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How will you care for me when I am older if disease attacks my brain and damages my ability 
to remember, reason and understand? I wonder ifthe things that seem important to you will 
matter all that much to me. I don't think I shall be too concerned about how thick the carpet is 
and bow well the furnishings coordinate with it or about whether there is a phone available for 
me to use. Perhaps now is the time for me to tell you what I shall want from care. 

Communicate with me, please, although I may have great difficulty in understanding or using 
language. I shall still, I'm sure, know when you touch me gently on the arm or drag me 
roughly from my chair. Will your tone of voice assure me that I am worth caring for or will 
you leave me feeling that I am nothing but a nuisance? And bow will you stand beside me 
when I am dressing myself so very slowly- with words and gestures of encouragement or with 
bored resignation? 

Accept the fact that disease has robbed me of some of my abilities and don't expect me to do 
the things I no longer find possible or become impatient at my inability to learn. Accept that I 
enjoy some things and positively bate others and don't try to cajole me into activities I would 
never have chosen for myself Remember that I am still a person with my own particular 
physical and emotional needs. 

Reassure me whenever I appear to be feeling lost - tell me that you understand I am feeling 
frightened or confused or frustrated or depressed and tell me that I can trust you to take care 
of all things I now find so difficult to manage. 

Get to know my background, the things that interested me at the time of my life that is now 
clearest in my damaged mind. Remember that the 1990s and the 1980s may have been totally 
wiped from my memory; and perhaps also the 1970s and beyond. I am now living in what 
seems like a foreign place where so much has changed and where the people I once knew are 
so different that I no longer recognise them. Will you take the trouble to find out about the job 
I did, the place that I lived, the holidays I enjoyed, the people who surrounded me? 

How will you react if I want to see someone who is now dead? Please don't tell me the honest 
truth, though I wouldn't ask you to lie either. Instead, try talking about my relatives or friends 
and help me to find their photographs in my fiunily album. It will probably be all I need. If 
you tell me that someone close to me is dead, I won't remember it in five minutes time, but I 
shall still be distressed two hours later, without knowing what I am grieving about. 

Maybe it would help if everyone who is caring for those who suffer from dementia learned a 
bit more about local, national and world history, so that when the cells that stored the most 
recent memories have shrivelled and died, old memories can be revived and relived and the 
individuality of the person, and that may be you or me, retained for much longer. In short, 
please try to enter into my world - because I shall no longer be able fully to enter yours. 

--+--
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The Dependent Elderly- Partnership in Care 

Introduction 

This document contains a compilation of Papers and discussion group reports given at the 
Order's Conference in May 1995. The theme of the Conference was Partnership in Care, 
focusing on the numerous care issues arising in the lives of elderly people who have a 
progressive organic disease. The Conference was the second in a series of Conferences 
organised and hosted by the St John of God Order as a tribute to the birth of the Order's 
founder, John of God, in 1495. 

These pJ"QN"t'!!ingc; will be disseminated to all who attended the Conference, Department of 
Health, Directors of Community Care and other interested groups and individuals. A copy 
will also be forwarded to the Prior General of the Order, Brother Pascual Piles O.H., in Rome. 

On behalf of the St John of God Order in Ireland, I wish to acknowledge: 

• The Conference Presenters: Dr Ruth Barrington, Ms Margot McCambridge, Ms Winifred 
Bligh, Ms Mary O'Neill, Ms Elizabeth Curtin, Dr Orla O'Donovan and Professor Stephen 
GWright. 

• The 90 Conference Delegates for their energising participation and contribution. 

• Brigid Kennedy in Provincial Administration, for collating the documentation and 
designing the layout for these Conference Prt)CW11ingc;. Anyone who has had the task of 
putting Conference Pr~ings together will realise the amount of time this involves and 
the tediousness of the task. 

A special thank you is extended to the members of the small and short-term Working Group 
that was established as a result of the conference. The purpose for the group was to find a 
way to bring forward the interests of the conference delegates, as requested at the conference. 
The Working Group has proposed that an Association for people who have dementia be 
developed. The proposed name for the Association is Network Action for People willt 
Dementia. The focus for the Association is one of advocacy. Members of the Association 
will be health care professionals and carers and relatives of people with dementia. If you are 
interested in fonning this Association by becoming an active member or have suggestions, 
please contact Ms Celine Phelan, Director of Nursing, St Joseph's Centre, Crinken Lane, 
Shankill, Co Dublin (tel: 2823000). 

The members of the Working Group, which has now disbanded, were: 

• Celine Phelan, Director, St Joseph's Centre 

• Winifred Bligh, National Coordinator for Respite Care, Alzheimer's Society of Ireland 

• Myra Hill, Director ofNursing, St Joseph's Centre 

• Kay Cahill, Superintendent Public Health Nurse, Eastern Health Board 

• Marianne McGiffin, Ward Sister, The Royal Hospital, Donnybrook 

• Mary M Keane, Coordinator of Programme Development, Provincial Administration, St 
John of God Order. 

--+--





Welcome by: 

Cbairpenon 
Director of St Joseph's Centre, Crinken 

On the 1 Otb of this month (May), we were very honoured to have our President. Her 
Excellency, Mrs Robinson, to officiate at the opening of our ceutre (St Joseph's). In her 
speech, she stated that "older people deserve all the love and care that we can provide for 
them". And, indeed, she said, that "it says a lot for our society in how we treat our older 
population". All of us in our day-to-day work strive to provide care of the highest quality and 
there are many frustrations very common to us all in trying to achieve our objectives. We 
must advocate particularly for those wbo have a cbncoting illness. We must be proactive in 
our provision of care for our elderly dependent population and their families wbo become as 
much a victim as the person wbo has the dement:ing illness. I would now like to introduce our 
Provincial, Fr Fintan Brennan-Whitmore OH, and ask him to officially open the coofereoc:e 
and to give us his address. 

Fr Fintan. 

--+--



Address by: 

Vicar Provincial, St John of God Order 

Good morning, ladies and gentlemen, and welcome to the St. Jolm of God Centre. 

This conference comes at a time when the St. John of God family is celebrating. It is now 500 
years since the birth of our founder, John Ciudad, who was eventually given the nickname 'of 
God'. Our celebrations involve trying to do three things. 

• Celebrating 500 years - which is a long period of time. It is a long period of history for 
any organisation. To remember and acknowledge that we are still alive and going after 
such a long period of time is, indeed, something worthy of celebrating. 

• Creating more awareness about Jolm, his ideas and his value system. 

• Making some kind of commitment into the future. Part of the series of things that we 
decided to do was to look towards the future. To help us achieve this aim, we decided to 
hold conferences. We already held a conference on Learning Disabilities. We will be 
holding a conference on issues relating to Mental Health. Today, in this conference, we are 
concentrating on the care that should be given to the elderly. 

John had a very simple but profound idea. His idea was that no one in his society or, indeed, 
in any society should be left aside or be deprived of the possibilities of participating in human 
experience. When be was considering how to make this vision possible, be was prepared to 
draw on any resource or on any person who would share that same dream. He was a great 
believer in partnership. He knew that he could not give any possibility of life or hope to 
marginalised people if he did not fonn partnerships with all kinds of forces in the society of his 
time. 

I am sure if John were here today - and he is with us in certain kind of way - he would be very 
pleased with this gathering. 

As a humble person, he might be in awe of the fact that 500 years later - in a place, very far 
from where be began his work in Spain- this conference was taking place under his name. 
But, nonetheless, be would consider that this was worthy of a great effort. He would say that 
after a life lived with dignity and respect, people who are ageing and have difficulties in life 
need an alliance. 1bey need a coming together of different forces if they are to receive the 
dignity and respect which they deserve in their latter years. The quality of life that we in our 
society offer to people is so important we should revere and treat with respect and dignity 
those people who, in their later years, have particular needs. 

To-day, I am very hopeful that in your listening and sharing, in your coming together whether 
to do the work of the day or during the infonnal gatherings at lunch and coffee, you will find 
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new avenues, new inspirations, partnerships, ideas and possibilities. Only by renewing 
ourselves can we ensure that our elderly will have that dignity, esteem, respect and sense of 
appropriate care that they need and which we need for them if we are, indeed, to be a caring 
society. 

In formally opening this conference, I wish you all well in the work that will be conducted here 
today. I express the hope that we will meet some of the expectations you may have for tbe 
conference and that we may forge new beginni~JW! for the people for whom we work. 

Thank you very much. 

--+--



Keynote Address: 

Dr Ruth Barrington 
Director of Continuing Care 

Deptll'tment of Health 

Introduction by Celine Phelan, Chairpenon 

Our keynote speaker today is Dr Ruth Barrington, the Director of Continuing Care in the 
Department of Health, with responsibility for services for the elderly, mental health services, 
mental handicapped services, physical handicapped services and child care. She has worked in 
various divisions of the Department and is the author of Health Medicine and Politics in 
Ireland, which was published in 1987. Dr Barrington was secretary to the working group 
which produced the report, The Years Ahead- A Policy for the Elderly, published in 1988. 

Dr Barrington's paper will focus on: 

The elderly in today 's world and the issues and challenges involved in the deliVery of 
services to dependent elderly people and their carers. 

---·---
Dr Barrington 

I'd like to thank Celine Phelan for the invitation to speak here today and to say that it's an 
honour to participate in the celebration of the 500 years of the St John of God Order. I was 
here last week at another conference and beard Brother Finnian, Director of the Hospital, 
speak of St John of God. He mentioned two things that fascinated me, of which I was not 
aware before. St John of God introduced the single bed into the hospital, where connnnnal 
beds bad been the tradition and he washed the feet of every patient coming into the hospital. 
Certainly, he was clearly ahead of his time in the importance of chiropody and the need for 
privacy. We forget that those practices that we take for granted have been hard-won and 
fought for. 

I was in the chemist's over the weekend and my eye caught a very prominent slogan which 
said - Anti Aging Action - so I said, oh dear, this isn't politically correct at all. So, I looked 
closer and saw that it was an ad for a new face cream and it seemed to me to encapsulate our 
ambivalent attitude toward aging and growing older. We all know it' s going to happen to us, 
but we probably fight as long and as hard as we can to prevent the actual occurrence. But, 
apart from the correctness or otherwise of the slogan, there is generally in society, and I think 
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this conference is an example of it, a focusing on the issues of an aging society and of people 
growing older. Tbe study of gerontology, for instance, that I had not heard of a few years ago, 
is beginning to take off around the world - a bit slower in this country - but it's coming. 
There is increasingly an attempt to differentiate aging between looking at active aging and 
trying to create positive attitudes toward active aging and then focusing on depeudmt aging. 
Old age used to be associated with dependency and increasingly people are trying to 
distinguish the strands of aging and trying to focus on the positive and not so positive aspects 
of aging. Tbe reason for all of this, of course, is that we are witnessing a demographic 
revolution and I don't think that there is any other word for it. 

(Slide) 

Tbe life expectancy for people in this country at the beginning of the century was about 50 
years. Most people never lived to old age. Tbe life expectancy today at birth is 77 years for 
women and about 73 years for men, so that the overwhelming majority of us can expect to live 
to a ripe old age - to use a positive phrase. In fact, it is one of the great success stories of 
western society that its citizens have been offered this opportunity to experience this part of 
life. It's no longer the privilege of the few. But because it is a relatively new experience for 
many people to expect to live into old age, we have not thought very much about aging or 
about the experience of aging. 

(Slide) 

If we look at the slide, we will see that the projected population of elderly people from the 
years 1991-2026 will move from 400,000 to 700,000. This is a dramatic increase. 

From the years 2006-2011, there is going to be a very rapid increase in the numbers when 
most of us in the audience are going to reach our older years. This is the way our population 
profile is going to go barring a major world war or a major catastrophe. Tbe increase is going 
to be most notable in the older elderly, that is people over 75 years of age. 

There are about 160,000 people over 75 at the moment; by 2026 - there will be almost 
300,000 over 75 . This approximates twice as many people over 75 as at present. 

Life expectancy, by 2026, is expected to increase to 83 years (from 77 today). For men, it 
will be 79 years. In Japan, these are today's actual upper ages, so we are not as advanced as 
we may think. Not only are we facing a very rapid increase in the older population over the 
next ten years or so, but within the elderly population there will also be a dramatic increase in 
the very elderly. These are people we today are most concerned about because these are the 
people who will have the greatest need from the health services. 

You can see that the rise in the older elderly has already started and is rising faster at the 
moment than the overall elderly population. If you are wondering why certain hospitals 
around the country are experiencing difficulties, that increase is part of the reason. 

(Slide) 

This slide shows that the elderly population is not evenly distributed across the country, just as 
our population geoerally is not evenly distributed. 

About 30% of the elderly population at the moment is in the greater Dublin area, ranging 
down to 6-8% in various small Health Board areas. Because of the unplanned and 
uncoordinated growth of the population in the Dublin area since the last war, there will be a 
large elderly population in the Dublin area in the years to come. While there is an increase 
across the country generally, the greater increase will be in eastern and southern parts of the 
country. After 2010 we could experience the "swinging sixties" again. This time it won't be 



the decade but people in their sixties and bopefully they will be enjoying life to the full. Part 
of the approach over the past few years, supported by the~ O:Health, but really~ 
to the actions of voluntary organisations, has been an effort to distinguish the strands of agma 
and to emphasise the positive aspects of growing old and of being elderly in Ireland. Overall, 
Ireland is a good place to be old. There are many positive aspects about being elderly that 
need to be spoken of and stressed. For example, the work of Aae an~ Oppo~. _I am 
sure many of you will be familiar with their work in trying to change attrtudes to agmg - m the 
media for instance - trying to prorn<Xe positive aspects of being elderly, the energy and 
freedom people have, the things they can achieve, that life does not end at 65. And Aae 
Awareness Week has helped. All over the country, there are retirement groups, active age 
groups, that are getting people involved and voluntary organisations that are getting people to 
contribute enormously to their local communities. 

