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Critical practice also necessitates practitioners having a sound struction of ageing but to change it’. This emphasis on ‘change’
know{edge base of the theories, policies and practices relevant to their' indeed on action, is one with which social work practitioners, as
practice context (Brechin, 2000). Historically, social work with older 1] as (some) researchers, might well identify.
peopie may h-ave been justifiably accused of lacking in well-estab- [owever, these apparently simple conceptions belie the complexity
lished thegretical perspectives, It has also been the case that theories critical gerontology’s origins and its implicit value base. Critical
that have H?formed sc?ciai work practice have tended to focus more srontology, like critical social work, has grown out of the broader
gn dysfunction and relnf.orcing perceptions of older people as depen- al social science movement and builds on a variety of intellec-

ent, As alregdy noted in Chapter 1, there remains a tendency to al traditions and foundations (Achenbaum, 1995; Estes et al., 2003).
Con.struct social work ‘f"ith older people around the ‘problem’ of ritical perspective suggests that we are often unaware of just how
Zieéign iflrzl t(i);der to a\;md @plicating e.:xperiences of oppression and «ch society, and societal structures, oppress us as individuals. With
q e ? groun ed in aSSUl.nP’ﬂOnS ‘abo.ut inevitable depen- pect to older people, critical gerontology argues that they have

ency, critica prac‘flce seeks to avoid operating in a framework domi- been marginalized and ignored; that we need to look afresh at
nated by pre-prescribed and proceduralized tasks. peliefs about old age, old people and the ways in which we as

-Moreover, gider service u§ers are well placed to reflect on the expe- ividuals, and society in general, respond to them; and that the tra-
ES;C; ;)f SE;?el Wofik gractice, apd to ask questions about practices fitional theories and methods we have used to study ageing and old
ol g 1 a fun ‘am_enta% influence o'n.their lives (Beresford, : might need to alter (Estes et al., 2003; Baars et al., 2006; Holstein

‘ a). Deve opmetnts in listening to the opinions of older people, as nd Minkler, 2007). A critical gerontological perspective seeks to
alYltaI ComPOH?I_l’E in the grOWing evidence base for social care, exem- plain how oppression and injustice occur, and how they affect
?Oglye sgllc(irposeléwle prla—ilctice. (AHa%n., 2001). However, the silence of er people; it attempts to make the voices of oppressed and very

eaualities b];{);3 Colr)n Enw o ‘ale palt}culaﬂy Vulnerab-le to life course liverse groups heard (for example, older women, black older people,
(Scharf et al., 2008) 2(%3 more acute in Qfder age remains a crucial issue ople with dementia and so on); and it tackles problems and issues
traditional v : on‘sequenﬂ‘y, given some of the limitations of hat have largely been ignored by mainstream social gerontological
raditional social work with older people, we would argue the need rk (Baars, 1991). '

for it to draw more extensively than it has to date on the insights .

from social gerontology in general, and f 1 .
. ! , rom critical gerontology in igi iti
particular. It is to these perspectives that we now turmn. v e orlgins of critical gerentology

;erontology itself has only been recognized as a field of study for a
ittle over a century, the term first being used in 1903 by the Russian-
A ith s Labels Cru 1 ‘ y jorn biologist Elie Metchnikoff (Achenbaum and Levin, 1989).
contasted ter; Vel ,th itica gerontologyf like critical social work, is a However, it was not until the 1940s that the first professional and
nition. One définiti eileq 1s a5 yet no universal agreement on its defi- academic  society, the Gerontological Society of America, was
approe;ch comes fro(;;l that we~ suggest captures the essence of this ounded. This society brought together researchers, teachers and
defines critical serontol € WO_lkl of Ruth Ray (1996, p. 675), who practitioners who worked with, or studied, older people and old age.
hil ni 8 ontology as: ‘a Cr.}t.ique of the social influences, These early developments during the first half of the twentieth
philosophical fou-ndanons and empirical methodologies on which century also spawned a whole range of what Achenbaum and Levin
fsftirét?;fggr?; a f!(ﬂfd hétis been h'istorically constructed’. This alerts us (1989) have called ‘gerontology’s specialties’, including applied
political ircesn:k?act) 11.11 eritam%lpg the kmds.of so?ial, economic and gerontology, experimental gerontology and social gerontology.
as well as the values Ié’;oino.e;mmal perspectives (in whatever field), Critical gerontology followed these developments and emerged in
sitizes s o copsider ahnilg jtllllnderhe such approaches, It also sen- 1988, largely as a response to concerns about mainstream social
engaging with, and resw ah g t b_e the most appropriate ways of _gerontology’s failure to challenge adequately the dominant decline
addition back’ e lzéircl ;Ié%, the %w'es and needs of Qldex people. In “and loss paradigm (Holstein and Minkler, 2007).
defined ::ritical erontole ?, Phillipson and Wa‘Iker (1987, p. 12) Paradoxically, then, gerontology is still a relatively new and devel-
sodial serontol 8 08y as ‘a more V.alue-commuted approach to oping field, and critical gerontology, as defined above, is an even
gerontology — a commitment not just to understand the social more recent development, This means that it is sometimes difficuit to
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reach a consensus on what we nay or may not consider comes
within the scope of gerontology or critical gerontology. More accy-

rately, perhaps, critical gerontology can be viewed as a set of perspec-
tives that draw attention to th

and beyond conventional c

oncerns and analyses (Baars, 1991;
Achenbaum, 1997).

The development of critical gerontology

For much of the twentieth century,

was couched within a primarily q
emphasis on how older people shoul
problems) associated with ageing (Est
graphic imperatives and the concer
welfare state, a primary aim of

research in the UK was to highligh
elderly’ and the ‘burdens’ posed b

(social) gerontological research
uantitative tradition with an
d adjust to the challenges (and
¢s et al., 2003). Driven by demo-
ns associated with a developing
much early social gerontological
tand address the ‘problem’ of ‘the

Y ever-increasing numbers of older
people. Against a background of a ‘secure welfare contract’ between

the generations (Means and Smit » 1998) and an expectation that the
state would be the dominant provider of welfare, research began to
document the poor living conditions and malireatrnent of oldet
people (Townsend, 1962, 2007} and particular concerns were raised
about those living in special circumstances such as residential or psy-
chiatric care. At this time too, the first large-scale surveys of the needs
and circumstances of older people living in the wider community
were beginning to highlight the extent to wihrich people were being
cared for outside institutional settings (Harris, 1968).
However, it was not until the 1970s that th
a political economy perspective - and follow
- began to raise crucial questions about ho
experienced, and to show how our welfa
transforming ageing into a dependent
Political economists saw long-
systems that reflected and bol
experts such as social workers a
turther argued that the syste
including professions such as
trolling and managing peopl
case, older people - with opp
itation and participation in
native theory that emphasi

ose working from within
ing the Marxist tradition
W growing old was being
e system was effectively
status (Townsend, 2006),
term care and comununity care as
stered the power inequities between
nd lay people (Estes et al., 2003). They
ms and structures set up by society,
social work, were essentially about con-
e rather than providing them — in this
ortunities for self-determination, rehabil-
everyday social life. Drawing on an alter-

zed ‘structured dependency’, the political
€conomy perspective also stressed the ways in which public policies,

and health and social services, were reinforcing this control and man-
agement, and deepening the dependency of older people (Townsend,

Uritical ssues in social work with older people

€ need to look at issues that go above

ic) was that (some) gerontological .research bhegan to divergg
nsiderably from the evaluative and serv1‘ce focus that, a}i we note
hapter 1, was evident in traditional soclal work research. i the
C1 ical gerontology, then, is rooted first ar-ld foremost within ‘
itical economy perspective. HHowever, the inherent narrowness o
. roach, with its overriding emphasis on the I‘df}.t.i()nshlp
:Zafr? agein’g and economic life, and on class i.neqéahne"ls\;itvr\lfia;
allenged in the 1980s and 1990s by t‘h(.)se workmg 0}]:?1 o
finist and humanist perspectives. Feminist perspectives help s
acknowledge the profound effects of hf(?dong gender 1?equ3 ies
the experience of later life (Arber and Gmr.l, 1991, 1995) anassm
ed to a greater examination of diversity and dszerepce encomp g
= 1 and ethnic dimensions, disability and sexuality, ar.uli the power
afionships within and between various groups. A?@itloriaelliyii ’EEZ
manist perspective, which to date ha_s dev{eloped ar I;:Ot in
ited States than in Britain, has provided ‘an approach to gemg
ich puts a human face — and a human body and SpIIH.: - on Sgh a%
d growing old’ and encouraged us to e)fplore quest1c_)’ns su B
what makes for a good life in old age?’ and ‘how can soc.le.ty 1s Efon-
ifferent visions of old age?’ (Minkler, 1_996, p. 470). Cnhcgatgwe ™
ology therefore seeks to raise vital questions, both 'ab(?ut waﬁaCh o
society do to older people, anl;l about the meanings we
TOWi t and to old age itself. .
grgz\;gi%liiom within a %xitical gerontqiogy perspectn-rehhas tg;e;ee;
fore diverged from more traditional social work researc ! c;x;t e
people in a number of crucial ways. Instead of t1.1e predom;n Lo
iative and service focus we noted in tfllletgr{teggzls chapter,

logy has provided us with reseatc a : .
gei%i;teg mix%f methodological approaches. and drawril on aarv::]de;
variety of disciplines and theoretical perspect_wes to explore " g
- of issues pertinent to the experience of later life (Holstein an
-Mi 2007).
a ﬁ:;llli(:;,d a sus)tained critique of public policies and healtil and N
- social services provisions affecting)the lives of older people (Mea

ith, 1998; Townsend, 2007). ‘
: ifllfdir?ﬁzhs’tllldy c;f agelsm, age discrimination and quest10§stﬁiwa
intergenerational justice central to its research concerns (By v
@ ﬁrilxxrrlz (e)lgt?r;tion to the significance of diversity and difference in

later life {Estes et al., 2003).

