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FROM THE
PRESIDENT'S DESK

Greetings Dear Friends,

Welcome to another edition of the Coun-
selling Association of South Australia
Newsletter. | trust that you are well and
that this edition finds you enthusiastic and

further talks to be entered into as to how
this is best created. It is envisaged that
the PACFA register will remain as an
individual identity, and that further
negotiation will occur with ACA in order to
achieve the national

energized for the coming
months. At least if nothing
else, it will be cooler!

Last weekend saw the mid-
year PACFA council meet-
ing in Melbourne and one
of the primary concerns
facing the council was the
issue which we presented
to you at the beginning of
the year, where the Fed-
eral Government was ask-
ing for a decision about a
joint and national register.

register that will meet gov-
ernment expectations.
Please be assured that
information pertinent to this
matter will be passed on to
the membership.

In our own back yard, the
Executive is looking to the
rest of the year, with the
conference coming up in
June, and with an excellent
range of Professional
Development days on
offer.

Whilst the final outcome is still to be de-
cided, it was the decision of the CASA
Executive to vote to set up multiple regis-
ters whilst maintaining the PACFA Regis-
ter. Multiple registers would be created
for those eligible to belong to Member
Assaociations, eligibility comprising:
education, supervision and professional
standards, training and accreditation for
PACFA in 2009.

It is hoped that individuals on these
separate registers for other psychothera-
pists and counsellors, when meeting
State and Federal governmental require-
ments, would be eligible for Allied Health
Professional status.

Whilst it was recognised that the Federal
Government is seeking a single conglom-
erate national register comprising differ-
ent skill levels (see above), it was also
considered important that PACFA main-
tain an independent register, given that
historically this indicates a level of
professional excellence.

It is now necessary for this information to
be taken back to the government and for

1

Pamela Brear (Secretary) and a working
party comprising of Judy Headley and
Fiona Griffith have been diligently consid-
ering the standard required by CASA for
a person to be formally recognised as a
supervisor. This is extremely important as
it requires skill, knowledge, practice and
considerable expertise as a practitioner to
be able to sit with other counsellors in a
supervisory mode. It is also necessary for
the credibility of the profession that we
are seen to be setting and maintaining a
professional stance in regard to these
matters. These standards will sit equally
with PACFA standards, and as such will
continue to build a national standard as
well as a state one.

It was with sadness we as a committee
also acknowledged the resignation of
Diana Capaldo early this year due to per-
sonal issues. Diana is known to many of
you as both the Membership Convenor,
and Conference Convenor. In these and
other roles in the past, Diana has self-
lessly devoted her time and energy to
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CASA and the promotion of the counselling as a
profession. She has imbued her style and grace
to her work, and her gift to the membership of
CASA was a considerable one. | would like to
publicly acknowledge both her, in her diligence,
and her work in its excellence, and thank her
sincerely from the Executive Committee.

All the best Diana!

Viv Cheesman has agreed to take over the role of
Membership Convenor, and we thank her for
stepping up to this position in her already busy
life, especially as she already carries the posi-
tions of Editor (of this fine document and of the
Email News) and of Ethics Convenor.

It is with pleasure that | announce to the member-

Counselling Association of South Australia Inc

ship the election to the committee of Carol Long-
mire, who has agreed to join us in our endeavors
to serve the CASA membership. Carol will, | have
no doubt, bring graciousness and wisdom to her
role, and please acknowledge her for this step
when you see her at the Professional Develop-
ment days. As we have said before, it takes time
and commitment to take up a position with any
board, and CASA is no different. However the
benefits in learning, understanding and serving
are real and our time is given willingly. If you are
interested in being on the Executive, please
speak to one of the Executive Members — we’d
love to have you on board.

Keep well and kind regards,
Joy Anasta, President

Have Your Say in the Newsletter

We had planned to start a "Grass Roots" column in this edition of the CASA Newsletter, but unfortu-

nately had no response from the membership. We continue to invite your comment and contributions.

We are very keen to receive articles for publication. To make a worthwhile contribution in this
manner, it is not necessary to be a "high flyer" in the counselling community. On the contrary - we all
benefit from the wisdom, knowledge and insights of our peers, gathered from various sources. In this
way YOU can help to nurture and progress counselling as a community and as a profession in South
Australia. Please support your fellow counsellors by sharing your experience with all of us.

ARTICLES

PRESIDENT'S MESSAGE

INTERVIEW WITH ROB BRODIE

INFERTILITY AND GRIEF

COUNSELLING CALENDAR of EVENTS
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CASA, as part of the flag statement,
is committed to best practice coun-
selling for clients and the provision
of professional support for counsel-
lors. One of the ways in which this
is actioned is by fostering the ongo-
ing education of members. This
educational function is performed in
part by the written word, as in the
Newsletter, and also through the
Professional Development program
and the annual CASA Conferences.
I would like to sincerely thank those
who have contributed articles to this
edition of the CASA Newsletter.
Their contributions add to our
counselling knowledge.

Ann Wilson, Tracey Bone and
Shane O'Dea explore different
aspects of disenfranchised grief in

Editorial

their articles. Disenfranchised grief
refers to the social aspect of grief,
whereby the grievers and / or the
loss are not socially recognised.
Understandably, this lack of
community recognition and support
potentially has a cascade effect,
creating further issues, losses and
difficulties for grievers. These
articles are relevant to our practice
as counsellors, as a great deal of
the work of counselling is around
assisting clients to adjust to
changed life circumstances.

Rob Brodie, by granting an inter-
view, has again generously given
his time and expertise to CASA,
progressing our understanding of
Psychodrama and Sociometry. Viv
Maitland and her team, by

organising our Professional
Development days, likewise make a
significant educational contribution.
The Counselling Calendar in this
issue will help keep you up to date
on the upcoming events, as will
Viv's periodic e-mail reminders.

Work continues in the Executive on
the next annual Conference. You
will notice that there is now a new
conference date - with the best will
in the world, the Executive was
unable to make the previous date
"work".

| hope that you find this edition of
the Newsletter both stimulating and
useful to your practice.

