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Foreword

This is an important text in bringing together the complex and diverse chal-
lenges for nurses working with older people with mental health needs. Across
adult care, in acute hospitals, communities and care homes, older people will
present with either pre-existing health conditions or demonstrate signs of dete-
rioration of mental well-being.

Nursing in 21st-century health care requires practitioners to have a wide and
comprehensive knowledge of a breadth of issues which both enable them to
deliver better care. This will be achieved through effective assessment, com-
plex care management and ensuring that fundamental care principles such as
nutrition are received. Also, nurses will need to have an understanding of the
legislative, and socio-political, cultural, sexual and end-of-life issues which are
important underpinning themes of nursing today.

Nurses are key in delivering care and promoting well-being for older people
with mental health needs. It is therefore essential that they develop the clinical
skills and competencies to deliver effective care. In addition, as clinical leaders,
nurses can be effective role models by demonstrating positive attitudes to pro-
mote well-being and management of mental illness.

This text brings together a range of nursing and other experts who have artic-
ulated the essence of knowledge and clinical competence which will equip read-
ers with the requisite skills and knowledge to be the best and give the best.

Globally, contemporary health care is changing at a rapid pace, and this book
will enable nurses, as the largest component of the workforce, to prepare, under-
stand and rise to the challenge of working in partnership across the health-
and social-care spectrum to make a real difference to older people and their
families.

Deborah Sturdy, RN, MSc (Econ)
Nurse Advisor for Older People
Department of Health

London






Introduction

Mental health in later life is influenced by a complex set of biological, psycho-
logical and social interactions. As such, nurses need to be aware of how each
of these influences may affect the older person with mental health needs. In
addition to these influences, older people may also have to cope with soci-
etal assumptions that ageing automatically brings mental decline, and that no
treatments are available. Nurses need to be able to challenge such views and
assumptions, and to do this they must have adequate knowledge relating to the
natural ageing process and skills in communication to be able to get their mes-
sage across. These are seen as fundamental principles of mental health care for
older adults and, of course, will be explored further within this book.

The underpinning concepts and approaches in this book value individual
persons within the context of their lives, experiences and relationships. Mental
health is seen as an integral aspect of overall health and as a continuum between
wellness and illness. Traditional views of mental ill-health as disease can lead to
people who experience this being labelled as ‘different’, with all the stigma this
can attract. Rather, as Crump (1998, pp. 172-173) argues, we acknowledge that

‘we all have both wellness and illness . . . mental health and mental distress are a continuum
on which we all move back and forth, attempting to strike the right balance . . . People who
have moved along the continuum away from health are still the same people but are now
distressed and in need of support and understanding. The difference is not merely political
correctness: it is crucial to how we perceive mental health nursing and, more importantly
how we perceive those who find themselves requiring mental health support.”

This book focuses on the knowledge and key skills which practitioners
require or must have, to work effectively with older people who have, or are at
risk of developing, mental health needs. The text is aimed primarily at nurses
working in all settings and all types of roles, but, acknowledging the intrinsi-
cally interdisciplinary nature of older people’s services, much of the content is
relevant to all disciplines. The content relevant to older people’s mental health
and care is broadly applicable, and the social policy, legislation and details of
specific services are relevant to the UK.

It is intended that this book will enable practitioners to develop their knowl-
edge and skills through the completion of the practice examples found within
most chapters. These examples are meant to be thought-provoking, allowing
readers to link theoretical concepts with their practice and ultimately improve
the delivery of care.



Xvi Introduction

The book is divided into five sections, to assist the reader in navigating the text.

Part 1 sets the context for the book; it explores the background, historical
perspectives and influences of mental health care in later life. This section is
designed to provide the foundation of the book; understanding the history and
origins of elements of care and practice should assist practitioners in the mis-
sion of moving forward and developing practice further.

Part 2 focuses on helping older individuals, and includes chapters relating to:

older individuals and mental health;

normal age changes that influence mental health;

values underpinning support and care;

legal and ethical frameworks within which mental health care takes place;
the practical implications of the legal and ethical frameworks by exploring
some dilemmas in mental health nursing;

® assessing older people with mental health needs, including the importance
of developing therapeutic relationships.

Part 3 focuses on some aspects which have traditionally been neglected in
mental health care, including:

culture, religion and spirituality;
intimacy, sex and sexuality;
nutrition;

palliative and end-of-life care.

Part 4 details specific mental health issues for older people; these include:

acute mental health issues;
delirium;

enduring mental health issues;
depression in later life;
dementia.

The final section explores future trends in older people’s mental health and
offers ideas as to how nursing may develop, and is developing, to address these.

The contributing authors of this book have considerable expertise in the
care of older people and/or mental health care. We would like to extend our
thanks to all authors who have contributed to this book and have worked hard
to ensure their chapters are robust and contemporary. As such, we hope that
this book will ultimately make a contribution to enhanced care and support for
older people with mental health needs.

Rebecca Neno, Hazel Heath, Barry Aveyard

Reference

Crump, A. (1998) Disease or distress. In: Caring for Older People: Developing Specialist
Practice (J. Marr and B. Kershaw, eds). London, Arnold, pp. 165-189.
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CONTEXT






Chapter 1
Background and Influences

Rebecca Neno, Barry Aveyard, Hazel Heath and
Heide Baldwin

Introduction

There is one thing in life that is inevitable — ageing; and with ageing come bio-
logical, psychological and sociological changes and adjustments. As advances
in knowledge, technology and health care continue, both life expectancy and
lifespan are increasing. Lifespan is the maximum time a person can live, cur-
rently 122 years, whereas life expectancy is the average time a person can
expect to live, currently 76 years for males and 81 years for females, within the
UK (Official National Statistics, 2006). The increase in both lifespan and life
expectancy has brought about considerable demographic changes for devel-
oped countries such as the UK. By 2030, the UK will have seen radical changes
in its population structure. It has been predicted that the number of people over
the age of 85 will double, resulting in a disproportionate cohort of old old age.
Consequently, the average life expectancy is now nearing maximum lifespan.

As a result, health and social policy has heightened the awareness of pub-
lic health and government initiatives often focus on the promotion of health
and well-being. In England, the National Service Framework for Older People
(Department of Health, 2001) has a standard dedicated to health and exercise
in later life (standard 8). The Welsh Strategy for Older People (Welsh Assembly
Government, 2003) aims to develop an evidence-based action programme of
health promotion for older people and through community health and well-
being planning, ensure local government takes a strategic approach to older
people issues and responds to an ageing society. In 2006, the Scottish Executive
consulted on a strategy for an ageing population; once again the consulta-
tion included the maintenance of health and well-being in later life (Scottish
Executive, 2006). Similarly, policies within Northern Ireland also focus upon the
promotion of health and activity in later life (Older People Improving Health,
2006). This change in policy focus is reflective of the move away from a curative
approach of ill-health, to one of wellbeing and the management of long-term
illness conditions.

Traditionally, most health and wellness strategies have been aimed at physical
health, and in comparison few have focused on mental health and well-being.
While it is important to stress that most older people, as at any age, do not
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develop a mental health need, their mental health and well-being should be
given equal emphasis to physical health needs. This will become increasingly
important in the future as the numbers of older people increase. Age Concern
and the Mental Health Foundation (2006) claim that, unless mental health and
well-being in later life are promoted, as many as three million older people may
develop mental health needs by 2031.

Psychological perspectives on mental health

Despite ageing being inevitable, the development of mental health needs at any
stage in the lifespan is not. However, myths remain that as a person ages, cogni-
tive changes occur which negatively affect intelligence, creativity and memory.
While it cannot be argued that some changes take place within the brain as a
person ages (see Chapter 3), it is wrong to assume that all older people will
become forgetful and develop a dementia-related condition. Although there is
some agreement on the biological changes occurring in ageing, there is little
research-based agreement on the psychological dimensions (Daly, 1999), despite
numerous research attempts. The difficulty with research studies is that, while
attempting to provide a generalisable snapshot of the reality of mental health in
later life, they cannot always reflect or provide answers to meeting individual
needs (Daly, 1999). Adopting a person-centred and biographical approach to
care can be crucial to planning services and meeting individual care needs. The
major areas of psychological investigation and research include the decline of
learning abilities, memory, personality changes and intelligence. All are consid-
ered to impact upon abilities in later life (see Chapter 3).

The first distinct contribution of psychology to the study of ageing is credited
to Sir Francis Galton (1822-1911) who, among his other works, launched the
first large-scale collection of empirical data across the lifespan. At this time,
research into intelligence quotients (IQ) compared younger people with older
people in laboratory conditions, and unsurprisingly these studies demonstrated
a significant decline in ability in later life. This theory proposed that from birth,
the individual learns and grows until adulthood, after which there is a long
stage of consolidation, followed by a stage of decline, culminating in death. We
now know that laboratory tests involving quick responses actually test motor
function, rather than IQ, and such work has declined in importance since the
emergence of developmental psychology.

Jung (1875-1961) was one of the first psychologists to define later life as
having a purpose of its own. He described the first half of life as orientated to
biological and social issues and the second half of life characterised by inner
discovery. Jung identified this as a developmental process by which the person
becomes more unique and better able to use inner resources to pursue personal
aims. Overall, within current gerontological theory, it is accepted that, as a per-
son ages, personality does not change. Similarly, changes to both short-term
and long-term memory are thought to occur with the natural ageing process
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(see Chapter 3), but it is thought that these changes do not necessarily impact
upon the person’s life, and often those complaining of poor memory in later life
also report poor memory ability in earlier years.

Older people’s mental health

There exists a broad assumption that older people’s mental health is all about
dementia. This is untrue. According to Age Concern and the Mental Health
Foundation (2006), depression is the most common mental health condition in
later life, and there are currently 2.4 million older people in the UK with depres-
sion severe enough to impair their quality of life (see Chapter 16). Aside from
depression, older people are also prone to other mental health conditions: 5%
of the population aged over 65 have dementia (Department of Health, 2001);
20% of older adults in an acute hospital environment will develop delirium
(British Geriatrics Society, 2005) (see Chapter 14), and 1% of the older popula-
tion within the UK have schizophrenia (Rodriguez-Ferra and Vassilas, 1998)
(see Chapter 15).

While wishing to avoid ‘labelling’ or to focus merely on diagnosis, it is impor-
tant to recognise that older people experience a broad range of mental health
issues, and these may also include:

dementia of varying types (Chapter 17);
schizophrenia and paranoid states (Chapter 15);
bipolar disorders (Chapter 15);

anxiety states;

stress-related disorders, post-traumatic stress;
the effects of alcohol or drug misuse.

Apart from dementia, many areas of older people’s mental health have been
particularly neglected, and this may be attributed to prejudicial perceptions
of old age. Dyson (2006) claims that alcohol misuse among older people is a
neglected issue within mental health care. While it could be argued that the inci-
dence of alcohol misuse is underestimated in all age groups, older people are
notably absent in policy priorities (Galpin, 2004). For example, the Alcohol Harm
Reduction Strategy for England (Strategy Unit, 2004) focuses on young binge
drinkers and alcohol-dependent people of working age. Mental health and alco-
hol misuse are closely related and can interact through a cycle whereby stressors
or mental health needs can increase alcohol consumption which, in turn, can
affect mental health. Mixing alcohol with some prescribed drugs can be particu-
larly dangerous for older people. Specialist services are limited, and the number
of older people accessing these is low (Alcohol Concern, 2002 calculate that only
7% of specialist alcohol service users are over 60 years of age), but older people
who do access treatment are able to alter their drinking patterns (Ward, 2003).

Another neglected area includes post-traumatic stress disorder (PTSD),
labelled as ‘shell shock’, ‘battle fatigue” or even ‘weak willed’, which was
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common during and after the two World Wars. It was first identified by the
psychiatrist WH Rivers working at Craiglockhart hospital in Edinburgh dur-
ing the First World War. Working with soldiers suffering from psychologi-
cal trauma, he developed the phrase war neurosis (Rivers, 1918). However, it
was not until the latter part of the 20th century when research documented
the extreme psychological reactions to major disasters that the underlying psy-
chological processes developed. Now conceptualised as a catastrophic stressor
outside the range of usual human experience (Farnsworth, 2002), PTSD is now
more widely recognised among older people, and a range of psychotherapeutic
and pharmacological treatments are available (Mason, 2005). There is perhaps
a view in society that ideas around stress and psychological trauma are alien to
older people, and that the ‘older generation’ just ‘get on with it". However, this
is a likely stereotype with no real supporting evidence.