(Slide) 

The European Year of Older People in 1993 provided a great focusing oo the positiveness of 
growing old. It provided an opportunity to highlight the positive contribution of older people 
to their societies. (The capacity of old dogs to learn new tricks!). A lovely story by Faith 
Gibsoo, who is a lecturer in Northern Ireland (Social Science), tells of bringing a group of 
elderly students to Dublin to exchange their computer skills with their colleagues in one of the 
Regional Colleges here and of trying to persuade the conductor on the trains that she was 
accompanied by the students, even though the average age was 72. This is an example of the 
way in which stereotyping can be changed or challenged. The year also provided an 
opportunity to show the solidarity between the generations. It is not a very happy title. The 
principle behind it is very sound - that one has to try and persuade each generation of young 
and middle age people of the links that bind them to the older generation and of their 
responsibilities when the dependent phase of aging comes, for supporting elderly people in a 
humane and civilised way. For instance, for me, it highlighted the positive aspects of 
grandparents. Most children have living grandparents due to life longevity. In my case, my 
children have four grandparents, which historically speaking has captured the change in 
lifespan. I didn't have four grandparents alive and my parents hardly knew their grandparents. 

The European Year highlighted the change of attitudes taking place officially. For instance, 
we had in 1988 the Care of the Aged Report. The aged was the term then. This term cannot 
now be used anywhere except in very special circumstances. 

(Slide) 

The Working Group on The Years Ahead Report, of which I was secretary, worked to 
change terminology. For instance, the word geriatric is no longer a politically correct term to 
use. The chronologically chtJ/Ienged is probably the substitute! The older person is taking 
its place. Some of our Departments of Geriatric Medicine are now known as Departments of 
Medicine of Old Age. In time, I can see that changing as well. The National Council for the 
Aged has now become the National Council for the Elderly. There is a process of changing of 
our language and changing of our attitudes towards older people. The other message that 
came out from the European Year was that we can very much influence the kind of old age 
that we wish to have. I say that with some reservations. One being that we don' t have much 
choice about whom our~~ are(~ inherited gene pool). Two, some people cannot do 
much about the cumulative life expenences that they have led - if they are in poverty, 
unempl~yed o~ travellers, for example. We know that these do effect the life expectancy and 
the quality of life of older people. Traveller women live on average 12 years shorter than Irish 
women generally - which gives you some idea of the toll taken on their lives from very poor 
living conditions and large families. 
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Having said that, there are areas that can shape and influence our old age. For instance, 
smoking (main contributory to pranature mortality in this country). Exercise - if one can 
maintain a level of fitness, a balanced diet, reasonable weight in middle age, our old age will 
be a more healthy and interesting period of our lives and not associated with a sedentary and 
incapacitated period of our life. This notion of the health of our later lives is captured in the 
H«<IJJJ Strategy published by the Minister for Health last year. There are some very good 
targets set out in that document to prevent premature mortality which the Department is 
committed to adlicving. The Department will shortly be announcing strat.cgics related to 
adlicving those targets. 

A brief word mout the effect of the •Kin& process: 

Like many things about growing old, we don't know much as yet about the effect of aging oo 
the body system. It looks as if aging itself is not to blame for many of the things that we 
associate with dependency and old age. That growing old itself is not the problem, it is the 
breakdown of the body systems that causes the problems. While the two processes are closely 
associated, they are not necessarily the same. If I could tell a short story which you may have 
heard already. his about the 80 year old man who goes in to his doctor. He complains that 
he is very stiff and sore in one leg. The doctor says, ''but Pat, you are 80, you have got to 
expect that at your age you are going to experience some stiffuess and soreness", and Pat says 
''but doctor, I have bad the other leg for the same number of years and it is not giving me any 
trouble at all" . This illustrates the point that the thinking about elderly people has been to see 
their age first and not think about the body systems. There is a challenge to get behind the age 
and look at the problem. Now, to the other point. lllness tends to manifest itself difrerently in 
older people (I don't need to say this to you), and requires a different approach in their 
management and again the medical profession would be the first to admit that the medical 
understanding of the older body is still limited and a lot of work and research needs to be done. 
The good news is that there have been amazing developments in medical science and 
technology that have transfonned the lives of older people. The most dramatic changes are 
those that replace parts of the body (hip, knee). 1975, I think, was the first year hip operatioos 
were done in this country. The quality of life resulting is dramatic. The same can be said for 
cataract operations and heart bypass operations. The changes in anaesthetics, non-invasive 
diagnostic procedures and pain control have also impacted on quality of life. 

Sadly, as yet, there is no real understanding of dementia or treatment for certain cancers. 
Heart disease is still a major killer. In instances of heart disease, the damage is done in 
younger life and if one could get the message across that old age is worth living and that there 
are advantages to being old, we might persuade young people to stop smoking. One of the 
problems is that there is no point in telling the under 21 year olds about living to 60 since they 
see people of 40+ as being elderly. 

The challence for society in ceneral and for the health services in particular? 

There are going to be more elderly people. There are going to be some very elderly people 
whose body systems are in danger of breaking down or about to break down. Within the very 
elderly group, there will be many more women than men. 

Parallel to this situation, there are going to be many older carers. The elderly parents will 
have children who are in their 60s. There are going to be smaller families in the future. 
Fertility now is 1.9 per family (in the 1960s, it was 4 per family). There is also going to be 
less stability in families, more family break-up and single parents Therefore, the pool of 
people available to look after the older person is decreasing. The bonds between the 
generations may be weakening. This is something that we need to be aware of . 



On a positive note, the next generation is going to be healthier when they reacll old age. Tbe 
present old age generations were born at a time when infant mortality was very ~ and _lots 
of damage was done at birth or in the early years. People were exposed to great infectious 
epidemics (TB, Scarlet Fever, Rheumatic Fever), which resulted in lasting damage. Life was 
tougher, there was more poverty. 

Tbe present generation will reacll their old age in the early years of the next century. They 
will be much better off and much healthier on the whole. They will be able to make more 
choices about their care. Despite what I said about threats to solidarity between gcocrations, 
there is great inter-generation support in this country. The couple of surveys that have been 
carried out across the European Union have shown that in Ireland there are stronger bonds 
tying the generations together than in most other countries. I think that society is going to be 
more geared towards older people (the swinging 60s). We have experienced the decades of 
youth in this country in the 60s and 70s. The focus in the early years of the next century will 
be very much on older people. We can see the developments already in progress through the 
Golden Years Holidays, bank accounts for older people, etc. More of this will develop. It will 
be a lot easier for us to associate with our society than perhaps older people were able to do in 
the past. 

(Slide) 

What has been the formal rapo01e of the Irish Government to the increase in the elderly 
population and the needs of the dependent elderly? 

I suppose the starting point for any discussion on policy is The Years Ahead Report - A 
Policy for the Elderly, published in 1988. This commitment to improving health services for 
older people and to the principles of maintaining elderly people, if at all possible in dignity and 
health at home, have bec:n repeated in the Health Strategy published 1994. There is also a 
strong commitment in the Govennneut of Rmewal to maintain services for older people. So, 
there is a cornmitmeut at governmeut and political level to improving, maintaining and 
expanding the health and social services for older people. There is also a commitment to 
promoting healthier old age. 

There is a cballenge in developing a coordinated and comprehensive service. Coordination 
arises because the elderly (very incooveniently for administrators and plarmers!) require a 
whole lot of different services, sanetimes at the same time. But, there is a challenge to ensure 
that the right services are delivered at the right time to older people. If an old person is 
becoming depeudeut, they should receive the right treatment and rehabilitation; have their 
houses repaired, toilet f3cilities moved downstairs and have transport to a day centre. All of 
these needs present a cballenge to the Health Services. Secondly, in the past (up to the late 
60s), if you could not survive at home, all the Health Services could offer you was a place in 
the County Home. There have been positive developments in the Public Health Nursing 
Service, the Home Help Service, day care, day hospitals and Depts of Medicine of the Elderly. 
So there is a commitment to develop a range of options, a range of services that will have as 
its primary goal the support of the older person at home and, only when it's necessary, to 
provide loog-stay care to older people. The access to care when needed is vital and also access 
to a high standard of long-stay care. 

There is a target set out in the Health Strategy to try and maintain 90% of older people at 
home in dignity and independence. So that at any one time there would not be more than 10% 
of the older population in loog-stay care. If we can maintain that as the population ages, we 
will be doing very well indeed. 



I want to mention a few of the most important developments that have taken place since The 
Years Ahead Report was implemented. Somed1ing over £30m has been spent since 1988 on 
implementing that report and that does not include other developments that have been taking 
place under separate budgets. There has been a very important expansion of home nursings, 
home help, day care and respite care. It is not enough, but it is a vast improvement on what 
was available in the 80s. There has also been a recognition of the cootnbution of carers. 
Again, many of you will argue that it is not sufficient, but there has been a recognition at 
national and Health Board level of the role of carers and of the need to support carers. The 
Carers Allowance, which I know has many problems, is a concrete example of that. I note the 
cbanges announced by the Minister for Social Welfare. Another 1,000 of carers will qualify 
for an allowance and another 1,500 will benefit from an increased role. So again, while 
perhaps the figures are not very large, for people with no other sources of income it is a very 
important allowance for those giving full-time care. 

In relation to hospital services, the number of Departments of Medicine of Old Age has 
increased from about eight in the late 1980s to tweuty this year (1995). Hospitals, 
increasingly, are being reorganised to meet the needs of older people. The overwhelming 
majority of people coming into our hospitals are over 60 years of age. Hospitals, historically, 
have been very slow to adapt their method of operation to take this on board. There is also a 
recognition to develop special services for those with dementia. A start has begun (a lot of 
work has to be done). Specialist services have been developed in a number of areas. 
Community services have been supported and I know that the Alzbeimer's Society has done 
amazing work around the country, encouraging people to organise and mobilise services. 

(Slide) 

In relation to long-stay care, just under 20% of older people are in psychiatric hospitals. 
About 40% are in health board hospitals and about 40% are in voluntary or private homes. 
The stock of the psychiatric hospitals and health board accommodation overwhelmingly was 
built before the first half of the last century. The psychiatric hospitals are very imposing 
buildings, but they are not necessarily places where one wouJd want to spend the last years of 
ones life. Similarly, most of the health board accommodation is really very unsuitable for 
long-stay care. For me, my visit to St Joseph's, Crinken, was a revelation, to see the quality 
of the accommodation provided there for the elderly residents. For me, that sets the 
benchmark for the standard of the kind of accommodation that we should be aspiring to in all 
our long-stay f3cilities and the Minister for Health, when he was in Dungarvan (about ten days 
ago) announced a progranune to replace over the next few years unsuitable accommodation for 
the elderly. Hopefully, we can see St Joseph' s replicated in many places throughout the 
country. 

Slide- showing St Mary' s Hospital (250 years old) and the 
new psychiatric unit in St Vincent' s, Fairview 

Unfortunately, I don't have a slide of St Joseph' s. These facilities demonstrate the kind of 
change I wouJd certainly like to see brought about in the quality of accommodation for older 
people- something on the domestic scale and as attractive as St Vincent' s, Fairview. 

To conclude- bow are we doin&? I wouJd summarise by saying we are running fast to stand 
still. There is an awful lot happening, an awful lot of good work going on, but given the scale 
of the changes that we are facing over the next 20 years, we are hardly at the starting post. 
We are on the brink of demographic changes and we must adapt to meet those changes. We 
must adapt our services and the way of operating to meet those changes. 

(Slide) 



We must look at innovative ways of supporting older people and the reason I have put that 
slide of the mobile day hospital up is to capture one innovative way to the provision of services 
to older people. This mobile day hospital operates in North Dublin. in areas that are difficuh 
for older people to access the general hospital. The mobile day hospital goes out to them. h 
has proved its value. 

As we are all involved in delivering services to older people or getting services for them and 
are all going to be the recipients of those services when our time comes, we have a vested 
interest in getting this right. So, it is a question that is real. The older people of the future will 
not come from outer space, they are the people sitting in this room. Therefore, it behoves us to 
concern ourselves with these issues and to worlc out the best ways of adapting our services. 

(Slide) 

This last slide shows two contented older people in one of our services. I think if our aim can 
be to make tbe quality of life of dependent older people in tomorrow's world a bit better than 
today's world, we will not have done a bad job at all. Thank you. 
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Ms MaJ'IOt McCambridge (Facilitator) 
Ms Elizabeth Curtin 
Ms Winifred Bligb 
Ms Mary O'NeiD 

Introduction of: 

by 

Celine Pbelan 

Margot has many years' experience in senior nursing positions, including care of the elderly, 
both in hospital and now presently in the community as a Public Health Nurse. She is attached 
to Conununity Care Area 1. Margot has some 16 years personal experience as a consumer of 
services for the elderly. She is weU-<pJalified to speak to both sides of the issue. Besides her 
community care involvement, Margot practises counselling and psychotherapy and she feels 
very strongly that elderly people should have the same access to counselling as any other 
member of society. In a lot of cases, the older person possibly needs it more than the younger 
members of society because they have a lot of unfinished business and things unresolved. I am 
very happy to welcome Margot to facilitate the consumer panel. Margot will now introduce the 
three paoelists. Thank you, MarJot. 

Margot McCambridge, Fadlitator 

Thank you, Celine, for that introduction. 

Good morning. everyone. The first panelist I will introduce to you, Elizabeth Curt:in. who is a 
fuU-time housewife and mother of four. Elizabeth also takes care of her mother at home in 
Sbankill - Elizabeth. 



