuals under age 65 have youngeronset Alzheimer’s, drawing out the progression from onset of the disease to death
to a period of 20 years (National Institute of Aging, 2018, para. 3).
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According to the American Psychiatric Association (2013), age is both the most
substantial risk factor and predictor for Alzheimer's. One in ten people age 65
and older (10%) have Alzheimer's in the United States, and women account for
two-thirds of this demographic (Alzheimer’s Association, 2015, para. 4). Lateonset (at or after age 65), Alzheimer’s disease begins years before symptoms are
present, and although the disease may first appear noticeable in a person’s 60s,
scientists believe that the disease might have started in the brain during mid-life,
many years before it became obvious (National Institute of Aging, 2018).
While researchers have not found a single specific cause linked directly to
Alzheimer’s, most believe it is due to a combination of Amyloid plaques and
Neurofibrillary tangles that lead to the death of neurons, miscommunication
between neurons, and tissue loss in the brain (Brightfocus Foundation, 2018, para.
1). Genetics, gene mutations, obesity, diabetes, poor diet, lack of
physical activity, lack of social engagement, and lack of
mentally stimulating activities are also significant
contributors (Brightfocus Foundation, 2017). Ironically,
when controlled, obesity, social engagement, proper diet,
social, and mentally stimulating activities can help
reduce the risk of cognitive decline and Alzheimer’s
(Brightfocus, 2017, para. 2).

Tools to Detect
Perhaps part of the fear of Alzheimer’s is not knowing if one has the disease.
Diagnostic tools for Alzheimer’s range across invasive, costly, and timely
procedures that include cerebrospinal fluid analysis, neuroimaging,
neuropsychological assessments, genetic testing, and autopsies (Laske et al.,
2015). Having a variety of more cost-effective tools would cut down on time,
expense, and stress for practitioners, patients, and their families. In a recent study
by Laske et al. (2015), the number of United States geriatricians, neurologists,
and psychiatrists were shown to be decreasing in numbers, where 5,585 patients
aged 65 and older were assessed by a single specialist per year. A decreased
number of specialists is especially problematic as the geriatric population in the
U.S. increases with its baby boomers and when diagnoses are needed for
insurance purposes. Scientists are currently working on more streamlined
screening tools that consist of Neuro-psychometric, episodic memory, late-onset
depression, speech, and olfactory testing biomarkers and procedures (Laske et al.,
2015).
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Scientists believe that having such tests would allow primary care physicians to
administer tests to higher populations in a less invasive way. Then, after two
stages of diagnosis are passed, would patients be referred to specialists (Laske et
al., 2015). Having less invasive, more cost-effective tools to detect and diagnose
Alzheimer’s would cut down on time, expense, and stress for practitioners,
patients, and their families.

Physiological, Functional, and Psychological
Consequences for Caregivers
Physiological, functional, and psychological consequences to caregivers are vast.
Caregivers provide the most prevailing and economical method of care to
persons with Alzheimer’s. Unfortunately, the emotional, financial, and physical
tolls are putting these responsible advocates at increased risk for their own
cognitive decline and reduced quality of care to their recipients.
The responsibilities of an informal caregiver and enormous and the emotional toll
is substantial. Duties for the caregiver of a person with Alzheimer’s include
bathing, dressing, medication administration, taking care of finances, providing
emotional support, providing transportation (including to and from the doctor),
coping with behavioral problems, creating creative solutions, cleaning up bodily
functions (Alzheimer’s Association, 2018). Unpaid caregivers provide 48% of the
total care provided for people with Alzheimer’s. That is, caregivers provide 18.4
billion hours of informal/unpaid assistance to the person in their life with
Alzheimer’s (Alzheimer’s Association). The three primary reasons caregivers
assist a person with Alzheimer’s are the desire to keep a family member or friend
at home (65%), for the caregiver to remain in close proximity to the person with
Alzheimer’s (38%), and the caregiver’s sense of obligation to the person with the
disease (38%) (Alzheimer’s Association, 2018).
While caregiving for persons with Alzheimer’s can be rewarding, “The intimacy,
shared experiences, and memories that are often part of the relationship between
a caregiver and care recipient may also be threatened due to the memory loss,
functional impairment and psychiatric/behavioral disturbances that can
accompany the progression of Alzheimer’s” (Alzheimer’s Association, 2018, p.