There are also groups of older people whose mental health needs are com-
monly under-recognised. These include older people who are homeless and
those in prison. These are discussed further in Chapter 18.

The development of mental health services for older people

The history of mental health care is long and complex, but it is important to
understand the legacy that current services have inherited as some influences
from this remain today. Some of the earliest documentation refers to the found-
ing of the Bethlehem Hospital in London in 1327 for the mentally distracted
(McMillan, 1996). One of the first attempts to legislate in the field of mental
health care was the 1774 Madhouses Act; this act introduced the concept of
inspection of madhouses by commissioners (Wright, 1999).

The development of the lunatic asylum can be attributed to the 1845 Lunacy
Act. This legislation led to the compulsory founding of asylums in every county
borough in the UK. While with hindsight we tend to see the old asylums as
very unpleasant places, in 1845 the idea of care for ‘lunatics’ was seen as very
progressive and innovative. In 1957, the Percy Report claimed that there needed
to be a much more therapeutic approach to mental health and monitoring of
asylums. This report led to the 1959 Mental Health Act, which is often regarded
as setting the foundations for modern mental health care (Nolan, 1992).

The development of neuroleptic drugs in the 1950s also played a revolution-
ary role in the development of mental health care. While there are without doubt
many issues around the use of neuroleptic drugs, and clear evidence exists that
they have at times been misused, there remains little doubt that they did revo-
lutionise care. They brought about the demise of regular use of straitjackets and
locked wards in “mental hospitals’. They also slowly led to the development of
community mental health care. It took nearly 50 years for the old psychiatric
hospitals to close their doors, but it is now unlikely that people entering mental
health care now will spend the rest of their lives in institutional settings.

Kitwood (1997) highlighted that the historical approach to older people
in institutions was to ‘warehouse’ them (and this is discussed further in
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Chapter 17). The suggestion was that they were cared for in places of safety
where their basic human needs were provided for, but little else. Even today,
institutional care can persist in any environment where staff do not focus
upon the needs of the individual or do not question rituals. As the move
towards community care developed in the 1970s, community services devel-
oped in an unstructured and disorganised way, and health and social services
saw the needs of those with mental health conditions very differently (Phair,
1999). Despite the fact that there were some areas of excellent development,
there were nonetheless a number of tragedies involving those with mental
health needs, the most well known being the death of Jonathan Zito, who was
murdered by Christopher Clunis on an underground station for no apparent
reason. The enquiry into Jonathan Zito’s death concluded that poor commu-
nication between health and social services and a lack of effective care coor-
dination were contributing factors. As a result, an emphasis upon joint local
services for people with mental health needs became a government priority,
and thus the Care Programme Approach came to fruition. The Care Programme
Approach should ensure that all older people with mental health needs, living
in the community:

® have a key worker;

® have regular reviews of the care package undertaken by the multiagency
team;

e have all care assessed and that care is reviewed in a systematic way.

A further requirement of the Care Programme Approach was to make the per-
son’s perspective central to any plan of treatment or care. This has been affirmed
as a central component in the Review of the Care Programme Approach 2006
(Department of Health, 2006). The notion of person-centred care has become
well established within both health and social care professional frameworks
and is an idea associated with the groundbreaking work of Tom Kitwood
(1997). Person-centred care aims to break the traditional approach to care, which
often involved ritualised approaches. It aims to ensure that each person is cared
for in an individualised manner. It is a concept that is now well established
in care provision and underpins many government documents produced by
the four countries of the UK (Department of Health, 2001; Welsh National
Assembly, 2003).

At the start of the millennium, there was a shift in the focus of person-centred
care. The Institute for Health Care Improvement (2001) broadened the remit
to ‘care that is truly person-centred considers the persons cultural traditions,
their preferences and values and their family situation and lifestyle’. This shift
has been accepted as progression, involving a radical movement from a highly
individualised therapeutic approach to a social and political strategy.

It would be hard to disagree that person-centred care is an important way
of looking to develop standards of care for older people. The challenge is to
actually ensure that it is a reality and not rhetoric. Some researchers (Aveyard
and Davies, 2006; Nolan et al., 2006) among others have begun to explore the
notion of Relationship-Centred Care; this approach suggests that to achieve
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person-centred care for older people, there needs to be a consideration of the
needs of relatives and care staff as well as those of the person themselves. It is
suggested that if there is a sense of well-being for all involved in care, then the
outcome for the person being cared for will be much more person-centred in
nature. The rationale for this change is based on increased recognition of the
need to develop a systematic approach towards care (Adams, 2005). The foun-
dation for change is that interaction in health and social care frequently requires
the involvement of three or more people. It is less common to be dealing with
only one individual in care. Where this triangle of care exists, various authors
have commented on the risk of alienating the least able person where the focus
is upon just one person (Biggs, 1993; Twigg and Atkin, 1994; Adams, 2005).

Relationship-centred care needs to consider the whole picture. There are risks
associated with this, specifically where the person receiving care is unable to
communicate their wishes and needs. The risk of losing the person in the devel-
opment of relationship-centered care is recognised by Nolan et al. (2003, 2004).
He is explicit in identifying that the inner subjectivity of the individual remains
core, but in addition to these, others must be considered. Nolan et al. (2003)
argues that there are prerequisites for good relationships, and he terms them as
the “senses framework’. The six senses are security, continuity, belonging, pur-
pose, fulfillment and significance. The need for security includes feeling safe in
both the receiving of and delivery of competent and sensitive care. The sense
of continuity is both that of personhood, of having a history in life with posi-
tive past experiences that are recognised and valued. The sense of belonging
is reciprocal, with opportunities to form meaningful relationships or feel part
of a team, whereas a sense of purpose is found in the agreement of clear goals
that are inspirational to the practitioner, the client and their carer or family. The
achievement of meaningful and valued goals brings satisfaction or the sense
of fulfillment, without which the relationship is empty; and in recognising the
person, be that client, carer or professional, there is a feeling of significance in
the role (Adams, 2005).

The contribution of nursing

Effective health care for older people requires the input of specialist profession-
als from a range of disciplines including medicine, physiotherapy, occupational
therapy, speech and language therapy, nutrition, pharmacy, podiatry, as well as
nurses who make their own distinct contribution.

Heath’s (2006a) research highlights that good nurses bring to their work,
among other inputs, an understanding of:

® health and disease processes — physical, emotional, social, spiritual — and
how these interact;
® a broad range of treatment options including the effects and side-effects of

medicines and also a variety of therapeutic interventions.
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Good nurses:

e focus on supporting individuals as they experience changes in health or
functioning;

e develop an understanding of individuals through person-centred and
biographical approaches;

® learn about individuals, their health and their life situations through skilled
assessment (see Chapter 8);

e are able to help others through building and developing therapeutic
relationships (see Chapter 8)

The work of good nurses encompasses:

creating and maintaining environments of care;

dealing with emergencies or accidents;

risk assessment and management;

rehabilitation/re-enablement;

preventative and anticipatory care;

health promotion;

end-of-life care, symptom relief, family support;

therapeutics (e.g. reminiscence);

advocacy;

and a range of skills they develop as a result of their professional training and
experience such as ethical decision-making and not panicking in emergencies.

Fundamentally, Heath’s research concludes that ‘the presence of an astute,
skilled, knowledgeable and experienced Registered Nurse offers a perceptual
awareness that can “read situations”, identify problems and interpret these in
terms of the potential consequences and actions needed’ (Heath 2006b, p. 21).

Assessment is and has to be a foundation of excellence in nursing care of older
adults, and particularly those with mental health needs (see Chapter 8). A thor-
ough and robust assessment is determined by the possession and employment
of excellent and therapeutic communication skills. This is frequently where
nurses have difficulty, citing lack of time, often, as a barrier to communication.
Such barriers disempower both the nurse and client when decisions need to be
made. These decisions are even more complex if the client lacks capacity (see
Chapter 6) and consensus surrounding issues of consent is incredibly difficult
to achieve. Competence in communication and the ability to undertake a robust
and comprehensive assessment including those areas which nurses often find
difficult to discuss, such as cultural influences or spirituality (Chapter 9), inti-
macy, sex or sexuality (Chapter 10) and death and dying (Chapter 12) are fun-
damental skills in working with older people who have mental health issues.
It remains a challenge for nurses to ensure that older people with mental-health
needs and those who may lack capacity are not excluded from decision-making
and participation in activities.

A current challenge for nursing must be to provide therapeutic, stimulating
care that looks to maintaining psychological as well as physical well-being,
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regardless of the care setting the older person is in. Particularly in communal
care settings, this entails consciously rejecting approaches influenced by his-
torical values of containment and conformity. As dementia care has become
more community-orientated, and with an increasing number of purpose-built
dementia care units within the public, private and charity sector, attention
has increasingly turned to architecture and design as a way of contributing
to development in quality of dementia care, (Cantley and Wilson, 2002). The
Foundation for Assistive Technology (2005) has researched how technology
might be incorporated into design for dementia care to develop independence
for people with dementia and has suggested that controlling elements such as
light levels and background noise allow residents in care homes to experience
a higher level of well-being. Chalfont (2006) has taken design out of the built
environment and considered the use of therapeutic outdoor environments.
His work suggests that garden environments are powerful ways of allowing
people with dementia to connect with nature and that this can increase their
ability to sense feel, and communicate in a meaningful way. It is of course inevi-
table that good design and planning will cost money, and ways will need to
be sought to ensure adequate funding if good design is a principle that will be
taken forward. There appears to be increasing literature about the impact of
environment on dementia care, and, while principles of good design in demen-
tia care may be transferable, the lack of research on the impact of environments
on people with enduring mental health conditions would appear to reflect the
lack of literature around aspects of older people’s mental health generally.

There is also an increasing interest in a variety of therapeutic approaches
and interventions, for example on therapy in therapeutic work for people
living with dementia (Feil, 2002) The philosophy of validation therapy is to
‘validate’ or accept the values, beliefs and ‘reality’ of the person with demen-
tia, even if what they are saying appears confused or disorientated. Validation
allows the carer to let the person with dementia express their feelings and
emotions, without challenging them even if what they are expressing is clearly
muddled. While not encouraging the carer to lie to the person, it does allow
them to be supportive without having to challenge the reality of the person.
An example of this might be a person with dementia who regularly talks about
a parent as if they are living, although they may have been dead for some time.
The carer could challenge this and share the reality of the situation, or they
could decide that this may well be distressing and therefore decide to allow the
person to continue with the conversation accepting that it is their reality.

Other therapies now widely accepted include pet therapy and drama
therapy. The introduction of pets into long-stay care facilities has been proven
to decrease stress, improve health and well-being and increase social inter-
action between residents (Richeson, 2003; Cangelosi and Embrey, 2006).
Recent research has also demonstrated that pet therapy can help people with
schizophrenia feel more motivated and improve their quality of life (Nathans-
Barel et al., 2005). For those with Alzheimer’s disease, drama therapy has also
been found to be useful. Garrett (2006) highlights the aim of drama therapy to
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stimulate the senses, muscles and nerves, to spark a sensory memory and to
ignite imagination. Drama activities are, first of all, concrete and sensory. They
include improvisation, theatre games, storytelling and enactment and always a
movement component. Only those trained in such activities should undertake
them, but nurses should be aware of their potential in the overall management
of older people with mental health needs.

There is great potential for nurses to address and resolve issues of older peo-
ple’s mental health. All nurses will be aware that working with older people with
mental health issues can be not only incredibly challenging but also incredibly
rewarding. To move both care and services forward, nurses must have a thor-
ough understanding of the influences on our work, whether they be historical
or current. Having harnessed this understanding, we must now move forward
to ensure that all older people with mental health issues, in all their diversity,
receive timely and evidence-based care that is the very best we can offer.
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Chapter 2
Older Individuals and Mental Health

Sue Davies and Tony Ryan

Introduction

Working effectively with older people with mental health conditions requires
an understanding of the experience of old age. Within this chapter, we will be
drawing on research evidence to provide an overview of common experiences
in later life. We begin with a brief consideration of the main conditions that
result in mental illness among older people, with a particular focus on dementia
and depression. This is followed by an overview of the main factors that shape
experiences of ageing and influence mental health and well-being during this
life stage. We then consider some of the many changes that older people expe-
rience in their lives and health and look at the experiences of family members
when an older person has mental health needs. Finally, we provide a summary
of some of the services available to support older people with mental health
conditions and their carers.