.@ Highlighted the strengths and resources people bring to old age,

and moved away from pathologizing older people (Minkler and
Fadem, 2002).
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= Drawn attention to the search for m
makes for a life of quality (Cole and

s Recognized and accepted the import
biographical methods in making vis
older people (Bornat, 2000),

m Helped place older people at the centre of
and practice (R. E, Ray, 2007).

However, this is not to su,

itself provides all the answe

Sierpena, 2006),
ance of qualitative and
ible the lived experience of

gerontological research

ogical researchers, Consequently,

work, we highlight some
itself now faces.

Challenges for critical gerontology

Despite the progress made in critical
one trenchant critique has been that i
from the humanities and the 0
cal social science perspective —
have operated in different do

gerbntology since the 1970s

or ‘proper’ critical gerontology
tn itself with theoretically and
of ageing is really like in the
and what it might become; and what research

conceptually; what the experience
twenty-first century,

dividual aspects of ageing
2007). Indeed, American
p. 19) have put the case
ogy’, which

Calls for a deeper understanding of how perception,
standpoint and value commitments affect all our work .,

fand] encouraging what we are calling methodological
bricolage, which requires crossing disciplinary and
methodological boundaries so that ... the different pathways

in critical gerontology can together enlarge.understanding and
Systematically challenge the status quo.

Consequently,

commentators Holstein and Minkier (2007,
for what they term ‘a richer critical gerontol

the first and most obvious set of challenges for criti-

$ to look at how these two pathways can be brought
together more effectively. In other words, how can what might on the

face of it seem to be an individualistic approach stressing personal
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e

eaning in old age and to what

ggest that critical gerontology in and o
1s to the challenges we face as social worl

ts two pathways — one drawn
ther from the political economy/criti-

have tended to remain distinct and
mains (Ovrebo and Minkler, 1993;

e seen as compatible with collective work tackling deeply
ded social, economic and structural inequalities? As Estes ef al.
]

:p, 147) argue:

Both require each other for a comprehensive understaﬁg;ng of
contemporary ageing to take place. Stru_ctufral a_pp_ro}ei: int;) e
without the humanistic element,‘ offer hpnted insig

humanity of the situations described. Without an 1
understanding of social structure, however, an overty -
‘humanistic approach to ageing is isolated from contex

“history.

‘the 1990s, Meredith Minkler (1996) sxjxg_gested that 1one rariiz‘:lr;sdoi
g this might be to organize work in crlltlcal geronto ogjth und 2
ying concept such as ‘empowerment’ - a concept wi ieh
al social work practice has also been associated. De§p1te emp9 o
: ’C'it being a much used and much abused term, 'M‘mkler (1996)
- thers (for example, Bernard, 200(.)). argue that it is u;eif:;b;;rz
ely because it emphasizes notions of interdependence an s abot
Ckﬁbwledging the ways in which we relate to, .anq can support,
L as opposed to stressing independence or individual goqd abf)ve
ér;iching' else. It impels us all to recogl'lize that we Iivlflz our I;f:ti g
cial and political context, and that 11.1 _order to fu v un erstand
th the commonalities and the disparities tbat ex1st: 1We P
ok at the muliiple ways in which people in gen(?rdé alrfl older
ple in particular, are disadvantaged and marglna}wje .d. vmv can
derstand something of how environmerts anfi policies dise éﬂhers
ople, we should be able to think more creatively (as Ir.eile-a.r Sim:
ducators and practitioners) about howfv we go F:Egt;s;i?oiso élzftheir
ions in which older people can regain pOWer anc :
132? SIt means too that we can locl)é< at ways mbzvtgc(:jl;hﬁfegaiic;); i(;
: nt and growth in old age can :
Eﬁ:;v e;?ii ;erhapsg runs counter to. hQW policy-makers I}il‘lfhtjnlgﬁ
He rhetoric of empowerment, where it is oft_en seen as ma 10§ [t
duals entitely responsible for theirdoyvr(;.a(i:;f;? and a way g
mizi tbacks to communities and indiv .
H-IIJ\J/IZ(E?E :f;:ently still, certain commentators have begun- to il;gal.tleafgor
approach to critical gerontological resc?arch and. actig)n shat als
s greater emphasis on a ‘human rights perspec.tweE {for iSEdpor;
eldman, 2002; Townsend, 2007). Such a Perspectlve is 1:)rlenzli sed on
“the unacceptability of discrimination against ok.ier %e(;p eI nd the
.'-:belief that all human beings, ot 1i\lrhatever §§: Zr;g ;;(1) ;vabziee:tz croum.
: e certain rights to things suc n:
S;\?i?lzsﬁiﬁever, if bringging the two pathwz.tys in critical geror;toleog
more closely together around a human rights petspective app

’
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complex and difficult, then this is precisely because it is and because
as Townsend (2007, p. 32) cogently explains:

Rights are ‘human’ and not only civil or political. Rights are
multiple and inter-dependent. Corrective
measures have to be directed not at the se
racial, religioys, gender, disabﬂity or ageis
in a comprehensive, connected and prop
- against all forms of discrimination.

anti—discriminatory
Parate existence of

t discrimination but
ortionate manner

He also urges us to attend to the method
measure and understand the im
people: ‘not those only that end
those that represent affronts

(Townsend, 2007, p. 32).

Thus a second set of challenges for critical geronttology is related to
how we conduct research. Townsend (2007) challenges us to reject —
or at least look at and question - the continuing use of traditional,
familiar and single indicators in favour of developing multiple
indices that would €Xpose more reliably and unambiguously viola-
tions of rights in later life (Walker, 2005). Alongside this, a critical
gerontology, organized along human rights lines and with empower-
ment as a central organizing concept, allows us to engage in more
detailed examinations of how ordinary, everyday people live out

their lives. As we have noted elsewhere (Bernard et al., 2000), a key

tool in this endeavour is the increasing use of biographical and narra-
tive approaches in extending

our knowledge and understanding
about individual and shared aspects of ageing (Bornat, 2000; R. E.
Ray, 2007).

Embracing both human rights and empowerment in research terms
also means that, just as we might €spouse the centrality of older
people’s views in terms of social Work practice, so must we seriously
consider the involvement of older people in the entire research
process: from deciding the research questions to taking part in the
different stages of the tieldwork, and to analysis, writing up and dis-
semination (M. Ray, 2007). Allied to this is the need we have already
noted, to be critically reflective and self-reflexive in both research and
practice: what Chamberlayne and her colleagues (2000) have argued
as the importance of understanding something of our own histories

and how we have come to be what we are, if we are to fully under-
stand those with whom we work.

Moreover, biographical,
tices are only some of the
together the two pathways
Important not to dismiss t

ologies we use to uncover,
bacts of human rights violations on
life, or involve extreme abuse ... bui

to human dignity and identity’

participatory and reflexive research prac-
methodological elements needed to bring
in critical gerontology. Beyond this, it is
he insights we might obtain from other
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f research: what Holstein and Minkler (20})7, p- 22) have
edoas the necessity for ‘methodological bricolage’:

Methodological bricolage means not rulilng.out knowlecfiﬁe _

that is gained from personal narratives, ﬁC’EiOI.l,‘ poetyy, film,

qualitative investigations, philosophical 1nqu1rle§>, 4 of inquity

" participatory action research and anyf other metho o q

' S\re may discover that yields insights into fundar?den zz in very ';
. ag |

i ow, and why, we experience o
questions about h y,  ‘
" particular ways.