388). As personality, behavior, supervision requirements, and communication
limitations change for caregivers’, these can result in increased emotional stress,
depression, depleted income, and finances from missed employment, as well as
new or amplified health issues for both the caregiver and recipient (Alzheimer’s
Association, 2018). As the following section will show, Alzheimer’s caregivers
incur physical and psychological tolls. As frightening as Alzheimer’s is for the
diagnosed individual, the care recipient, it can often be just as difficult for their
caregiver.
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Based on a 2015 NAC/AARP survey of Burden of Care Index (combining the
number of care hours and the number of care tasks performed into a single score),
46% versus 38% of caregivers of people with Alzheimer’s reported higher stress
levels than caregivers of people without Alzheimer’s (Alzheimer's Association,
2018). This indicates that twice as many caregivers report substantial emotional,
financial, and physical difficulties. Where, 59% of family caregivers reported "very
high" stress levels, and 49% of Alzheimer’s caregivers rated providing help as
highly stressful, compared with 35% of caregivers of people without Alzheimer’s
(Alzheimer’s Association, 2018, p. 388). Fonareva’s and Oken’s study (2014) found
that informal caregivers of people with Alzheimer’s show significant differences in
measures of health, sleep, and cognition. Through a review of literature from 20032011, caregivers for people with Alzheimer’s who provided over 12 hours of care a
day without respite incurred increased immune and cellular aging markers,
cardiovascular risk factors, poorer sleep quality, and cognition (Fonareva & Oken,
2014). These findings indicated that caregivers were all at much higher risks and
dysfunctional levels than control non-caregivers for poorer health based on the
studied criteria.
When the burden becomes too heavy, or as Alzheimer's reaches its final stage,
institutionalization often becomes the only option for caregivers. Sun et al. (2012)
conducted a longitudinal study where subjective stressors on caregivers included
daily care bother, behavioral bother, and burden associated with quality of
informal care that lead to the placement of family members with Alzheimer’s into
formal care facilities. Quality of care was defined as the extent to which the
informal care met the care recipient’s qualitative and quantitative needs and
ranged from least adequate to most desirable (Sun et al., 2012). The least desirable
quality of care included elderly abuse with possible harmful behaviors that
included screaming and yelling at the person with Alzheimer’s. The most desirable
quality of care included greater accumulated knowledge of the disease and care
recipient (Sun et al., 2012). This study exemplified that when a caregiver’s
individual daily care bother, behavioral bother, and burden are increased, few
caregivers have the emotional reserves to care for a family member with advanced
Alzheimer’s at home.

"When the burden becomes
too heavy, or as Alzheimer's
reaches its final stage,
institutionalization often
becomes the only option
for caregivers. "
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Sun et al. (2012), examined ethnicities and found that Caucasians scored their
recipients highest in perceived burden, bothersome behavior, and their caregiving
ranked lowest in exemplary quality of care, followed by African Americans and
Hispanics. This correlated with Caucasians, African Americans, and Hispanics
desire to institutionalize. Given these findings, a question becomes, what can
counselors do to decrease stress levels for demographics at risk for excessive
stress levels and why do certain ethnicities fare better when caring for a loved one
with Alzheimer’s?

Who Becomes a Caregiver
According to a study by Nichols, Martindale-Adams, Burns, Graney, and Zuber
(2011), race and ethnicity influence who becomes a caregiver (Nichols et al.,
2011). The study consisted of typical and atypical family caregivers while
documenting the similarities and differences among spouses, adult children,
siblings, in-laws, nieces, nephews, and grandchildren caregivers of Alzheimer’s
patients. The study aimed to show the type of individual who becomes a
caregiver of people with Alzheimer’s, who does not become a caregiver, and of
those afflicted with Alzheimer’s, who relies on family members other than a
spouse or adult child the most (Nichols et al., 2011).
In the study, caregivers’ characteristics remained constant among health,
depression, and perceived bother from their care recipients. While most care
recipients were cared for by spouses and children, diagnosed women were more
likely to be cared for by someone other than a spouse, as were the unmarried
Alzheimer’s patients (Nichols et al., 2011). For African Americans, caregivers
consisted of a higher proportion of siblings, nieces, nephews, and grandchildren
as opposed to spouses and in-laws, the exact opposite finding for Caucasians
(Nichols et al., 2011). Nieces and nephews cared for older care recipients (>65),
and in- laws and grandchildren reported less social support than spouses and
adult children (Nichols et al., 2011).