The mental health of older people

As in any time of life, older people can experience a range of mental health
conditions and difficulties, both organic (where there is identifiable brain mal-
function) and functional (mental illnesses not due to structural abnormalities of
the brain). These include dementia, depression and adjustment reactions, schiz-
ophrenia, substance misuse, delirium and anxiety disorders (Ferguson and
Keady, 2001). There are, however, specific aetiologies which predispose older
people to particular forms of mental health conditions. Dementia is the name
given to the signs or symptoms associated with a range of primary brain dis-
orders or neurological impairments. These disorders are numerous. Typically
dementia can be caused by Alzheimer’s disease, vascular disease, stroke or
HIV/AIDS. The signs and symptoms of dementia are likely to include memory
loss and confusion, or behavioural and personality change. These symptoms
are progressive and can be severe. The prevalence of dementia rises steadily
with age, with one-quarter of those aged 85 or over being diagnosed. It is esti-
mated that over one-third of people with dementia continue to live at home
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with their families (Melzer et al., 1997). However, mental health conditions for
older people are not confined to the so-called ‘organic’ diseases. Anxiety and,
more significantly, depression are also features of daily life for many older peo-
ple. Although major depression appears to decline with age, studies suggest
that between one in ten and one in six older people indicate signs of major
depression (Godfrey and Denby, 2004).

One of the major difficulties facing health-care staff working with older peo-
ple is that many of the signs and symptoms of different mental health condi-
tions are similar. For instance, while older people suffering from anxiety may
show signs of fearfulness, distress and panic, these symptoms are also consist-
ent with depression. However, older people who are depressed may also show
signs of lack of appetite, poor self-worth, low self-esteem and low motivation.
Older people with depressive illness or anxiety may also show signs of memory
loss and confusion, which can of course be confused with one of the dementias
(Manthorpe and lliffe, 2006). Other disorders, such as delirium and cognitive
decline, can also be confused with the above (Insel and Badger, 2002). These
prevailing notions of older people’s mental health are, however, problematic.
While it can be recognised that organic and functional decline provides us with
the primary reason for symptom or behavioural changes which a person may
display, the sources of mental health conditions for older people are also firmly
rooted in the social and psychological environment. Furthermore, the experi-
ence of dementia, depression and anxiety, their trajectory and life impact is
shaped by a number of factors diffuse in scope. Within this chapter it is our
intention to locate the experience of older people with mental health conditions
within a wider social and psycho-social framework. With this in mind, we will
now consider experiences of growing older and the range of factors likely to
impact on mental well-being during this life phase.

Experiences of ageing and mental illness

Ageing is a very individual experience, although there are a number of com-
mon themes in accounts of growing older. For example, old age is often encoun-
tered as a time of multiple losses, requiring adaptation to new situations and
circumstances. Similarly, individual experiences of mental illness in later life
are also unique: nonetheless, there will be some experiences that are common
to many people with particular mental health needs. An understanding of both
the range and commonalities of these experiences are essential in order to sup-
port older people and their families effectively.

The process of ageing involves a combination of biological, psychological and
social changes. Many of these changes are quite challenging and can be com-
pounded by the presence of a mental health condition, creating what has been
termed “double jeopardy’ (Age Concern, 2006). However, mental health condi-
tions are not a normal and inevitable part of the ageing process. The majority
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of older people enjoy good mental health and continue to make a valuable con-
tribution to society.

Evidence about the factors that affect mental health and well-being has
increased in recent years. We now know much more, for example, about the link
between social isolation and mental illness. In 2006, the charity Age Concern,
in partnership with the Mental Health Foundation, published the first report
of the UK enquiry into mental health and well-being in later life (Age Concern,
2006). This report draws on a comprehensive review of policy and literature and
identifies ways to promote mental health in old age. The enquiry also invited
nearly 900 older people and carers to share their views and experiences of what
helps to promote well-being in later life, together with more than 150 profes-
sionals and organisations. The review identified five main areas that influence
mental health for older people:

discrimination;

participation in meaningful activity;
relationships;

physical health;

poverty.

Each of these will be discussed in more detail to highlight some of the positive
steps that nurses can take to enable older people to maintain good mental health.

Discrimination

Ageist attitudes, whereby older people are perceived as somehow inferior
to other adults, are widespread in the UK and have a strong influence on the
extent to which older people are able to enjoy full participation in society. These
attitudes are based on the false belief that older age is inevitably a time of
physical and mental decline. On the contrary, as we have already suggested,
many older people live varied and fulfilling lives, valuing their independence
and continuing to make an important contribution. In a report entitled ‘How
ageist is Britain?’, the charity Age Concern provides evidence that ageism is
the most prevalent form of discrimination in Great Britain (Age Concern, 2005).
A nationally representative survey which provided the basis for the report
found that 29% of respondents had experienced age discrimination, and those
aged 55 and over were twice as likely to have experienced ageism compared
with any other form of discrimination.

Age discrimination is closely related to stereotypes of ageing. Stereotypes
are ideas held by some individuals about members of a particular group, based
solely on membership of that group, in this case people who are older. In gen-
eral, there are two broad but distinct views about ageing:

e Ageing is viewed as a time of opportunities and possibilities: an active, fluid,
‘positive’ image of old age.
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e Ageingis viewed as a time of dependence, decline and disadvantage: a more
passive, inevitable, ‘negative’ image of old age (Martin, 2006).

Both of these depictions represent stereotypes, in that the real experiences of
older people are very diverse, and likely to range between these extremes. In neg-
ative stereotypes, older people are often caricatured as frail, forgetful, shabby,
out of date and on the edge of senility and death (Featherstone and Hepworth,
2005). Images of mental and physical decline are all too common in both the
literature and the media, and reflect the myth that they are an inevitable conse-
quence of ageing (Kessler et al., 2004).

Positive stereotypes of ageing also assign broad attributes to older people, for
example, that they are wise and experienced in life. However, such stereotypes
can also be problematic as they imply that successful ageing is based on the
following attributes:

e avoidance of disease and disability;
e high levels of physical and cognitive functioning;
® active engagement with life.

Holstein and Minkler (2003) argue that using the above criteria effectively
relegates large sections of the older population to the ‘unsuccessful’ cat-
egory, constituting an alternative form of ageism. Consequently, any form of
stereotyping of older people has potential implications for mental health and
well-being.

Participation in meaningful activity and mental health

All older people, including those with cognitive or physical frailty, have the
potential to make a contribution to the society in which they live. Some will
make this contribution largely within their own family, others through employ-
ment or voluntary work. Within the context of the family, more than one-third
of older people are carers to ill and disabled people, while others provide child-
care for relatives. It is important to recognise that the relationship between
older people and their children, friends and neighbours is not one of simple
dependency of old on young, but a complex exchange relationship that shifts
only occasionally and gradually towards the younger people becoming the
predominant care givers (Patterson, 2000).

In the UK, more than a million people over the age at which they are eligi-
ble to receive the state pension are in paid employment (Equal Opportunities
Commission, 2005). Flexible forms of employment, such as self-employment and
part-time working are enabling many older people to ease the transition from
full-time employment to retirement (Platman, 2003). For some, this can provide
a much needed supplement to pension income. For others the main motivation is
the sense of worth and identity they gain from being employed (Social Exclusion
Unit, 2006). There are many advantages for employers in hiring older workers,
including reliability, prior investment in skills and know-how and company
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loyalty (Schultz, 2001). However, national (and international) trends in the
employment of older workers show a decline in the economic participation of
older people, and especially older men. Age discrimination within the workplace
has been cited as a major contributing factor (Age Concern Policy Unit, 2006).

Volunteering can also play a significant role in people’s lives as they move
from work to retirement. Volunteering in later life has been associated with lower
mortality and morbidity among volunteers (Harris and Thoresen, 2005; Lum and
Lightfoot, 2005) as well as higher levels of well-being (Morrow-Howell et al., 2003).
Studies have found that older volunteers are able to contribute even when they
have chronic illness and functional difficulties themselves (Barron et al., 2006).

Even in advanced frailty, there are opportunities for older people to make
a meaningful contribution to the communities in which they live. Taft et al.
(2004), for example, describe the innovative use of oral history to provide resi-
dents of care homes with opportunities to share their knowledge and experi-
ence. Studies have found successful and positive caring experiences where care
providers and older people formed friendships that provided mutual compan-
ionship and support (Roe et al., 2001).

Relationships and mental health

Repeated studies have found that older people nominate family relation-
ships and contact with others as important determinants of their quality of life
(Bowling, 2004). Older people who have strong social networks are happier
and more likely to perceive themselves as healthy (Wenger and Tucker, 2002).
Conversely, the absence of social relationships can lead to isolation and loneli-
ness. Social relationships and support tend to be built up over a lifetime, and
it is often difficult to begin to accumulate reserves in older age. Social isolation
may be further increased as people get older by physical debility and lack of
other reliable networks (Wenger and Tucker, 2002). Helping older people to
develop and maintain connections with others in their community is therefore
an effective nursing intervention for promoting mental well-being.

Relationships can also have a negative impact on mental health. For example,
abusive relationships are linked to poor mental health, particularly for women
(Age Concern, 2006). There is also evidence that caring relationships can have
a negative impact on both physical and mental health, with those carers who
provide high levels of physical care twice as likely to suffer ill health as non-
carers (Carers UK, 2004).

The majority of older people continue to have close contact with family and
friends. Data from the 2001 General Household Survey indicate that three-quar-
ters of those aged 65 and over saw their relatives and friends weekly, and the
majority saw their neighbours to chat to (Victor, 2006). It is estimated that around
a third of the UK’s adult population are grandparents, a role that is assuming
increasing importance (Harper, 2005). However, increases in divorce and fam-
ily separation can have a significant impact on grandparent-grandchildren
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relationships, and research has demonstrated the detrimental effect on
grandparents’ physical and emotional health when they lose contact with
grandchildren (Drew and Smith, 1999).

Relationships have been found to be a particularly important component of
well-being for older people who live in a care home. Recurrent themes within
interview studies involving residents of care homes highlight the importance
to relationships of continuity of staff, adequate communication, staff respon-
siveness, dependability and trust and a degree of personal control (Davies and
Brown-Wilson, 2006).

Case study 2.1 offers a useful reflection.

Case study 2.1

Anne Porter is 81 years old and is being cared for in a residential home just 6 miles from
the family home in the North of England. Anne, who trained as a primary-school teacher
and practised until she was 60, has two sons, both of whom live over 50 miles away. Her
husband Peter died 6 years ago. Anne was an active member of her community, involved
in church activities and worked as a volunteer with a city-centre homeless project until she
was 68. Anne had a stroke 4 years ago. The stroke occurred after a period of 18 months,
when she experienced several Transient Ischaemic Attacks. This left Anne with severe
hemiplegia down her left arm and leg. Attempts were made to enable Anne to remain in
the family home, but her sons became concerned following a series of negative incidents
involving community-based care services and suggested she move to the residential
home. Anne was extremely reluctant.

Following a protracted ‘settling in’ period, Anne began to engage in some of the activi-
ties organised within the home, bingo, musical evenings and ‘keep fit'. Lately, however,
Anne has begun to lose interest in some of these. She is not sleeping well and does not
seem to want to talk to others about how she is feeling. A suicide note has been found in
her bedside table. The problem has been made worse by the fact that Mary, a care-worker
at the home who got on well with Anne, retired 7 weeks ago.

Consider the following questions:

® What factors might contribute to Anne’s apparent depression?

® What services might have helped Anne?

® How might the Care Home respond to Anne’s changing situation?