Viv Cheesman, Editor

Interview with
Rob Brodie

by Viv Cheesman

Rob Brodie, Director of the Psycho-
drama Training Institute of South
Australia, was the final Presenter at
the CASA Professional Develop-
ment Day, in October, 2007. Our
thanks go to Rob, for so skilfully
guiding our process at the end of
what for many was an intense day
of Professional Development, and
also for his generous sharing of
time and expertise during this
interview.

Following the event, it was
interesting to discover how few
people at the PD day (myself
included) have a clear understand-
ing of what psychodrama is and
how it "works". Consequently, |
approached Rob in an effort to get a
thumbnail sketch of what Psycho-
drama is about to share with News-
letter readers. This was the first
indication of how very little | under-
stood about psycho-drama. Rob

gently corrected me, making it clear
that Psychodrama is a holistic ap-
proach, which cannot be readily
reduced into a "thumbnail sketch".

During the interview, he expressed
his concerns about the dominance
of the medical model, which is
strongly intellectual. While he sees
medicine as obviously having an
important place, he considered
reliance upon that model to be
reductionistic and inconsistent with
holistic principles. By comparison,
Rob explained that within the
paradigm of psychodrama, action is
seen as the primary expression of
the whole self and that the psycho-
dramatist works with thoughts, feel-
ings and behaviours in a specific
situation or context. Within this
modality, aspects of the self arise,
these being aspects which are ex-
pressed neither by language or im-
age. He saw the popular concepts
of "right brain / left brain" as reduc-
tionistic versions of this concept.

We talked at length about the psy-
chodrama concept of "warm up".
He explained that this concept

applies in many areas of life, and
that athletes and cars "warm up"
before action. | was probably look-
ing a little fuzzy at that point, so to
explain further, he used a case in
point: our interview. My warm up
was seen to be arriving, ringing the
bell, shaking hands and having an
initial conversation about the envi-
ronment and then a further one
about facilities for group therapy.
The warm up in this case was seen
to have social, behavioural, ritualis-
tic and affective aspects.

Rob described the PD day as
having created strong warm ups for
many people, and that some enact-
ment to complete the warm up was
needed. Still grappling with the con-
cept of incomplete warm ups, |
asked him what a completed warm
up would look like. He gave the
following example: "If it's a hot day
and you feel thirsty and want a
drink, and then you drink a bottle of
beer, and then you're not thirsty any
more, and are satisfied. That's a
completed warm up."

Continued overleaf
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Given my unfamiliarity with psycho-
drama, Rob explained some of the
central tenets. Action is seen as
often coming first (not thought, as in
some psychologies), and our
actions are strongly influenced by
previous life experiences. These
previous experiences, "old memo-
ries" called conserved roles, can act
in such a way that they limit our
vision and reduce the possibilities in
responding to new circumstances.
Within psychodrama, working with
warm ups and the untangling of
previous life experience and allows
for reworking of the experience,
thereby facilitating self display.

In our culture, Rob believes that we
are brought up to hide some vital
aspects of our selves, and that we
are often mistreated if we do not. |
disclosed to Rob my considerable
discomfort when standing before a
group, and using this as an exam-
ple, he said that working with warm
ups enables frozenness to become
untangled and self display more
complete. In psychodrama this is
called spontaneity. Spontaneity is
seen to be greater than impulsive-
ness, encompassing creative self-
expression. Rob said spontaneity
before groups may be reduced. |
was intrigued to find that within Psy-
chodrama, work is done to maintain
spontaneity, and further, that
spontaneity is trainable! The more
frequently we rise to "things" or
events, the greater our spontaneity
becomes.

In psychodrama, the influence of
past experiences may be brought
alive, re-experienced and re-worked
in the present moment. It encom-
passes cognitive, affective, and
behavioural aspects of past experi-
ences, in addition to social aspects

of the self as a "social atom" such
as the original family system, for
example. The concept of social
atom was new to me, and | subse-
quently found an interesting article
by Professor Rory Remer explaining
it (see below), within the context of
Sociometry. It consists of all the
individuals who are significant in our
lives at a particular moment.

Rob explained to me that at the PD
day, he identified a sense of isola-
tion as individual practitioners to be
a consistent theme within the group,
and part of our warm-up. He then
addressed it using practices known
as Sociometry, which measured the
patterns of connection between
people there.

He had us sit in a circle, with the
stage being the empty area be-
tween us at the centre of the circle.
The stage was empty so that it held
the maximum projective potential,
enabling totally subjective experi-
ences for each individual present to
be projected. This meant that we
were able to explore our own indi-
vidual worlds, allowing us to bring
unconscious material into con-
sciousness. Rob acted as both our
Director and Producer, and looked
for a protagonist from us. This per-
son was one who talked of her ex-
perience of isolation and seemed to
embody the group's experience of
isolation. Auxilliaries, the secondary
actors, were those others who also
expressed their experiences around
isolation.

To demonstrate patterns of
connectedness, Rob then explained
how he used Sociometry when ask-
ing us to place ourselves in the
room where we considered where
we stood in relationship to our pro-
tagonist. Within psychodrama, the
produced experience of response is

instrumental in building a different
culture. In our situation, the new
culture was one of connection, as
opposed to the earlier culture of
isolation.

Following our session, at Rob's sug-
gestion, | did some internet re-
search, and found the following web
pages to be helpful.

Rob's psychodrama page is
http://psychodrama.tk , and his
home page is at
http://www.users.on.net/~iam/

The Psychodrama Training Institute
of South Australia can be found at
http://anzpa.org/ptisa

The Australian and New Zealand
Psychodrama Association Incorpo-
rated (http://anzpa.orq) is, like
CASA, a member organisation of
the Psychotherapy and Counselling
Federation of Australia. A flag
statement explaining psychodrama
can be found there.