. [y .. : . a
This call for methodological bricolage, in turmn lvmlist(':losecl)irw‘iglfue
ir t have to do with articulating a

d set of challenges tha sty camncitios
) k with older people in profes
e ks divect kills and knowledge |
\d this li ir back to the values, s - .
nd this links directly : o g et |
' ial work with older people, p |
e Tt famens iti logical social work out-
' ' ork for critical gerontologi .
et Thus & iti rspective with human
6 iitical gerontology persp :
e D owerment ical bricolage at its centre
ent and methodological bricolag
G chat sten ‘doi " ‘older people in a detached and
: that instead of ‘doing to’ o P ir cac )
(1332-;@& way, we need to look at ways of ‘working W.lth thesélx?
fective partnerships: in research, education ani Practici) ;:o:gam;
his is Vi npalatable though it may be,
his is vital not least because, u o 1t may be, ageisn
iscrimination is alive and well amongst thos
and discrimination is a el ovor Heln e
| i i ties (Stevenson, H
' eople in professional capaci : :
'Olgcieeci gOO};- Miln}z et al., 2007}. Indeed, professwn.als Wh‘; ax;zﬁ; v;:l
older [ f the most negative an -
) cople often hold some o > and ageist
-01(3;1; gf aﬁ - compounded, in many instances, by this be1'ng ﬁlﬂl(;;?:
h; older women by other women (Bernard, 1'998). It is }tl ereatﬁ_
?mportant not only to draw attention to the evidence éoi t fise ity
i ex
ices, Iso to stress the crucial role that re
tudes and practices, but a . e et momen (an
i ritical gerantological perspective, g .
D e arguie it i to explore and question our own
: , we argue that it is necessary to exp _ t
iigitril()as assurgnptions and motivations - not to be self;n;dulg{(e;(l)t :;;ld
! i tandings about what we
: able us to clarify our unders b
;Oovinwe do it, in order to become better practitioners, educators and

researchers.

By building on the things we value about good social V\;oi'k Wit?v :lii
i i ith critical gerontology,
this together with critical g ! .
D st to articu bust and critical gerontologi-
in to articulate what a more ro : :
zeav:()t::iinwork approach might look like. The current reqmi(emceiz:i
for social work training (Department of Health, 2002¢) make
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that all students should gain an understanding of the life course, and
of intergenerational and systemic perspectives. Requirements also
stipulate that service users should be involved in the design, develop-
ment, delivery and assessment of social work degrees. Clearly, then,
there are opportunities for all levels and aspects of professional train-
ing, education and practice to address and be underpinned by the
kinds of anti-oppressive, critical and gerontologically informed prin-
ciples and evidence we have been discussing. Critical gerontological
social work therefore needs to be both about what we do (in terms of
content} and how we do it (both academically, and as professionals
and practitioners). In subsequent chapters we focus on crucial areas
of substantive concern, including risk and frailty, dementia, end-of-
life issues and informal care. However, underlying these key areas, a
framework for critical gerontological social work must first revisit the
values, skills and knowledge necessary for working with older people
in the twenty-first century. And these, in turn, have implications for
practice, for research, and for education and training,

Underpinning values

As has already been noted, leading proponents of the critical geron-
tology field have long argued for a more value-committed approach,
and recognition that researchers, academics and practitioners cannot,
and should not, stay aloof from involvement in social change
(Phillipson and Walker, 1987; Estes et al., 2003). These values have
been articulated in our earlier writings (Bernard and Fhiilips, 1998,
2000; Bernard et al., 2000; Bernard, 2001) but we reiterate them here
so that readers are at least aware of — even though they might dis-
agree with — our particular standpoint.

For us, the critical gerontological social work we engage in, whether
it is from an educational, practice or research perspective has neces-
sarily to be informed by commitments to:

m Social justice and intergenerational understanding.

= Countering stereotypes and combating myths and discrimination.

Empowerment, citizenship and human rights.

Pluralist and preventive views of ageing.

Understanding oppression: its multiplicity and diversity (racial and
ethnic, gender, disability, age and sexuality).

= Making experience visible through the words of older people
themselves. :

Developing a critically reflective, and seli-reflexive approach to
ageing - both our own and that of those around us,

s Negotiating understandings and recognizing the existence of
multiple perspectives.

Critical issues in social work with older people

physical and cognitive powers. N o :

a Actively participating in making known policies, 1eg1s'lat1c"n and.
practices that are oppressive or which reinforce or maintain
stereotypes, myths and discrimination re:latmg tg Qlder peop%e. ‘

- Clearly, articulating one’s value base is a Poh‘acai act, since it
locates social workers in a particular Ieiationsh}p to V\-Fhé-it anc?. wh?m
are being researched or worked with. In our view, th_1s isa Xj’ltal fnfst
step along the road to developing critical gerontoi.oglcal social work.
It needs to be articulated, recognized and affl'rmed because, as
Holstein and Minkler (2007, p. 19) argue, we all view tl}e _woﬂd e.md
undertake our research, practice and educative work ‘with a view
from somewhere’,

Skills for critical gerontological social work

Rather than delineating a shopping list of skills, it is our contention

.- that critical gerontological social work needs to develop, preserve and

- build on the kinds of skills social workers already use to facilitate pos-

© itive and beneficial outcomes for older people. We know f%'om the

‘research evidence that the skills that are vital for good social work

with older people include being able to: ‘

Form and develop positive and effective relationships between a
social worker and an older person. ‘

| Challenge a focus on medical perspectives at the expense of other
aspects of an older person's life.

Provide information to older people to enable them to make
choices and decisions. . .

- u Work creatively with ethical dilemnmas such as risk agamsj[ rights

and conflicting agendas between an older person and their carer.

a RethaT committed to the well-being of older people in the face of
very Ccl)jéi's(igénlﬁable change and uncertainty.

s Recognize diversity, and challenge the tendency to {reat older men
and wornen as a homogenous group. ,

These skills, underpinned by a gerontological knowledge base_, can

help to ensure, for example, that social work assessments and inter-

¢ ventions are geared towards the individual persor}’s need.s, rather

than merely offering ‘off the shelf’ solutions. This in turn is boupd

up with recognizing that older people do not simply become Ppassive

recipients of care and support services, but that they se;ek z.ictively‘ to

manage the challenges that might be associate.d with increasing

impairment. Older people often utilize strategies, sttre{lgths and

resources that have served them well throughout their life course,

Developing critical gerontological social work
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narrative about older peo

different narrative, gerontological social workers must also have a
sound understanding of terms that practitioners often use uncriti-
cally, such as frailty (Grenier, 2007); risk (Kemshall, 2002); and
dependency (Johnson, 1979, 1990). These issues are returned to in
detail in subsequent chapters, but lead us here into a consideration
of the knowledge and skills that underpin practice. As an illustration,
the example in Box 2.1 highlights ways in which social work practi-
tioners can integrate an understanding of critical issues in social

work with older people with achieving a user-centred approach to
assessment practice,

Richards (2000) undertook ethnographic research that explored the ways
in which social workers approached assessment with older people,
Richards identified a number of key social work skills that were critical in
facilitating older people to explore and clarify their situations, talk ahout
their subjective experience, and be aware of the range of options
potentially available to them. Crucially, she noted that skilful assessors
used different skills, depending upon the context of the older person and
the degree to which the older person knew what he or she wanted to gain
from the process.
Additionally, Richards highlighted the importance of social workers
being able to conceptualize and maintain a distinction between user-
centred and agency-centred elements of assessment. Attention to
narrative enabled practitioners to work positively with older people to
identify needs accurately and reduce the power imbalance as the social

worker strove Lo engage with the older person’s perspective. Richards
(2000} highlighted that:

Working with elders in a way that recognizes the individuality and
complexity of their needs, that deals appropriately with conflicts
of interest between elders and their carers, that achfeves an
essential clarity of task and fulfils agency ohjectives is skitled
socfal work indeed, (p. 48)

Knowledge base

The final area to revisit in setting out a framework for critical geron-
tological social work is to look at its knowledge base and at the

{ritical issues in social work with older people

and ensuring that these resources and strengths are considered
alongside needs and difficulties creates the possibility for a different

ple who use services. In order to create a

ological research and Scholarsh.ip that underpins tl;;s

‘oach. One example will serve here to ﬂlustrate.what we mean by
plf_f?i recent study by the Older People’s Steering Group (2004)
iighted that older people value practi.tioners who are able 52; y
Viden their approach from an assumption of the deficit mg del
assessment, and for intervention outcomes to move beyon

' i erspective. .
%iili?gg);tiers%ip with an older person as a means of changing
; f power.
:gi:garllai?ec (:ui)d I%uild-in the strengths and resources of an older
%Zil?env'vhat older people value (and have proper regard for the
iib]'ective experiences of olde; peﬁ?ﬁmple
; Facili ctive participation by o . ' '
’??I(Zsl.gagzgings apbout &I:rhat older men and women value in sm_:;lal _
k practitioners clearly resonate strongly with the themes COHE; a%
rom within critical gerontology. In turn, t}.ley suglgeslt to us pat
actitioners might be able to strengthen then: practice mlz numthe
of ways if they were to become more aware of, and c9ud gsiaiue
nsights from, critical gerontology. If olc}er people do mlfze e
hractitioners who adopt these empowering ways of wor <1ngt,.0n o
ese ways of working can be bolstered agd reinforced b.y atten }lle,;ent
he range of theories and perspectives which now provide a co e
ritique of the multiple experiences of, and_ approalcbes to,Jc a§deng_
and old age. This body of evidence would a551s‘t practitioners to ers
ify and challenge traditional myths about ageing and the stlereo g(}))w
cal images younger people have about 91der people; to exp Cci)rgstand
‘society creates a sense of powerlessness in old age; and to.un e stand
how ageism manifests itself in all sorts of ways in our sgmet;r - 1liCieS
“vocabulary used, in society’s visual imager‘y, in 1nst1tut10n&‘ p;;l SOI;
““and in discriminatory structures and practices (Butler, .198.0’ Jo 11 #
and Bytheway, 1993). The knowledge pas\? underpm'n?g c1£0 i;:ut
gerontological social work also has implications for t'h_m qngfa
the kinds of ethical questions and dilemmas that practitioners face.