Physical health

Physical health is generally seen as one of the key resources that older peo-
ple bring to the experience of ageing, with older people themselves seeing the
maintenance of physical and mental health and the avoidance of disability as
important goals (Reed et al., 2004). Technological advances in health care and
improved living conditions mean that many older people are living longer.
However, these extra years are not always spent in good health. Perhaps not sur-
prisingly, there is a close connection between physical and mental well-being,
with higher levels of mental illness, particularly depression, among those with
physical disabilities. Similarly, those with longstanding mental health condi-
tions are also more likely to experience physical ill-health.
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Many older people have at least one long-term condition affecting their physical
health, such as arthritis or diabetes (Soule et al., 2005). The 2001 Census showed
that the percentage of over 65s who report having a longstanding illness or chronic
ill health was 60% for men and 65% for women (Soule et al., 2005). However, stud-
ies suggest that it is not the presence of a physical illness or disability per se that
is the issue for older people, but its impact on their ability to ‘go” and ‘do’ things
(Reed et al., 2004). Current debates on the notion of ‘successful ageing’ caution
against narrow definitions which exclude those with longstanding disabilities, in
favour of models that view coping and adaptation as strategies for success-
ful ageing (Holstein and Minkler, 2003). These are areas where expert nursing
can be of particular help. However, this should not preclude us from recognis-
ing that poor physical health predisposes older people to poor mental health. The
link between chronic pain and poor well-being, for instance, has been shown to
exist in a number of research studies (Schofield et al., 2005). There are numerous
situations where nursing interventions, such as offering regular pain relief, can
alleviate physical symptoms, with subsequent benefits for mental well-being.

Poverty

Nearly two million older people in the UK live in poverty (defined as a house-
hold income less than 60% of the median income) (Age Concern, 2006). This
is significant, since successive government reports have demonstrated a link
between poverty and ill health (Department of Health and Social Security, 1980;
Whitehead, 1988; Department of Health, 1998). In particular, mental illness is
strongly associated with poverty; for example, people living in England and
Wales in deprived industrial areas are more likely to be treated for depression
than people living in any other type of area (Office for National Statistics, 2004).

The risk of poverty among older people in the UK is about three to four times
higher than the typical risk of poverty in Europe (Burholt and Windle, 2006).
Moreover, people aged 75 and over rely more on benefits as a source of income
and receive a smaller proportion of their income from occupational pensions
and investments than younger pensioners. A recent study in the UK explored
the key determinants of poverty in old age (Burholt and Windle, 2006). The
findings indicate that women, people living alone, people who are widowed,
divorced or separated and people who are in poor health, have a lower educa-
tion, and live in deprived neighbourhoods tend to have low levels of material
resources and income in old age. These people are likely to be at particular risk
of developing mental health conditions.

Transitions and the threat to mental health

Formany people, laterlife consists of a series of changes or transitions. A transition
can be defined as: “The passage or movement from one state, condition or place
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to another’ (Chick and Meleis, 1986, p. 237). The kinds of transition most com-
monly experienced by older people include changes within relationships, in
employment status, in accommodation and in health and physical functioning.
Some transitions can be planned, while others happen suddenly and without
any opportunity to make preparations. There is now considerable research evi-
dence to suggest that people undergoing transition tend to be more vulner-
able to risks that may affect their health and well-being, including their mental
health (Meleis et al., 2000). Transitions often require an individual to incorpo-
rate new knowledge and information and to alter their behaviour. As a result,
their definition of ‘self’ may be threatened (Wilson, 1997; Meleis et al., 2000) and
this can be particularly difficult for older people. The challenge for nurses and
others involved in supporting individuals experiencing transition is to under-
stand transition processes and to develop interventions which are effective in
helping individuals to regain stability and a sense of well-being (Schumacher
and Meleis, 1994).

Many older people have to cope with changes in their close relationships,
often as a result of ill health or bereavement. Research carried out on behalf
of Carers UK found that more than 1.5 million people over the age of 60 are
providing unpaid care for a relative or friend (Buckler and Yeandle, 2005), with
more than 8000 of these carers aged 90 and over, predominantly husbands car-
ing for their wives. Older carers are often in poor health themselves and are
more likely to have a limiting long-term illness. Older people in such situations
may be at particular risk of mental health conditions. The loss of relationships
through bereavement is also a common feature in later life. Although most peo-
ple are able to cope with bereavement with the support of family and friends,
some will experience a more complicated grief reaction, which can contribute
to mental health conditions.

The onset of any mental health condition can also be seen as a time of
transition, and this is particularly stressful, since there is usually a time of
uncertainty prior to a diagnosis being reached. During this period, both fam-
ily carer and care recipient can experience significant anxiety, as they will be
unsure as to what they are facing (Farran et al., 2003). From the perspective of
carers, changes in the behaviour of the older person with a mental health con-
dition and uncertainty about the future are often the most difficult aspects to
cope with.

People with severe mental health conditions, including dementia, may have
difficulty in making and communicating decisions. Very few people are unable
to be involved in making choices at all, but some may have partial or fluctuat-
ing mental capacity and may need help with communication. Pioneering work
within the area of communication with older people with dementia has illus-
trated both the possibility and impact of supporting and training care staff in
skilled communication practices, even with people whose verbal communi-
cation is limited (Allan, 2001). As the condition progresses, it is possible that
the rewards from the relationship between the family carer and care recipient
will diminish; for example, they may no longer be able to offer expressions of
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gratitude or recognition (Wuest et al., 2001), and this may contribute to depres-
sion on the part of the family carer (Williamson and Shaffer, 2001).

The significance of continuity

Psychosocial and sociological perspectives can help to broaden our understand-
ing when thinking about potential strategies for working with older people
with mental health needs and help us to provide effective support during major
transition. Much of this work relies on notions of continuity in the lives of older
people. Atchley (2000) draws upon notions of the internal and external self, and
suggests that in order to maintain a successful, happy old age, every person
needs to be supported to manage their own life within a generally consistent
framework. Internally, people need to be allowed to make decisions in the way
they always have. People also need to be able to maintain their self-esteem and
integrity. Externally, individuals need to continue in positive roles, compensate
for losses (physical and mental) and preserve social support and reciprocal rela-
tionships. If these external and internal elements of the self are disrupted, the
likelihood, according to Atchley (2000), of poor self-image and unhappiness are
heightened. Nilsson et al., (1998) draw on similar themes and suggest that feel-
ing embedded within social networks, being meaningfully active, having links
with the past and being able to continue to live a life which is consistent with
personal beliefs all contribute to a successful old age. These themes are con-
sistent with the findings of the review of mental health in later life discussed
earlier (Age Concern, 2006). In particular, the significance of social relationships
in maintaining good mental health for older people should not be underesti-
mated. Godfrey and Denby (2004) list intimate relationships, the presence of a
confidante, quality of ties and reciprocal relationships as important factors in
preventing social isolation and risk of depression, both within care homes and
in community settings.

Experiences of services

For many people with dementia and/or depression and their families, the
prospect of using formal services can be daunting. Too often, services for older
people with mental health needs are criticised for being inflexible, impersonal,
institutional in form and unable to provide continuity. Where good-quality
services, resourced by skilled staff, do exist, these tend to be local and small in
scale, and there is a need to share models of good practice more widely. There
is also continued evidence of ageism in the provision of mental health services
with services for adults up to the age of 65 (adults of working age) configured
separately to those for adults aged 65 and over (older people). Furthermore,
a recent review suggested that those for older people are inferior (Healthcare
Commission, 2006). There are also problems of access to mental health services
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in residential care settings; for example, research in care homes suggests that
depression is often undiagnosed and treatments under-utilised.

The mental health needs of older people from black and minority ethnic com-
munities have been particularly neglected. We know that there are lower lev-
els of awareness of conditions such as depression and dementia within these
groups and that older people and their families from black and minority eth-
nic communities have problems accessing help from services (Moriarty, 2005).
There is insufficient evidence to date on whether integrated or separate services
are more effective, but the need for more culturally appropriate and sensitive
services is clear. Research carried out by the Policy Research Institute on Ageing
and Ethnicity (2005) found that a lack of knowledge about services, language
difficulties and the expectation on behalf of service providers that elders from
black and minority ethnic groups will ‘look after their own’ are particular bar-
riers to effective care.

It might be argued that current services have evolved out of a state-sponsored
culture of dependency, whereby the image of the dependent, inactive older
person has prevailed. Such service models have done little to alleviate the dif-
ficulties faced by older people with mental health needs, with some commen-
tators arguing that these models and cultures actively promote poor mental
health. The work of Kitwood (1997) is a case in point here. Kitwood argued that
neurological impairment alone could not account for the changes experienced
by the person with dementia and proposed that impairment and detrimental
psychosocial aspects of the care environment conspire to ‘strip’ the individual
with dementia of “personhood’. This idea gives those working with people with
dementia, particularly those in long-term care settings, a new lens from which
to view practices and routines, and provides a framework within which profes-
sional behaviours, intentional or otherwise, might be related to disease pro-
gression, deterioration and disintegration of the self. Others, too, notably Sabat
(2004), have endeavoured to analyse the nature of interactions, both within and
outside care services which might undermine the status, confidence and self-
identity of older people.

Community support: A model for the future

It is clear that the maintenance of home and family life plays an important role
in helping to sustain continuity and prevent further difficulties for older peo-
ple with organic or functional mental health conditions. The idea of long-term
community-based support is therefore appealing. A growing number of such
services have emerged for older people with dementia in recent years. These
services, often providing support to both the person with dementia and their
families for extended periods of time, have also been evaluated well from a
number of perspectives. The focus of such developments is on building and
sustaining relationships, flexible service provision, engaging people with
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dementia in meaningful activities and use of community or neighbourhood
resources (Ryan et al., 2004). It is also felt that the intention of such services
is not so much to prevent admission to care but rather to promote the idea of
appropriate and timely admission to care.

An Audit Commission report in the UK (Audit Commission, 2000) was able
to point to the following as being important advantages of the provision of spe-
cialist community-based services for older people with enduring mental health
conditions:

® better understanding of the problems faced by older people and their
families;

e greater continuity;

e greater coordination.

Other work around functional mental health difficulties has indicated
moderate success for community-based provision in terms of reduction in
symptoms. Van Citters and Bartels (2004) reviewed 17 experimental or quasi-
experimental studies looking at the effectiveness of such provision in the USA.
A range of models can be identified through this work, with an emphasis on
multi-agency, case-intensive approaches towards people living in their own
homes.

Case study 2.2 offers a useful reflection.

Case study 2.2

Eric and Patricia have lived in the same neighbourhood for almost 20 years. After spend-
ing time in the army doing his National Service, Eric returned home to work in a small
factory. He retired 7 years ago. The couple have a son who lives 3 miles away and is
married with three children. Five years ago, Eric began experiencing memory problems.
Patricia became concerned and broached the subject with Eric. Reluctantly, he agreed
to meet with his GP. A referral to a memory clinic was made and after several hospital
visits Eric was diagnosed with Alzheimer's disease. The diagnosis had an immedi-
ate impact upon the lives of the couple. Both were dependent upon Eric doing all of the
driving (shops, visits to see family and friends, trips into the countryside and so on).
When he was told he could no longer do this, their participation in joint activities was
immediately threatened. Eric felt he was not playing his part, a feeling which undermined
his self-confidence. He became quiet and separate from the world. Despite her love for
Eric, Patricia found things hard as the isolation began to impact upon their life as a couple.
She felt she needed a break from Eric’s ‘forgetfulness’ and increasing frustration at not
being able to participate in social life. Eric finally agreed to go into a respite facility for a
couple of weeks. The time apart was hard for both, Patricia felt guilty about leaving Eric for
such a long time. Eric felt lonely and since his return Patricia feels that he has deteriorated
significantly.

Consider the following questions:
® How has society contributed to Eric and Patricia’s plight?
® \What might have been put in place to help?




26 Older People and Mental Health Nursing

Conclusion

Mental health and older people’s services have for many years been neglected
by policy-makers and given low priority in resource allocation (Age Concern,
2006). However, there is now widespread recognition that this needs to change.
The public health white paper ‘Choosing Health’ (Department of Health, 2004)
stated that: “Transforming the NHS from a sickness service to a health service is
not just a matter of promoting physical health. Understanding how everyone in
the NHS can promote mental well-being is equally important.’