An interesting paper entitled "Social
Atom Theory Revisited: SAT
Redux", by Professor Rory Remer,
Ph.D, Department of Educational
and Counseling Psychology, Uni-
versity of Kentucky may be viewed
at: http://www.uky.edu/~rremer/
sociometry/SATRDX.DOC

Dr Adam Blatner, (prominent US
psychiatrist and author), has pub-
lished a large number of his papers
on-line. He has broadly classified
them under the headings of Psycho-
therapy and General Psychology,
Psychodrama, Philosophy and
Spirituality, and "Other Topics". His
paper on the theory of psychodrama
is at: http://www.blatner.com/adam/
pdntbk/pdtheory.htm

All his on-line papers may be ac-
cessed from: http://
www.blatner.com/adam/papers.html

Training and Development

Psychodrama Weekend Workshop
Workshop Friday 4 - Sunday 6 April 2008
Fri 7.30pm - 10pm, Sat 10am-6pm; Sun 11th 10am-5.00pm
Venue on Glen Osmond Rd, Myrtle Bank
More information http://anzpa.org/ptisa/
$385 early bird fee for $150 deposit paid by 28 March; $415 full fee
Contact Rob Brodie iam@internode.on.net or tel 08) 8271 6023
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Where Does My Grief
Fit? A Personal Narrative
of Disenfranchised Grief
and Adaptation

by Ann Wilson.

This paper is a personal reflection
on the disenfranchised and ambigu-
ous loss | have experienced since
my husband’s accident in 1996. |
will examine this situation from my
perspective of wife/mother/carer as
it relates to my own personal
development, as well as my profes-
sional development as a teacher
and counsellor.

Eleven years ago my husband was
cycling when he was struck by a
speeding drink driver. He was in a
medically induced coma for two
weeks. His condition was critical for
the first week, and then he slowly
began to improve (see addendum).

The initial trauma was so surreal - |
felt like | was in a parallel universe.
Everything was in slow motion; |
was numb and afraid. We had 3
children (aged 4, 8 and 10) and the
thought of him dying was so painful.
Then there were the fears that he
may live — in a vegetative state, as
a quadriplegic, that he may never
be able to come home, that we
would never finish the mud-brick
house we had been building, that
we would lose the house as my
husband was the sole income
earner... The ‘what ifs’ were never
ending.

Remarkably, he survived. After
weeks in intensive care, the spinal
unit, and the Julia Farr Centre for
rehabilitation, he came home. And
the grief began... From the fear of
his dying, to the elation of his sur-
vival, people around me who had
been such a wonderful support
gradually fell away. It was
‘expected’ that, apart from the court
cases (criminal charges against the
driver, then civil case for compensa-
tion), our struggle was over. |, on
the other hand, was reeling from the
impact of his injuries. He was not
the man | knew. He looked pretty
much the same, but that was it. We
had been together for 17 years, and

now he was a stranger. If | brought
this up with friends/family, | got the
usual replies “At least you've still
got him”, “It could have been so
much worse” and the occasional,
incredibly upsetting, “At least you'll
get plenty of compensation”!

Doka defines this as disenfran-
chised grief: 'the grief that persons
experience when they incur a loss
that is not or cannot be openly
acknowledged, publicly mourned, or
socially supported.' He speaks of
'psychosocial death in which the
persona of someone has changed
so significantly...that significant
others perceive the person as he or
she previously existed as dead. In
all of these cases, spouses and
others may experience a profound
sense of loss, but that loss cannot
be publicly acknowledged for the
person is still biologically

alive' (1993, pp. 2&4). Self-
disenfranchised grief occurs where
‘the source is one’s own lack of ac-
knowledgement and recognition of
it. The specific psychological phe-
nomenon operating in disenfran-
chised grief is shame' (Doka, 1989,
p. 25). | identify with this — the
reactions of others to my expres-
sions of grief had been very nega-
tive, so | quickly learnt that these
feelings of mine were not sanct-
ioned, and therefore unacceptable.

My inability to grieve was compli-
cated by my husband’s ongoing
daily needs, the demands of being a
mother of three, and the legal case
for compensation (which was not
resolved for 6 years) — we had no
income and had to fight every three
months for a cheque to cover
wages. Doka, discussing economic
and legal problems in relation to
death, states: 'A surviving partner,
as well as surviving children may
have been financially dependent on
the deceased in this type of relation-
ship... this would add to the burden
of the loss... and legal difficulties
can complicate grief and make re-
covery difficult for all concerned in
this type of relationship’ (1989, p.
263). The same applies to those
dealing with trauma and disability.

Losses abound in our scenario.

Weenolsen (1988, cited in Bull,
1991) notes that losses are both
direct and indirect. | found his cate-
gories are strong themes in my loss
situation — loss of the ‘person’, loss
of sharing, loss of contact, loss of
family unity, loss of way of life, and
loss of role functioning.

My husband lost his career,
hobbies, his entire life style. I've lost
my partner, my teaching career, my
freedom. The children have lost a
father. They lost me for a long time
too — from my grief and because |
spent so much time on the 6 year
legal case. They lost a significant
male role model, the innocence of
childhood, and the structure of our
family. The extended family lost a
son, son-in-law, brother, brother-in-
law, uncle. He is no longer asked to
do the speeches at family celebra-
tions, to be the wit at parties, to help
people move house, join in anything
physically or mentally demanding —
all the things he loved to do. We
had lost a whole lifestyle, yet, to
outsiders, we looked the same.

The hardest thing to cope with is
that this is never ending. Every day
there are reminders of the losses.
My husband is plagued by fatigue.
Our lives revolve around his rest
and activity times. His memory defi-
cits require us to ‘fill in the blanks',
and he gets very frustrated by this.
His decision making and problem
solving skills have been badly af-
fected. These used to be his strong
points. He needs help working out
tasks, and cannot be relied on for
the simplest things, much less a
crisis! He gets stuck in a way of
thinking or acting (called persevera-
tion), and needs someone around to
help him to move on: e.g. he’ll make
4 cups of tea one after the other,
when what he actually wants is
breakfast; he’ll go over and over
talking about a problem, unable to
shift his

thinking.