Alongside the well-established skills we know are_v'ital for good1 soFézi
work with older people, twenty-first-century crl'tlcal geron’codog;1 ”
social workers need to be able to articulatf.—: their Valu?s, an tt }flt
knowledge and skill base, and be confident in the contr.1b.u‘mons ) :10
they make, both to the lives of older people who use se1v11§:es, aI‘IN |
other professionals they are likely to work alongside. We know na
older men and women value in social workers, and we can use

Develeping critical gerontological social work




ever-widening critical gerontological evidence base to reintforce ang
bolster best practice and education. :

We therefore see ing
the skills of research awareness an hat deVElOplng.

skills. d research mindedness, both st
qualification and during later professicnal development ’is a ks;?

component of critical gerontological social work By bringing:
tqgether theoretical and research insights from Critic.al eront Igmg:i-
W‘lfh the best elements of social work theory, research Eﬁld re? 1(:)' ol
with older people, it is our hope that the two can be integrateg :inct(I)Ca .

{2000) ‘The Challen ing i
Tpmorrow’s Britain’, Ageing and Society, 20(1), gg.{);i%?.ng !
@ Lipman, V. (2005) ‘Rights for the Invisible: Older People and
th.e Human Rights Project, Generations Review, 15(4), pp. 42-7
& Mf[ne?, A., Gearing, B. and Warner, J. (2007) Ageism ;11ge. '
Drscrrmfnatfon and Social Exclusion, London, Sociat C,are
Institute for Excellence; available at www.scie.org.uk,
B Qures.hi, H., Patmore, C., Nicotas, E. and Bamford, C. (2000)
Learning from Older Community Care Clients, Research
from the Social Policy Research Unit,
Policy Research Unit.
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Critical issues in social work with older people

The preceding chapters have presented the case for retaining what we
most value about good social work with older people, but developing
it into a more robust, challenging and explicitly critical approach. In

‘this chapter, and the ones that follow, we now turn our attention to

areas we regard as crucial to the practice of critical gerontological
social work in the twenty-first century. We begin with an exploration

- of risk and, in subsequent chapters, go on to consider dementia, end-
- of-life care, transitions and care-giving.

Concern about risk has found heightened expression in the current
context of health and social care practice and policy. Whether we are
conscious of it or not, social work practice with older people often
involves defining and constructing them as being ‘at risk’ and evi-
denced by conceptions such as ‘frailty’ or ‘dependency’. Working in a
climate of constrained resources, risk has inexorably become central
to defining eligibility for receipt of support services, as well as




% Risk assessment, as part of critical gerontological social work prac
 tice should therefore be based on clear analysis and grounded i
theory and research in order to encourage a risk-taking rather than
risk-minimization approach (Tanner, 1998). This shifts the focua
towards defensible rather than defensive practice and, unless there §
some toleration of risk and uncertainty, practice will inevitably b
oppressive and defensive (Braye and Preston-Shoot, 1995). Practic
should also incorporate a broader approach to risk managemen
which, Alaszewski (2000) argues, should seek to balance potentia
negatives/harmful consequences against anticipated benefits, takin
into account relative probabilities, Furthermore, risk assessmen
should seek to work in partnership with an older person in order to
establish the perceptions that older people have about the risks they.
face in their daily lives. It is also critically important to determine -
the strategies that older people use to cope and maintage, and to iden
tify what a person may wish to retain or hold on to in their daily.
lives. A partnership approach between an older person and the
person undertaking an assessment, is more likely to establish the
actual (or potential) strengths and resources an older person has that
might either mitigate risk, or be used as part of a risk-taking/risk
management strategy. Balancing people’s rights to autonomy against
the risks they face should be a product of multi-disciplinary assess-
ment that includes service users. This broader view of risk and risk
assessment will, in turn, feed into other areas where social workers
come into contact with older people, in both institutional and com-
munity settings.
Good risk assessment practice should therefore:

w Evidence the risks a person experiences.

Analyse the risks in relation to potentially desirable outcomes and
against potentially negative outcomes.

Analyse the risks in relation to the strengths and resources that do
(or may) mitigate the risk. _

Garner evidence from the older person, relevant social networks
and other people involved in the formal care system.

Be able to make informed decisions and choices/capacity.

@ Be carried out with the best interests of the older person
uppermost.

Identify the least disruptive intervention needed to manage/take
risks.

a Properly record risk management/risk-taking strategy and
intervention plan.

= Put in place a review and monitoring framework. ‘

Make appropriate use of the provision for the protection of

vulnerable adults (see Chapter 8).

<k and institutional care

Although admission to care homes may be expe'rienced ,b}_f many
der people as a positive choice and an opportunity to receive care
assistance in a supportive and homely environment, it is more
commonly seen by professionals and family memb'ers as a way (?f
' aging unacceptably high levels of risk and ensuring the person’s
safety. All too often, older people with complex needs have moved to
are home because the inadequate or poorly developed resources to
enable them to remain safely at home have been exhausted. Research
by Housing 21 (Vallely et al., 2006), examining housing ?10graph1es
ior- older people with dementia, concluded that a diagnosis of
mentia is not the primary reason for admission to residential care.
Instead, premature admission is often caused by fragmented services,
the: complexities of long-term funding, and lack of expertise and
perience in tackling so called ‘challenging behaviour. _ -

In addition, moving into a care home can happen in situations of
pressure or emergency, and it is perhaps easy to overlook t}}e poten-
tial risks associated with the very course of action that was intended
to reduce or remove risk. Pritchard (1997) cites a number of examples
of what might happen to an older person who now finds him/herself
in institutional care: ‘

: Being in an unfamiliar environment (lost and disoriented).

a1 Loss of remaining skills.

Emotional distress.

= Isolation and loneliness.

Depression. _

Loss of existing social support networks.

a [nappropriate care,

i Abuse.

Loss of identity. ‘

As research has also shown, there are further risks associated with
inappropriate medication of older people in care homes (CSCI, 2006¢).
Older people with dementia, for example, are one group of _peoplg who
may be particularly vulnerable to the overuse of neuroleptic .(an“ﬂ-psy—
¢hotic) medication as a way of treating symptoms such as agltatlon or
aggression. The Alzheimer’s Society comments that it: ‘remains deeply
concerned about the overuse of neuroleptic drugs for people with
dementia in care homes, The over-reliance on pharmacological treat-
ments for behaviour such as wandering or agitation, can be the result
lack of training in dementia care’ (www.alzheimers.org.uk).
Moreover, as recently as 2006, the Commission for Social Calre
_1nspection (CSCI, 2006¢) reported that half of all care homes in
England, providing 210,000 places for residents, many of whom are
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older people, do not meet minimum standards in the managemen

significant risk and potential harm to older people, including:

a Evidence of wrong medication given to residents.

Poot recording of medicines received and administered,

w Inappropriate handling of medicines by untrained staff.

= Medicines being stored inappropriately.

m Poor achievement of six-monthly reviews for people prescribed
four or more medications.

Committee on Elder Abuse, 2004) and must therefore constitute
significant risk for older people and an area of practice concern fo

with poorly resourced and inadequately trained staff groups, canno

concerned if a resident is asleep for most of the day and can barely b
roused to eat or drink? Evidence suggests that organizational and cul

abuse (inappropriate medication) and promote safe practice (CSCH

taking reviews of the placement and may be called upon to partici

needs cannot be met in the care home.

struggle to provide worthwhile and valued activity for older people

tional abuse?
Extract 3.2 illustrates vividly some of the consequences of living in
the kind of institutional environment where opportunities to do some-

Critical Tssues in social work with older people

and administration of medication. Current poor practice constitutes:

Such practice is also now regarded as institutional abuse (Select
gerontological social workers. The potential for ageist attitudes’
grounded in assumptions that nothing much can be done, together

be discounted as possible causes of such poor practice. Does it matter;
for example, if someone who is very ill misses a tablet? Should we be’.

tural changes are necessary to develop practice, reduce institutional -

2006¢). Again, gerontological social work practitioners cannot remain
aloof from these issues. They actively. participate in helping older’
people to move into residential facilities and, at the very least,
prepare an initial care plan. They are also often responsible for under-

pate in reassessing a person’s care needs if it is felt that the person’s

A further area of concern for practitioners is where care homes -

Older people with dementia may be particularly susceptible to being :
under-occupied, as Perrin and May (2000} show in their research.
Based on observational data, they stress the extreme occupational -
poverty of many residents and draw important inferences about -
levels of ‘ill-being’ and poor quality of life. A person with dementia
living in a care home may well be left alone for much of the day and '
respond by sleeping and appearing to be socially isolated and disen- -
gaged. Is that person at risk because of their failure to stimulate and °
occupy themselves or because, at some level, it remains acceptable for -
some older people who are sufficiently powerless and invisible to live .
in a situation of extreme under-occupation and, therefore, institu-

ing interesting or worthwhile appear to be limited. As you read, con- - R
der what role you think social workers (and others) should have in

isuring that assessments and individual care plans include informa:

tion about a person’s lifestyle and interests? What action, if any, would

i1 take if you came across the situation described in this extract?