Within this chapter, we hope that we have been able to provide some insights
into how this important goal might be achieved. A useful starting-point is
the recent Department of Health guidance in relation to the development of
services, resources and skills which are aimed at addressing these challenges.
The document, ‘Everybody’s Business’” (Department of Health/Care Services
Improvement Partnership, 2005) builds on those sections of the National Service
Framework for Older People (Department of Health, 2001) relevant to mental
health. Within recommendations made in relation to home-care services, the
report calls for:

a person-centred approach;

skilled and knowledgeable staff;

a move away from task completion towards supporting independence;
service provision 7 days per week, 24 h a day;

supporting the choice to stay at home;

maintaining meaningful activities.

Within residential settings, there is emphasis upon the culture of care homes
to move towards models that sustain continuity, despite the obvious physical
transitions older people face. Recommendations suggest that the following
should be priorities within these settings:

e use of biographical approaches to seeking out information about older
people and their lives;

e maintenance of skills and interests;

e involvement of relatives and families and their continued participation in
the provision of care;

e the need to meet a wide range of cultural and faith needs;

e developing skilled communication practice by staff.

Table 2.1 gives a summary of the knowledge and skills needed to work with
older people who have mental health needs.

Our understanding of ways to promote positive mental health in old age and
support older people with mental health needs is rapidly increasing. In order
to make a difference to the health and well-being of older people in our society,
we must make good use of this knowledge in our day-to-day practice. We hope
that within this chapter, we have prompted you to think about the many things
that contribute to mental well-being in later life and your role in influencing
these factors.
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Table 2.1 Summary of the knowledge and skills.

® Appreciates the social and psychosocial context of mental illness in

old age

Is aware of those factors that support mental-health and well-being

Recognises factors that may be associated with poor mental-health

Examines own attitudes to ageing

Recognises and challenges ageism in others

Understands the nature of transitions in later life

Appreciates the limitations of existing services in meeting the

mental-health needs of older adults

® Understands the importance of community-based services in
meeting the mental health needs of older people and their families

® Recognises the characteristics of residential-care settings that
support good mental-health care for older people
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Chapter 3
Normal Physiological Ageing

Roger Watson

Introduction

This chapter will consider how the process of ageing affects the brain. The
process of biological ageing in the human body is indisputable and inevitable.
The outward signs of ageing, despite our best efforts to mask them, are obvious,
especially the skin and hair. These signs of ageing are superficial and relatively
unimportant compared with the changes in the other organ systems in the
body. While it is well established that ageing and disease are not necessarily
synonymous, it is clear that there is a relationship between ageing and disease
and, indeed, between ageing and disability (Tinker, 1997). If there were no such
link — if we all lived perfectly healthy lives from birth to death without a par-
ticular pattern of diseases in old age — there would be little interest in the ageing
process. Every organ of the body changes as we age, including the brain, and
these changes mean that efficiency declines.

One of the major problems in gerontology is in deciding what is normal and
what is abnormal (Watson, 2006). This question is very hard to answer. Clearly,
taking the skeletomuscular system as an example, being able to walk without
impairment due to pain or stiffness of joints, in old age, could be considered to
be normal, and being completely immobile could be considered to be abnormal.
However, the skeletomuscular system declines with age: the muscles atrophy,
the tendons and ligaments become less flexible, and the bones lose calcium
(Watson, 2006); there is bound to be some decline in performance, and the nor-
mal range of performance will be less than that for younger people. However,
the point at which ‘normal’ gerontological changes become ‘abnormal’ and fall
within the domain of geriatric medicine is not clear. The same principles apply
to any organ system of the body, including the brain.

This chapter, therefore, is focused on the normal changes that take place
with ageing in the brain, but due to the blurred boundaries between normal
and abnormal, the material will extend into some of the abnormal aspects
to illustrate how the ageing of the brain can become a problem for some
people.

31
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The process of ageing

There are various theories of ageing including the genetic, the cellular and the
physiological. However, precisely why we age and how we age is not fully
understood. From an evolutionary perspective, it can be considered that we age
because our bodies exist to carry and exchange gametes — eggs and sperm which
do not age — but that the body itself is disposable (the disposable soma theory)
(Kirkwood, 2000). The actual mechanism of ageing seems to lie at the genetic
level — while having a profound effect at the cellular and physiological level —in
that there is an accumulation of faults in the replication of genes throughout life
leading to faults in the synthesis of proteins which control every aspect of our
lives. The longer we live, the greater the number of faults we accumulate until
this becomes incompatible with survival (Kirkwood, 2002).

The origin of the faults at the genetic level is oxygen. Oxygen, while being
essential for our survival, is highly toxic and we are designed to survive through
a range of biochemical mechanisms which help to neutralise this threat and
also to repair most of the damage that is done to our genes (Kirkwood, 2002).
However, as we age, the survival and repair mechanisms become less efficient,
faults accumulate and ageing takes place. All the organs and systems of the
body, including the brain, are subject to this ageing process.

The ageing brain

The ageing of the brain can be approached from the neurobiological, psycho-
logical or functional perspectives. From the neurobiological perspective, there
are two considerations: the anatomical and the neurochemical. As we age, the
size of the brain declines (Rabbitt, 2005), the mass of the brain tissue reduces,
while the ventricles, containing cerebrospinal fluid which bathes and cushions
the brain, enlarge. This is particularly marked in the brains of people who have
developed Alzheimer’s disease but is progressive throughout normal ageing
and in people who have not developed Alzheimer’s disease. The changes in
the neurochemicals in the brain, such as dopamine and noradrenaline — also
known as neurotransmitters — are complicated, but as a general principle, the
pathways in which these neurochemicals work become less responsive to the
stimuli of the neurochemicals which act to transmit signals chemically between
nerve cells (Baltes et al., 2005). The speed of conduction along the nerve cells in
the brain — the neurons — becomes slower with age (Watson, 2006). However,
the sum total of these changes, which are common to everyone as they age,
is not significant, and stereotypes of older people losing their memory, being
unable to keep up intellectually with younger people and generally losing their
mental faculties should be dismissed. The changes, while measurable, are set
against a background of considerable reserve mental capacity and the ability
to compensate for such changes; admittedly, the reserve capacity itself declines
with age (Mori et al., 1997), but, for the normal lifespan and even into advanced



Normal Physiological Ageing 33

old age, the function of the brain is sufficient to maintain a normal - for that
person — and independent life.

The psychological approaches to ageing include such things as cognitive
function, intelligence, memory and personality, and these take a mainly psycho-
metric approach using standardised instruments to assess the various aspects of
the function of the brain. Intelligence is one measure of mental ability and is
related to such things as performance in examinations and passing various tests.
It is composed of different aspects such as problem-solving and visual-spatial
ability. Essentially, however, intelligence is composed of fluid intelligence and
crystallised intelligence (Sternberg and Grigorenko, 2005); the former is con-
cerned with rapid problem-solving ‘on the spot’ ability unrelated to former
learning, while the latter is more related to problem-solving based on learning.
Crystallised intelligence is often considered to be analogous to wisdom. Scores
on intelligence tests are composed of scores for both fluid and crystallised intel-
ligence, while both can be measured separately. It has been demonstrated that
in advanced old age, in the absence of disease that would adversely affect cog-
nitive function, overall intelligence does not change (Sternberg and Grigorenko,
2005). However, it has also been demonstrated that the two components to
intelligence change differently with age: fluid intelligence declines with age,
while crystallised remains stable or even continues to increase (Sternberg and
Grigorenko, 2005). The overall effect is that young and old people can be equally
good at solving problems but will do so in different ways.

Memory is adversely affected by ageing, and it is not uncommon for people,
as they get older, to complain that their memory is not as good as it used to be.
There is also a stereotyped view of older people being able to recall events from
the past very clearly but unable to remember things that have happened very
recently. However, there is some truth to the above. Memory is composed of
three components: sensory memory, short-term memory and long-term mem-
ory (Maylor, 2005). Sensory memory is the means by which we sense events, e.g.
conversations, facts and faces, that can be memorised. Clearly, not everything
that we sense is remembered,; if it were, we would become saturated with infor-
mation and overloaded with memories. Therefore, sensory memory is selective.
Short-term memory is used to store information that is important to us before it
is either forgotten or stored permanently in our long-term memory. Our short-
term memory can hold between five and nine pieces of information at any time,
and the information in the short-term memory can be displaced by adding new
pieces of information. If you try to memorise a list of facts, it becomes harder the
more facts that are added, and you reach a point where you try to exclude new
facts so that you may remember those you have recalled. Long-term memory
is a permanent store of information which is transferred from the short-term
memory. Not everything that is held in the short-term memory is stored in the
short-term memory; the mechanisms by which information becomes stored
in the long-term memory are not fully understood, but rehearsal is part of it;
repeatedly trying to keep facts in your short-term memory helps to get those
facts into your long-term memory (Maylor, 2005). This is what lies behind the
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practice of studying for an exam: you read and reread a series of facts until,
at some point, you are sure that they are in your long-term memory. This is
then tested in an examination. Obviously, some people are better at memoris-
ing facts than others; these people can either hold more information in their
short-term memory or transfer more information to their long-term memory.
Different people have different strategies for learning material and storing it
in their long-term memory and undertaking a prolonged period of study, such
as a university-degree programme, usually helps people to find out how best
they learn.

Ageing appears to affect the short-term memory (Maylor, 2005). Other than
in pathological conditions, such as Alzheimer’s disease, sensory and long-term
memory do not appear to be adversely affected by age. Therefore, there is some
truth in the stereotype of older people who can recall, vividly, events in the
past but who do have problems remembering what happened very recently.
However, this is not usually a problem because there are many ways in which
we can compensate — and do compensate — for a failing short-term memory.
Short-term memory is not just a problem for older people; as already explained,
we can hold only a limited amount of information in our short-term memory
at any age, and as we grow busier, we are dependent upon keeping a note of
our appointments and engagements. This is to compensate for our limited
short-term memory: throughout the course of a day, many things will happen
that we are required to remember, but we know that we will not remember
them all, and we take a note often in a diary. Older people can use diaries,
post-its and other notes to help their memory if they are having difficulty.
An older person may become distressed at a failing memory but should be reas-
sured that, within limits, this is perfectly normal and that they can do something
about it. On the other hand, there is a syndrome called age-associated memory
impairment (AAMI) (Deary, 1995), which is not considered to be normal and
which causes some older people significant problems. The cardinal feature
of AAMI is a decline in memory function which is greater than one standard
deviation below the mean for memory performance and that, in statistical terms
means that is outside a normal range of ability. Which can be measured using a
tachistoscope — a device for projecting images and testing the ability to memo-
rise them. The person must have had no problems with cognitive function prior
to AAMI and not diagnosed with dementia. However, the real sign of AAMI
is functional: the person suffering from AAMI has loss of memory which
severely affects their daily life. The person with AAMI can still function but
will have major lapses of memory; appointments will be forgotten and it may
be that they will drive to the shops and, on leaving the shop, have no idea
where they parked their car, for example. It is unclear whether or not AAMI
is a necessary prelude to severe cognitive decline and dementia or whether it
is a separate phenomenon (Deary, 1995). Clearly, some people with AAMI will
proceed to develop dementia. Help is available for AAM]I, as it is for people
with dementia, at memory clinics (Passmore and Craig, 2004) where a range
of advice is offered on how to try to compensate for loss of memory, safety
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around the home and advice about finances. There is some evidence that drug
treatment including the use of nicotine patches may be of benefit in AAMI
(White and Levin, 2004).