As a result of his brain injury, he
developed bipolar disorder. His con-
dition gradually worsened in the 18
months following the accident, with
rapidly increasing cycles of depres-
sion and mania, until he attempted
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suicide. He was detained in a psy-
chiatric ward for a month, and, after
many months of counselling (which
wasn't very successful because he
has trouble remembering, making
decisions and self monitoring) we
managed to get his medication and
daily routine right. He needs careful
monitoring because any change in
routine can upset the balance. It
doesn’t take much to set him in a
flurry.

The children and | have adopted
many of his former roles, while also
trying to include him where possi-
ble. The family system has had to
change. So, | am a widow who still
has a husband. | am the mother of
three who has four. Three of them
are growing up and moving on, one
will always be dependent. Boss
talks about one type of ambiguous
loss as 'a person is perceived as
physically present but psychologi-
cally absent' and says it'is
illustrated in the extreme by people
with...chronic mental illnesses. It
can also occur when a person
experiences serious head trauma,
first becoming comatose and then
waking up a different person.’
‘Unlike death, an ambiguous loss
may never allow people to achieve
the detachment that is necessary
for normal closure. ...People can't
start grieving because the situation
is indeterminate. It feels like a loss
but it is not really one. This confu-
sion freezes the grieving

process' (2000, p. 9). This concept
of frozen grief had a big impact on
me — | feel validated.

Boss' book describes my experi-
ences well. The confusion and
distress, the helplessness, anxiety
and depression, the physical and
emotional exhaustion, the lack of
resolution and the trauma, the living
'in a gray zone of ambiguity' (2000,
p.48), the conflicts with extended
family, the realization that
‘devastation wrought by unresolved
grief is only intensified when no one
validates it' (2000, p. 59), the anger
and the guilt that follows it, with her

Counselling Association of South Australia Inc

many other examples of
ambivalence.

To outsiders, this may seem com-
pletely hopeless and overwhelming.
There have been many times when
| have felt that way, when | have
been at rock bottom. Yet there has
been real power in those times. 'In
the Greek language, crisis means
turning point' (Boss 2000, p. 106). |
continually discover good things
that have come from my loss. Al-
though | wouldn't wish the pain of
this journey on anyone else, | am a
better, more intuitive person. | am
stronger, more empathic, more cen-
tred and, in many ways, happier. I'm
a better parent because | am aware
that anything could happen, and my
children and | may not have each
other as long as we might wish. I've
gained sensitivity to others' pain and
challenges. Hughes puts it well:
'Probably one of the best things that
has come out of my loss... is learn-
ing to have faith in something (like
healing or risking loving new peo-
ple), even when | can’t see the end
result...there are no guarantees in
life — we can't look into a crystal ball
and know our futures. But we can
take our losses and the good and
the bad things that have come out
of them and live the best lives we
can' (2005, p.166).

In the first few months after the ac-
cident, | had brilliant support. The
local community organised rosters
for meals, ironing, handyman jobs,
and help with the children. My fam-
ily put their lives on hold, helping
with everything they could. My hus-
band’s colleagues embraced us
with financial and moral support.
The most valuable thing they did
was allow me to be me — not a
mother, wife, or daughter, but an
adult who needed to be listened to
and ‘vent’, without judgment. They
organized legal counsel, buffered
me from media demands, and,
when | was at a very low point, took
me to a psychologist. | was reluc-
tant to go (“l was fine”), but this was
one of the best things | have ever
done. His empathy, listening skills,
and guidance put me on a road to
self discovery which | may never

have found, had the accident not
occurred. | learnt to shut the door
on the ‘what ifs’, have confidence in
my own abilities, to stand up for
myself and my family (quite an
achievement in the face of the legal
and medical systems). He also
helped me acknowledge and
express my feelings. Viorst
explains, '...acknowledged feelings
are easier to control than those we
deny' (1998, p. 281). He constantly
encouraged me, and now | am
empowered, | can say no without
feeling guilty, | choose to self care
without feeling selfish, and | take full
responsibility for my life choices. My
feelings are well stated by Tatel-
baum: 'Recovery from grief is the
restoration of our capacity for living
a full life and enjoying life without
feelings of guilt, shame, sorrow, or
regret. We have recovered when we
once again feel able to cope with
our feelings and our environment,
and when we can face reality and
accept our loss on a gut level, not
just intellectually (1993, p. 94)'.

Some medical staff also helped me
adjust to my losses. They empa-
thized with our situation, offered
techniques to aid our daily coping,
and supported us in the legal case.
Some transcended their job descrip-
tions, coming to our home, seeing
the daily challenges, supporting and
facilitating further help. Education
about brain injury and bipolar disor-
der was also helpful. 'The act of
seeking information eases the
stress of ambiguity...and helps
people conclude, ‘We have done all
that we can” (Boss 2000, p. 112).
Ritual has also helped. We renewed
our wedding vows 2% years after
the accident. As we both felt we
were different people, we wanted to
recommit. This also helped the
children and our 200 guests to
recognize and accept the changes.
Unfortunately, with my husband’s
bipolar disorder, our relationship
has since deteriorated.

I have felt very alone at times during
the past 12 years. For a while | went
to a support group for brain injury,
but found it hard to relate to people
who were caring for severely
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Where does my grief fit?
Continued from previous page

physically handicapped
relatives.