Ms Elizabeth Cortin 

Hello, I am happy to be here today to tell you about my mother's story. My mother was 
married to Cecil for 30 years and bad five children, four brothers and myself At the age of 54, 
she was admitted to hospital for the day for minor surgery and she bad a very bad reaction to 
the anaesthetic. It left her severely brain damaged and what resulted was that she was 
incontinent, she couldn't verbalise, she was confused all the time, she couldn't feed herself, she 
couldn't dress herself. She stayed like that for six months in hospital until we decided to bring 
her home. There was really nothing they could do for her in there. So we brought her home. 
Well, I brought her home, because being the only daughter, I felt it was my duty, maybe, and 
my mother and I were very close and I still felt love for her. It did not change how I felt about 
her. So, anyway, we brought her home and the emotions that went on after that tore our fumily 
apart. My father died two months later from the shock and my brothers just didn't want to 
know anymore. So, we just got on with it. My Public Health Nurse at the time, Pauline Nolan, 
she is here today, she was my lifeline, she helped me through it all. She came down each day 
and helped Mammy wash and dress. Then, Mammy bad tried a few times to get into a day 
centre in ShankiJL but she didn't like it, so I bad to keep her at home. We struggled on for six 
years until St Joseph's came and now my Mammy is very happy up there. She loves it. 

My role at home with my mother was, in the beginning - I was her mother. I took over that 
role. She grew up with my two younger children. They don't expect her to be any different. 
She is their Nanny and that's it, that's the way she is. At home now, because she grew up with 
my two younger children, I could train her to go to the toilet the way they did, to feed herself, to 
wash herself and, now at home, well, she is fine. The only thing, she cannot verbalise, she is 
still a bit confused; but she is happy, loving and now the role of me being her mother, the 
motherly figure, is going backwards. She's coming to the top again. She is taking over. She is 
my mother. 

The support I got throughout all of this was, as I said, my Public Health Nurse. We didn't go 
and look for any other support, I didn't know about any, I wasn't told about any. My husband, 
of course, he played a big role, he was great. I really don't know what else to say and I am 
very nervous, as you can see. I think that when that happened to Mammy, the whole family 
could have done with some counselling, because the shock was enormous and maybe it would 
have helped my brothers too. They still have not come to terms with it. They don't come to 
visit - nothing. At home, I suppose sometimes I do get stressed and I could do with a bit of 
support myself. Maybe, at this late stage, I could do with some counselling. But I am just 
happy to know now that my mother is just happy in the day centre in St Joseph's and she loves 
it there. And they love her. That's all I can say now- thank you. 

--+--
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Margot McCambridge 

Thank you, Elizabeth, for a very vivid description of the devastation that can be visited on any 
family and it really is remarkable how much you have coped with over the years -thank you. 

Next, we have Winifred Bligh, who is a founder member and Din:ctor of the Alzheimer's 
Society of Ireland. She is also active as a National Coordinator for Respite Care with the 
Society and, most importantly, a past carer of her sister, who suffered from Alzheimer's 
Disease for ten years. Thank you, Winifred. 

/leeu4if«J S~ S~u /M ~ 'Pupte 
fMd, 4 ~ M ()~ 'lJi4e44e 

Ms Wioifred Bligh 

Information 

I think it is generally accepted that services for people with dementia that are specific for that 
condition are few and far between, if not literally non-existent. 

It is well-known that "the well-being of an Alzheirner patient depends directly on the well-being 
of the person who is providing his or her care". 

In 1993, the Alzheimer Society of Ireland commissioned a survey from Professor Joyce 
O'Connor and Dr Helen Ruddle into the needs of carers. Here are some of the findings: 

Practical Support from Informal Services: 

• Family 
• Friends 
• Neighbours 

75% of carers get some limited help. 25% of carers cared alone. 

Formal Support: 

Visits from: 

• GPs (91% supportive and caring) 
• Public Health Nurses (95% supportive and caring) 
• Home Helps (need for extended service) 
• Meals on Wheels 
• Day Centres (very limited and unspecified) 
• Day Hospitals 
• Respite Care (very limited and unspecific) 
• Long-stay Residential Care (need for some specialised units) 



F'rve key service needs were identified as: 

• Relief Care 
• Short-tenn Residential Care 
• Support Groups 
• Day Centres 
• Day Hospitals/Transport 

It is interesting to note that quite a number of carers do not know their entitlements and are not 
aware ofNursing Home subventions. 

In lookina for help: 

• 80% of carers will ask for help 
• 20% not comfortable doing so 
• 30% don't know where to go for help 

Beoefits of Support: 

In Alzheimer's Disease, one of the most frequent sources of stress is never being able to get 
away from the caring role of "being OD call all the time". Respite care, where a carer gets a 
short break of a '\VCCk or two '\VCCks OD a regular basis, can literally be a "life saver". 

Three types of strain stand out: 

1. Pain of watching changes in a dementia sufferer (90%) 
2. Fear of the future (86%) 
3. Not having eoough time to oneself(83%) 

Strain was also experienced: 

• In interactiOD with dementia sufferers (64%) 
• In the pull between caring and family responsibilities (61%) 
• In feeling that social life is suffering (67%) 
• In not having enough privacy (5941/o) 
• In feelings of guilt (52%) 

Support groups, day care and respite care appears to be the answers to above. 

Lettina Go 

Caring involves learning to say goodbye. In the case of Alzheimer's, you are firstly saying 
goodbye to someooe whose physical presence is still around and, secoodly, having to let go 
when the patient goes into long-stay care, which is always associated with deep feelings of guilt 
which can persist even after the patient has died. 

On the death of the patient, feelings of relief were expressed by 8% of carers, e<mbioed with 
grief and loneliness, and in others, remorse and guilt, 2941/o, while a small group of 17% feh 
auger. 



How can services be improved? 

The situation could be much improved by the introduction of a more comprcbcnsivc c:omnnmity 
care plan. including case management structures. Tbcrc should be an improved working 
relationship between GPs, Social Services Departments, Cormnunity Care and the Geriatric 
and Psychiatric Services to provide a continuum of care. 

More money should be provided for innovative services. 

We should remember the family is leading world institutions for looking after depeodent elderly 
people at home. For every one person in residcotial care, five are being cared for at home. It is 
unlikely that this production of care will remain at the very high level of today if carers do not 
receive the assistance and support which they urgently need. 

Laxity by Govemmcnt in dealing with this topic constitutes a very high risk policy for 
tomorrow's c:omnnmity. 

--+--

Margot McCambridge, Facilitator 

Thank you so much, Winifred, for so clearly defining the future needs of people with dementia 
and their carers. 

Now a third panelist, Mary O'Neill, will deal with tertiary services and has bad persooal 
experience of some eleven years and still continues in supporting her parent in loog-tenn care. 

Mary, a solicitor, also feels that information on legal issues around the person who becomes 
demented needs to be clarified and accessible at the appropriate time to family carers - Mary. 
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Ms Mary O'Neill 

Ladies and gentlemen, firstly let me say what a great privilege it is for me to be here today, 
speaking to you in any capacity at all. It is a very humbling experience for me to listen to what 
the previous speakers have said. The reason I am speaking to you today is because I have had 
both good and bad experiences of nursing homes. Eleven years ago, it was made clear to me 
that we had to find a nursing home for my mother. I acted at that time out of total and absolute 
ignorance. I would like to think today that no one of you or any other people confronted with a 
similar problem would act with the same level of ignorance. 

What was I ignorant ofl I was ignorant of everything related to senile dementia and to 
Alzheimer's. Nobody mentioned the word Alzheimer's to me. Probably, I did not want to hear 
anyway. My predominant feeling was panic - I must get my mother in somewhere. 

Again, typical, it fell upon the female of the fiunily to make the decision. People who appeared 
to know better than me told me - whatever you do when you go to the nursing home, don't tell 
anyone that your mother is as bad as she is, because they won't take her. Now, we are talking 
eleven years ago and I am not here to blame any nursing home, I am blaming myself for my 
own ignorance at that time. 

When she was in the nursing home - I chose it for all the wrong reasons. I thought the 
ambiance was nice. I thought after all she wasn't too bad. No doctor had sat me down and 
explained to me what was facing me and that, in fact, we could be talking about five years, ten 
years. That was inconceivable to me. But, at the same time, I have to say, no medical person 
explained it. When she went to the nursing home, she was there for some months. I visited 
regularly and thought everything was OK. But it was only when my mother disappeared and 
was gone for more than 24 hours that I realised this was not the right place for her. The story 
has a happy ending, in that my mother fortunately ended up in St Joseph's, Kilcroney, and now 
in Crinken, where she is very happy. 

But, the whole point that I am making is that the information that is available today is far 
superior to what I had available to me eleven years ago. The emphasis I want to put to you 
today is on education and to beg GPs and consultants to look upon this in partnership with the 
fiunily. If the family are in the position of trying to find a place for their loved one, they must 
be fully informed. They must know the extent of the condition or the disease that is facing their 
loved one. If there is an onus of responsibility on the GPs or the consultants, it is to just take 
the time to explain what is involved. Then you can make your choice, but it must be an 
informed choice. 

Now, another issue which I feel most people just forget about and it' s no blame on them. 
When a family is aware that their loved one is beginning to show signs of dementia, it's not a 
sudden thing, it' s very gradual, I think they don't think of the practicalities. I am now wearing 
another hat in relation to this. I am talking from a legal point of view. I think the first thing 
you must say to yourself - let' s presume it is the mother or father in this case- is there a will 
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made? Because, once the person has gone into long-term nursing care, you can forget trying to 
deal with the financial aspects in place if you have not put the correct procedures in place 
before then. While there is still great lucidity and while someone can still make the decisions 
and a lot of people who are at the beginning of A.lzheimer' s are aware of what is facing them, 
they need to be encouraged to make the decisions they know must be taken. So, the first thing I 
would say is to look immediately and see if there is a will made. If there isn't, see if it is too 
late to deal with it - it may be. If you cannot consider the possibility of a will, then look to see 
how the title of the family home has been processed. Are both spouses on the title? You may 
have one person going into the nursing home and the person remaining in the home being 
unable to sell the family home because legally they cannot do it if the title is in the other 
person's name. So, look to see what the position is. Go to the solicitor who, hopefully, has an 
understanding of the dilemma you are facing. If the family home is not in the name of the 
person remaining in the home, see if it cannot be transferred. Remember, on a practical level, 
if you are transferring a home into the other partner's name, you are going to save in the long
term on stamp duty and probate fees later on and there are other considerations. The final 
decision could be to consider a Power of Attorney, because, perhaps, the person going into the 
nursing home is the principal wage earner, the person who's getting the pension, and that there 
are other members financially dependent upon that person, and once that person has been 
admitted to the nursing home, they cannot execute any legal documents whatsoever. So, you 
have to consider - but consider with great caution the giving of the Power of Attorney to a 
trusted person and you may well have rows within the family about that sort of thing. I won't 
go into detail on this at the moment. If someone wants to ask me later about it, I will be glad to 
talk with them. But it is something that must be considered. I feel that the legal aspect of this 
is considered sometimes when it's too late. 

I also think that the financial situation must be considered. Besides the family home, you must 
look at what's available to the person. Have they a medical card, what sort of pensions are 
there? What can the family afford if the person is going to go into a nursing home? And no 
one believes that you are talking five, ten years. That is a huge financial commitment to give. I 
would never have believed ten years ago that my mother would still be in nursing care today 
and of the enormous financial burden that this would generate. 

Getting back to infonnation and education. I have nothing but admiration for the nursing 
homes which I have encountered, both in my personal and professional capacity. But, I would 
just throw out some guidelines to nursing homes, which is - they must not be shy about 
producing a prospectus. When someone wants to choose a nursing borne, they want to be told 
in writing exactly what is on offer, what exactly are the facilities available, and particularly the 
nursing home should not be shy about what it costs. We are the consumers. You will save a 
lot of foot work for the person who is looking for a nursing home if they know they can't afford 
that one or that one. Don't be shy about what is included, what is not included, in the overall 
price. Again, I think the very best of nursing homes offer facilities for people who are 
assessing the home to come and look 'at the nursing home at any time, to walk around it, feel 
free, to see what the atmosphere of the nursing home is. I feel that a lot of you who are 
working in nursing homes and those of you who are very familiar with nursing homes, 
including myself at this stage, don't realise what a frightening experience it is for the family to 
visit a nursing home, where most of the patients suffer from senile dementia. To you, everyone 
is an individual. But we see them as a group. You don't realise the overwhelming, frightening 
effect it has, to come into a big room and find all of these people suffering from senile 
dementia, sitting around, with their various peculiarities and characteristics. I feel that families 
can be so stunned. Some people wiU take it better than others and this is where we come back 
to counselling. But you will have, in families, I have bad it in my own, where another member 
of the fiunily will say "I went up to that nursing home and I saw so and so there, I think you are 



mad putting your mother in there". And all of sudden, they are ready to criticise, ready to 
knoc1c, but based on ignorance. Ignorance of the condition, ignorance of what can be explained 
to them about the various people in the nursing home and their various peculiarities. And this 
is what I am saying - you can go into nursing homes for months and months and months and 
you can go around unable to make up your mind. You will know what to look for. You will 
look for hygiene, safety, for nice pleasant decor, that people are not kept in their room all day. 
You can talk to the nurses. All of this sort of thing is evident to the eye. But what you cannot 
sec is what is really important. h will take you months, maybe years to grasp what is the 
essence of a nursing home. As far as I am coocemcd, the essence of a nursing home is 
something you will not sec written down on the prospectus. The essence of it is the care, the 
love, the dignity, the attention, the respect that is evident in that nursing home, from the kitdlcn 
staff to the reception. And it will take you months to grasp that that is what is there in that 
nursing home. And if you are fortunate enough to find it, you will recognise it and you will 
know. 

It's actually very difficult to talk about this. I did not think I would be so emotional. You 
would think that after eleven years that we could all get used to it, but we don't. 

In putting the onus on nursing homes to realise that this must be a partnership with them and 
the family and that openness is called for in every sense of the word. The family must be open 
also with the nursing home and explain, perhaps, their financial difficulties, explain what the 
peculiarities (and I use this term in the nicest way) of the individual will be and, equally, the 
nursing home must be ready to inform the fiunily without excuses if accidents happen, and they 
will happen. In the best of nursing homes, they will happen. But once the family have a level 
of confidence in the nursing home, once they know it is open and above board, they will accept 
why things happen. A suggestion that I would make from a very practical level would be, that 
you try to overcome this terror- I am putting this very strongly - this terror that you feel when 
you go into a nursing home and see all these patients sitting around and you always feel - well 
my mother is not as bad as everyone else, maybe she shouldn't be here. You will also find 
yourself looking at the various nurses and noting one who is a little bit sharp. I think that the 
family need someone, a lay person, not a member of staft: who is willing to be available to talk 
with the family so that the family can get the reassurance that they need, that, yes, they are 
dealing with a nursing home who really cares and that all of the atmosphere within the nursing 
home is sound and that is what they need. 