On Tuesday when 1 first went I could not find her. I went into
‘the sitting room, looked around, could not see Grandma, could

not think of whom to ask and so went in search of her ... There
‘was no one about in any of the corridors. Wherever I looked,
‘there seemed to be old women asleep and [ started tip-toeing
‘instinctively ... She was sitting [in the dining room], on her
‘own, at a table for four ... Grandma was motionless, staring

straight ahead, slumped in an attitude of total dejection. I

‘rushed up to her, saying her name, but there was not a flicker of
‘response. I came right up to her and said, ‘Hey, it's me,” and she
‘tooked straight at me with entirely blank eyes. It seemed to me

hat there was a faintly sickly odour about her and tiny flecks of

-what looked like foam in the corner of her mouth - but it was

eringue, clinging to her incipient moustache. | wiped it away,
ar too energetically, still talking to her, It fook a long time for
ny recognition to dawn and even then she did not know my
name. I wanted to cry. I longed to go and shout at someone and

‘blame them. But there was still no one about ...

Yesterday I went full of apprehension. | went later, reckoning

‘1 had gone at a bad time the day before, at the post-lunch time
‘when most of the Birchholme ladies were snoozing. At least, this
time, Grandma was not on her own, She was in the sitting room,
‘ostensibly grouped with two other women, but they had pulled

their chairs round so that their backs were to her. She seemed
‘asleep when I arrived. When [ whispered in her ear, she tried to

swat me away as though I were a fly and said she couldn’t be

bothered. She told me to go away, she was fed up, she wanted to

be left alone. I coaxed and wheedled and tried to humour her
-into opening her eyes. When she did, | was alarmed. Her eyes

were red-looking and a small amount of pus leaked out of one
corner. She looked at me as blankly as she had done the day

* before and then she said, ‘How long is this going on?

{Margaret Forster, Have the Men Had Enough?)

-Seen from Jenny’s perspective, pp. 182-4.
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Risk jvi -
and living at home nge of risks, as well as recognizing the existence of other perspec-

“that are likely to be at variance with these, calls for considerable
a1 work skill. Risk-taking strategies require practitioners to assess
ence or information about the likelihood of the risk leading to an
{esirable outcome, and the actual {or potential) resources that can
e used to support the risk, This practice has to be undertaken with
ful consideration of Human Rights legislation and capacity. The
volvement of service users in evaluating services and professional
pport seems to be a critical factor in discouraging managers and
qractitioners from erring towards a risk avoidance approach to prac-
‘The importance of evaluating practice and learning from such
aluations is also crucial, as it remains the case that the evidence
se on risk-taking and ageing remains relatively under-developed.
cial work practitioners, by using practice as an opportunity for
 Jearning and development, can augment local knowledge and exper-
_tise about ‘what works’ in risk-taking and risk management, as well as
ntifying areas for the commissioning of support services and

Of course, older people may also exp

co erience risk and ha
of living at home and, a .

gain, professional interventions i
. may unwit.
tingly worsen rather than alleviate these risks, For e{{ampll;’

i

McCarthy and Thomas (2004) highlight the ways in which an exce

sive focus on the principles in ‘B
est Value' can e i ions
that create and reinforce experi ation o entions

ness: delivering frozen food o

can make a vital contribution to identifying
X !

Care planning, the occupational identities an

older person likes to do with his or her time

in both assessment and
d the sorts of things an

The association of assessment a

nd eligibilit iteri i
to the biomedicalization of ol : Specifican,ontributed

der people. Specifically, need is con-

How can' you find out How a'gare'-.h.gm'eﬁ approaches the role of 'a'c".dv'i"tj'ég_.ﬁ:.
and occupation in promoting quality of life and well-being?: = . =

Commission for Social Care Inspection (CSCI) (2006¢) Handled
with Care? Managing Medication for Residents of Care Homes and
Children’s Homes — a Follow Up Study, Newcastle, (SCI.

g Fine, M. and Glendinning, C. (2005) ‘Dependence, Independence
of Inter-dependence? Revisiting the Concepts of “Care” and
“Dependency”’, Ageing ond Society, 25(4), pp. 601-21.

= Grenier, A. (2007) ‘Constructions of Frailty in the English
Language, Care Practice and the Lived Experience’, Ageing and
Society, 27(3), pp. 425-45.

= Lupton, D. (1999) Risk, London, Routledge.
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been perceived and constructed as ‘victims' of an incurable
¢ that would inevitably rob them of their personalities, identi-
nsight and abilities. As a result, traditional care cultures empha-
physical tending such as keeping the person with dementia
_ fed, warm and dry (Kitwood, 1997). Moreover, in policy and
ctice terms, people with dementia (and people involved in their
nd support) have experienced a legacy of marginalization and
ression. Little attention has been paid, for example, to developing
ve housing options for people with dementia (Vallely et al.,
6), and social and health care services are often poorly developed,
c¢hy and fragmented.

ce the mid-1990s, however, significant interest has developed in
search, practice and policy around dementia and dementia care. It
his body of work that we draw on in this chapter, and that we
1e should underpin critical gerontological social work with older
ople. Consequently, the chapter begins by reviewing briefly the
omedical approaches to dementia care, before discussing the devel-
pment of interest in person-centred approaches. We then consider
her key theoretical developments as well as structural, biographical
nd rehabilitative work, which, together, have widened our under-
anding of dementia and contribute to the agenda for future practice
nd service development. Finally, the chapter raises a number of
iportant challenges around developing critical gerontological social
ork practice with older people with dementia.

. Social work with
‘older people with

ementia has long been located within a biomedical perspective and
this, in turn, has often meant that a person’s behaviour was most
likely to be construed as a manifestation of cognitive decline.
However, biomedical perspectives also differentiate between the
normal changes in the brain associated with cell death, and impaired
function of cells associated with a diagnosis of dementia (McKeith
and Fairbairn, 2001). Alongside this, and given the greater prepon-
derance of dementia in clder age, it is also important to distinguish
between ‘normal’ and ‘abnormal’ ageing. Clinical studies suggest, for
example, that a 70-year-old, normally-ageing person will experience
some cell death, but this will not have any impact on existing knowl-
edge, although it may have some impact on learning new skills
{(McKeith and Fairbairn, 2001). Moreover, the prevalence of dementia
at age 75 is currently estimated to be 10 per cent of the population,
doubling every five years (for a full discussion, refer to Gauthier,
2006). However, these estimates fail to take into account people
experiencing cognitive impairment who may be ‘hidden’ (for

This chapter focuses on an are
how a gerontological social wor
needs of older people with d
been located within a biomedi
to diagnose the cause of the il

a of growing concern, by exploring -
k approach might help to address the ..
ementia. Traditionally, dementia has
cal perspective, influenced by the drive °
Iness and provide medical treatment to
ms. At the time of writing, however,

! » teaving aside so-called ‘arr !
o ! estable’ demen-
as. Dementia has also largely been understood in terms of irretriev-

abl i i
uaiea;ogst 1alu“ld mpairment, and as a petsonal tragedy for the individ-
ose closest to them. In this context, people with dementia -
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example, in care homes) and have not sought help or diagnosis, of
wio have not been referred for specialist assessments and diagnostic
investigation. In addition, stigma associated with cognitive impai
ment may well prevent people from approaching general practition-
ers (GPs) for further investigation (Manthorpe and Iliffe, 2007). Once
the GP has been consulted, however, research from the National
Audit Office (formerly the Audit Commission) (2000) has shown that
there is also evidence of GPs failing to refer older people with cogni
tive difficulties to secondary specialist sources, as well as failing to.
identify presenting symptoms such as memory loss, as potentially
being caused by dementia.

These kinds of barriers are problematic, not least because we know
that a diagnosis of dementia can be crucial in unlocking services,
interventions and symptom modification, such as anticholinestarase
medication (Marshall and Tibbs, 2006). At the time of writing, formal
diagnostic procedures focus on clinical history, establishing the exis-
tence of treatable conditions, physical examinations and cognitive
tunction tests. Cognitive function is also commonly tested alongside
an assessment of the impact that cognitive impairment has on a
person’s daily living activities (Maciejewski, 2001). However, the per-
ception of people with memory difficulties who have been cogni-
tively assessed suggests that the process is often disempowering,.
frightening and confidence-sapping (Keady and Gilliard, 2001).
Moreover, diagnosis may not be certain, and so follow-up may be
ntecessary in order to assess the development of symptoms over time.