Everyone was so focused on the
physical challenges of brain injury;
there was little emphasis on the
psychological challenge. There
were many problems with my
husband’s family, who denied that
he had difficulties. This created
conflicts which added stress and
trauma to our situation. Denial 'is
harmful when it invalidates or
renders people powerless.' 'lt is the
combination of optimism and realis-
tic thinking that allows people to
move ahead in spite of ambiguous
loss' (Boss 2000, pp. 84, 92). | have
found that by accepting what has
been lost (what | can’t change), and
changing what | can (e.g. my role
from ‘wife’ to ‘carer’), I no longer
feel helpless and overwhelmed.
Keeping a Gratitude Journal helped
me to stay positive. Woolfett says
"Think of all you have to be thankful
for. This is not to deny the hurt...
But it may help to consider the
things that make your life worth
living too' (2003, p. 77).

| was interested to note in Boss'
cyclical model, her six guidelines for
resiliency while having to live with
ambiguous loss. They are: 'Finding
Meaning, Tempering Mastery,
Reconstructing Identity, Normalizing
Ambivalence, Revising Attachment,
Discovering Hope’ (n.d.). Unknow-
ingly, that's what | have done during

Conclusion

Having disenfranchised and
ambiguous loss named, described
and validated has made an
immense difference to how | feel
and think about my grief, and there-
fore, myself and life. My journey in
and through grief will continue.
However, | am able to face it with
courage, strength and a sense of
gratitude, knowing that | am not
alone.
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Addendum

Police investigations found that the
driver was doing 117km/hr in a
60km/hr zone, and had a blood
alcohol level of .212% (over four
times the legal limit). The helmet my
husband had been wearing
absorbed the initial impact, but
broke. It was found on an embank-
ment, behind a fallen tree, 8 metres
away from where his body had
landed.

My husband had a closed head
injury, with 3 skull fractures (both
temporal bones and a major basal
skull fracture), a bleed in the cere-
bellum, 2 neck fractures (C6 & C7),
ruptured eardrum, liver damage,
and a fractured fibula and ankle with
compartment syndrome leading to
the loss of blood supply to his lower
leg. His head injury was the main
concern for doctors, as his brain
was swelling rapidly. The normal
range for brain pressure is 5-15mm/
Hg. By Day 3, his pressure was
44mm/Hg, and | was told by his
doctors that they did not think he
would survive. But, after weeks of
hospital treatment and Julia Farr
rehabilitation, he came home.

His outpatient rehabilitation
continued for two years.

The court case for compensation

Infertility and Grief

by Shane O’Dea

Introduction

Anyone with a
sex life knows
fertility control
is an issue for
every hetero-
sexual rela-
tionship. According to research by
Business and Professional Women
SA (n.d.), healthy couples in their
mid-20s having regular sex have a
one-in-four chance of achieving
pregnancy in any given month.
Consequently, it is easy to under-

stand why fertility control is primarily
focused upon preventing preg-
nancy. Most couples want to plan
when they have children; but what if
they want a child and conception
does not happen?

A large part of my practice is with
families from an upper middle class
socioeconomic background in their
thirties and forties. Many marry in
their early to mid thirties, and may
wait a few years further before
attempting to begin a family. |
regularly encounter couples (mainly

the female partner) who are experi-
encing difficulty conceiving, and
most of these couples delay starting
a family until well into their thirties.

There are many reasons for infertil-
ity. Most couples think they will
conceive almost immediately after
they cease contraception. In reality,
one-in-six couples (about 17 per-
cent) experience infertility. Infertility
is defined as a failure to conceive
after 12 months of regular
un-protected intercourse (Cook
1987).
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The likelihood of conceiving at age
35 is half that at age 30. By age
forty, the chance is reduced to half
that at age 35. For men, fertility
declines from age 35. Whilst
in-vitro fertilisation (IVF) and other
forms of medically assisted repro-
duction can help some couples,
they cannot “fix” old eggs. Even
with assisted reproduction technol-
ogy, the likelihood of conceiving
(not the likelihood of a take home
baby) is less than 40 percent
(DiGirolamo 2007). Five percent of
infertile couples experience child-
lessness resulting from sexual
dysfunction, with some couples
having a poor understanding of the
biology of conception (Read 2004).

Nature of the loss

Two groups of couples experiencing
loss from infertility are:

o those who have significant diffi-
culty conceiving but eventually
successfully give birth to a child
(often with the aid of medical
technology), and

e those who, despite some years
of tests, procedures and various
treatments, fail to conceive.

For the purpose of this paper, | will
address the loss of infertility in a
general manner. However, it is
important to note that experiences
of infertility differ, and that well over
50% of couples experiencing infertil-
ity are unlikely to ever become
parents. Additional similarities and
significant differences between
feminine and masculine
experiences of infertility (Peterson,
Gold & Feingold 2007) are not be
explored in this paper. Further-
more, the grief associated with
infertility as experienced by parents,
families and friends of childless
couples is not addressed here.

Characteristically, infertile couples
are often in crisis, and become
increasingly anxious to conceive.
However, not all couples view infer-
tility as a crisis, nor will both mem-
bers of the couple necessarily re-
spond to the infertility experience in
the same manner. Typically the

infertile woman presents with the
most overt emotional distress,
whereas the infertile man's distress
is often less overt and may be more
difficult to assess (Daniluk 1991).

Social stigma surrounding infertility
means that few people are available
with whom the couple can share
their experience or receive support.
Couples may experience sexual
dysfunction, marital discord, clinical
depression, and emotional,
physical, spiritual or financial stress.
The woman’s monthly menstrual
period can bring with it feelings of
despair, isolation, anger, frustration,
fear, tears and heartache.

Each individual's or couple’s
experience is unique, and may differ
widely from the experiences of
others. Losses experienced may be
different, may be experienced on
many levels, and people are likely
to experience fluctuating levels of
emotional intensity. The losses may
include:

e the loss of being “normal”, being
able to conceive or have chil-
dren, of potential for pregnancy,
childbirth, and parenting children
navigating various develop-
mental stages

e the loss of the pleasurable and
unifying aspects of sex in their
relationship

e the loss of purpose in the
couple’s relationship (since its
purpose can be reduced to
conceiving a child)

e the loss of sexual identity
e the loss of self-esteem

e the loss of communication
patterns

e the loss of genetic continuity
(continuing the family tree)

e the loss of dreams and plans
that may be central to the
reason why the couple married

e the loss of the ability to provide
grandchildren

e the loss of value to their partner

e powerful experiences of isolation

and loneliness from exclusion
from the "parenting

club" (Peterson, Gold &
Feingold 2007). Infertile couples
lose community with other
mothers (or couples) when the
focus of the lives of their friends/
siblings become directed
towards caring for children

the loss of belief in the goodness
of God. They may see their diffi-
culty conceiving as “punishment”
for past sexual sins or a previous
abortion (Daniluk 1997)

for women for whom the expecta-
tion of motherhood is central to
their self- identities, difficulties
conceiving can be devastating as
conceiving a child becomes their
central focus in life

the loss of future life choices in-
cluding friendships that

couples may have developed with
other parents.