Similar findings were shown for both African Americans and Hispanics. The
researchers explained that racial differences for caregiving were due to smaller
numbers of minority caregivers and strong beliefs about filial support (Nichols et
al., 2011). African Americans and Hispanics rated lowest in depression and
perceived bother from their care recipients, and they also provided the highest
levels of care. These differences between these ethnicities and Caucasians might
be due to the number of family members participating with the caregiving, as
well as their cultural beliefs about giving back to their elderly Alzheimer’s
recipients.
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Typology of Caregiving
Who are the individuals who feel competent to take care of their ailing loved
ones? Corcoran (2011) defined caregivers into four types, facilitating, balancing,
advocating, and directing, to understand if providing different types of support to
persons with Alzheimer’s would result in different effects on caregivers. The
study was a grounded theory study over a two-month period that aimed to show
that boundaries and focus on the self, and the family system determined the type
of care.
Corcoran (2011) opined that caregiving was a cultural activity, where attitudes
and beliefs were impacted by their social environment, predicted future
intentions, actions, and behaviors. For example, caregivers who perceived
themselves as sticking to their values, as uplifted, and goal-directed in their care,
applied their caregiving techniques in a goal-directed, purposeful, structured way
that positively affected the daily life of their care recipient (Corcoran, 2011).
Within the study, 97 participants (caregivers of parents, in-laws, or spouses) gave
narratives describing their daily caregiving for a family member with Alzheimer’s
for at least one year based on four types of caring, facilitating, balancing,
advocating, and directing (Corcoran, 2011).

The facilitating caregiver viewed the recipient as cognitively functioning and
focused on the care recipient’s emotional health. Importance was placed on the
emotional health of the care recipient by avoiding upsetting experiences and
sharing caregiving knowledge with essential others partaking in the
responsibilities of the recipient's care (Corcoran, 2011).
While a high level of planning, preparation, and direct involvement typified the
facilitating type, the facilitating caregivers’ attitude was to provide a high level of
quality care without compromising their own health (Corcoran, 2011). The
facilitating type also placed an emphasis on engaging in cooperative activities
with the care recipient by enjoying meaningful activities, hobbies, or positively
reminiscing about their shared past (Corcoran, 2011).
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Han, Radel, McDowd, and Sabata (2015) found similar results in the study of
Alzheimer’s patients’ desires to remain connected with loved ones. Han et al.
(2015) studied Alzheimer’s patients who continued previous values, beliefs,
interests, cultures, environments, lifestyles, and roles in a personally meaningful
way, after the onset of the disease. Continuation with these values and interests
promoted a sense of physical, mental, and emotional health that resulted in a
sense of social independence, self-interdependence, life satisfaction, peace and
motivation until the final stage of the disease (Han et al., 2015). These findings
illuminated that engaging in meaningful activities or reminiscing about a shared
past, elicited positive effects for both the caregiver and person Alzheimer’s.
The balancing type in Corcoran’s (2011) study modified their care recipient’s
environment directly by removing potential hazards, supervising the recipient,
providing verbal instructions to other informal and formal caregivers, intervening
only when necessary (Corcoran, 2011). The effort of the balancing type was on
maintaining a balance between the needs of the caregiver, the care recipient, and
the life of everyone else in the home while avoiding the sacrifice of one person
for the benefit of another (Corcoran, 2011).
These findings implicated that a sense of connection was an essential part of the
motivation for persons with Alzheimer's and could lead to developing specific
programs to enhance both the caregivers’ and patients’ sense of well-being. The
sense of connection that persons with Alzheimer's long for are often
accomplished by being cared for in their home by their loved ones, where the
quality of care is an important consideration.
The advocating type was vigilant about the care recipient’s well-being and
advocated for them when problems in their care were suspected (Corcoran,
2011). The advocating type monitored, observed, and interacted with formal care
providers. The effort of this type was to increase the respect and quality of care
provided to the care recipient from staff when in an institution (Corcoran, 2011).
The directing type of caregiver, focused and prioritized others involvement in the
physical and emotional health of the care recipient, including their nutrition,
medical routines, hygiene, social involvement, and overall care. The directing
style’s emphasis was on supporting care recipient’s leisure activities and
interactions with other people in a social context (Corcoran, 2011).