In addition, a diagnosis has other implications in that the diagnos-
tic label ‘dementia’ may well influence the ways in which the person
is subsequently responded to (Manthorpe and Adams, 2003). As an
illustration of this, consider Extract 4.1, in which a diagnosis of
dementia is given to Bridget about her mother. What principles of
good practice do you think should underpin sharing a diagnosis of
this nature? Once a diagnosis has been given, what are the implica-
tions of such a diagnosis for the person with dementia, and for their
families/supporters?

Although multi-agency assessment, care planning and intervention
are becoming increasingly better developed, sociological analysis still
highlights the medicalization of dementia, the mandate to freat
people with dementia, and the persisting monopoly of medical
knowledge (Bond, 2001). The central focus of a biomedical model is
therefore for disability to be located as an individual problem, evi-
denced by the functional limitations of people who are impaired
(Swain et al., 2003). Moreover, the collective experience of oppression
that people with dementia may experience is overlooked in favour of
identifying individual problem states and treating the individual.

[Dr Carruthers — the geriatrician] came and spent an hour with
Grandma on his own and then he wrote a report. Bridget said
she could have written it herself, it was so obvious, but we found
it helpful. Grandma, the report said, was suffering from moder-
ate senile dementia. She knew her name, her age, the names of
her children and grandchildren, and where she was living. She
could feed herself, toilet herself and walk unaided. But her sense
of time had gone. She did not know the date or the year or who
was Prime Minister or Queen. She did not know whether she
had eaten today or not. She had no sense of direction. The prog-
nosis was carefully worded: with the family support she was
vetting it was perfectly possible that the dementia might get no
worse for several years. Charlie rang up Dr Carruthers to ask the
crucial questions: was it inevitable that eventually it would get
worse? Yes. And how long did the process usually take? Five
years. What happened after that? Death.

(Margaret Forster, Have the Men Had Enough?)

Seen from Jenny's perspective, pp. 35-6.

n order to address some of the criticisms of the biomedical perspec-
ive, it has been argued that dementia should be seen in the context
of a social model of disability. This alternative to the biomedical
model was first developed by disabled people themselves (UPIAS,
1976) and defined impairment and disability in these terms:

Impairment: Lacking part or all of a limb, or having a
defective limb, organ or mechanism of the body (later, this
definition extended to include cognitive impairment and
emotional distress).

Disability: The disadvantage or restriction of activity caused
by a contemporary social organization which takes no or
Httle account of people who have physical impairments
and thus excludes them from participation in the
mainstream of social activities.

These definitions highlight the fact that disability can constitute
exclusion from full participation, which is neither inevitable nor nec-
essary, and as a result disabled people are an oppressed social group
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5 ined to signify the damaging and harmful effects of care envi-
ments that undermined or diminished and neglected individual
nhood. Using a critical incident technique, Kitwood identified
qice of malignant social psychology in the everyday care of
ith dementia (for a full discussion, see Kitwood, 1997, p.
9): As you read Extract 4.2, reflect on the potential for loss of
rhood and the challenges for people with cognitive impairment
" 'ing communal spaces. How might we move towards develop-
more positive social and physical environments? Consider also
you would look for if you were going into a care home for the
time, in the physical layout and design, the atmosphere and the
oach/attitude of staff?

it is the going into King’s Wood which is the worst ... No one
éi_me forward to greet us but then it was tea time, everyone was
usy. All the old women were seated round a table being fed.
here were four staff for the twenty women. The noise was terri-
le — wild cawings as though a clutch of rooks had settled there,
)ne woman banged all the time with a spoon on the table and
_another shouted, ‘About bloody time! About bloody time!” over
“and over. | pushed Grandma to the table, glad that I was behind
her and could not see her face. The four staff members, in yellow
~overalls, stared at us... I said we were expected. One of them went
“off, grudgingly it seemed, and came back with a small, squat
‘'woman in a blue and white uniform who said she was Sister
Grice, and she was in charge ... While she addressed me, a white-
-haired, sweet-faced old woman got up from the end of the table
“and shuffled down to stand beside me. She put her hand on mine
and made some sound I could not distinguish. ‘Go away, Leah,’
the Sister said. ‘Go on, off with you, don’t bother the lady.’ I said
~ she wasn’t bothering me and asked Sister what she had been
trying to say to me. ‘She’s deaf,” Sister said. ‘Nothing she says
makes sense, don't let her bother you. It doesn’t bother us.’
{Margaret Forster, Have the Men Had Enough?)

Seen from Jenny's perspective, pp. 201-2.

Traditional ideas of personhood, such as those posed by Quinton
(1973; cited in Kitwood, 1997} focused on consciousness, rationality,
agenicy, morality and the capacity to form and maintain relationships.
In contrast, Kitwood sought to embrace a definition of personhood

Sociul work with older people with dementia




_ . 1 to feelings i i |
caac ‘ 85, emotions and livino
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ot definitions and p

ninents beyond the traditional approaches discussed so far. In
ritext, we now discuss the more recent extension of attach-
heory to informing our understanding of behaviours associ-
ith dementia. This is followed by a brief consideration of
ral aspects, with a focus on ethnicity, before outlining recent
opments in biographical and rehabilitative work, which have
ontributed to widening our understanding of dementia and
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ractices. Brooker (2004) ha

el
but comune thajtz N :gf:{i;l;; ;Iéat ez;capsulate person-centred care

use . N R %
elements she identifies are: by orin Sombination. T

w Valuing people;

B ;l“reating people as individuals:

m >eeing things from the cii |
Seel betspective of the person with dementia: -

Creatmg 4 positive social environment
An examination of these .

ole of attachment

early work of Bowlby (1969) on attachment behaviours high-
ed the ways in which attachment experiences between a child and
fher parent would have an impact on the child’s emotional and
javioural development. In recerit years, this work has been extended
developed to consider both the role of attachment in adult and
fet life (Antonucci, 1994) and the impact of childhood attachment
experiences on later life attachment behaviours. Andersson and
vens (1993), for example, argue that evidence suggests that early
chment experiences have an impact on attachment behaviours in
life. However, their research also indicated that the presence of
m'portant attachments formed in adulthood (such as a partner) could
itigate the effects of ambivalent/anxious or distupted attachment
xperiences learnt through childhood experience.
‘Alongside these developments, there is growing interest in the role
f attachment experience and behaviours in dementia. For example,
iesen (1992) has argued that, in severe dementia, the attachment
behaviours a person may ordinarily have may be increasingly diffi-
ult to enact as memory, language and orientation become compro-
ised. As a result, a person with dementia may seek comfort and
curity in past early relationships, which are often believed by the
person to exist in the present. Deceased parents may therefore be
identified as living, available and in a relationship with the person
ith dementia.
Other research has extended this understanding of attachment
behaviours and explored the potential of simulated presence therapy
(SPT) to provide comfort and security to people with dementia who
are living in a nursing home (Woods and Ashley, 1995). SPT com-
prises audio-taped material, produced by a person close to the person
with dementia. The material is made up of cherished memories, anec-
dotes and experience shared between the person with dementia and
their loved one. Its rationale is that the voice of a person who repre-
sents a key attachment figure in the life of the person with dementia
will promote well-being, encourage ongoing attachment behaviours
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y. Woods'a‘nd Ashley’s (1995) research
Seven participants, and they found that

understanding how a person with

a basic awareness of
ay help both carers and staff tg
he emotional meanings of so-called

1999, cited in

‘between ethnicity and dementia may relate more to the misun-
«tandings of professionals than to a precise relationship between
two. For example, services may be developed with an ‘Asian’
mimunity in mind, but this generic term covers huge diversity and
erence between and within religious and cultural groups. Citing
. work of Alexander (2002), Tliffe and Manthorpe (2004) comment
notions of collectivity may render less visible the heterogeneity
it exists within groups. In other words, attempts to provide cultur-
engitive services based on an understanding of a group of people
example, Sikh people) may result in promoting inappropriate
umptions about individuals, rather than addressing what is
eded to provide ‘tailored, wrap around services for diverse individ-
als’ (iffe and Manthorpe, 2004, p. 289). This can further reinforce
tereotypes such as ‘Asian’ people looking after their own. Anti-
ppressive approaches support a practice that, rather than making
rofessional assumptions, engages in a dialogue with the person.
tich an approach recognizes the expertise and experience of ‘the
ther’ and seeks to ensure the inclusion of people in the process of
gotiated interventions.

iographical understandings

ne important way of facilitating dialogue, which has gained consid-
rable ground over recent years, is to develop an understanding of