Impact of the loss on those in-
volved

Anne Woollett (1985) found that
couples facing childlessness were
trying to cope with:

recognition of disruption in their
lives caused by infertility, and
attempts to reassert control
(particularly by seeking medical
assistance)

education in fertility issues,
particularly their own infertility

dealing with the negative identity
of childlessness in intrapersonal
and interpersonal domains

coping with loss

attempts to develop a positive
identity

reviewing reasons for wanting to
have children

considering life beyond infertility
to a life without children

re-assessment of life goals and
ways of getting their needs met.

C.S. Lewis wrote: 'sorrow ... turns
out not to be a state but a proc-
ess' (1961, p. 50).
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Couples' responses to infertility can
be understood both as crises and
mourning processes. The Kubler-
Ross model (1981) incorporating
stages of loss may be applied to
individuals' process associated with
infertility (below).

Disbelief and surprise

Whatever the history or cause of a
difficulty conceiving, few couples
are prepared when conception
becomes a problem for them (Cook
1987, p.467). The contraceptive
mentality when avoiding pregnancy
leads to unrealistic beliefs that our
bodies can be controlled. Conse-
quently, it can be a shock to dis-
cover that "control" is not always
possible where conception is
concerned.

Denial

Denial is a common response to
infertility, associated with unevalu-
ated beliefs that good, healthy
people can conceive. For many,
denial is the initial coping mecha-
nism, potentially retarding their
progress through mourning.

Anxiety

Anxiety frequently intensifies
monthly with each possibility of
conception. This pattern persists
until all hope of pregnancy is finally
exhausted. Likewise invasive,
personal medical tests and treat-
ments engender experiences of
anxious vulnerability. Such anxiety
can manifest through worry, rest-
lessness, difficulty concentrating
and fatigue, and is best treated by
focusing on the underlying infertility
rather than the anxiety symptoms
themselves (Peterson, Gold &
Feingold 2007).

Anger and Loss of Control

Infertile couples, together with
family and friends, may feel
cheated. Insensitive remarks,
teasing and pressure to reproduce
may provoke anger, potentially
expressed directly or indirectly.
Expressed anger can disguise
intense emotional pain. Targets
might include single mothers, child-

abusers, and significant others who
are procreating. Anger, directed
inward as depression with associ-
ated learned helplessness, or
outwards through expression of
rage and bitterness, can lead to
emotional and/or social isolation.
The expression of anger commonly
is mixed with feelings of intense
grief, guilt and somatic distress
(Shapiro & Cornell 1982).

Additionally, couples may sense
that they have lost control of their
life, and their future. Other life and
career issues may well be pushed
aside as their sole focus becomes
“making a baby” with a sense of
inadequacy at having not been able
to do so.

Isolation and Alienation

Infertile couples often suffer
estrangement from other people.
Rather than dealing with the devel-
opmental expectations of friends
and family members about when
they are going to have children,
they isolate themselves often as a
form of protection.

Isolation intended to protect from
embarrassment, pity, unsolicited
advice etc. can result in external
support systems evaporating.
Parties and gatherings skipped to
avoid the pain of seeing someone
else pregnant or with a young child.
Another’s fertility (celebrated in
baby showers, Mother’s Day, etc)
reinforces feelings of incomplete-
ness, leading to greater alienation.
Couples may engage in secrecy to
hide their shame of infertility from
family and friends.

Additionally, couples may experi-
ence strained marital communic-
ation, limiting understanding. Their
sexual relationship, once a celebra-
tion of unity and pleasure, may
become a symbol of pain and fail-
ure, with evaporation of passion and
spontaneity. This can lead to avoid-
ance of sexual contact, especially
mid-cycle, to minimise repeated
monthly disappointments. Other
couples may only have sexual
relations mid-cycle in a mechanical
fashion in hope of conceiving (Cook
1987). The quality of a couple’s
sexual relationship is inextricably

linked to the physical and emotional
health of each partner and to the
health of the relationship (Peterson,
Gold & Feingold 2007). With
questioning of self identity comes
the questioning of role expectations
within the relationship of the couple
(Reed 1987).

Guilt, Inadequacy and Low
Self Esteem

Pervasive negative feelings about
oneself are common in this crisis.
Infertility presents major challenges
to individuals' sense of wholeness,
and such feelings may generalise
into other areas of life.

Eighty percent of medical issues
surrounding infertility are linked to
either the male (40%) or female
(40%) partner. Whereas only ten
percent of the medical issues
related to “couple issues” and a
further ten percent are unexplained
causes. The partner, identified by
medical practitioners as most
contributing to infertility is likely to
experience guilt, self accusation
and low self esteem at a deeper
level than their partner. Past actions
such as masturbation, abortion(s)
and sexual indiscretions may
increase experiences of guilt. Both
sense of self as a sexual being and
gender identity become especially
vulnerable.

Sometimes, where one partner has
a clear medical problem resulting in
the couple’s infertility, that partner
may seek to abandon the marriage
in order to free their partner to form
another relationship in which the
likelihood of having children is
higher.