In addition to changes in memory as we age, attention changes in that it
becomes more difficult to attend to relevant information and to inhibit irrel-
evant information (Baltes et al., 2005). Clearly, there will be some interaction
here with memory; if it becomes harder to sort out what is relevant from what is
irrelevant, then it will be harder to know what it is important to remember. This
means that an older person will become more easily distracted when they are
trying to absorb information — but it does not mean that they are incapable of
absorbing information. The right circumstances need to be created, for example,
if a health professional is going to explain to older persons their diagnosis and
any treatment, such as medication, that they are going to receive. A busy hos-
pital ward or waiting area is not ideal, as there may be too many distractions.
Older persons, just like any other person, may not admit to not understanding
or absorbing what they have been told, or they may misapprehend and depart
with the wrong information. In either case, it is the responsibility of the health
professional to make sure that the situation is right for information to be under-
stood (Watson, 2006), and the level of understanding can be checked by appro-
priate questions. In the same vein, it is worth considering the senses, especially
vision and hearing (Magrain and Boulton, 2005). While not strictly speaking of
the brain, these systems are affected by ageing, and this will have an adverse
effect of the extent and quality of information reaching the brain. As we age,
both vision and hearing decline, but this is not a consequence of changes to the
nervous system. Vision declines because of changes in the shape of the lens in
the eye. The lens is responsible for focusing images on the retina — the part of
the eye that senses light — and the point in the eye at which the image is focused
changes as the shape of the lens changes. As we age, the ability to focus on the
retina declines, and typically, we become more ‘long-sighted’. However, this
change is easily corrected by wearing spectacles, and, while spectacles are worn
by younger people, they are more commonly worn by older people, and it is
very uncommon for an older person not to wear spectacles, at least for reading.
The eye changes in other ways as we age but the most profound of these is a
thickening and opacity of the lens of the eye (Magrain and Boulton, 2005). This
is common to all older people but, in an advanced state, is known as cataract.
Cataract reduces the quality of vision by narrowing the visual field and reduc-
ing the clarity of what is viewed. Cataract can be corrected by surgery, but it is
probably true to say that if each of us lived long enough, we would, eventually,
develop cataract. Similarly, if each of us lived long enough, we would become
very hard of hearing, if not hearing-impaired, because this is another inevitable
aspect of ageing. There are several factors such as increased cerumen (ear wax)
accumulation — easily remedied — but the main factor is reduced efficiency of
the system of small bones that transmit sound from the outer to the inner ear
(Magrain and Boulton, 2005). This system of small bones — the maleus, incus
and stapes — need to articulate freely to transmit sound most efficiently, but as
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we age, they gradually become fused together, and this transmits sound less
efficiently from the outer to the inner ear.

While the loss of hearing and vision is not a direct result of any ageing changes
in the brain itself, the deterioration of these sense organs, which provide infor-
mation to the brain, can have a profound effect on function. At its worst, it can
lead to sensory deprivation, which will have adverse effects on the brain and
can lead to isolation and confusion (Rabbitt, 2005). At a more practical level, a
decline in both hearing and vision will have a detrimental effect of the extent
to which an older person may understand information, and this may lead
people, such as health workers, to conclude that there is something wrong
with an older person’s understanding as such. Knowledge of the deteriorating
senses with ageing will ensure that health professionals take time with older
people to ensure that they have understood information (Watson, 2006). This
process can be helped by ensuring that older people are addressed directly and
clearly — without shouting — and that any written information, especially where
health and safety are concerned as with prescribed drugs, is written clearly
using large, bold and easy-to-read fonts (Watson, 2006).

The remaining senses, smell, taste and touch, also decline with age, and this
also has implications for the transmission of information to the brain. It must
not be assumed that older people cannot feel pain or heat and cold, but they
do have slightly increased pain thresholds and find it less easy to locate and
describe pain. Again, this is not a result of decline in brain function, rather
a decline in the quality of the information reaching the brain. In the case of
smell and taste — and smell is a major component of the way in which we taste
food — older people do frequently complain that they lose their taste for food
and, as a result, may add increasing quantities of sugar or salt to sweet and
savoury foods, respectively, to enhance the taste. Clearly, this may be detrimen-
tal to health, especially higher levels of salt, and its effect on the cardiovascular
system and dietetic advice may be necessary to help an older person choose
foods that they like and that are more “tasty’ such as curries and pasta sauces
—if the older person likes to eat such foods.

Latent potential

In common with most systems of the body, we do not use the nervous system, of
which the brain is the key component, to the full. For example, most of the time,
we only us about 10% of the capacity of the heart and lungs as we go about our
daily lives. However, if we need to — for example, running to catch a bus — then
we can use a much greater percentage of the capacity. This is called latent poten-
tial, and the brain, likewise, has latent potential; if necessary, we can call on
greater reserves of potential in the brain, and this partly protects us against the
effects of ageing (Baltes et al., 2005). The function of the brain declines as we age
across a range of functions, but we can call on latent potential to compensate.
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However, it appears that latent potential also declines with ageing, meaning
that compensation is only possible up to a point (Baltes et al., 2005).

Cognitive function

Some aspects of cognitive function have already been referred to, but this sec-
tion will consider the severe decline in cognitive function that can occur with
ageing, leading to dementia. This chapter is about normal aspects of the ageing
brain, but as with all aspects of gerontology, it is extremely hard to say where
normal ageing ends and abnormal ageing begins. This was exemplified earlier
using the skeltomuscular system as an example, but this equally applies to the
brain. As described, some decline in the function of the brain in terms of mem-
ory, attention span and distraction take place with ageing, and some people,
who are not diagnosed with dementia, do display AAMI, which has an adverse
effect on their daily life. However, possibly excluding AAMI, older people can
function independently, and any effects of the ageing brain are either minimal
or negligible. At the other end of the cognitive spectrum, however, some older
people display a severe loss of cognitive function, leading to dementia and loss
of independence, and this is not reversible. Such a severe loss of cognitive func-
tion is not considered to be normal; however, the association between ageing
and dementia is very strong. Figures available from the Alzheimer’s Society
(www.alzheimers.org.uk) show that, from the age of 65 onwards, the prevalence
of dementia increases to the point where one in two people over the age of 90
will have some degree of dementia. The question remains, therefore, whether or
not dementia is an inevitable part of the ageing process, and, if we all lived suf-
ficiently long, would we all, ultimately, develop dementia? The question is also
raised of whether or not the mild cognitive changes associated with ageing, the
phenomenon of AAMI, and dementia are, in fact, a continuum. For this reason,
it is appropriate to consider dementia in a chapter on normal ageing, as some of
the changes associated with dementia can be found in all ageing brains.
Dementia, of course, is a diagnosis; it results from several causes, but the prin-
cipal causes are Alzheimer’s disease, cerebrovascular disease and Lewy body
disease (Woods, 2005). These are all distinct phenomena but are similar in that
they all lead to severe loss of function of regions of the brain. While the ageing
brain naturally diminishes in size, Alzheimer’s disease leads to a severe reduction
in the size of the brain, especially the temporal lobes, but is also characterised by
specific markers in the brain, areas of devastation called neurofibrillary plaques
and tangles (Woods, 2005). Cerebrovascular disease, arising due to atheroscle-
rosis of the vascular system of the brain, leads to deprivation of the blood sup-
ply to areas of the brain and subsequent loss of brain tissue. Atherosclerosis is
another normal aspect of ageing that affects the whole of the cardiovascular sys-
tem (Tian, 2005). In the brain, it has other effects such as stroke, mini-strokes and
transient ischaemic attacks. However, while recovery is possible from the above,
cerebrovascular disease leading to dementia is irreversible. Lewy body dementia,
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sometimes associated with Parkinson’s disease, arises from the accumulation
of Lewy bodies in the brain (Woods, 2005). Lewy bodies are round deposits of
damaged neurons in the brain, and the disease is very similar to Alzheimer’s
disease, only being afforded a separate diagnosis in recent years.

The dilemma about whether or not dementia is a normal part of the ageing
process arises because many of the features of the dementias mentioned above
appear to be part of the normal process of ageing. For example, neurofibrillary
plaques and tangles can be found in the brains of people who have not been
diagnosed with dementia (Watson, 1992), as can Lewy bodies. Cerebrovascular
disease is part of the normal ageing process and will be found, to some extent, in
all ageing brains. There seems to be no doubt that the features of the dementias
mentioned above are associated with severe and irreversible cognitive decline;
they are not simply artefacts or do not correlate with these diseases. However,
the question remains as to why some people with these features display no
cognitive decline, and others do: is there a continuum from normal cognitive
function in younger years to declining cognitive function with age, with this
process taking place faster in some individuals than in others? Alternatively, are
these conditions abnormal with their own pathology and resulting in cognitive
decline which is not inevitable, no matter how many years a person lives for?
There is no answer to the above questions, but they raise scientific possibilities
and also philosophical questions. The scientific possibilities, if the dementias
are discrete and abnormal, age-correlated, but not caused by ageing, include
the possibility of curing, slowing down or preventing these conditions. On the
other hand, if the dementias are an inevitable part of the ageing process and can
be alleviated, as described above, then the possibility exists of slowing down or
even reversing the effects of ageing on the brain (Watson, 1992). Drug therapies
are available for dementia, but they do not offer the possibility of cure at the
moment, and the extent to which they slow down the process seems to be related
to the extent to which therapy is provided in the early stages (NICE, 2001).

Conclusion

As the body ages, so does the brain. While the outward manifestations of ageing
are more obvious and predictable, the effects of ageing on the brain are less obvi-
ous and, to some extent, less predictable. Ageing has consequences for all aspects
of cognitive ability: intelligence, memory and the ability to process information.
However, the effects of ageing on the brain are greater for some individuals than
others, and even when the effects of ageing on the brain are manifest, this does
not mean that the older person is incapable of leading an active life and partici-
pating in decision-making. This chapter has reviewed some of the physiological
effects of ageing on the brain and, thereby, on the lives of some older people. The
implications of caring for older people in whom the effects of ageing in the brain
are manifest are a challenge for the caring professions, and the essence of good
care is to assess each person on an individual basis.
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Chapter 4
Values Underpinning Help,
Support and Care

Jan Dewing

Introduction

Values and beliefs are the bedrock of nursing practice and influence how we
work with and care about older people and their families. Surprisingly, given
their influence, they are not always talked about in detail, as if there is some
reticence or embarrassment about standing up and voicing our values. This
chapter aims to have a discussion about the place and contribution values make
in mental health and older people’s nursing. In this chapter, I aim to establish
that as a professional nurse, having values and knowing exactly what they are,
matters. In particular, working out and clarifying our values, especially about
ageing, is vital for nursing practice. Then, I will suggest that there is consider-
able commitment needed to ensure that our values are translated into actions
and those actions are consistent with our values in the complex world of practice,
where the values of person-centredness often seem to clash with the growing
risk-aversion culture in health and social care for older people.

Values and beliefs

Values are a collection of ideas about the worth or importance of people, con-
cepts or ‘things’. They come from a person’s beliefs. McCormack (2005, p. 44)
says that beliefs are attitudes or dispositions about what is good, right, desir-
able or worthwhile. But more than this, beliefs are convictions that a person
holds to be true. Beliefs are often held regardless of facts or truths. Beliefs need
to be strongly held to enable us to achieve things — to motivate us. But beliefs
that are too weak or too strong can sometimes lead to difficulties in life and
work. Often, the consequences of strongly or weakly held beliefs can be seen in
some individuals within mental health practice.

Values are beliefs that have become ordered into a (value) system with some
sense of priorities or weighting. We have values about all sorts of things; for
example, we have personal values, cultural values, social values and work values.

40
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As way of illustration, Ludwick and Cipriano-Silva (2000) set out six tips con-
cerned with working on cultural values:

Recognise that values and beliefs vary not only among different cultures but
also within cultures.

View values and beliefs from different cultures within historical, health care,
cultural, spiritual and religious contexts.

Learn as much as you can about the language, customs, beliefs and values of
cultural groups, especially those with which you have the most contact.

Be aware of your own cultural values and biases, a major step to decreasing
ethnocentrism and cultural imposition. (A questionnaire on this can be found
in Andrews and Herberg, 1999.)

Be alert to and try to understand the non-verbal communications of your
own and various cultures such as personal space preferences, body language
and style of hair and clothing.

Be aware of biocultural differences manifested in types of illness, in response
to drugs and in health care practices (Ludwick and and Cipriano-Silva, 2000).

Values are everywhere

Ghaye (2005, p. 126) suggests that values are everywhere, and they matter.
He also says that mattering about them matters, too. In nursing and other areas
of health and social care, we can see that effective leaders work from a clear
values and belief base which they openly share with others. Within each cate-
gory or grouping of the beliefs we have, we value some things more than others.
For example, while I believe in a healthy lifestyle, I may value not smoking
at all more than not drinking too much at certain times. Thus, at times, either
to ourselves or to others, our values and beliefs may appear incompatible.
(See Table 4.1 for a framework that can enable you to work out your values.)