‘the individual person’s biography and identity. Awareness of individ-

al biography is important for a number of reasons. First, recognizing
n individual as a unique person may help practitioners to keep that
erson at the centre of what they are doing and help to maintain per-

sonhood in the ways envisaged by Kitwood and others. Such an
‘approach challenges the potential to respond to a person with
‘dementia as just another member of an essentially homogenous

group, whatever their ethnic or cultural background. Second, bio-
graphical information may enhance understanding of the person’s
individual context. How long a person has lived in his/her house; the
person’s interests and achievements; his/her family history; experi-

~ences of migration; and relationships with friends constitute essential

information that may illuminate areas of strength and resources as
well as those of need. Biographical information is also likely to
provide insights into which aspects of a person’s life that person
would wish to preserve or maintain. Third, biographical information
is a vital component in care planning. It is important for a person
with dementia to have his/her habits, routines and preferences
respected in planning care or support. This may not only contribute
to helping the person feel secure, but may also ensure that he or she
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rehabilitation of older people. Social work has contributed to the
multi-disciplinary rehabilitative team in a number of ways; for
ample, undertaking components of multi-disciplinary assessment,
rticipating in intermediate care plans, contributing to hospital dis-
arge planning, and post-discharge care and support. Historically,
ywever, people with dementia have not generally been linked fo
abilitative services. But there are some encouraging signs that this
beginning to change. Marshall (2005), for example, has identified
¢ major strands of rehabilitation in respect of people with demen-
‘which we regard as being crucial to widening our understanding
ementia and dementia care. She suggests that rehabilitation is
portant:
Following an acute illness, surgery or medical intervention,

). After a period of ‘challenging’ behaviour (for example, a person
being admitted for assessment to a specialist ward from a care
home environment where their behaviour was identified as

ifficult to manage”).

‘As a means of making the best use of brain function by cognitive
‘rehabilitation; the emphasis is on an ability model rather than one
of deficit. .

As a positive approach to dementia care underpinned by the
assumption that obtaining appropriate, timely and skilful
assistance will contribute to better functioning and, potentially,
quality of life.

. However, while generic research examining outcomes and the
effectiveness of rehabilitative effort is. beginning to develop, there is
still a paucity of research on the etfectiveness of rehabilitation for
people with dementia. Consequently, there is much that still needs
- to be done to continue to actively construct models of rehabilitation
hat are specific to the needs of people with dementia (Mountain,
2004). This, then, is one of many important tasks facing the develop-
- ment of critical gerontological social work practice,

: , + OF is perceived as ‘ch :

A Sor . 5 ‘challenging’
galrll, this m‘ .ay be crucial in helping formal and informal ¢ 8 gi.

provide sensitive support and assistance arers t

To illustrate the importance of b

+ Grandma is kept
. Just old. She’s forgot-
oo sofa and bury my face
. § 1o give the shawl to her, it

washing, that she shudders to think how many times ’Gia HSEdS
has biown her nose on it and mopped up tea ipe

moment and a sense of purpose,

(Margaret Forster, Have the Men Had Enough?)
Seen from Hannah's perspective, p. 20.

- Good practice guidelines in dementia care have been published
jointly by the National Centre for Clinical Excellence (NICE) and the
Social Care Institute for Excellence (SCIE) (NICE/SCIE, 2006). These
guidelines include a commitment to the principles of person-centred
care as the underpinning knowledge, skill and value base in dementia
care. Paradoxically, however, an increase in awareness of the needs of
people with dementia has not generally coincided with increases in

A focus on rehabilitation

.'Alongside the now wider acce
Important to our understan
years have also witnessed my

Ptance that biography and identity are
ding of people with dementia, recent
ch greater practice effort geared towards
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e importance of communication, and seeking different and
propriate ways to communicate, have become even more funda-
al to good practice in England and Wales since the Mental
apacity Act {2005} came into force in April, 2007. In Scotland,
nital capacity is addressed in the Adults with Incapacity (Scotland)
¢t 2000, but there is no equivalent law on mental capacity in
thern Ireland at the time of writing. The principles of the Mental
apacity Act include the presumption that adults have capacity
nless it is established that they lack capacity; and, moreover, that all
actical steps must be taken to help the person make decisions
AcDonald and Taylor, 2006). Consequently, critical gerontological
al work practice would seek to wholeheartedly embrace the
portance of utilizing and developing communication skills which
énsure that people with dementia have continued opportunities for
social engagement, participation and inclusion.

The basic principles of empathy, warmth and genuineness (Truax
id Carkhuff, 1967) remain fundamentally important skills for effec-
ve communication. But, beyond that, communicating positively
with people with dementia often requires a shift in emphasis away
from traditional patterns of (verbal) communication and its associ-
ited rules, towards developing greater self awareness of, for example,
our use of non-verbal communication (Killick and Allan, 2001). The
principle of congruence must underpin communication if it is to be
effective. That is, ‘what we believe must match what we say (verbally)
which must match what we do with our body and voice. Any discrep-
ancy will engender a mixed message and mixed messages serve only
to confuse and threaten’ (Perrin and May, 2000, p. 88). For example,
would be difficult to believe that someone was Hstening to us if
they persistently glanced around the room, checked their watch and
fidgeted with their diary.

" Research suggests that skills in non-verbal communication in
people with dementia are comparable to those of people who are not
known to have dementia. Killick and Allan (2001) have argued that
people with dementia may in fact have a greater enhancement of
non-verbal skills because of the need to assess peoples’ moods and
disposition towards offering help or assistance. Communicating with
- a person with dementia may mean that we use physical contact (such
- as appropriate touch) along with eye contact, a smile and voice tone
" {o communicate interest and engagement. We may use physical ges-
tures to emphasize a verbal message, or perhaps use a photograph or
picture to communicate. For a person with severe dementia, singing,
massage, mirroring body movements and hand holding may all help
to communicate engagement and presence (for a full discussion, see
Killick and Allan, 2001). It is not possible to be prescriptive about the

as pa#icuiar or specialist knowledge,
Social work, along with most othe

T areas of health and social care |

nicates in unexpected ways or wa , O comimu-
s that ¢ )
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vidual person, rather than tr
for example, the recent ady
described in Box 4.1,

The use of Talking Mats™
communication with older
in a care home {(Murphy et
the research, all of whom
dementia, stroke or other

has been assessed as 3 means of enhancing
people with communication difficulties, tiving
al., 2005). Ten older people participated in
had communication difficulties as a result of

provide

the care home and the envi
researchers concluded that the Talking Mats™ noent. The

ability to communicate, hel

The fese.archers concluded that Talking Mats™

gf}p.hcatyens (for‘example, for use with people with comprehension
ifficulties, heafmg loss, unclear speech, people without speech). Th

mats could provide an important part of a repertoi ation

skills to enable people to participate in researc

h, evaluate servi
: . ¢ peo ' . rvices and
ommunicate individual wishes, preferences, likes and dislikes

had a variety of

Person-centred communication
H}eans that practitioners need aiso
nication styles, the ways in which
;r_heir language, and to reflect on th
io i
ené}@ éPequrIg;ﬂaOII]d I\tfiay., 2000). For example, an emphasis on open-
ende s ypnlzally used as good practice to elicit fuller

ponses may be difficult to tope with by a person with

in, it is vital to consider actices

to be aware of their own cominu-
sgaal work shapes and constructs
€lr use of non-verba] communica-

general and encom-
tion practices which
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ying to apply a ‘blanket rule’. Conside
ancements in the use of Talking MatsTs

“ from the encounter. People with dementia may be particularly susceptible
" to exclusion or marginalization in an encounter hetween a professional

. communication’, as highlighted below.

: Enabling dementia communication Disabling dementia communication
- Removing unwanted stimuli ; Interrupting

of the kind described in Box 4.1

Relationship-centred practice seeks to highlight the importance of
interdependences and the reciprocal nature of close personal relationships.
Adams and Gardiner {2005) highlight that relationship-centred practice
rioves beyond Kitwood's conception of ‘malignant social psychology’, which
focused essentially on the subjective experience of a person with dementia,
From a social constructionist perspective, the impact of structural factors
such as identity, power, role and social location construct different sets of
meaning within dementia care triads (Adams and Gardiner, 2005, p. 188).
Other writers have commented on the likelihood of triadic interaction
between social werk or health care professionals, the person with dementia
and their caregiver or supporter (for example, Biggs, 1993). Communication
in triads can often create alliances that may effectively exclude one person

worker and care giver, On this basis, the authors identify the conditions for
‘enabting dementia communication and disabling dementia

Getting in the right position Speaking on behalf of the person with
dementia

Reinterpreting what the person with
dementia was saying which
undermines the credibility of accounts

given by the person with dementia

Promoting equal participation

Demonstrating {modelling) inclusive Using technical or professional

and enabling communication to the tanguage and fargon

care giver and person with dementia

Providing opportunities {(and time) to Talking out of earshot of the person

tatk and communicate with dementia {for example, on the
_ way ouf to the front door)

Being sensitive to non-verbal cues Taking sides by verbat utterances or

non-verbal behaviour {e.g. body
positioning, proximity}
Valuing and respecting the Ignoring the person and making no
cantributions of people with dementia effort to communicate or include the
persen with dementia

Developing appropriate strategies to Ridicule

overcome communication difficulties

Promoting and encouraging joint Not inviting the person with dementia
decision-making to meetings or discussions that are

about them
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are jmportant aide-memoires for gerontological social work 'practi
tioners (adapted from Adams and Gardiner, 2005).

attempt the person makes to communicate {Innes and Capstick,

painful and debilitating.