I feel that we owe so much to our elderly people. It is lovely to listen to the positive attitude 
which has been given out here by Dr Barringt.on. It gives me hope, because we all have a 
vested interest in the care of the elderly. We will be there, perhaps sooner than some of us 
realise. They have contributed so much to our society. They have paid their taxes, they have 
brought up their families, and I find it horrendous that at the end of their days, because of our 
system, they are suffering from insecurity. I am speaking now, if you like, as a solicitor. I 
won't bore you with unbelievable stories that I have encountered in worlcing with the elderly, 
except for one recent incident. A little old lady, who was well into her 80s, was totally with it, 
mentally, no problem. But her big fear was that she wouldn't have enough money if she got 
sick and what would she do, where would she go. She didn't have any immediate family. She 
was secretive. A lot of people, when they come in to see solicitors, don't give them a 
breakdown of their bank accounts and all the rest of it. They don' t have to, it is their own 
private business. But, I always wondered about the little lady - did she have any money? 
Because she was so consumed with this fear, if she didn' t want to tell me, I wasn' t going to 
probe. But I did know that she lived in one room, in very, very poor circumstances. I know 
that she had, in this day and age, a potty under the bed and one sink and a one-ringed stove for 
doing her cooking on. But her big thing was fear. What will happen if I get sick, where will I 



go? When she died, tbco, of course, I became aware of her financial situation. I was shocked 
to find that the woman bad in excess of £150,000. But what use was it to her, because society 
made her fear her old age. She was terrified, she felt that wouldn't be enough. And if she wan 
into a nursing home and bad to pay for the nursing home, what would happen to the money. 
She bad this terrible terrible fear. 

I feel from what everyone has said here today that there is an awareness of how we must 
reassure our old people. They are entitled to live without this fear in their old age, wbc:tber they 
suffer from senile dementia or not. 

--+--
Margot McCambridee, Facilitator 

Mary, thank you very much indeed. We must stop here as we are running very much into 
overtime. We bad hoped to have time for questions, but as we are running over time, we will 
defer questions until this afternoon. I am sure there will be lots of opportunities for discussion. 
Thank you very much to our panelists wbo have given us a great insight this morning. 

Celine Pbelan, Chairpenon 

I am pleased to introduce Dr Orla O'Dooovan. Orla is Director of the Social Care Programme 
in the Health Promotion Unit in University College Galway. She has extensive experience in 
the field of cormnunity development and aduh education, and particularly in the training of both 
formal and informal carers. She is currently working on a Ph.D. in Health Promotion, which is 
exploring how various disadvantaged target groups can participate in the forming of a health 
policy. Orla's other research interests include women's health, consumerism, the voluntary 
sector and health inequalities. Recent research projects in which she has been involved include: 

• An examination of the implementation of the Charter of Rights for hospital patients. 

• An assessment of health service provision for the travelling cormnunity. 

• An exploration of how the psychiatric services can become involved in promoting mental 
health. 

Dr O'Donovan's paper will highlight the incidence of elder abuse in Irelan~ n•mine 
attempts to define elder abuse, define its prevalence, to identify risk factors and to 
construct theories of its causes. 

Tackling elder abuse must be a part of the broad strategy for social change. The paper 
concludes by examining how the principles of health promotion can inform this ambitious 
project. So, thank you - Dr Orla O'Donovan. 

--+--



Dr Orlll O'Donovan 
Department of Ht!alth Promotion 

Ullivt!I'Sity Colkgt! Galway 

Thank you, Celine. One thing that I was very conscious of when I was preparing this paper on 
elder abuse was the emotional dimension of it and I think that something I welcome from this 
morning's session was an acknowledgement that this whole issue effects us all very personally 
in terms of our own relationships and also in terms of our own future. I am glad that so many 
presenters have voiced their emotions, because it is important for us to acknowledge that there 
is a huge emotional dimension to all of this. 

Introduction 

Baker and Burstone, in their articles on 'Granny Bashing' and 'Granny Battering'. published in 
1975 in Modem Geriatrics and the British Medical Joumal, are repeatedly acknowledged as 
having opened the Pandora's box out of which revelations about the abuse of older people have 
flown. The opening of this box of harsh realities has come in quick succession to the opening 
of the boxes of abuse of women and children. In the two decades since the publication of Baker 
and Burston's articles, a large volume ofliterature has been published on the topic, particularly 
in the USA. where all fifty states have introduced state laws regarding elder abuse since the 
1980s. 

While there are references to the incidence of elder abuse in social research that was conducted 
in Ireland as far back as in the 1930s (Arensberg and Kimball 1940), the box is only beginning 
to be opened in this country. One of the few things that we know conclusively about elder 
abuse in Ireland is that it happens. In articles published in the Irish medical press, Wrigley 
(1991) presented two case reports of elderly women who were abused by their sons and O'Neill 
et al. (1990) reported on the cases of three elderly women who had been abused. who were 
admitted to an acute geriatric assessment unit in the space of one month. The Irish Association 
of Social Workers, (in particular the work of its current president, Ann 0' Loughlin (1990) ), 
has also presented case reports of elder abuse and has been instrumental in getting media 
attention for the issue. Little is known. however, about the nature or causes of elder abuse in 
Ireland, and there are no coherent national strategies for dealing with elder abuse, nor indeed for 
its prevention. 

Drawing on the international literature, and in particular the literature from the USA and 
Britain, this paper will examine attempts to define elder abuse, to estimate its prevalence, to 
identify risk factors and to construct theories of its causes. The paper will then examine three 
types of strategies for managing and preventing elder abuse, namely, the legislative strategy, the 
consumerist strategy and the 'supporting the carers' strategy. My discussion of this last type of 
strategy will include a description of University College Galway's Social Care Programme, 
which is a two-year part-time course for carers. The paper concludes by examining how the 
principles of health promotion can inform the ambitious project of preventing elder abuse. 
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DefiniD& Elder AbuJe 

Defining elder abuse is problematic. Some authors have dcfinc:d it in very broad terms, such as 
the 'misuse of power resulting in a reduction of the quality of an elderly person's life' (BMJ 
1988). Others have argued that if general uncaring. disrespectful or disparaging behaviour 
towards elderly people is included in a definition of elder abuse, it runs the risk of blurring the 
issue into a more general ooocern for elderly people (Pitt 1992). Whether or not self-abuse and 
self-neglect should be included in the definition has been a source of debate in the USA 

Furthennore, it has been argued that no one definition can serve different purposes, as it is 
unlikely that the same definition will serve tbe purposes of lawyers, researchers and 
practitioners (McCreadie and Tinker 1993). 

In some instances, definitions of elder abuse are confined to harm inflicted by infonnal carers. 
One such definition is that provided in one of the few Irish publications on the topic, where 
Wrigley (1991) defines elderly abuse as 'a non-accidental act or omission that causes physical, 
psychological or financial harm to an elderly person and is perpetrated by a care-giving 
relative'. This focus on infonnal carers as the perpetrators of elderly abuse is a limitation of 
much of the research on elder abuse, which fails to address abuse of elderly people in fonnal 
care settings, and indeed institutionalised abuse. A notable exception to this tendency is an 
editorial in the BMJ (1988) which, using a broad definition, highlights the argument that 
institutional care can be 'in itself abusing', when elderly people are subjected to inflexible 
routines. More specifically, it points to abuse in residential settings such as the overuse of 
restraints such as Buxton chairs and indiscriminate use of catheters. 

Despite the lack of consensus in the literature on bow elder abuse should be defined, there is 
general agreement that there are different types of elder abuse. The British Geriatrics Society 
( 1989), for example, has identified eight di.fferent categories of elder abuse as follows: assault, 
deprivation of nutrition, administration of inappropriate drugs or deprivation of prescribed 
drugs, emotional and verbal abuse, deprivation of help, involuntary isolation and financial 
abuse. In the literature in general, the following five categories of abuse are frequently used 
(McCreadie and Tinker 1993): 

• phyalctU abuse, which results in pain or bodily injury 

• sexual abuse, where there is non-coosenting sexual activity 

• psychological abuse, which can involve verbal abuse and the infliction of emotional 
anguish, 

• financial abuse, where there is unauthorised and improper use of the funds or any 
resources of an elderly person. 

• neglect, which involves omission or carelessness in the provision of necessary care. 

Prevalence of Elder Abuse 

Related to the elasticity of definitions of elder abuse, estimates of its prevalence range from 5 
per cent to 65 per cent (Pitt 1992). The British Geriatrics Society estimates that up to 500,000 
elderly people in Britain are at risk of being abused (The Lancet 1989). 

The only national study that provides an indication of the prevalence of elder abuse in Ireland is 
the survey of 909 people over the age of 65 years that was conducted in 1993 by the National 
Council for the Elderly (Fahey and Murray 1994). The questionnaire for this survey included 
questions about older people's experience of three types of abuse, namely, physical and verbal 



abuse and neglect. While the findiflWI from these questions are not included in the final report 
of the study, the data have been kindly made available by Tony Fahey (Fahey and Munay 
1994). Table 1 presents the findiflWI in relation to the prevalence of elder abuse. 

Tablel 

Rates of Elder Abuse, As Reported by Elderly People in Ireland 

1.3% 
1.4% 
0.1 o/o 

(Fahey and Murray 1994) 

The rates of elder abuse reported in this Irish study are roughly similar to the rates reported 
elsewhere. The rates of elder abuse reported in two North American studies that employed the 
same definitions of physical violence, chronic verbal abuse and neglect are provided in Table 2. 
The first of these was a random sample survey of older people in Boston and the second was a 
national study in Canada. The Canadian study also gathered data on financial abuse of elderly 
people. 

Tablel 

Rates of Elder Abuse in Two North American Studies 

Type or Abuse Boston Canada 
Physical violence 2% 0.5% 
Chronic verbal ~sion 1.1% 1.4% 
Neglect 0.4% 0.4% 
Financial - 2.5% 

(McCreadie and Tinker 1993) 

Based on techniques used in Canada and the USA, the first attempt to gather data on the 
prevalence of elder abuse in the domestic setting in Britain was undertaken by Ogg and Bennett, 
in conjunction with the Office of Population Censuses and Surveys, in 1992. This survey of a 
nationally representative sample asked adults over the age of 60 years (who were living in the 
community) if they had recently been subjected to verbal, physical or financial abuse by a 
relative. A summary of their findings is presented in Table 3. 

TableJ 

Rates of Elder Abuse in Britain by Age Groups of Elderly People 

Type or Abuse 60-64 years 65 -74years 74years + 
Verbal 7% 6% 3% 
Physical 3% 2% 1% 
Financial 3% 1% 1% 

(Ogg and Bennett 1992) 

The findings from these studies may, however, understate the prevalence of elder abuse as they 
rely on the reporting of abuse by elderly people themselves and they are confined to elderly 
people who cootinue to live in the 'community', thereby excluding those who are in long term 



geriatric care. Research conducted by Homer and Gilleard (1990) in Britain found that c1dcrly 
people are very reluctant to admit to having been abused. Their study involved interviews with 
elderly people who were reremd to geriatric wards for respite care, and their carers. While the 
elderly people were very unlikely to report having been abused, 4.S per cent of the caren 
admitted to either physical abuse, verbal abuse or neglect. This reluctance on the part of 
elderly people to admit to having been abused has also been reported in the American context, 
where one study reported that in 36 per cent of cases of known abuse, the victim did not 
admowledge the problem (O'Malley et al. 1979). A number of reasons have been susgested to 
explain this reluctance on the part of elderly people, including fear of retaliation and guih at 
having raised a child wbo abuses them (Peohale 1993). 

Risk Fadon and Causes of Elder Abuse 

The research literature on elder abuse suggests that the three variables that are most relevant 
when considering the risk of elder abuse are sex, age and level of dependeocy. For example, in 
O'Malley et al's (1983: 998) review of British and American studies that descnbe cases of 
abuse of non-institutionalis elderly people, they note that 'the victims are pmlominantly old 
and female. Patients over age 7.S years have disproportionately more reported abuse than 
others and women outnumber men in all age groups. Seventy-five per cent have significant 
physical or mental impairment and are unable to meet their daily care needs without assistance'. 
It has been noted by a number of authors that people with conditions like dementia and 
Parkinson's disease, and those who are inunobile and incontinent, are amongst those who are 
most vulnerable (BMJ 1988; The Lancet 1989; Wrigley 1991). 

Gender is an important consideration in elder abuse, as, similar to spousa1 and child abuse, the 
research literature suggests that the majority of victims are female. It has also been found that 
where elder abuse involves physical attacks, that abusers are predominantly male (Pillemer and 
Wolf 1986). As Victor (1994: 81) has noted, ageism is not experimced equally by women and 
men, as older women have the double disadvantage of ageism and sexism. 

In the research literature, there are four main 'theories' about the causes of elder abuse 
(O'Malley et al. 1983). The first approach to understanding the causes of elder abuse, and the 
one that has formed the basis of most of the research in this field, emphasises carer stress. 
Here, it is argued that abuse 'is generally precipitated by intolerable stress, fuelled by anger, 
frustration and exhaustion. Constant pressure .. . means that carers are continually walking a 
tightrope of suppressed emotion which may find expression through violence' (The Lancet 
1989). Wrigley (1991) claims that most cases of elder abuse involves stressed carers and 
quotes Eastman (1984) who argues that 'these relatives are not monsters but ordinary people 
caught up in an endless cycle of anxiety, fear and frustration'. There is now quite a substantial 
body of Irish research on the costs of informal caring, much of which has provided evidence of 
very high levels of psychological distress among carers. In BlackweU et a/ 's ( 1992) study, for 
example, 30 per cent of carers had a score above the cut-off point in the General Health 
Questionnaire which suggests risk of psychiatric illness. The role of carer stress has, however, 
been challenged by the finding that the setting of abuse is not necessarily one of an infum 
elderly person pushing their carer to his or her limits (McCreadie and Tinker 1993). We must 
be cautious, therefore, not to see elder abuse purely in tenns of carer stress. 