Findings of Corcoran’s 2011 study resulted in balancing caregiving was highest
for males providing filial care, while facilitating and balancing were highest in
males providing spousal care. Balancing and advocating caregiving was highest
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for females providing filial caregiving, while balancing and facilitating were
highest for spousal caregiving. These outcomes point to the types of caregiving
given to certain members, and that perhaps emotional and physical strain is
harder for caregivers depending on their specific recipient (Corcoran, 2011).

Implications of Depressed Moods in Caregivers
Depression is a significant issue for caregivers of persons with Alzheimer's.
Statistics state the “30-40 % of family caregivers of people with Alzheimer’s
suffer and are more likely to experience depression and anxiety as compared to
5-17% of non-caregivers of similar ages” (Alzheimer’s Association, 2018, p. 388).
Anxiety is also more common among Alzheimer’s caregivers (44%), than noncaregivers, even when compared to caregivers of stroke (31%).
Shockingly, when matched on age and other demographics, caregivers of persons
with Alzheimer's had significantly higher rates of cognitive dysfunctions,
including memory issues (Alzheimer's Association, 2018).
In a study by Vitaliano et al. (2009), depressed mood in caregivers was shown to
increase cognitive decline. In this experimental design, caregiver couples were
recruited from a community in Washington. They were selected based on
currently living with their spouse, age 55 or older, who were diagnosed with
Alzheimer's. The control group shared the same demographics (gender, race, age,
education, years married, illness, medical conditions, and alcohol consumption)
but were not caregivers. The study found caregiver couples had higher
depression scores and higher cognitive declines regarding processing speed,
complex, attention psychomotor speeds, cognitive –motor translations, and
concentration. (Vitaliano et al., 2009). The study also found that caregivers had
more frequent sleep problems (staying/falling asleep), and higher levels of
obesity compared to the non-caregivers (Vitaliano, 2009).
This study brought a focus to how cognitive decline had the possibility to
interfere with caregivers’ ability to provide effective care, as well as potentially
impair their judgement, creating an unsafe environment that was due to their
cognitive decline because of internal reactions to their recipients. Further
research should be conducted on why depression in caregivers caused findings of
cognitive decline and what specific techniques can stop this from occurring.
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Stress in Caregivers
Stress is known to affect predisposed susceptible individuals to physiological
disorders including cardiovascular disease, obesity, gastrointestinal disorders, as
well as psychiatric and neurodegenerative disorders (Caruso et al., 2018). In an
experimental design on mice, the focus was to examine stress and glucocorticoids
as risk factors leading to the development of Alzheimer's (Caruso et al., 2018).
Results proved that during chronic stress, the cortisol hormone was released,
amyloid ß precursor proteins, and tau phosphorylation were increased and lead
to synaptic dysfunction and neuronal death associated with Alzheimer's disease
(Caruso et al., 2018).
These findings implied that risk factors associated with stress, ApoE4,
diabetes/metabolic syndrome, cardiovascular disorders, and a low cognitive
reserve, are factors to developing Alzheimer’s, and the stress caregivers incur
during their responsibilities to their recipients might potentially cause the
disease within themselves. Furthermore, while stress cannot be avoided, it can be
a tap on the shoulder to adjust one's philosophy and reactions to negative
occurrences in life.
Examples of how one can adjust their perspective to decrease risks for cognitive
decline were seen in the study by Jones, Winslow, Lee, Burns, and Zhang (2011),
in their Caregiver Empowerment Model (CEM)). Jones et al. wanted to
understand how the ways in which one viewed caregiving had a positive or
negative effect on their wellbeing. The authors developed a Caregiving
Empowerment Model (CEM), that examined stress, caregiving stress processes,
and meaning-focused coping that attempted to explain and predict positive
outcomes from family caregiving. In the CEM, empowerment was defined as an
increase in “one’s ability to appraise, influence, and manage a situation using
contextual and personal resources to achieve desired outcomes” (Jones et al.,
2011, p. 14).
The study found that when filial values existed, demands were seen as
challenges, and when personal, family, and community resources were utilized,
caregivers experienced enhanced physical and mental health well-being (Jones et
al., 2011). The study also used cognitive behavioral therapy and determined that
although caregiving can create a stressful atmosphere, if a caregiver created
meaning for their responsibilities, they achieved positive mental growth.