Assessment and care planning

and care planning for people with dementia. Yet critical questions
remain about how social work practitioners communicate the
purpose of assessment and, indeed, undertake an assessment with a
person with memory impairment and communication difficulties.
While, in our view, the kind of biographical approach discussed
earlier clearly constitutes good practice where comprehensive, and
indeed specialist, assessment is concerned, there are often tensions

the pressures created by the requirement for a speedy turnover of
assessments (Gorman and Postle, 2003); an over-reliance on check
lists that focus on medical models; and performance indicators
that require assessments to begin within 48 hours of initial contact
and for 70 per cent to be completed within two weeks, and the
remaining 30 per cent within four weeks (McDonald and Tayloz,
2006).

Care planning is also a vital component in the provision of ser-
vices and support, and the link between the person’s assessment
and statement of need and the subsequent care plan should be
clear. Of course, care plans do not just address the needs of the indi-
vidual person with dementia; they also identify goals for the provi-
sion of support or services to carers or the wider family/support
system, Like assessment, care plans should make use of biographical
understandmgs as a way of assisting gerontological social workers

(ritical issues in social work with older people

Importantly too, it may take time for you as a practitioner to :
build up a relationship with a person who struggles to remember
who you are, and may feel afraid or suspicious of you. It is likely
that the interaction will need to be slowed down to maximize the
opportunity for a person with dementia to participate and not be
outpaced. For example, it may take time for a person to answer a
question or formulate a response; deciding too quickly that a
person cannot or will not respond may, in effect, stymie every.

2001). Like all of us, a person with dementia may also be better able
to participate at some times of the day than others, while SENnsory::
issues such as acquired hearing loss are woefully neglected as a -
factor inhibiting communication with a person with dementia
(Allen et al., 2003), as are other physical conditions that might be

Communication is clearly important when it comes to assessment

between what may constitute sound and inclusive practice, and .

deliver personalized and sensitive care and support. Most impor-
antly, care plans shiould also make visible the involvement and par-
1c1pat10n of the people for whom they are intended; identify the
outcomes that will be achieved by specific interventions; what steps
will be taken or services/resources used to achieve outcomes; who
wﬂl undertake different aspects of the intervention; and what needs
o'happen for the goal to be successful. They should also be physi-
lly accessible and, in keeping with the aspiration of improved com-
munication, should be written in clear, jargon- -free language and
ailable in different formats if required (such as audio tape). People
with dementia do not just (or indeed always) have physical care
rieeds, and care plans should reflect this.

n addition, people with dementia may experience rapid change
and transition, and Tibbs (2001) makes the point that care plans
often need frequent adjustment if they are to remain meaningful to
e experience of the person. The importance of continuity in the
rson leading care planning is crucial: it is prob}emat%c trying to
adjust a care plan when a practitioner is new to the situation and has
little insight into the changes that have taken place, or the baseline
from which change has happened. This, of course, raises further
issues for social workers who may find themselves organized into
teams with discrete activities such as ‘intake and assessment’,
‘complex care’ and ‘review and monitoring’ teams. While this may
address the 01gamzat10na1 difficulty of practitioners holding large
numbers of ‘cases’, it detracts from the possibility of people with
dementia experiencing continuity by, for example, having the same
gerontological social worker over a period of time.

Working with informal carers

Although we address the difficult issues practitioners face ip working
with informatl carers later in the book (see Chapter 7), it is 1mporta}1t
to highlight here some of the ways that gerontologicai‘ soc1-a1
workers can support the carers of people with dementia. Pirst, in
relation to assessment and care planning, it is evident that social
workers are very well placed to provide a valuable source of support,
assistance and advice to carers during the whole process. Provided
they have taken the time to build sound relationshipsiwith tbe
person with dementia and his or her carers, gerontological sol(:.lal
workers will be able to address the concerns and worries of families
in appropriate and supportive ways. Second, and of pgrticu%ar
importance, gerontological social workers should be able to identify
specific needs of carers in the process of assessment, and enal?le the
carers to access appropriate support and resources to meet their own
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, they may participate in gro
A

carers (and potentially, individuals withgde

can be instrumental in tinding ways of

who wish to participate in th i .
: e act [ .
with dementia, ctve care and support of peopl drian looks how Grandma thinks real men should look

srandma is appallingly sexist, Men should be tall, men should
e broad, men should be strong. If I ask her why, she says feeble
hings like ‘for working’ ...
= Adrian slobbily asks Grandma if she would like a cup of tea
. yes she would like some fresh. Adrian makes it with the
maximum of fuss. Then he says he had better go and rest
before the next shift. Grandma says he’s done well and he’s a
‘fine worker and to get his head down at once and she’ll wake
him for his dinner. Very slowly, when he’s gone, she gets up
and lifts the pan of water into which she has mistakenly put
‘the potato scrapings. She carries it carefully to the sink while
Mum and I watch. Slowly she puts it down, accurately, on the
‘draining board and then starts searching. Neither of us ask
what she is looking for. We know she wouldn’t be able to tell
us. It becomes quite fascinating watching as drawer after
. drawer is opened, cupboard after cupboard inspected. She is in
a trance. Probably she’s already forgotten what she was looking
. for, but no. She locates a sleve, That's it. Back she goes to the
sink and strains the potato scrapings through the sieve then
lifts the pan onto the cooker. She sighs with contentment and
tells us the soup will not be long, it'll be ready when the men
come in,
(Margaret Forster, Have the Men Had Enough?)
Seen from Hannah's perspective, pp. 39-40.
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emphasize the support needs of carers (see Box 4.3).
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: effectively it is too late. A carer who becomes exhausted and over-
* burdened to the point that the person with dementia is then admit-
ted to a care home, is an all too familiar tale. Moreover, the long-term
consequences for the emotional health of informal carers involved in
these kinds of circumstances remains relatively invisible and undes-
researched. This situation persists despite the fact that legislation
now (theoretically) ensures that people who either do provide regular
and substantial care, or who plan to provide regular and substantial
care, are entitled to an assessment in.their own right (Carers
[Recognition and Services] Act, 1995; Carers and Disabled Children
Act, 2000; Carers (Equal Opportunities) Act, 2004). Furthermore, the
NICE/SCIE {2006) good practice guidelines in dementia care also




Evidence from research about interventions and services for Carers was

reviewed systematically. Evidence reviews highlighted:

B Misperceptions and misunderstandin
its potential implications.

B A lack of supportive and proactive services di

with dementia.

B The potential for information and knowledge to decrease the risk of
depression in carers of people with dementia.

& The difficulties for carers from black and minorit
access help and information.

Interventions involving training of carers and stress management which

involved the person with dementia appeared to have the largest effect on

carers’ psychological health and well-being (Brodaty et ql., 2003),
Recommendations for carers of people with dementia included:

Care plans should include tailored interventi

dementia, which should consider:

@ Individual and group psycho-education,

B Peer support groups. ‘

@ Other forms of indirect support (e.q. telephone/internet).

| Training for carers about dementia, services and benefits.

® Involvement of other family members.

@ The potential involvement of the person with dementia.

B Provision of transport, respite care and short breaks
participation in such interventions.

B Specialist therapeutic support for carers e
distress.

gs by carers about dementia and

rected at carers of people:

y ethnic groups to

ons for carers of people with

to enable carers to

xperiencing psychological

Since the early 1990s, the develo
emphasized progressivel
within finite resources,
Increasingly,
utilized as a

ping managerialist agenda has
y the importance of managing effectively
with a narrow focus on eligibility criteria.
the assessment of risk and risk rmanagement has been
means of managing finite resources (see Chapter 3). As a
consequence, people with dementia and their carers all too often
come to the attention of social workers and h

ealth care workers only
in a crisis, having already coped with the exp

erience of dementia and
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o slications and consequences for a considerable Period 01f1 t1m;e.
I'1npthere is evidence of the benefits of preventative, small-scale
hile

“ventions having a positive impact on the quality of life of older
ter

sple (Tanner, 2001), the ability of social services and healtht ct?ég
! .
P-fments to provide comprehensive and integrated preven ader
.pe'l(lzes remains largely aspirational. A critical approach, un

ined by the values, skills and knowledge we have discussed above,
111y ’

j i impor-
1d assist practitioners and formal services to recognize the imp

i ia and
ace of early intervention and respond to people with dementia a

i en-
r carers in more sensitive and effective ways. Hlowev;e‘r, hri)ev;fde:gcan
igibili iteria that define those ‘most in
‘peared to eligibility criteria . : ;
greld to such a development remains open to question (CSCL
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