A second approach to understanding elder abuse emphasises the pathology of the abuser. Here 
it is noted that elder abuse can be associated with drug or alcohol abuse, and with sociopathic 
behaviour and psychiatric disorders. A third approach to understanding elder abuse argues that 
domestic violence is a learned behaviour and normative in some families. The fourth approach 
emphasises that it is the powerlessness and dependeocy of some elderly people that underlies 
their wlnerability to abuse. These approaches to understanding elder abuse are not mutually 
exclusive, but serve to highlight the complexity of its causes. 



Stratecies for Manqing and Preventing Elder Abuse 

A number of approaches to managing and preventing elder abuse have been advocated,. and. in 
some instances, implemented. The strategies that will be addressed here are the legislative 
strategy, the consumerist strategy and the 'supporting the carers' strategy. 

As mentioned in the introduction. all fifty states in the USA have introduced legislation 
concerning elder abuse since the 1980s. While the content of these laws is very varied, forty
two state laws include mandatory reporting of elder abuse. This strategy is based oo treating 
elder abuse as a criminal act rather than as a social problem (Homer and Gilleard 1990). There 
is a substantial amount of literature that addresses the shortcomings of this strategy. A 1989 
study, for example, that involved a survey oftbe fifty state departments of public health. found 
that while there was an awareness of elder abuse reporting laws, little bad been done to 
implement this legislation (Ebrlich 1991). None of the fifty departments bad developed actual 
prot.ocols around abuse identification and referral. A further criticism of the legislative strategy 
points to its limitations when there are not sufficient services to help families, when elder abuse 
has been identified (Kurrle et al. 1991). A further difficulty relates the reluctance oo the part of 
elderly people who have been abused to press charges and to involve the police. The North 
American experience suggests, therefore, that legislation oo its own is not enough. 

An editorial in the British Medical Journal (1988) on strategies to prevent elder abuse 
advocated a consumerist strategy and aigUed that 'most important is the need for a charter of 
rights' . The national health strategy, Shaping a Healthier Future, places considerable emphasis 
on charters as a means of making health services more consumer oriented. The Strategy (1994: 
39) states that the 'Charter of Rights for Hospital Patients has been a first step in setting out 
clearly the reorientatioo of one major service towards a greater consumer-responsiveness'. The 
strategy announced plans for further charters for specific groups of health service users, 
including a charter of rights for elderly people. Research in which I was recently involved calls 
into question the potential for this kind of strategy (O'Dooovan and Casey 1995). In a survey 
of hospital administrators in six acute general hospitals in the Western Health Board, we found 
that none of the six hospitals bad fully implemented the complaints procedures of the Charter of 
Rights for Hospital Patients. Furthermore, a survey of one hundred in-patients in one of the 
hospitals found that only twenty-six per cent had beard of the charter and only ten per cent 
could recall any of the rights. Despite these findings, it must be acknowledged that charters of 
rights may have a role to play in shifting the paternalistic perception of elderly patients, and 
patients in general, as passive and dependent clients, to active consumers with entitlements and 
preferences. 

As highlighted above, most of the research on elder abuse emphasises carers • stress as the 
primary causal fuc:tor. The most widely advocated strategy for preventing elder abuse, not 
surprisingly, is support for informal carers. Specific recommendations include the provision of 
respite care, counselling, training and the mutual support that can be obtained from carer 
support groups. University College Galway's Social Care Programme, which is offered by the 
Department of Health Promotion in association with the Office of Aduh and Continuing 
Education, is a clear example of an initiative to support informal carers. Prior to introducing 
the course, UCG conducted a survey of informal and formal carers to ascertain what they feh 
were their training needs (O'Donovan et al.J993). Priority areas that emerged from this survey 
included practical caring skills, greater understanding of mental disorders, greater 
understanding of ageing and coping skills. Since 1993, approximately one hundred and fifty 
carers have completed the programme. The course, which is offered at Certificate and Diploma 
levels, provides carers with training in many of the practical aspects of caring and an 
introduction to the fields of health studies and health promotion. A central element of the 
course is 'caring for the carer• and the facilitation of mutual support, and in some instances 



collective action to improve the lot of carers. There is no research, however, that assesses the 
impact of this kind of initiative in the prevention of elder abuse. 

From this very brief review of three strategies, it is clear that we have a long way to go in 
identifying and implemeoting effective strategies for the prevention of elder abuse. 

So What Does Health Promotion Have to Offer? 

When considering the prevention of elder abuse, it is important to nmgnise that ageism and 
powerlessness are key &ctors (KeUeber 1993). Approaches to the study of ageing, such as age 
stratification theory and considering older people as a minority group (Victor 1994), higbligbt 
that elderly people tend to have low incomes, unequal opportunities and low social status. 
Tackling elder abuse, therefore will involve broad social cbange, the likes of which is as 
ambitious, and indeed part of the same project, as the prevention of violence against wcmen and 
children. So what does health promotion have to offer this ambitious project? 

The five key elements of health promotion, as outlined in the Ottawa Charter, may provide a 
useful framework for the development of a range of strategies for the prevention of elder abuse. 
These five elements are: healthy public policy, the creation of supportive environments, the 
reorientation of the health services, personal skills development and community participation. 

As noted by McCreadie and Tinker (1993) 'the whole structure of support for elderly people . .. 
the policies and resources governing community care of wlnerable adults, of which housing 
and social security are key pillars . . . are aU intrinsically important to the apparently narrower 
and minority problem of abuse'. We have to examine bow public policy, and not just health 
policy, can be aimed at minimising the dependence and powerlessness of older people. Such a 
policy must be intersectoral (KeUeber 1993). The creation of supportive environments needs to 
involve the development of a wide range of living options for older people. The range of long
stay homes available to elderly people at present does not allow for personal development in old 
age. The implementation of the Nursing Homes Act is very important in this context. The 
reorientation of health services towards prevention and primary health care can also play a part 
in minimising dependence. The much advocated but little implemented reorientation towards 
community care could play a substantial role in alleviating carers' stress. Such a reorientation 
could facilitate a shift in the current minimalist provision of community care services, where, 
for example, services like the home help service are provided as a substitute rather than as a 
complementary service to infonnal care. The role that education and training can play in 
personal skills development for carers has been addressed above in the case of UCG's Social 
Care Programme. However, personal skills development also needs to be directed at elderly 
people. Clearly, the notion of empowering elderly people is of great importance in the context 
of tackling elder abuse, but we need to find ways of actually doing this. 

Conununity participation, the final element of health promotion, is where I think the 
development of strategies to address elder abuse should start. The importance of this element 
of health promotion is critical in the case of elderly people, because of the pervasion of 
paternalistic ageist attitudes where it is assumed that others, health professionals in particular, 
know what is best for older people. The advantage of community participation is exemplified 
in the case of the contribution of the Grey Panthers to research and interventions aimed at 
understanding and tackling elder abuse in the USA (Chance 1987}. The promotion and support 
of collective action on the part of elderly people and their carers should be given priority in 
devising strategies to tackle elder abuse in Ireland. 

I would like to acknowledge the useful comments made on an earlier draft of this paper by 
Cecily KeUeher, Professor of Health Promotion, University College Galway. 
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Introduction by Celine Pbelan 

Our final presenter this morning is Professor Stephen Wrigbt. who has just arrived on the 
platfonn. Professor Wright, you are welcome. 

Professor Wright is Director of The European Nursing Development Agency, called TENDA. 
His background is in nursing. Since qualifying, be has acquired the Diploma in Nursing and a 
Masters Degree in Nursing. Professor Wrigbt was innovative in developing the UK's first and 
best-known Nursing Development Units at Tbameside General Hospital. For the past twelve 
years, be has specialised in the nursing care of the elderly. He has a particular interest in the 
development of nursing practice, nursing development units, nursing ethics, nursing models, 
complimentary therapies, primary nursing and management of change in nursing. He is the 
author of many books and be writes for journals, contributes to seminars, conferences and radio 
and TV. In 1991 and 1992, be has been involved with the work of Patient Charter issues in the 
UK. He works closely with the World Health Organisation in Copenhagen and is actively 
involved in many nursing practices across Europe. He is an active member of the Royal 
College ofNursing and is a Fellow of this College, chairing its Ethics and Nursing Committee. 
In 1992, be was honoured with an MBE for his contribution to nursing. His most recent 
appointmeDt at Southampton University is as Visiting Professor. 

Professor Wright's paper will focus on a variety of issues affecting the care of older people in 
Europe and those wbo care for them. As health care systems restructure and reorganise, people 
are facing many changes; the way care is delivered, ethical dilemmas about available resources 
and the demands for care are also being raised. Thank you very much, Professor Wright. 

--+--



Professor Wript 

Tbrcc_ priucipal ~ ~in my work this morning, and I will include some vignettes of 
cxpcncoces of workins with elderly people across Europe from relatively and well-off 
prosperous countries, such as Ircland and Britain right through to Russia and Romania., wbcrc 
you '11 find the circumstaoces for caring for older people arc radically different from what you 
will have cxpcrienccd in this couutry. In fild, many nurses and health care workers that I work 
with out tbcrc envy us. They would love to have our problems because our problems to them 
arc relatively small. 

Another tbanc is about the way services arc being organised and what we arc witnessing in 
Europe, particularly in mainstmu.n Europe, that is the old European Union countries as 
opposed to central and eastern Europe (which I would like to touch oo), where there is a 
massive shift away of elderly care from the hospital, nursing home, institutional sector, with a 
huge emphasis oo to caring for people in the community. This has enonnous implications for 
bealtb care professiooals, but. more importantly, enonnous implications for older people. And 
if we look at some of the work done, for instance, in France, Germany and Britain (I am not 
fiuniliar with Irish studies oo this), but there is a very wide perception amongst elderly people 
that the nursing home is the last pW:e you want to be, rcally. "If you arc going to seod me into 
one of those places, let me die first". Now, clearly in my view - I can only cite what has 
happened in Britain - that has played beautifully into the bands of politicians who don't want to 
spend moocy oo nursing homes or hospitals because they can glibly say "well, old people want 
to be in the community". But, is that a real choice, if you actually see institutional care as a 
horrible pW:e to be? Can we presume that care in the community is therapeutic care? We 
know that many old people do live in appalling circumstances in the conununity, and in a 
community that may not actually want them in it. I will pick up oo that because that relates to 
my next theme, which is about values that we as a society attach to older people. I recognise 
that there is some investment of me in dealing with this, because I am rapidly getting to be what 
is classified as an older person. My son and daughter regard me as ancient because I remember 
the Beatles and things like that, therefore I must be extremely old! So, what I am going to be 
talking about is about the value we attach to older people and the trend we have in our culture 
to see older people as something "out there" as opposed to something that's "in here". And 
third, but not least, running through my presentation arc the issues concerned with economic 
&ctors that arc driving some of the changes in relation to elderly people in tenns of care 
provision. We may well question whether or not the issue is about quality of care, but more 
about keeping the costs down. The perceived wisdom that elderly people arc a burden oo 
society because they arc going to cost a lot of money and there is going to be a lot more of them 
will, if I have time, be challenged. 

I think it was the filmstar, Bc:tte Davis (who I do remember, so that also shows my age), who 
actually said that "old age ain't no place for cissies". In other words, what she was saying was 
that it was pretty tough out there if you arc old, that the kind of things you encounter, the 
resilience you need to survive old age is probably greater than the resilience and strength you 
need to live through any other part of your life. And throughout Europe, and in varying degrees 
from country to country, certain ageist attitudes persist. Older people arc more likely than 
other groups to suffer economic and social deprivation. If life is tough in some circumstances 
for older people, bow can nurses and other health care workers make it less so is a cballenge I 
am going to address this morning. 

Working with my colleagues at TEND A in our many projects in Europe, twcHhirds o~ which 
involve elderly people, has illuminated a lot of our own approach to ~ needs of canng for 
older people within the European Union and ~- When you_ ~1der now that Europe a 
few years ago Wl\S a cormnunity of 10-11 states, tS now expanding mto central and southern 
Europe, that you now even bave countries such as the old Russian Federation making 



approaches at wanting to be European and now consider themselves as European. When you 
coosider that Jane Salvage. who is Chief Nurse for Europe in Copenhagen, originally bad 
responsibility five years ago for twelve nations and now, because of all the changes, has fifty
five nations at her fingertips, extending way out to Siberia, and nurses in Siberia ooosider 
themselves to be European - well, where do you stop? Also, what I want to do is to take a look 
at this notion of partnership and I would like to suggest another word. I am mindful of that, 
that came from a conference, one of many conferences that took place in 1993, which was the 
European Year of Solidarity with Older People, and I quite like the use of the word 
solidarity and I sball use it intercllanpbly with the notion of partnership. Solidarity to me is 
SOl1lt"how stronger. Partnership to me is about distinguishing partners. There must be two or 
more people in a partnership. Solidarity is suggesting that maybe we are not separate, maybe 
we are all one in this. 

h is conunon practice for health care presenters (and I think the previous speaker was alluding 
to this) and providers to determine services on the basis of what they think should be offered to 
elderly people. In other words, we are often determining what service is provided. The 
person's view may be taken into account, although it is more often the case that professionals 
plan services based on the assumptions of the needs of older people. This trend is reinforced by 
the tendency of older people not to assert their wishes or indeed to defer to the nurse or social 
worker or whoever 'knows best' phenomenon. Norman Blyth, 1 in his excellent book about the 
wishes of older people, believes that the hopes and expectations of older people are really 
accurately perceived by those who care for them We think we've got it right but the evidence 
indicates that we may not have. It says this - ''many old people simply want what they've bad; 
They want it badly and there was never much diminution of the strength of their hankering for 
what has been. For all the convenient talk about the merciful fiilling of desire, old age is not an 
emancipation from desire for most of us. That is a large part of its tragedy. The old want, but 
their sensible refusal to put such wants into words suggests that they have given up wanting 
their professional status back or their looks or their circle, which is now a list of crossed-off 
names in the address book, or sex or just a normal future orientated existence. Most of all, they 
want to be wanted. It crushes on them like a nightmare, the leaden fact that they are 80 and 
that now it is often not so much a matter of them being incapable of having some of the things 
they want as there being laws and conventions preventing their access to them." That statement 
from Blyth has a number of succinct points in it. One is about this notion of what can nurses 
and health care workers do to help provide that future orientated existence for older people. 
When, maybe to us, as we see the older person, all is already lost, and I want to pick upon the 
point that old age is not necessarily a negative phenomenon. 