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Interventions for Caregivers of Persons with
Alzheimer’s Dementia
In addition to physical and psychological consequences, caregiving takes a toll
on finances. In a study by Knapp, Iemmi, and Romeo (2012) narrative research
focused on interventions that were cost-effective and would delay placement of
persons with Alzheimer's into institutionalized care. Knapp et al. (2012) focused
on four types of interventions for caregivers, respite or short-term breaks,
befriending, psycho-educational support, and psychosocial interventions. Respite
or short-term breaks included day care services, in-home respite, overnight
institutionalization, host families, multidimensional caregiver support, and video
respite. No economic effectiveness, nor delay in placement was found for any of
these methods (Knapp et al., 2012).
For befriending, a trained befriender provided one-on-one emotional support to
the caregiver. These interactions proved to be ineffective for both costeffectiveness and delaying placement (Knapp et al., 2012). For psychoeducational interventions that combined counseling, education, and emotional
support to caregivers, there was no significant change of institutionalized
placement nor cost-effectiveness (Knapp et al., 2012).
Psycho-social interventions included counseling sessions and conversation
groups focused on information, safety, caregiver health and well-being, and
Alzheimer’s patient behavior management. This intervention included 12 sessions
of individual counseling, 9 sessions of receiving counseling at home, and 3 over
the phone counseling sessions. Psycho- social interventions showed significant
delays for caregiver placement of persons with Alzheimer’s into institutionalized
care (Knapp et al., 2012). These findings are a boon to the counseling community
that with the right type of psycho-social intervention, both economic and delayed
placement advantages can occur.
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Successful Coping Strategies
In a study by Elvish, Lever, Johnstone, Cawley, and Keady (2013), four treatment
methods for caregivers were reviewed using a meta-analysis and literature
review from previous studies that drew quantitative and qualitative data on
constructs of depression, burden, social support, and well-being. The studies
comprised of individual and family therapy sessions, and psychoeducational
support group sessions. Psychoeducational interventions-aimed to increase
knowledge of Alzheimer’s, coping skills, and self-awareness for caregivers (Elvish
et al., 2013). Psychotherapy-counseling interventions-used cognitive behavioral
strategies in an individual or small group setting (Elvish et al., 2013).
Multicomponent interventions- combined two or more individual counseling
sessions, group work sessions, and telephone support sessions, as well as
technology-based studies-counseling by telephone, computer, or some other form
of technology (Elvish et al., 2013).
Within the technology intervention, caregivers’ perceived burden from recipient,
social support, and especially depression, were positively impacted. The results in
psychoeducational skill building positively impacted caregiver depression,
emotional well-being, caregiver quality of life, attitude towards caregiving and
anxiety (Elvish et al., 2013).
Within the multicomponent interventions, depression and social support were
found to be the most positively influenced. Multicompetent, and technology
resulted in higher levels of improvements in well-being, rather than maintenance.
Multicomponent and technology-based interventions that were a combination of
individual and group sessions were found the most effective for the caregivers
(Elvish et al., 2013).
Caregivers of all of the interventions, maintained levels of well-being over time,
while the control group, those without this interventions, experienced
deterioration of the examined constructs (Elvish et al., 2013, p 123). Follow-up
studies concluded that those four types of interventions resulted in changes in
awareness, an increase in positive attitudes, greater collaboration with partners
in caregiving, and accepting, non-judgmental, and non-blaming attitudes (Elvish
et al., 2013). These results are a signal to counselors that they
do not need their clients to come into therapy to
reap the rewards of psychotherapy. Instead, counselors’
concerns should be creating a myriad of approachable
techniques that are easily accessible and
available to the caregiver.
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Sustaining the Inner Sense of Self as a Coping
Mechanism
Other methods that caregivers rely on are those that help sustain their inner selves
as evaluated in a study by Bull (2013). A narrative analysis was used to research
four types of self- sustaining strategies implemented by caregivers who had
provided care for a family member with Alzheimer’s for at least 10 years, and
maintained resiliency in their role as caregiver. These included drawing on past life
experiences, nourishing the self, relying on spirituality, and seeking information
about the patient with Alzheimer’s (Bull, 2013).
Drawing on past life experiences included caregivers reflecting on previous life
experiences they felt helped prepare them for specific problem-solving activities in
caring for a loved one with Alzheimer’s (Bull, 2013). Nourishing the-self utilized
techniques the family caregiver implemented to regain emotional strength and
energy. Hobbies and physical activities like golf, reminiscing about better times,
and listening to music were included (Bull, 2013). The most important component
to this construct was having time to self, to go to work without worry about the
care recipient, to participate in social activities, and take care of household tasks
and errands. The caregiver was able to find a balance in their lives outside of being
a 24-hour caregiver, and all caregivers reported using this technique to sustain
their inner selves (Bull, 2013).