Table 4.1 Knowing your value systems

Personal values Cultural values Social values Work values

E.g. compassion E.g. diversity E.g. free health care | E.g. stimulating,
and education working in a team
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Although values and beliefs tend to remain constant during our lives, we
can have experiences whereby they become modified or even, on occasions,
are significantly altered through a major life event or experience. In terms
of nursing practice, it is helpful to recognise that many experiences in nursing
can mean that our values and beliefs about person’s, health, nursing and the
world can be challenged and indeed may need to be challenged, if continuous
attention to improving expertise in nursing older people is to be a central part
of nursing practice. Challenge is not a one-off event or something that is offered
only to a student for one module or as part of a practice experience, but instead
it is better thought of as something that all nurses committed to life-long learn-
ing return to many times over the course of their working life. Committing to
developing skills through structured reflection and supervision can help this
process.

Personal and professional values

There is an interrelationship between personal and professional values.
All nurses bring their personal values and beliefs with them into their work
in some way. There are two approaches to this. The first argues that the
personal and professional are separate. Thus, personal values and beliefs
should be left at home. The other approach says persons cannot separate
themselves from their values and beliefs. Values form part of what is some-
times referred to as personal or tacit knowledge (Higgs and Andresen 2001,
p- 16), so nurses need to be actively reflecting on them and how they influence
ways of working in health care. Given that working with older people with
mental health needs often produces situations where values and beliefs can be
core to decision-making, care planning and care delivery, it seems reasonable
to argue that the second approach has more relevance to professional nursing
practice.

Case study 4.1

Tom believed older people ‘suffering’ with dementia were vulnerable and needed to be
kept as safe as possible. He also believed that older people with dementia were unable to
make decisions for themselves.

Case study 4.2

Claire believed that older people with dementia were survivors and needed to have as
much freedom as possible. She also believed that older people with dementia were gener-
ally able to make decisions for themselves well into the dementia process.

We can begin to imagine how both Tom and Claire’s beliefs would influence
how they worked within a team and how they cared for and nursed clients
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or patients on a day-to-day basis. It is worthwhile considering just how far
reaching the impact of our values and beliefs spreads in day-to-day practice. To
give you some idea of this, see the examples below:

Walking and/or
wandering
around

Personal
hygiene

Reports,
discharge
planning or multi-
disciplinary team
discussions

Supervising
students

and ensures they are up.

Generally accompanies persons
back to a communal area or
their bed area if he sees them
walking around or wandering,
especially if they are going
towards reception or doors.
Tells the person they are having
personal care when he feels it is
the right time.

Uses language and selects
examples that portrays the
persons as a high risk and as
‘hard work’. Tends to focus on
what persons cannot do and the
problems they cause staff and
others.

Offers a negative picture of
nursing older people, where it
is about crisis management and
the nurses being constantly on
their guard against what the
persons might be doing wrong
or that might cause them harm.
Role models poor apprecia-
tion of how persons dementia
experience the world and does
not invest in dementia-sensitive
processes.

Situation Tom’s Actions Claire’s Actions

Assessment Usually gets information from Explains assessment, provides
old notes and families. He never  written information, and asks
asks the persons about their persons with dementia for their
own health or nursing-care consent to proceed where
needs. she can.

Being safe Risk assessment always scores  Risk assessment is used as a

in bed as high risk so he fits bed rails guide along with assessment of

knowing what is used at home.

Sees providing a safe space as
important in promotion of walk-
ing and wandering.

Negotiates with the person to
see what they would like to do.
Will generally accept if some-
one declines personal care and
return at a later time to offer it
again.

Uses language that is respectful
and conveys person’s dignity.
Tends to focus on what persons
can do and how they try to
problem-solve for themselves.

Offers a more positive picture
of nursing older people based
on helping older people to
achieve what they want and to
remain independent in whatever
ways are important to them.
Emphasises an appreciation
how persons with dementia
experience the world, the proc-
esses of communication and
negotiation.

All persons bring with them, into their preparation to become a registered
nurse, sets of beliefs and values about many things, some of which they will
be aware of and some they will not. Many values stem from childhood and
experiences of parenting/carers. You might like to consider your own parents
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or significant carers in your childhood; the values they have/had; and how
this has influenced your values and beliefs at this stage in your life and work.
It is also possible to ask nurses you work with if they will talk with you about
their values and how they feature in their day-to-day work. You can also observe
nurses and other health and social care professionals at work (also carers and
volunteers) to see if their values shine through. Those who have reflected and
clarified their values will generally offer you more articulate descriptions. Both
Tom and Claire’s actions are certainly consistent with their values, but they are
both practising in different ways, using different processes and will achieve
different outcomes because of their values base.

Clarifying your values

Clarifying values and beliefs about nursing older people with mental health
needs is vital for several reasons. First, as  have already suggested, it is necessary
to establish what values and beliefs you bring with you into nursing, ensuring
that decisions and actions are value-based and to identify which ones you could
be exploring in order to develop a less-biased or more balanced position. Some
values and beliefs might also be linked to fears. So, a fear associated with, for
example, people defecating or with physical aggression will need to be explored
and worked on. Otherwise, you might find yourself avoiding those situations or
engaging with patients in a non-authentic and non-therapeutic way.

Being clear about what you value and believe about nursing can hold
you in good stead in practice where you might see care given by members of
the health-care team (including registered nurses) that is different to that which
you have been learning about. Developing critical insight into what constitutes
good practice and unsatisfactory practice is an essential skill in nursing, as
this helps to set personal standards to work along with professionally
required standards laid down to nurses by the Nursing and Midwifery
Council. Some research shows that nurses who are clear about their values
and beliefs, and who put these into action in their day-to-day work with older
people are more committed to their work and to their patients (McCance, 1997).
What we see, hear, read, experience, and reflect upon interacts with our beliefs
about something. This belief gives us an understanding or misunderstanding
which, in turn, allows us to appraise its worth (or value). The value we place
on something is not always correct due to a variety of influences such as mis-
understanding, lack of experience, miscommunication and being misled by
another person’s values and beliefs. Ghaye (2005, p. 132) suggests that there are
six potential concerns associated with values. Some practitioners and teams can
be blind to their values, whilst others can have so many values there is values
confusion, then others make only token gestures to putting values in the centre
of their practice, and values can also be abused to achieve conflict or conquests
over the values of others which can mean some feel a sense of alienation in
respect to their own values.
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Ageism

A central value, to be examined when choosing to work with older people, is
ageism. Ageism is pervasive in western cultures and affects all age groups but
is most profound in older people (Heath, 1999, p. 12). Ageism, often referred to
as age discrimination, exists in many areas of life such as consumerism, design,
crime, media, civic and voluntary life and politics. It is an abuse of human rights
and causes personal suffering and hardship and cultural and economic prob-
lems. A recent survey by Age Concern (2005) found that:

e Twenty-nine per cent of people reported suffering age discrimination as
opposed to any other form of discrimination.

e After the age of 55, people were nearly twice as likely to have experienced
age prejudice than any other form of discrimination.

e Nearly 30% of people believed that there is more prejudice against the old
than 5 years ago.

e People believed that age discrimination will continue to get worse.

® One-third of people thought that the demographic shift towards an older
society would make life worse in terms of standards of living, security,
health, jobs and education

® One in three respondents said they viewed the over 70s as incompetent and
incapable.

A new law came into effect on 1 October 2006. The Employment Equality
(Age) Regulations (2006) came into force in England, Wales and Scotland.
Although, the regulations will provide protection against age discrimination
in employment, training and adult education, for people of all ages, it does not
affect health care.

As a professional it is important that you can describe your values and beliefs
clearly and concisely. Knowing your values and beliefs can be useful in prac-
tice, for academic work and in a range of other situations (see next section), so
it is worthwhile spending some time investing in a method to achieve clari-
fication. A values clarification exercise (Warfield and Manley, 1990; Manley,
1992) is a tool frequently used within practice development for developing a
common shared vision and purpose. It can be used for developing a common
vision about many different areas (see Dewing et al., 2006). However, the same
tool can also be used by individual nurses and student nurses to clarify
their own values and beliefs. A values clarification exercise can provide the
starting-point for personal change in the workplace, as our values and beliefs
influence our behaviour. Though making explicit our values and beliefs, we are
taking the first steps to making them a reality in our work with patients and
more generally in our practice in the workplace. A match between what we
say we believe and what we do is one of the hallmarks of effective individuals,
teams and organisations (Manley, 2000). A simple tool can enable nurses to
undertake their own values clarification as a way of clarifying their personal
vision of nursing.
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What does a values clarification exercise look like?

This always starts with a stem to help identify the main/ultimate purpose, for
example ‘I/we believe the ultimate purpose of nursing older people with men-
tal health needs is ...” This stem would always be followed by a second stem
which identifies how the purpose can be achieved, for example ‘I/we believe
this purpose can be achieved by ...” A number of other stems would usually be
included depending on the purpose of the exercise (see Table 4.2 for the complete
tool adapted for this context). What you end up with is a set of categories that
you shape into a summary statement of your values, as shown in the following
example.

Table 4.2 Values and beliefs tool

| believe the ultimate purpose of nursing older people with mental-health needs is:
| believe this purpose is best achieved by:

| believe my contribution to this purpose is:

| believe that to enhance my contribution, | need to:

Method

If you are doing this exercise for yourself, allow about 30—-60 min and find a quiet or
creative space where you can think and make notes. Take a separate piece of paper
for each of the four stems given above and write the stem at the top of each sheet (one
stem per sheet). Under each of the stems, make notes of your responses to each one.
Keep each response as a separate sentence or bullet point.

Look again at what you have written and organise your sentences and responses into
similar or alike categories. Give each category a title or name that represents as far as
possible all the responses. You might end up with a number of categories and titles on
each sheet of paper.

Look again at the categories and see if there is any priority to them. Does one seem
more important than another? Do you want to change any of the terms? You could
discuss your categories with a friend or mentor to help you reflect further.

Write a draft summary statement of your values and beliefs using the stems given above.

Review the draft statement and edit it until it is clear and concise but captures your
values and beliefs.

Note: where the activity is used in a group, a similar process is used. The emergent
statement may inform the way a team organises itself and its work or be used as a
framework to critique practice of a team to establish variance between discussed values
and those actually experienced. More broadly, it can be used as a framework for cur-
riculum or research work or to inform the direction and priorities of systematic practice
development.

Values and evidence base

Nurses need to look at the relationship between their values and beliefs and
knowledge, no matter how experienced they are. For example, I had thought
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Example

Categories:
| believe the ultimate purpose of nursing older people with mental-health needs is: assess-
ment, quality service, well-trained staff, person-centred care and needs-led service.
| believe this purpose is best achieved by: team work, person-centredness, supportive
management, leadership, development, and education.

| believe my contribution to this purpose is: gain knowledge to work as a competent
registered nurse, be open to new experiences and learning. | believe that to enhance my
contribution | need to: be a life-long learner, build up an evidence base, involve patients
and develop reflective practice.

Summary draft statement:

| believe the ultimate purpose of nursing older people with mental-health needs is to
provide a needs-led and person-centred service, beginning with quality assessment that is
delivered by well-prepared staff. This is best achieved by person-centred teams with well-
prepared and continuously developing staff who have clear leadership and a supportive
management.

My contribution to this purpose is to gain knowledge and skills to work as a competent
registered nurse, and be open to learning. | recognise that | will need to commit to be a
life-long learner and build up an evidence base for my practice and that | will need to
involve and learn from patients and develop reflective practice.

(Note the small improvements in some of the terms used between the category statements
and the summary draft statement)

I was clear about what my values and beliefs were on what person-centred
nursing was. However, quite recently, during the course of doing a literature
review on the concepts of person and personhood, I became more aware that
my knowledge was limited, and new knowledge I was acquiring was challeng-
ing some of my existing values and beliefs. This caused me to reflect deeply
on my values and beliefs. The outcome, on this occasion, was that I adapted
in some way my beliefs about what a person is and clarified my values on
personhood and what this means for me as a person-centred practitioner
and practice-developer. Thus, if I state I believe I am a person-centred prac-
titioner, as a professional I am obliged to look at my beliefs to see if they are
congruent with what is already known about the area. Reflecting on values and
beliefs is vital but it must also be as part of a dialogue with other sources of
evidence.