Secondly, what we do as nurses and workers in health care and other settings relating to elderly 
people, in Blyth' s words, is to create .. laws and conventions" which prevent access to services 
and to that future oriented existence. Throughout Europe, because we think we know what's 
best, however benevolently we do it, we create laws and conventions which prevent older people 
achieving their rights and fulfilment in old age. We often do it with the best intentions and that, 
indeed, is part is its tragedy, because we mean well. In fact, some of the most appalling 
tragedies reported and, if we look at some of the cases recently in the UK, such as a nursing 
home in London, where patients were abused by their carers. such as a nurse arrested recently 
for allegedly killing 48 patients, were all done for apparently the best motives about keeping the 
older person in control or "seeing the poor dear oft'' because they are suffering while being 
"on". Theoretically, younger people may be able to overcome the trends of the old to suppress 
their wants by understanding and empathising with their situation. Thus, acting with older 
people and sometimes on their bebal.t: it may be possible to provide that future orientated 
existence. It is a question about what is the nature of this partnership that helps us to be in the 
old person' s world with them so that we help provide that future orientated existence, that way 
we can truly understand the world from their perspective. This may become possible in theory 



and these assumptions have bccomc part of the perceived wisdom of many care of the elderly 
scUings. How fiu nurses and others can really c:otcr the world of the elderly and understand it 
from their point of view is, perbaps, in reality more problematic. 

So, wc tend to use words like partnership and solidarity almost glibly, assuming that wc can 
tben c:otcr the older person's world. h certainly requires imaginative teaching tecbniqucs and 
gifted teachers with a passion for the rights of older people. Meanwhile, nurses and others, like 
many odler groups in society, appear to contribute to the construction of laws and cooventioos 
which inhibit meeting in full the needs of older clients. Nurses, after all, do not suddenly spring 
into nursing as tborougbly well-rounded, non-judgmental, empathic individuals. We bring with 
us all marmcr of inhibitions, prejudices, stereotypes acquired during our progress in society 
since the moment of birth. Nurses are not a separate group, nor are other health care workers, 
isolated from the interactions of the wider world, but a conglomeration of people coming 
togdbcr from that society with a rather hazy coonnon purpose, caring, but bringing with us all 
the psychological baggage that wc have accmnnlatcd over the years. This includes varying 
dcgrccs of ageist attitudes which can be reinforced by the institutions in which we work. 
themselves developing laws and conventions to control people's behaviour. I was working in a 
nursing home only three weeks ago, where it was still routine to hear older people saying "I'd 
like to go to the toilet, nurse" (or care worker) and were told, no, you have to wait until ten 
o'clock until you do the toilet round. And that must be happening now, a few miles from where 
we're sitting- I refuse to believe that it just happens in inner city Manchester. 

These kinds of ageist attitudes can be reinforced by the institutions in which nurses work. They 
create these laws and conventions to control people's behaviours, as I have suggested, and this 
reaches its zenith in what is described2 as institutional neurosis where sets of behaviours are 
created for the smooth running of the institutions, in whatever form it takes, nursing home, 
hospital, registered borne, social work borne, whatever it is, you can create a system that runs to 
perpetuate itself rather than meet the needs of these who actually have use of it. Do you see 
what I mean? In other words, the system runs to keep its own ends going, rather than actually 
dealing with the issues of those who are actually occupying it. 

Institutionalised and depersonalised care is often seen as something that goes on in institutions. 
However, it is not the sole province of that kind of territory. They are also part of the mind-set 
of nurses who deliver care in insensitive and depersonalised ways wherever they work. in 
hospitals or community. I will take an example of my father before he died. He had two 
wonderful nurses coming to care for him at borne. He'd been discharged from a nursing home, 
where he had good quality care and the physiotherapists and social workers had really worked 
hard to maintain his maximum independence, following fully modem models of care for elderly 
people. They taught him to wash himself and to, by and large, dress himself, not least because 
that would have then reduced the burden on my stepmother who herself was getting frail. It 
was difficult for her to get him to the bath and so on, so the more he did for himself, the less 
strain was on her. And when he came borne, I remember the two nurses. One of them, in 
particular, would come in and she would patiently make him sit by the wash basin to wash 
himself shave the bits he could, fasten the buttons he could and so on and so forth. 1be other 
nurse ~ left me breathless with her energy. Some of you, over 30 like myself, will 
remember an advert on the television - called the white tornado. It was as if this person would 
rush in and wboosh everything would be so clean- she (the nurse) was just like that, she would 
zoom into the bungalow and it would be bath. wash, feed, dress up, and then whoosh, she was 
out again. She did everything for him, completely undermining the support my stepmother 
needed, because he then expected her to do everything for him. But I tell you, which nurse did 

father like the best? 1bc ooc who did everything for him, of course, which was deeply :ntrary to what we as professionals were sa~~ ~ should be d.oing. . My point ~bout that 
little story is that that type of mind-set of care, msbtubonal care, domg things automatically and 
uncritically without thinking in order to get through the work is not exclusive to the institution 
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or building setting. It happens out there. I am reminded, particularly, in thinking about ~ 
and if I give you a vignette of some of our work in Moscow. It was an elderly lady and she said 
-"I am 83 years old and I've lived in Moscow all my life. My pension is now not enough to 
buy a loafofbread and, even if I could, it's hard for me to get to the shop. I would starve if it 
weren't for the young people in our block. They bring food and milk each day." And this from 
a nurse in Moscow - "hospitals are worst of places for old people, they have the worst facilities 
and the least number of staff and few have any proper training. Yet, our students are 
cballenged by what they see. They know that it is wrong and that care for old people could be 
much better. They want to change: things and so do we." So, that spirit is there, about wanting 
to make things better, right across Europe and not just in Moscow. I remember being appalled 
by the circumstances I saw in Moscow. The squalor, the notion that if you want feeding, 1heo 
elderly people must expect their relatives to bring food in for them. And if they weren't 
available, then tough. You get something from the nurses, if they had time to do it. The fact 
that now in Moscow, for example, a nurse's salary in pound terms is about an average of £8 a 
month for staff nurses and right now in Moscow a pensioner's pay is about £Sa month, a kilo 
of sausages would cost you about £3, a pint of milk would cost you £1-£2. 

Another factor is that nurses' own value systems may alienate us from the real world - nurses 
and the health care worker - from the real world of the older person and provide a barrier which 
inhibits solidarity with a different social group. Often it is suggested that the situation is 
aggravated by the inadequate provision of resources to care. As Phillipson3 has argued - old 
age is a period of declining or non-existent productivity, therefore, the aged are less valued and 
discriminated against in a youth orientated, capitalistic society. Rinpocbe,4 in an excellent book 
called The Tibetan Book of Living and Dying (a Buddhist text, but the section he writes 
about dying is absolutely beautiful, I'd urge you to read it). "Our society is obsessed with 
youth, sex and power and we shun old age and decay. Isn't it terrifying that we discard old 
people when their working life is finishtxl and they are no longer useful. Isn't it disturbing that 
we cast them into old people's homes, where they die lonely and abandoned." He is yet aoothcr 
one correcting the negative image of the old persons' home, but be is there reinforcing what be 
says old people say, which is that old people themselves see old age as a negative thing, as 
decay, and being in a nursing home is the last thing you would ever want. I believe we will 
achieve what we need in our culture when old people say - oh great! I am really looking 
forward to being in a nursing home when I am old - but however do you encounter that? 

Often, services for the care of older people are much lower in the pecking order of social 
economic priorities. Commonly, throughout Europe, they are the places with few, less well
trained staff and second-rate buildings and facilities. Changing demographics and the 
ooosequeut rise in the political and economic power role of people appear to be producing a 
shift in some cultures. Yet, progress is painfully slow. However, poorer standards of facilities 
and resources, while they may exacerbate the problem, cannot de facto be the cause. Rather, 
they are themselves the product of a social system driven by values which may minimise the 
worth contnbution and the rights of the old. Poor resources are a symptom as well as the cause 
of the problem. Wyke'sl recent study for the Economist, published in 1994, provided a 
fascinating scenario about what might happen in the future. Currently, the trend throughout 
Europe is to see old people as a problem. How are we going to pay for them, how can we 
afford to keep them on? This leads some people to think. actually we shouldn't bother that we 
should seek some means of bumping them off. I will return to that point later. B~ Wyke 
suggests that a big remaining question is who will pay for this life enhancement. She agrees 
that people will live longer into the next century and what she also explores is how far things 
like gene ~rapy, modem medical treatment, improved health care, and 50 on, will impact on 
future soctety and that we may actually weU see elderly people living commonly in the middle 
of the next century to the age of 140_ or more. Thus, what it would mean is more a question of 
broader costs when people start to live to I 00+. Pension and other welfare arrangements will 
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need to be c:hanpt On the olbcr hand, if a longer lived populatioo is also a healthier one, (the 
current doom-laden sc:aJario is one of decay), longer-lived populatioo into the next century may 
we1l be a heahbier one. And if that is the case, it cou1d also mean a more economically 
productiw: one, tbcrefutc. we will have to retbink the issues about retin:meot ages and so on. 
Assumptioos about retiremc:ot age will have to change and therefore an economically productive 
old age will also be a politically and socially more powerful old age. Fascinating tbougbtl 

Let me dwell a little more <m this notioo about values and organisations with their inadequate 
resources wbidl may work to conspire to inhibit partnership in solidarity. But. also the roles 
that we may occupy may also make it difficult if society's values prevent us getting in there 
with older people. The actual roles we occupy may be actually constructed to stop us being 
involved. Dass and Gonnan6 have this note in one of their books - (Haw C1111 I Help) - and 
they say "Obviously it is often appropriate and harmless to meet in roles in which one is helping 
another and another is being helped. People get sick, nurses nurse. Sinks get stopped up, 
plumbers must plumb. These are voluntary contracts between those with immediate needs and 
others with relevant skills. Were these to remain simply forms we enter into as needed and then 
let go of ligbtly, all would be weD. It's the excess baggage we carry into these functional 
relationships that may end up confining us." So, in other words, it not just nurse or social 
worker coming with the patient, it i.t tile sbljJwe bring ilr witlr u& which I touched <m earlier. 
The helper and helped become states of mind and ways to behave that go beyond bodily 
function. In other words, I, as a 1ll1J'Se, automatically enter into a certain mode of behaviour 
because an elderly person appears to me to need helping. They automatically shift into a 
certain role of behaviour because I am a nurse. And actually the roles we may occupy may 
inhibit exploratioo of the relationship, rather because we simply enter a play and perform in 
that play because we have been given these roles and we know what we have got to say and do. 
Particularly in the case in care of the elderly, the elderly person is expected to be compliant, do 
as they are told and lie back and take it from the nurse and the nurse is supposed to take over 
and do everything for them. Fntrapment in these roles alienates us from one another. "A social 
worker and a juvenile offender just miss. A nurse and a patient seem to be worlds apart. A 
priest and a parishioner so distant - so formal. What otherwise could be a profound and 
intimate relationship becomes ships passing in the night. In the effort to express 
companiooship, we end up feeling estranged.'16 We actually don't connect and Dass calls this 
"the just missed pbenomenon>16 and you must all have experienced it when you've worked 
with patients and clients to whom you just don't seem to feel connected. You come together 
and you go apart. It doesn' t happen with everybody, but you know it when it happens. Some 
times you do it in order not to be connected because being connected with the patient is too 
frightening. Are we therefore trapped in our roles, forever doomed to just miss the possibility 
of understanding and entering the world of the other person? This perpetuates the view, 
particularly amongst nurses and others, that older people are beamed down, already wrinkled 
We come at the older person in our li1e with the assumption that they have always been old and 
wrinkled and that' s the way you always were. And we fail to see that the enormous telescope 
of time and experience that dwells within that pers<m. Even if their state of reality is not the 
same as our own, if they are disorientated or mentally ill. But still, within the traditional 
professional role, we tend to see the older person as a product, as an item that suddenly arrives 

00 our doorstep and we fail to see the totality, the richness of the person that they are. 