Depression and Grief

Infertility involves many losses with
associated grief, particularly
following diagnoses of conclusive
infertility. Grief is likely to be
disenfranchised due to the private
nature of infertility and lack of social
recognition and support. Individuals
are at risk of complicated grief, and
may experience psychosomatic
problems, detailed fantasies of their
unborn children, and doubt their
ability to accomplish anything of
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value in life despite past accom-
plishments. For those whose
diagnosis remains inconclusive, the
grief process is difficult as they
remain on the rollercoaster of a
possible future pregnancy. It can
cause depression, with feelings of
hopelessness, powerlessness and
inadequacy. Depression is com-
mon in infertile women, with levels
peaking between the second and
third year of infertility. Women with
higher depression levels experience
lower pregnancy rates and are less
committed to infertility treatment
(Peterson, Gold & Feingold 2007).

Religious and / or Spiritual
Challenges

Infertility can lead to people
questioning their religious or
spiritual beliefs upon which they
previously relied for strength and
meaning. If they cannot reconcile
their belief structures with their
experience, they may enter spiritual
crises and have further self doubt,
feelings of worthlessness and
diminished self-esteem.

What helps?

For many, infertility signifies an
extremely difficult time in their lives
as individuals and as couples.
People receive minimal recognition,
understanding and support from
their usual support structures. The
healing task of counselling is to
work with the infertile person/couple
towards acceptance. Couples need
to work through their powerful
feelings and reactions, so as to
continue with the rest of their lives
in a meaningful and peaceful
manner. They may need to
redefine how they wish their future
to be, and why. Interestingly,
couples who successfully resolve
these issues may complete a
developmental task in their relation-
ships that other couples address
much later (Cook 1987).

Read (1995) suggests opening up
the discussion with the couple with
questions such as:

e Has anything changed in your
relationship with your partner

Counselling Association of South Australia Inc

since you have been trying to
conceive?

o How have your fertility problems
affected your relationship, in-
cluding your sexual relationship?

e How have your relationships
with your family and friends
changed since you have been
trying to conceive?

Wills (2003) suggests that the focus
of counselling (where possible) be
on the relationship between the
couple and their social environment
rather than focusing upon individual
therapy. To reduce the tendency to
place the blame or to promote
feelings of guilt, it is important for
couples to acknowledge infertility as
being a couple’s issue and not a
problem of individual partners
(Daniluk 1991).

The counsellor’s role is to use their
professional emphasis on empathic
support, developmental perspec-
tives, and individual decision-
making processes with a view to
assisting the couple to face the
future with hopeful anticipation
rather than exclusively focusing
upon their lost options or regrets
(Cook 1987 p. 468).

Anderson (1989) argues that as
couples come to understand their
intense feelings of anger, denial,
depression and grief they may well
be better able to cope with their
experience of infertility, and its
interference with normal adult
developmental tasks. As couples
come to terms their infertility, they
may need to re-evaluate their
beliefs about life, spirituality and
parenthood. It is important that
counsellors are alert to differences
in beliefs possibly existing between
the partners. Counsellor can assist
in their exploration and understand-
ing of these differences, to help
them find a way forward together.

Many couples describe their experi-
ence as a rollercoaster ride of
emotions and find it helpful to un-
derstand common reactions to infer-
tility (Jacobs & O’Donohue 2007).
The couple’s experience may be
normalised by informing them of the
psychological aspects of infertility,
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and creating space for expression
of their feelings about the medical
procedures involved. Couples may
wish to plan a timetable for treat-
ment, and decide when to cease
treatment. Wherever possible,
counsellors can facilitate couples to
heighten their feelings of control
over their life and over the treatment
process. Exploring strategies to
deal with the pressure and insensi-
tivity from others can also be useful.
Infertility support groups can be
invaluable in providing knowledge
and support, reducing isolation,
minimising depression and assisting
with information for decision-
making.

Minimisation of negative experi-
ences around infertility and its treat-
ment helps couples increase their
emotional wellbeing, as do positive
experiences such as engagement in
fun activities and sexual activities
not involved with conception. It may
be useful to invite them to a deeper
appreciation of their sexuality as a
unifying experience, rather than as
primarily a means of conceiving.

It may be helpful to invite couples to
explore the distinction between
having a baby and being a parent
to assist them to understand their
motivation. Possibly some of their
desires can be achieved in other
ways. Some couples discover in
exploring the childless life-style
opportunities not previously
considered.

Ultimately, the counsellor accompa-
nies couples on a stressful, difficult
journey with the aim of supporting
them with compassionate empathy,
to help find a way through their
crisis and to proceed with the rest of
their lives.

Conclusion

The experience of infertility is a form
of ambiguous loss involving recur-
ring disenfranchised grief. The grief
is not as cut and dry as the physical
death of a loved one. Couples
mourn the loss of the baby that they
may never know. Each month,
despite how hard they try to prepare
themselves for bad news, hope
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arises that a baby will be conceived
after all. Then, when the bad news
comes again; the grief washes over
infertile couples anew. This
process continues month after
month, year after year. Additional
stressors include the financial cost
of treatments, the hormonal impact
with associated effects upon
women's emotional states and
mood, and the invasive, embarrass-
ing aspects of medical treatment.
Almost inevitably, couples' sex lives
are impacted, and their relation-
ships may be under threat.

Resolution may occur in one of
three ways:

e They will eventually conceive a
baby.

e They will stop the infertility treat-
ments and choose to live without
children.

e They will find alternative ways
to parent, such as by adopting a
child, becoming foster parents,
or taking on significant roles in
the lives of siblings’ or friends’
children.

Reaching acceptance can take
years, and the couple’s fertile family

and friends often provide limited
support during this process. The
role of counsellors in providing
sensitive support, helping couples
engage with their experience and to
make decisions (as necessary) can
provide the couple with moments of
hope, grace and peace that draws
them out of despair, grief and
isolation.
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In the Name of Love...The Hidden Grief of Navy Families

by Tracey Bone

In this paper | will explore and re-
flect on the nature and effects of
three types of loss, i.e. disenfran-
chised, ambiguous and anticipatory
loss, and reflect upon my unre-
solved grief related to personal ex-
perience directly consequent of

being a navy wife. The two specific i

aspects of navy life | will concen-
trate upon are the meaning of my
husband’s absence, and moving
due to postings. | will explore how
these two issues incorporate many
different layers of loss. | will identify
personal values of rituals, memora-
bilia and symbolism assisting me in
these demanding times, along with
various strategies enabling me to
address loss and grief issues on a
professional level.