Having values and working with them

Knowing what your values are is not the end-point for a nurse — just the start-
ing-point for a life-long relationship. There can easily be or gradually develop
over time, a gap or dissonance between what we say we value and how
much we act according to what we say we value. Constantly acting in ways



48 Older People and Mental Health Nursing

that emphasise the gap between these two can result in stress is a negative
means of coping, and results in a lack of authenticity as a person and a nurse.
Lack of authenticity often stems from a lack of awareness in the values or beliefs
at the core of ‘who I am’. Additionally, when we are not centered in who we are
and what we believe and value, challenge and change are often a threat. Future
practitioners and leaders in nursing cannot afford to feel overly threatened by
challenge, feel unable to make personal transitions and transformations or not
adapt to new evidence supporting best practice.

An effective nursing leader provides spirit and meaning to others through
reinforcing shared values and challenging values that are not consistent with
the team'’s shared values for practice. When our values are not in focus, our
energy can become easily dispersed, making it tougher to motivate and mobi-
lise ourselves, never mind anyone else. Core values provide a context for con-
tinuous growth and development that takes us toward our vision. Our core
values project forward to become our vision for how we would like things to be.
Developing and communicating a vision is a behaviour associated with trans-
formational leadership (Manley, 1997). Knowing what our values and beliefs
are is only the beginning of processes of positive change. Putting values and
beliefs into practice involves overcoming a number of barriers which exist in
both ourselves and our workplaces. Nurses who can effectively dismantling
barriers and recognise the gaps or dissonance between what their teams say
they believe, what they say they do, and what they actually do are worth learn-
ing from. This characteristic of values-based action is central to emancipatory
practice development, an approach to practice development based on critical
social science and one which claims to achieve sustainable change in the work-
place (Manley and McCormack, 2003).

From values to action

The history of nursing older people with mental health needs has been associ-
ated with what are now regarded as negative values and beliefs about older
people (Nolan 2003, p. 5). Kitwood concludes, historical patterns in care of
older people with mental health needs in western cultures means that all care
practice still has attributes of moral deficit, warehousing and unnecessary use
of the medical model. Although somewhat a generalisation, the way we care
for older people, especially those with mental health needs, still needs attention
both at the practitioner—patient interface and more widely at a policy interface
(Bosanquet, 2001; Harriot, 2006). Mental Health Nursing must move away from
traditional models of care and working practices to a more positive values-
based approach.

The Chief Nursing Officers Review of Mental Health Nursing (Department
of Health 2006) called From Values to Action is underpinned by the idea that
values of Mental Health Nursing need to be re-visioned and that the ‘new’ val-
ues need to inform every aspect of practice (p. 11). Further, patient-centredness
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is said to be core to this new set of values (p. 16). The review calls on Mental
Health Nurses to reflect on their values in these key areas:

the Recovery Approach to practice;

partnership working with users (valuing aims of the user and offering
meaningful choices);

social inclusion (particularly tackling social stigma);

being optimistic about the possibility for recovery.

It should be noted that recovery is not the recovery in terms of cure from dis-
ease or illness but more of a psychosocial, spiritual recovery — regaining a sense
of wholeness or completeness.

Currently, the beliefs around user- or person-centredness are a popular
underpinning for practice. Describing what constitutes person-centred values
is not always as easy as it seems, and confusion with values makes translation
into practice more challenging (see Case Study 4.3).

Values enabling person-centredness

The basis for person-centred care is said to be nurturing personhood (Dewing
2004; McCormack, 2004). Kitwood’s definition of personhood is: ‘a position or
social relationship that is bestowed on one human being by “others”, in the
context of relationship and social being’ Kitwood (1997, p. 8).

Kitwood’s definition of personhood suggests that being a person is both a sta-
tus to which human beings aspire and a process. You can feel you have status as
a person (the social being) but that status is fundamentally affected by the proc-
esses others use that either adds to or takes way from your identity as a person.
Thus, the core of person-centredness is twofold: first, the attributes we regard
as essential for a human to be regarded as being worthy of inclusion as a social
being; second, the sort of relationships we have. As Kitwood (1997) argued,
older human beings/persons with dementia and other mental health disabilities
push our society to the limit in terms of what it is prepared to accept in regard
to personhood status. In the example with Tom and Claire, Tom is probably not
person-centred, at least when it comes to older people with dementia, whereas
Claire probably is, at least in the situations shown above.

Knowing what our values are and having person-centred values can enable
nurses to act in the best interests of older people, especially in complex situa-
tions where there are multiple factors and agendas at play. Asking yourself ‘In
this situation, what are the core values by which I/we need to make a decision
and act on?’ can form a guide. Asking others the same question can also help
in group or team discussions. To be truly person-centred, the question can be
rephrased as ‘In this situation, what are the core values of the older person on
which I/we need to make a decision and act on?” However, even then, where oth-
ers who may have different values are also involved, decision-making can still
be problematic. But what is important is that the processes and underpinning
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values have been openly addressed. Consider how this next scenario might
challenge certain values and beliefs about older persons and require nurses to
be clear about their values and beliefs.

Case study 4.3

Mrs O, a widow for 20 years, aged 82, has a probable dementia of the Alzheimer’s type.
She lives in a care home and her family have little contact with her. She has had an on—off
very intimate and satisfying relationship with a male resident for the last two years. About
4 months ago, he called off the relationship, as he felt she was making too many sexual
demands on him. Mrs O now regularly makes approaches to several male residents where
she masturbates herself and attempts to do the same to the men. The home has a philoso-
phy that stresses person-centredness and enabling older people to have fulfilling relation-
ships and to live a fulfilling life.

Many staff find Mrs O’s behaviour difficult and are embarrassed when they encounter it.
Mrs O has become the regular topic of conversation at handovers and at the staff-support
group. Staff know that other residents are discussing her behaviour. Staff have, without
realising it, withdrawn from Mrs O. She gets minimal staff time and little demonstration of
affection, warmth or value as a person. There are now demands from staff that she is ‘put
on’ medication to stop her inappropriate behaviour.

Conclusions

Core values concerned with mental health and older people’s nursing are
accepted as inherently good, for example, dignity choice, independence and
autonomy. However, they become extremely complex in their translation to
practice (Nolan et al., 2001, p. 11) and as shown in this chapter. Nurses who
know and attend to clarifying their values, ensure their actions are values-based
and are authentic and consistent in the way they practise, but still might not
be offering person-centred or evidence-based care. Nurses who have person-
centred values and reflect on their values against evidence, will work to ensure
they ground their nursing care in working with the beliefs and values of older
people as far as they can and offer evidence-based care — or so I believe! Nurses
must ensure that they work collaboratively as part of a team and establish
shared values and beliefs so that the team’s approach and the older person’s
experience of care are consistent.

Resources

http://www.ageconcern.org.uk/AgeConcern/ageism.asp highlights forms of ageism in
the UK and what can be done about it.

http://www.mentalhealth.org.uk/exists to help people survive, recover from and prevent
mental health problems.

http://www.dh.gov.uk/Policy AndGuidance/HealthAndSocialCareTopics/Older
PeoplesServices/OlderPeopleArticle/fs/en? CONTENT_ID=4002284andchk=q4tpUL
Standard Seven: Mental Health and Older People.
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http://www.annalsoflongtermcare.com/article/4786 contains a checklist for cultural
sensitive care with older people living in care homes
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Chapter 5
Approaches to Help, Support and Care

Elizabeth Collier

Introduction

What is support? What is care? Words that are quick and easy to speak, words
that textbooks tell us we should provide, words that we write in care plans, in
clinical correspondence, philosophies, operational statements and assignments.
But what do support and care mean? In our personal lives, we offer support
to our friends and relatives. Sometimes in times of extreme stress, we want to
offer support but feel completely impotent. The best support we can offer may
be a letter or card, a token of recognition, an occasional phone call letting the
person know we are there and available; sometimes it may be being able to rec-
ognise when to leave some space — that we are not the best persons to provide
help. A student recently wrote in an assignment reflection that she had spent
much time sitting with a client in her room in silence and felt this impotence.
She was very surprised but gratified to find out much later from the client that
she had really helped her by sitting with her in silence. This chapter attempts to
focus on such fundamental skills. It attempts to maintain a connection with the
meaning of help, support and care; things that are often intended but we have
failed to provide, evidenced by the stories of the experiences of older adults.
To strive to provide true support and care, we require continuing develop-
ment of our self-awareness, to understand that it is the little things that count
(Macleod, 1994). Hope, support and information have been found to be the
most helpful to recovery, and ignorance and stigma the greatest hindrance
(Coyne Plum, 1987). Our best approach therefore may be to be continually open
and willing to recognise and challenge our own ignorance and contributions to
stigmatising people.

We should be constantly willing to consider that we are prejudiced and
discriminatory, even when we believe we are not. The document “Turning your
back on us’ (Gilchrist, 1999) shows us how health professionals do practise in
a discriminatory way through the distressing stories of patients and relatives.
The staff that are referred to are unlikely to be purposefully cruel and arguably
mortified, if they thought they had caused such distress. But good intentions
are not good enough. We should explore our attitudes and behaviour again and
again.

53
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This chapter focuses on people first, rather than theory, using people’s names
as subheadings, as the people shape any approaches to support and care.
As a carer recently indicated to me, ‘Sometimes, it’s enough just to listen and let
them [carers] offload; other times they may need some practical help or advice.
The skill is to know the difference.” This chapter draws on both clinical and
teaching experience.

Think about Mrs Gordon.

Mrs Jane Gordon

Mrs Gordon has been married since she was aged 18 and she is now 75. She
has been feeling confused lately, as she is unhappy in her relationship. She is
uncomfortable about some aspects of her sexual relationship, plus she feels that
her husband has always been a bully and has undermined her all their mar-
ried life. In addition, she thinks that some of her confusion arises out of her
own questions about her sexuality that she has avoided all her life. Her refusal
to have sex has led to arguments with her partner, and she thinks that maybe
they should end the marriage. Her confusion and distress are too great for her
to bear.
Before this is discussed, consider your responses to the following questions:

e What is your instinctive reaction to this scenario?

e What advice would you give Jane if she asked you?

® s this the same advice you would give to a 30-year-old who has been married
since she was 18?

® [s the advice you would give Jane based on (a) your own values or (b) Jane’s
expressed needs?

Table 5.1 shows a summary of responses to this scenario that has been col-
lected in a classroom situation. It represents the responses of approximately
60 student mental health nurses who completed the same scenario with people
of different ages, i.e. Jane as a 16-, 30- and 75-year-old (groups did not know that
their Jane was a different age than the next group). The discussion that followed
considered why such different advice would be considered given the reported
problem. It can be seen that for people of different ages, there are similarities
and differences. We may modify our interactions based on the dynamics of
the relationship, e.g. if the person is perceived as much younger or much
older than ourselves. This is understandable and acceptable, but not the issue.
The issue is: is it alright to use a different set of rules to make decisions about
the help we provide based only on (real or perceived) chronological age? There
are many influences at work. One example is of the interpretation of the word
‘confusion’. For the 16- and 30-year-old Jane, this was interpreted as a general
indication of being unsure; for Jane, the 75-year-old, this was interpreted in the
context of ‘dementia’, a symptom of something else. Why? There is nothing in
this scenario that suggests any pathological problems at all. Interestingly, the
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Summary of responses to a scenario regarding people of different ages

16-year-old girl

30-year-old woman

75-year-old woman

Confusion due to hormones

Refer to Child and
Adolescent Mental Health
Services

Psychological abuse/peer
pressure/right to say no

Talk about sexual
orientation

Discuss contraception;
give information, e.g. Brook
advisory centre, puberty

Involve parents

Too young to know what she

Why does she think he is
a bully?

Other relationships have
been different, or is it her
issue/assess mood and
confusion?

Advocacy, assertiveness
training

Exploration of self and
sexuality

Learn about self; sort
sexual feelings out

Peer and family
involvement/women’s