Relying on spirituality referred to spiritual beliefs and practices the caregiver had
partaken in before their caregiving roles, such as going to church, prayer, and belief
in God (Bull, 2013). More than half of the caregivers reported faith and belief in
God, stating they relied on spiritual practices to help them continue their
caregiving role.
Seeking information referred to learning about Alzheimer’s, the projected
progression of the disease, and acquiring the resources to plan ahead to cope with
the disease (Bull, 2013). Use of supportive services through the Alzheimer’s Disease
Center and the caregivers’ resourcefulness in developing strategies that helped
them continue their caregiving role, attributed to low scores on psychological
distress for this type (Bull, 2013).
The study resulted in these four constructs enabling caregivers to continue
caregiving despite challenging situations with their care recipient. The study
explained that while not all coping strategies were successful, or implemented for
all participants, high scores of resilience, lowered levels of stress, and an important
lack of depression came from the caregivers drawing boundaries and continuing to
have a balance in their responsibilities, allowing them to continue taking pleasure
in their own lives.
PAGE 47

NOVEMBER 2019 | VOL. 3

Coping Mechanisms for Spousal Caregivers
For spouses of persons with Alzheimer’s, chronic sorrow exists (Rossheim &
McAdams, 2010). Chronic sorrow is defined as “a unique grief reaction that occurs
when the loss is not final, but continues to be present in the life of the griever”
(Rossheim & McAdams, 2010, p. 477). Chronic sorrow is painful for all caregivers,
but especially for spousal caregivers because there is no end to the sorrow, just a
continuous renewed sense of loss at each progression of the disease. The grief and
grieving processes are never able to be adequately dealt with, and this is different
from the depression and anxiety seen with cumulative grieving in that reduced
cognitive functioning from the depression may not be as easily noticed or treated
when drawn out over a prolonged period of time (Rossheim & McAdams, 2010).
Chronic sorrow can be seen as a constant cyclical pattern where caregivers start to
resume their regular activities and heal, but then complications develop and revive
caregiver anxieties about their resources and abilities to provide high levels of care
within their ongoing journey with their care recipient (Rossheim & McAdams,
2010). Rossheim and
McAdams (2010), illustrated how important it is for counselors to help spousal
caregivers through chronic sorrow. Rossheim and McAdams (2010) opined that,
although grieving is a rational response to loss, the goal of counseling is not to
eliminate grief, but instead, it is to help grieving individuals put their loss and
consequential suffering into perspective (Rossheim & McAdams, 2010). The goal of
the counselor is also to develop a cognitive intervention to combat distorted
thinking, as in the dysfunctional thought of a spousal caregiver believing they will
no longer have a meaningful life without their spouse (Rossheim & McAdams, p.
479).
Rossheim and McAdams (2010) asserted counselors should aim to not rely as
heavily on previous techniques for typical grief, but instead, create techniques
specific to their chronic sorrow clients. This could be done by placing an emphasis
on providing companionship, acting as a client advocate by profoundly listening,
understanding the client's cultural beliefs, and acting as facilitators to help their
clients find the right education, medical attention, and social resources to enhance
the caregiver’s life (Rossheim & McAdams, 2010). This article illustrated that
different types of clients need different types of interventions and while chronic
sorrow may present somewhat as depression, it is more devious and requires
greater levels of advocacy from the counselor.
PAGE 48

NOVEMBER 2019 | VOL. 3

Coping Mechanisms for the Caregiving Family
Families and individuals affected by Alzheimer’s face significant role changes that
alter the structure and function of their lives. Most families allocate caregiving
responsibilities to a designated informal caregiver who provides an average of over
20 hours of care to the person with Alzheimer’s per week (Qualls & Vair, 2012). These
designated caregivers are usually spouses or children, with women comprising a
majority of this demographic (Qualls & Vair, 2012). As family roles transform
resources, family roles, and relationships are all tested, adding to adverse physical
and psychological consequences. Qualls and Vair (2012), outlined two different
perspectives of caregivers, the metaphors of career transitions and the journey.
Career transitions “required developmental shifts in acquisition, maintenance, and
release of knowledge and skills” Families proscribing to this view found societal
supports lacking (Qualls & Vair, 2012, p. 67). Whereas, the metaphor of the journey
emphasized length of caregiving and the trials and tribulations families found within
the development of the disease as challenges. While, caregivers were often confused
about the presentation of symptoms, this group was able to provide extraordinary
levels of care throughout the progression of the disease (Qualls & Vair, 2012).