Stuart and | met when we were six-
teen and “fell in love”. Like the fairy-
tale princess. At that “precious”
time | had no idea | would spend

most of my life apart from my hus-
band and be bringing up our chil-
dren as a single, but unavailable,

11

mother. When reflecting, hindsight
thoughts kick in.

There is a huge range of benefits to
being married to a sailor. It enables
me to live in most States and Terri-
tories of Australia. | experienced
the Sydney New Years Eve fire-
works from the Navy vantage point,
lived near and explored the Dain-
tree, and made many special
friends along the way. Friends and
family liken it to a full time holiday,
and often say, “You are so lucky”.

While | love the excitement of mov-
ing to new places, there is a flip
side. Loss. | am excited when |
find out we have another posting -
another adventure. | love staying in
5 star apartments, sitting by the
Continued overleaf
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pool with the kids, and dining out
each night while people pack up our
house. It is fabulous - what a life.
It's a great feeling when people
arrange furniture in my new house.
| use the word house as opposed to
home as ‘achieving this (home)
requires a positive attitude and hard
work’ (Parfitt 2007). | also experi-
ence loss of identity and security
with the ambiguity of what “home”
means. When | explore the new
local shops, it's fun. But then it hits.
Loss. | miss the rolls at my old deli,
I miss my friends, and | miss the
way the children’s teachers used to
greet them. Sadness hits. Then |
do what | do best to avoid dealing
with these feelings- | get busy.
While this is a great distraction, |
now realize | need to grieve the
losses in some way.

When we were young, | didn’t look
back, only forward. Each place was
a new adventure. This has become
an inbuilt defence mechanism.
“Don’t look back, don‘t look back”.

It is increasingly difficult to tell my-
self this and believe. Butl doit. In
recent years | have found postings
involve anticipatory loss. Now |
start to consider the losses | will
experience, but then excitement
completely takes over. This
ambiguous loss makes me feel
ambivalent and exhausted. | realize
I need to examine my defences and
coping style in relation to
unresolved grief before | can be of
benefit on a professional level.

If there is one key word to survive
the transition and turn it into a
positive experience, that word is
support. Support is what you leave
behind and need so badly. Unfortu-
nately, 'the very nature of the disen-
franchised grief precludes social
support’ (Doka 1993, p. 6). Postings
create a lack of social support when
most needed. Through planning,
you can take support with you,
however. Maintaining contact with
friends e.g. by email, is essential. It
teaches your children that friends
are not forgotten. While saying

goodbye is hard, there is no value in
deciding to live without friends at
every posting. Friendships are vital.
If you learn to live without friends,
children follow your lead, and living
without closeness is isolating.

The hardest and most layered loss
occurs when my husband goes to
sea. For the past four years he has
been at sea for months on end.
The fairytale princess would not put
up with that, nor live that way by
choice. Huge anticipatory loss
comes with deployment. The days
before Daddy leaves should be time
for loving goodbyes, but are not.
Tension is huge, kids are in tears,
my husband represses guilt and |
become numb and busy. It is horri-
ble. The family behaves irrationally
during emotional intensity.

Once he leaves | am lonely, empty
and often isolated. As a mother,
and ‘in a culture where self control
is highly valued (I have to) maintain
a facade of strength and independ-
ence’ (Freeman 2005, p. 83), and
internalize my grief, as | have two
grieving children to care for. Conse-
quently | sit with other people’s grief
whilst suspending my own process.

People, with exception of other navy
wives, DO NOT understand. Help
and support is essential to coping.
Comments from outside the navy
are often unhelpful and isolating.
“Stop complaining. Look at the
money you're getting” (Money
means nothing at this point); “Why
would you stay with him?" (What
would be different if | left?); “We will
have you around for dinner” (never
happens until you are back as a
couple); “He’s out sailing around the
world having fun and leaving you
with the kids. What a life!” (Gee,
thanks for pointing that out to me);
“How do you do it? My husband
was away for two nights and |
couldn’t cope. | wouldn't be able to
do it". (Like I have a choice!); “Why
would you want to live that way?“

(I don’t). So to not be seen as a
whingeing navy wife, | say nothing,
become numb, get on with life and
cry myself to sleep at night. The
loss is disenfranchised and ‘the
central theme in counselling the
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disenfranchised grievers is to
validate loss’ (Doka 1993, p. 7).
Navy wives, true friends and helpful
family members have helped
validate losses by listening empathi-
cally and by saying “I'll take the kids
for the afternoon”; “Come for dinner
Friday night”; “Lets go to the show
together”; “Wine at 6 in the court.
Kids invited”. Some family
members try to fix the problem and
take over. This is unhelpful and
plants seeds of self doubt that
maybe you can’t cope. You need
support, empathy and understand-
ing. You need someone to
complain to without judgement
(which is normally your husband).
You need to vent and validate
(Doka 1989). You need support with
the children and not be made to feel
inadequate in asking for help.

| have developed enormous
amounts of strengths including inde-
pendence, resilience and high
levels of coping. However, there are
significant losses when your hus-
band is away. Deployment covers
the five levels of losses described
by Weenolsen (1988)."Primary
losses" include loss of companion-
ship night after night, week after
week, month after month. Limited
contact means the loss of communi-
cation. "Secondary losses" include
loss of security and safety of a male
in the house. "Holistic losses"
include loss of the family unit and
loss of everyday events. "Self con-
cept losses” include the increase of
various roles and responsibilities
with consequent losses of freedom,
sexual partner, someone with whom
to vent and frequently the loss of
sanity. The "metaphorical loss" is
numbing. What happened to the
fairytale princess? It's hogwash.
My dreams are dead. Before having
children, | felt frustrated when navy
wives with children complained
about their husband’s absence. |
was intolerant of single parents. |
now spend time helping the children
cope with losing their father (worse
in its anticipatory phase),