That reminds me of one of our Spanish projects in the North where there is a Nursing Home. A 
couple of things go on in the N~ing and Soc~ Care Homes that are q~ interesting. One is, 
the home has a bar, which until recently, certainly where I come from m England, would have 
been extremely disapproved of- you just don't have things like this in older people's homes, but 
this one has a bar. Because the bar is run_ by the ~Id people ~Ives, ~. manage ~ 
accounts, take the orders, there is I~ of wme .especially ~ lunch tune, ~eh lS .a Spanish 
tradition. 1 also found this slightly different being an English nurse, and •t was kind of odd 



slipping under the table with a group of elderly people and they were laughing at me because I 
couldn't take my drink in the way they could! The nursing home bar is right across the road 
from the local college and, because their wines, beers and coffi:es are cbcapcr, all the students 
go there. And you have this wooderful atmosphere where the students and old people may be 
together and I thought why don't we do that more? Why open the hospital bars and canteen to 
people from outside, so that the older people can mingle once again with younger people. 
Another interesting thing is - you will be familiar with the charter which we have in England, 
which has this idea called the Named Nurse. This is where c:acl1 patient is supposed to have 
their own nurse. They don't have such a charter in the special homes that I have bcco worlciog 
in, but, int.crestingly enough, there is a Patients' Committee in the home. When a new resident 
is coming in to the home, the Patients' Committee meets them and they will say wbo their ~ 
worker will be. They will make the decision and the Matron of the home is called in and sits 
with them and they say .. well, who is it to be?" They will take account of the Matron's views. 
But, at the end of the day, they are thoroughly empowered and they will make the decision. 
This is in keeping with the notion of empowerment. Now, I and the British nurses with whom I 
was working at that time thought this was absolute anarchy. The notion that patients were 
making decisions about who their nurse should be was to them a complete anathema to 
everything that they bad been brought up on. But it worked. Now, I imagine all of you 
envisage the places where you work and the patients and clients with whom you work. Can you 
imagine coming into work one day and taking your orders from a Patients' Committee? 
Interest:.ing thought! This notion of not being seen to be separate from people is a very tall 
order. But Einstein7 bad this to say: It means that we have to adjust how we see human beings. 
Einstein says - "a human being is a part of a whole called by us, the universe, a part limited in 
time and space. He experiences himself, his thoughts and feelings as something separate from 
the rest, a kind of optical delusion of consciousness." What he is saying is that our 
separateuess is an illusion and that illusion is a kind of prison for us. We tend to see others as 
islands and certainly need to look at the many cutting edge thinkers, Capra and others, who are 
suggesting that we are not separate, we are all connected in various ways. I was also thinking 
when I was reading the little brochure on St John of God in the taxi, and reading about his 
words and his thoughts, about how he would agree with that, this notion that we are not 
separate. By recognising that we are not separate is the first step towards real compassion. 
Einstein goes on to say that the illusion is "a kind of prison for us, restricting us and to our 
personal desires and to affection for a few persons nearest to us. Our task must be to free 
ourselves from this prison by widening our circles of compassion to embrace all living creatures 
and the whole of nature in its beauty." So, in other words, the first step towards breaking down 
the traditional roles is to actually recognise that we are not separate, we are all part of the one, 
whatever form you see that taking. 

What we sometimes do to protect ourselves is that we hide behind impersonal modes of 
organising care. Mary Sarton, 

1 in her book. said how her nurse, Harriet. hid behind a series of 
cliches and glib phrases to avoid the anxiety of dealing with the real feelings and demands of an 
old lady. Nothing can really be done to help us on the downward path, she says. ''So, 
mentioning the horrors of growing old alone becomes a terrible burden. There seems to be only 
a few responses possible. One is the dreadful false comfort of the cliche- it can't be as bad as 
all that. or things will surely be better tomorrow, dear - "I suffer excruciatingly from 
codcarments that are casual or perfunctory, because I am so starved for real deep feelings, for 
love itself: I suppose. But, the crucial response to a crie de coeur is not to believe or to pretend 
that it is a lie. This is Harrict' s weapon - you must imagine that you can't sleep. 1 heard you 
snoring at four this morning. This is also the cajoling response, the one that treats the old 
person as an infant, the "now, now, quiet down" sort of thing. " I'll bring you some tea" - so, 
the person is lying there in distress, but a cup of tea solves everything. One could only be 
answered differently by true caring and that, I suspect, would show itself in silence, by the 
quality of listening or some shy gesture of love." This relates to the work of many nurses who 



have written about the quality in nurses and other carers which is about bein& with people. 
Sometimes, doing nothing is caring for someone -just being there, being a presmce with them. 
"Old age is really a disguise that no one but tbe old see through. I feel exactly as I always did, 
as young inside as when I was 21, but tbe outward shell cooceals tbe real me, sometimes even 
from itself and betrays that person deep down inside under wrinkles and liver spots, and all tbe 
horrors of decay - (note tbe horror of decay). I feel things more intensely than I used to, not 

less.• What she says is that she feels things more as she gets older, not less. (We tc:od to 
asswnc the opposite). "But I am so afraid of appearing ridiculous. People will expect serenity 
of tbe old. That is the stereotype, the mask you are expected to put on. But, how many old 
people really are sereoc?" This kind of cormnent from Sarton, her story as an old person, has 
parallels with work in the nursing and bcalth care fields by Mc::nzies,9 who found that what we 
often do, because we can't cope with tbe totality of the older person and what we sec as their 
problem, we shield ourselves from it by hiding behind tasks and gltb phrases. "Don't ask me 
about dying this morning, I have your bed bath to do", that kind of thing. "It's time for the 
toilc:t round now, never mind about that". Not being in partnership protects us from tbe 
oomplexity of being involved with people. If we urge people to be involved, it could be 
potentially laden with anxiety and stress. And what happens to nurses and social workers when 
they are involved. I spent all of my early years in nursing being told not to be involved and I 
am sure many people bad the same experience. "You will never make a good nurse because 
you get too involved"- I like to think I have proved them wrong. Furthermore, what is going 
on in our culture, which I find deeply worrying, is riding on the back of these economic factors 
are some of the issues that relate to how old people are being valued in our society. What I find 
deeply worrying (right across Europe) is because older people are now being seen as the 
problem, then what we do is ration scarce resources. The glib phrase is - there is infinite 
demand and finite rc:sources. What nonsense, what absolute nonsense. I'll give you an example 
of my cowdry. One of the richest countries in the world says it can't afford to care for its old 
people because there are too many of them. And yet, on one night last year- black Wednesday, 
you may have beard about it in the News - we spent £llb shoring up a W1ing pound and 
certain politicians' rqrutatioos. That is not a poor country that can't afford to care for the old, 
to me. What the real question is how society as a whole makes decisions about how the 
available resources are spent rather than the sum total of the resources available. There is 
adequate resources for now and for the foreseeable future to care for all the potential ncc:ds of 
older people. It is not a limitless, infinite demand. What is more important is how we choose to 
spend those resources. Also, wbcn we start talking about rationing and prioritising. and all 
those kind of glib phrases that have moved into the bcalth care language, they give politicians, 
particularly, an excuse for not grappling with difficuh problems. If we accept the notion of 
rationing, we play to their agenda. By accepting the language, by accepting the perceived 
wisdom of something, we allow people to make excuses to not deal with the difficuh problem, 
which is about how resources are ro-allocated rather than how they are currently. Also, what it 
reinforces is that old age is inevitably a negative thing. It isn't necessarily so, depending on 
your point of view. Wyke,s for example, suggests that old age may actually be quite bcalthy 
and active in the next millennium or next 100 years. Furthermore. Ram Dass has said be is 
looking forward to being old, because be spends almost every day meditating and that maybe 
(with tongue in cheek) old age is God's way of slowing you down so that you stop dealing with 
this "doing things" all your life. Whm you become less and less mobile you are physically 
slowed down and you can do the really big journey of your life, which is the inner journey. So, 
maybe what we should be doing, if you follow that thesis, is teaching the young how to pray, in 
whatever form you take it, so that when you are in that quiet world you can enjoy that inner 
world more. I took up meditation some years ago and meditate almost every day and I 
absolutely love it. I quite miss when I don' t mc:ditatc. It is a wonderful way of exploring and 
dealing with issues. So, we assume that lots of old people are just sitting there .. shut down". 
They may actually not be shut down. They may be on a jOUJ'De}' that we don't necessarily 
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understand. But what is happening in our culture - that notion that old age is negative, leads us 
into a view that old people should literally be switched off. Throughout Europe, a growing 
trend is to suggest that we can't afford to keep them any looger- we withdraw resources. 
Already, in my country, it is extremely difficult to get a kidney transplant if you are over tbc 
age of 45. Kiss goodbye to a heart transplant or anything like that beyond that age. Yet, we do 
know from surgical research that old people can benefit just as much from those kinds of 
things, if they wanted them, as people from younger age groups. The evidence indicates, 
actually, that older people will not make those kinds of demands on health care. What we 
actually do is encourage people to feel that they actually should do, whereas the evidence from 
older people is that they don't want all that high technological intervention. These won't make 
such demand on the health care system because there will come a time, what the Ancients called 
Satias Vitae, where you simply have the fullness of life and you don't necessarily want that 
kind of intervention. You are ready to go when your time comes. This trend is being pushed in 
my country and I view it with horror, for I believe there is such a thing as the thin edge of tbc 
wedge syndrome and, if I can give you an example of one doctor in Holland, who is active in 
the euthanasia programme and kills about 300 people a year himself: says something like - he 
believes that older people who give up their hospital or home beds to people who are more 
worthy and younger should be given medals of honour. He didn't point out whether it should 
be awarded posthumously or not. But this is the next stage. I do believe that there is a time 
when we are all going to be called. very soon, those of who believe we are in partnership with 
patients when we are going to have to choose sides. We are going to have to be involved in 
deciding where we will stand on issues like that. In my country, in Gennany, France, Spain and 
many others, it is there, by starting with cutting down costs, by seeing old people off quicker. It 
will start by seeing off those who want to go, but I don't believe it will stop there. Take the 
example of pre-war Gennany, where nursing homes became nothing more than holding stations 
for the Concentration Camps and the Gas Chambers, that's all they became - holding stations 
ready for the next step. 

So, there is this enormous difficulty we have, of entering the old person's world and seeing it 
from their point of view. Rinpoche says- '\Wat is compassion- it is not simply an expression 
of sympathy or caring for the person's suffering, not simply a warmth of heart towards the 
person before you or a sharp recognition of their needs and pain. It is also a practical 
determination to do whatever is possible to alleviate their suffering." He believes along with 
people like Ram Dass and others, that it is actually dangerous to assume that we can be 
compassionate, because that will bum us out, if all we try and express is our compassion. 
What we have to do is to open ourselves up to the Compassion and be a channel through which 
it comes, to help and heal others. I don't want to turn this into a religious or spiritual revival, 
so I will leave you with that to think about. 

It is also interesting to note the assumption that older people don't understand the world of the 
young, but if you read the book by Jane Saxby,10 of a 60 odd year old woman whose daughter 
was coming home from university and bringing her friends and sitting on the floor. This very 
traditional ~-ddlc-c~ older woman, as a result of mingling with her young friends, actually 
became politically active and became a very active Communist in 1950s Liverpool. By 
listening to what the young people were saying about re-evaluating the world, she became very 
involved in that way and set up nursing homes and the like as a result. 

There is a major critical issue across Europe which is the problem attached to the values of 
older people and also to the value of professional caring in the field of nursing. More and more 
the question being asked is not only can we afford old people, but can we afford nurses and if i 
~Y dwel~ on this_bricfly and~~- I do believe that one of the greatest chalienges in 
tSSUes fucing ~rsmg as the millenmum draws to a close right across Europe is justifying the 
value_ of qualified nurses to care for older people. The attitude is that the work is simple, 
meaningless and low level. Anyone can take the person to the toilet, anyone can hold the hand 
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of a dying patient and you don't really need nurses to do that. I don't have time today to 
counter that argument and tbe evidence is there. But I do believe that it is an issue right across 
Europe that we need to be wary of Meanwhile, older people are questioning their role in 
society and see their need for a greater role. I will leave with a poem that comes from Jenny 
Josepb, tbe poem is called Waming: 

When I am an old woman I shall wear purple 
With a red hat which doesn 't go and doesn 't suit me 
And I shall spend my pension on brandy and summer gloves 
And satin sandals and say we 've no money for butter. 

I shall sit upon the pavement when I'm tired 
And gobble up samples in shops and press alarm bells 
And rub my stick along the public railings 
And make up for the sobriety of my youth. 
I shall go out in my slippers in the rain 
And pick flowers in other people 's gardens 
And learn to spit. 

You can wear terrible shirts and grow more fat 
And eat three pounds of sausages at a go 
Or only bread and pickle for a week 
And hoard pens and pencils and beermats and things in boxes. 

But now we must have clothes that keep us dry 
And pay our rent and not swear on the street 
And set good example for the children. 
We will have friends to dinner and read the papers. 

But maybe I ought to practice a little now 
So people who know me are not too surprised 
When suddenly I am old and start to wear purple. 

1be moral of the poem - what it captures for me is that the debate that we have about what we 
will decide and how we will work in partnership in the care of older people in future will be 
actually taken off our agenda because it will be determined by older people themselves who will 
start to say more and more and assert more and more what it is that they want. And it' s 

worthwhile to remember that we will be they. 