Qualls and Vair (2012), developed a model for family caregiving where they detailed
the ways families can be helped to adjust to the challenging situations of caregiving,
both in counseling as well as on their own. The five categories included naming and
framing, problem- solving behavior problems, changing roles, monitoring the impact
of caregiving, and ensuring self-care for primary caregivers (Qualls & Vair, 2012).
Naming and framing the problem: this included using assessment data and
professionals accurately relaying the diagnosis to the family in an understandable
way. The assessments were combinations of current health evaluations, medical
reviews, a neuropsychological evaluation, a functional assessment of daily activities,
an assessment of other psychological disorders that interfered with cognitive
functions, and a psychosocial interview to understand contextual factors of cognitive
performance (Qualls & Vair, 2012).
Naming and framing helped family members relate to the care recipient’s diagnosis in
an understandable schema that helped the family not only to comprehend the
disease, but come up with strategies, and solutions to future problems they
encountered with the Alzheimer’s caregiving recipient. For example, persons with
Alzheimer's created ways to compensate for their loss of abilities. The changes and
decline in cognitive abilities lead to blaming, hoarding, stealing, hiding, and paranoia
of items in the care recipient's environment. By using naming and framing, caregivers
understood their recipients in terms of usable schemas and were able to come up
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iwith solutions to the problems they encountered. Such as, naming what the
Alzheimer’s patient was doing, understanding why they were doing it, and
delicately rearranging items in the patient’s view until they no longer felt the need
to hoard (Qualls & Vair, 2012).
In problem-solving behavior problems, having a preconceived framework for
caregivers aided in generating helpful adaptive responses as problems arose
(Qualls & Vair, 2012). Problem-solving behaviors enabled caregivers to try different
options, reduce frustrations, and decrease the blame on the care recipient (Qualls &
Vair, 2012).
Although caregivers often had the best interest of the recipient at heart, judgment
on methods of care frequently caused discordance when there was more than one
caregiver, causing the caregiver even greater anxiety and sadness. Changing roles
focused the family on the values they wanted to abide by for the care of the
recipient. Families chose and supported a specified caretaker, resulting in greater
cohesiveness within the family as opposed to discord at a time of uncertainty and
pain (Qualls & Vair, 2012).
Monitoring the impact of caregiving asserted that mental health professionals
should use a case management approach when helping clients to assist a caregiver
with strategies for monitoring and tracking changing health indicators over time
(Qualls & Vair, 2012). These techniques lead the caregivers finding alternative
strategies and solutions to monitor the progression of the disease, and if needed,
counselors referred caregivers to specialists who guided them to the correct
resources (Qualls & Vair, 2012).
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Without proper self-care, both the caregiver and recipient are at an increased risk
for accident and injury (Qualls & Vair, 2012). By ensuring the self-care of primary
caregivers, counselors helped clients co-create a list of daily self-care activities that
included proper nutrition, exercise, stress reduction exercises such as mental
imagery, and medication management. Note, counselors should be aware of the
resistance they will face from their caregiving clients and prepare to confront this.
Qualls’ and Vair’s (2012) caregiver family therapy model addressed transitions that
families often regularly face from Alzheimer’s. Although many families manage to
adapt to the tremendous amount of role change inherent in Alzheimer’s caregiving,
counselors can help by mitigating and alleviating the perceived stress levels, and
burden families feel when adapting to the considerable changes incurred during
the progression of Alzheimer's caregiving.

Building Resiliency in Caregiving for Families.
.Families caring for an Alzheimer’s patient are faced with considerable physical,
psychological, emotional, financial, and social burdens (Deist & Greeff, 2015). As a
family, resiliency is particularly essential, family resiliency is defined as “positive
behavioral patterns and functional competence individuals and the family unit
demonstrate under stressful or adverse circumstances” and creating a unit of
cohesion can defer psychological stress and lead to a better sense of well-being
within the members of the family and the unit as a whole. (Deist & Greeff, 2015, p.
94). To implement family resiliency, members of the family make relatively minor
adjustments in an attempt to manage the demands of everyday strains.
According to Deist and Greeff (2015), a family’s state of adjustment is influenced
by the family’s appraisal of the stressor. This appraisal includes the family’s
vulnerability, existing patterns of functioning, coping, problem-solving, and the
family’s willingness to access available resources (Deist & Greeff, 2015). However,
maladjustment develops when a stressor is too high, as can happen with the
chronic caregiving of Alzheimer’s patients, and the family enters crisis mode.
From here, the family must enter the adaptation phase of coping to actively
change previous methods to find balance within the family’s existing social
structures. Once adaptation is achieved within the family structure, interpersonal
relations, development, well-being, spirituality, and community relations are
restored (Deist & Greeff, 2015).
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Within this mixed methods study, resilience was measured by interwoven family
beliefs that made meaning of difficult situations, family roles and patterns of
functioning, communication styles, flexibility, family cohesion, and social and
economic resources (Deist & Greeff, 2015). The study measured resiliency by
three factors on family's caring for a family member with Alzheimer's, family
beliefs, family rules, and patterns of functioning and communication processes.
Family beliefs were thought to enable families to make meaning of crisis
situations, encourage optimism, and provide spiritual support that lead to healing
growth, and problem-solving (Deist & Greeff, 2015). Family rules and patterns of
functioning were thought to bring about organizational changes in the family
including flexibility, family cohesion, and social and economic resources made
available to the family. The family communication style was thought to bring
clarity to ambiguous situations, foster emotional expressions, and promote
collaborative problem solving (Deist & Greeff, 2015).
The Pearson product-moment correlation was used on these variables, and the
strongest resiliency factor was affirming communication styles, r=.58, followed by
the family's problem-solving communication pattern r=.56, and family hardiness
r=.42, the significant negative correlation was incendiary communication pattern
and family adaptation (Deist & Greeff, 2015).
The findings of this study illustrate to counselors that positive communication
patterns within families are significant, as are maintaining a positive family
attitude. Belief in faith and spirituality can strengthen families, and social
support in families concerning physical, emotional, and financial support from
other family members are crucial when caring for a member of the family with
Alzheimer’s.

Discussion
Limitations of this review were that the search contained only journal articles
and studies in English, leaving out other published works from throughout the
globe. Next, perhaps some relevant articles were omitted because of the
specificity of the search strategies that included databases only within the Wake
Forest and Google Scholar libraries. Also, several of the studies in this review
were observational and inferential in research method and this could have
prevented determination of causality factors. Last, this review did not include
unpublished studies that might have been relevant to the topics covered.
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In a discussion for further research, note that only three ethnicities were included
in this review, Caucasian, African American, and Hispanic. Future research
should be on ethnic minorities and strategies for coping as these factors may
differ because of cultural variability. A lack of research exists for specific
psychological interventions, and future research should specify which method of
psychotherapy works best in what situations and for whom.
Tests for anxiety and depression varied among studies used in the review.
Having a single descriptive based experimental design to quantify depression
and anxiety would be helpful and less subjective. A study on whether there are
any types of psychological interventions that have harmful or negative
implications might be a consideration to increase the types of interventions that
are effective. Future research on interventions targeted at empowering the family
caregiver will help reduce caregiver stress and lead to more positive outcomes
for counselors, as well as caregivers and their recipients.
Assessments of quality of care might be beneficial during physician office visits
and further studying this might eliminate possible harmful behaviors in
caregivers. For instance, if a caregiver ranks highly on low life satisfaction, care
recipient’s problem behaviors, and daily care burden, institutionalization could be
hastened to provide both the caregiver and recipient safety and well-being.
Additional research could focus on interventions for caregivers that release
anger, depression, and anxiety in more positive, constructive ways. A
comprehensive evaluative quality of care test could be developed to assess
currently subjective self-reports versus actual care received. Based on the quality
of care assessment information, interventions could be developed to provide
greater skill building, education on caregiving and supportive resources to teach
caregivers and their recipients' perceptions and expectations for optimal
provided care.
Further research might look at how to incorporated complimentary interventions
into caregiving aids caregivers’ self-care. These techniques would teach calming
visualizations, the arts (including music, dance, and creative paintings or
sculpture), and breathe work to determine if these methods have an effect on
anxiety and depression for caregivers. Research on interventions promoting
caregiver well-being will lead to new opportunities in counseling to provide
enhanced individual and family therapy. Additional considerations for counselors
are how can they access caregivers to enroll in therapy before their perceived
burden, distress, and anxiety levels become overwhelming and affect their daily
lives.
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