Thank you for your time. 
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Discussion Groups 

Facilitated by: 

Dr Sile MacEviDy 
Dr Sbeila Lynch 
Ms MarWme McGiflin 

Ms Mary O'Neill 
Ms MllJ"Iot McCambrid&e 
Dr Orla O'Donovan 

Points arising from discussions groups on Conununity Care, Nursing Home Care and 
Coordination of Care: 

Community Care 

Satisfactory Aspects 

• HomeHelp 
• Public Health Nurses 
• Meals OD Wheels 
• Occupational Therapists 
• District Care Unit 
• Voluntary Sector 

Gaps 

• Dental Services 
• Optical Services 
• Shortage/Lack of Public Health Nurses 
• De-skilling of Personnel 
• Lack of coordination between Hospital and Community Care Services 
• Social Work 
• Speech Therapy 
• Emphasis OD Child Care 
• Night Care for Elderly People 

• Transport 

Recommendations re National Policy 

• Small area/local approach 
• Resources/staff needed 
• Vision for future 
• Compliment infonnal care 
• Support volunteerism 
• Nursing Homes Act: different interpretation of means-test and regional differences in costs. 
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Community Care 

Satisfactory Aspects 

• D.C.U. 
• Training and monies for carers 
• Better communications - aids planning 
• Day Centres 
• Respite 
• Registration ofNursing Homes~ destigrnatisation 
• Assessment of older people 
• Home improvements 
• Sheltered housing 
• Boarding out 

• Support groups 
• Personal alarms 
• HomeHelp 
• Meals on Wheels 

Needs 

• People power - resources and financial 
• Twilight service and sitting service 
• Transport 
• Changing times of day care and names 
• lnfonnation (e.g. one-stop shop) 
• Continuity and appropriate care (liaison) 
• Respite for people with dementia 
• Lack of specialised consultants 
• Social workers 
• Pension and carer' s allowance~ subventions for community care and for burial 
• Alternative medicines 
• Development of vocational services 
• VHI 
• Education in health care 

Recommendations re National Policy 

• One agency (one--stop shop) 
• Financial resources - budgeting 
• Education of public and use of media 
• More emphasis on prevention (health strategy) and working to a timeframe 
• Transport - accessible 

• Establish multidiscipline ( in all tenns of the word) committee re abuse of older people 
• More involvement of users - policy-making and implementation 
• Implementation 

• Charter focusing on the availability and accountability of adequate infonnation 
• Choice 



Nursing Home Care 

Recommendations re National Policy 

• More staff, proper wages and worlci.og conditions 
• Cooperation and communication between statutory and voluntary agencies 
• Relatives to be encouraged to participate 
• Development of respite care 
• Development of other services re community care 
• vm issues and trends cause significant problems re quality and continuity of care 

Coordination of Care 

Satisfactory Aspects 

• Basic infrastructure 
• Hwnan resources 
• Multidisciplinary cooperation 
• Subvention 

Unsatisfactory 

• Infrastructure - not enough of anything; choices need to be generated 
• Resources - coordination of services and resources; by whom 
• Multidisciplinary Team - clear contact lines of communication and role clarification is 

needed 
• Subvention - relatives being means-tested not acceptable; delay in payment to nursing 

homes 

Recommendations re National Policy 

• Home based, community-oriented services 
• Transport to facilities 
• Access to infonnation (media) for purpose of educating others on the issues 
• Care Manager, such as in Northern Ireland structure - perhaps role could be undertaken by 

community social workers 
• Flexible respite facilities 
• Liaison on funding issues - statutory and voluntary groups; people are our greatest 

resource 

Coordination of Care 

Satisfactory Aspects 

• Public Health Nurse - primary coordinator of care - very good service 
• General Practitioners 
• Twilight nursing - care attendants 



• Liaison Nurse 
• Multidisciplinary approach. e.g. district unit day centre within an area 
• Small social centres - better in the country 
• Transport was the main key to developing clubs and in coordinating care 
• Staff having real visits (units)- help by knowing patients 

Gaps 

• Lack of coordination is due to lack of infonnation 
• Hospitals: social workers unable to handle patients needs 
• General Practitioners: need to be educated in helping people when difficult diagnosis is 

made- infonnatioo booklets would be of help and to have a contact person (e.g. voluntary 
groups/support groups) 

• Media education programme 
• Social workers 
• Places of safety orders - it is impossible to plan care of elderly person 

Recommendations re National Policy 

• Involvement of elderly people and their needs articulat.ed 
• Recognise that the family unit is the first place of choice for all who need care - help 

support the family unit 
• Recognise needs of carers for training and for supports, including financial support 
• Identify local needs - each area has own needs regarding day centre, respite beds, sitting 

services, etc. 
• Education of everyone to plan for their futures 
• Conference findi"S' should be published and sent to policy-makers and media 
• A five year plan for development should be put in place and goals and targets set with 

minimal input by politicians. 

--+--



Professor Stepben Wrigbt 

1bemes 

Unfortunately we do not have time for discussions. I would like to thank the facilitators for 
pulling together the many issues and heated discussions that took place. 

I think that the discussions that took place were as important as anything we have beard frm1 
the conference platfonn today in terms of individual speakers. 

I see two critical themes from everything that I have beard today and from within groups and 
frm1 the reports that came back afterwards. One is the need to get the system right. to get the 
way we organise the care, the structures and the resources needed. But in our culture (I am 
talking European culture), we tend to focus very much on systems and getting the resources and 
the organisation and everything right. but that to me seems pointless without addressing the 
other half of the dimension, which is about getting the relationships right. From what I have 
heard you all say today, there are concerns about the need for transport, facilities and so on, but 
what I also heard you say is that we also need to look at how we work with people and how we 
work together. So, those are the two themes that underpin the points I am going to make. 

I have drawn the discussion together in those two tbcrnes with seven strands. 

The first strand is the recognition that we've actually aot an awful lot aoina for u and frm1 
what I have experienced in other countries, this country is wallowing in the lap of luxury in 
term of its care for elderly people. I work in countries where it is not uncormnon (our project in 
Romania, for example) in relation to caring for eJdcrly people that they as people with needs are 
put to the bottom of the heap. The attitude of many medical and health care staff is - why 
bother looking after them. Isn't it better if they die because they cost us money, and secondly, 
in the hospital in Zambia where we've been working, it was oonunon until recently (we 
managed to get that changed) to find two-three patients per bed. These were people who were 
most disabled and the least able to protest. But it was that or nothing. So all things are 
relative. 

I get a great sense of change and volatility in the health care service and the perceived time 
bomb of the increasing number of older people. There is a need for more planning about what 
is going to happen. But, in many respects, that planning needs to come out of the hands of 
politicians and perhaps, as I have beard in many European countries, a need for a European
wide vision for the future. There should be a national consensus achieved about what we want 
to offer and what we need to prepare for regarding the care of elderly people for the future. 
What is society prepared to provide and it is upfroot and it is open for public debate and it is 
honest. In my country, there have bcco calls for a Royal Conunission on the care of the elderly. 
So, it may be that in Ireland it is within your province for some kind of vision to emerge 
through some kind of national cooseosus that takes away this notion, as Sheila, the last speaker 
noted, of it being so volatile in the hands of politicians and, instead, you have some kind of 
planned way forward. We know what is going to happen in the future very largely in terms of 
the population of older people. 



The second strand refers to the need to look at and review the mstina systems and 
structures that we've got for actually delivering care and asking if they arc appropriate and, if 
not. can we cllange them. And the cballenge for us here as individuals is ~ cootributioo do 
we make. Do we whine and say isn't it all terrible or do we take a positive act and try to 
change the system that we've got. And knowing that you can't change ~ overnight, set 
your limits. So, the next time politicians are knocking on your door loolcing_for votes, are you 
going to invite them, saying- don't move until you teU me what y~ are go~ to do for older 
people. And if you don't agree with what they say- say that he/she IS not gettmg your vote. It 
could also be about bow are you taking forward issues for resources, bow do you state your 
case. It is also more a question of not deciding as deciding, but looking at what it is that people 
want. One thing that comes out very strongly today is this need for a seamless service, that 
wherever you are as an older person, within hospital, nursing home, community, what have you, 
people teod to drop through the gaps in the middle and can we create a seamless service 
according to what people need. For example, the Anchor Housina Trust (there is a similar 
scheme in Spain) which provides homes for older people, when they are up and running about, 
accommodation is provided that suits you at that stage, should you become a little more 
disabled, you move into a second stage and then, if you need hospital type based care, then, 
perhaps treatment, you move into a different kind and yet you are all in the same stage, you 
never actually leave people, you never leave the site. There is also this questioning of creating 
organisations, about not having older people segregated. There was this perception that grew, 
particularly in the sixties, that we should create estates for older people. As indicated, that does 
not help old people. It certainly doesn't help society at large. It simply alienates them and 
creates elderly ghettoes. So, there is an issue about exploring alternatives, but the seamless 
service won't happen without the right people to manage it. There is this notion about having 
the Care Manager or the Case Manager, some person who has overall responsibility wherever 
the older person is, for making sure their care happens. That may also lead us to question the 
legal framework for care in any country that we live and work in. Do we actually have 
recourse to the law when things are not being provided as they should be? 

The third strand is about preparation for caring. Right across the board, the assumption is 
that people care. But do we have in our culture, in our society, education for anyone who may 
find themselves in a caring position from the informal carer right through to the trained 
professional and I've noted how, today, having the opportunity of being here and mixing with 
people of different backgrounds and experiences, has been as important as listening to erudite 
speakers. That to me is quite critical in helping us to work more coUaboratively. So often, 
nurses talk to nurses, doctors to doctors, social worker to social worker and each of them 
undervalues the other' s work, very rarely do we value infonnal carers and patients and clients 
about what they really want. It is more about how we can create more forums like this where 
people who are all involved can get together and deliberate and discuss and look at ways 
forward. This also means examining the whole range of healing techniques that we have in 
relation to older people. 1bat when you reach a point where caring is more of a significant 
factor than curing, that maybe you are not interested in high-tech intervention or medical 
intervention, but more about things that help me to feel better, maybe help me feel better, even 
while I am ~ - I can ~e better, if y~ see what I mean. It is interesting that quite a lot of 
people ment:Joned what I p1cked up on this morning about the enormous ground sweU of interest 
in things like the complimentary therapies, healing arts. Someone said - at the end of the day, 
if you don't know what to do, just hold them. There are issues about how we can convey 
healing and caring to others. 

The fourth strand is about taking out the message which said that after conferences like this, 
~ what. This came time and time again from all the different groups. How then do we take 
the ·~ forward? Do we put out press releases, do we put out conference reports, do we invite 
the media to these conference? How do we spread the ideas? How do we break the stigma of 



old age aud, through that. the stigma of those who care for the elderly? It is common in our 
society that you get what is called "disabling the nonnal". In other words, you may be caring 
for someone who beloogs to a stigmatised group such as older people and because you care for 
them, you become stigmatised as well. You then get this attitude of- ob, you are a social 
worker or you're a nurse caring for older people- does that mean you are not clever enough to 
care for other people. Also getting the message out in a broader sense. Using the media quite 
shamelessly to make things happen, but also information about what services are available and 
makins sure that information is available to those who will use it, adapting to what an 
American oollcague once introduced me to the KISS principle (keep it simple stupid), which 
basically means that it is no use putting out reams and reams of complex information about 
rights and patient charters when what people actually want is simple, quick, one-stop 
information that they can understand and is quick and relevant to them and their needs at the 
time. Then bow do we as professionals and other carers use that information and make sure 
that they know about it, providing the access to it. Most people out there don't walk around 
thinking - oh! I will look at a notice board to see what social services are offering. They 
actually need us to take the first step. 

That leads me on to the next and fifth strand which is about involvin& the client and other 
caren. As we talked about this morning, there is a tremendous trend in our culture for we the 
professionals and others to make the decisions about what should happen. How can we 
realistically work to empower clients, to tailor care according to their needs. I wonder how far 
in that do we want to get. Patient empowerment is fine, we are all for it, aren't we? But what 
happens when those patients and clients start asserting themselves through that empowerment 
and start making demands on us and start telling us what they want to do, rather than the other 
way round? Is it easier just to keep the patient and client in their place and getting to accept 

what is on offer or take it or leave it? How do you develop in carers the enormous ability that 
is needed to work across a huge spectrum of needs, from the patient or client lying back, saying 
- I am old now, do everything for me - to those who are saying- don't do anything without my 
pennission or involvement? Just because partnership and independence and self-care is terribly 
trendy and politically correct, maybe there are lots of people who don't want that. How do we 
work with patients and clients who don't go with that view of the world? 

1be sixth strand is about preparation for aging, which also came out from the groups. Well, 
maybe it starts now. What are you doing to prepare for aging? What are you doing for that 
time when maybe physically you are no longer able, when you will have to occupy our heart 
and mind with other things? What are we as individuals with families doing now about looking 
at the financing of our old age and are we relying upon the State. In my country, almost 
everyone of my age have paid the national insurance stamp and we always believed according 
to the health service criteria of 1948, you are cared for from the cradle to the grave. It's gone. 
Because now if you are elderly, the chances are that by and large the national health service has 
withdrawn from long-term care of older people. That sounds fine, providing there is nursing 
home care. But that means if you go into a nursing home, there is no guarantee that the State 
will pay for it. And then, what is happening is that, provided you've got anything over £8,000 
in the bank, you will be means-tested and the State will use your resources to pay for your 
nursing home care. That means selling your house, your property until you've got £8,000 or 
less in your bank. There is also a knock-on effect. How many of you have elderly relatives 
who are, perhaps, thinking, well maybe there will be a little nest egg for me when Mum or 
Grandad dies because I'll get the house, I'll get this money. Imagine the knock-on effect when 
maybe that is no longer going to happen in our cultures. There is an issue about how we 
prepare for our aging. It is not just them, the old folks, it is ourselves. It starts now by us 
thinking about how we will be cared for and maybe looking to my family to be cared for. 
Because, as it has been borne out by the group, the nature of families is changing radically, 
driven by all kinds of forces, not least the most recent one (for example, we know in western 
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Europe that the fertility has fallen by 300/o in ten years- so whether we like it or not families 
are likely to be smaller, so they are not going to be around to look after you). There is 
interesting data as to why that is happening is quite fascinating, but I won't get into that today. 

Last but not least. the issue that has come from the groups is about carina for the caren, 
about getting the relationships right at all levels. Issues like recognising that by and large in our 
culture there has been an overriding notion that we will solve the problem of elderly people off 
the backs of women, for example. There is no doubt from all the research evidence that there is 
a broad assumption that it will be the daughter of the fiunily, married our unmarried, or some 
female in the family who will do the caring. Given the change to family structures that I have 
suggested, I question whether that will bold up any longer and given the changes in women's 
views whether women will accept that any longer. It is a women's issue. There is also the 
issue of how far we expect people to care both ourselves as professionals and informal carers. 
What do we do to draw the limits. Are there limits to care? How do we set our limits? How 
do we care for ourselves? And in various services I've worked in, we've looked at things like 
three-pronged strategies. For example, OK you have a Patients Charter, how about setting up a 
Staff Charter and a Team Charter about laying down the ground rules for working with one 
another. How about setting up a Relatives Charter about what is or should be expected of 
them. In other words, it is about setting the limits to caring and not about people at all times 
giving their all. 

I think that really draws to a close what I have to say. I could go on all afternoon because I 
have bad a fascinating time between listening and learning from what everyone bad to say. But, 
broadly speaking, these would be my seven main points that I think pull the two themes together 
as a way forward for the future. Thank you very much for an excellent organised conference 
and thank you for listening. 
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