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ABSTRACT
Projected changes in the population structure are such that there is little doubt
that the condition of senile dementia will present a major problem for the “carers”,
be they professional or “informal”, in the coming decades. This problem has to be
put in the context of a growing emphasis on caring for elderly mentally infirm
people “in the community” rather than in hospitals. It is likely, therefore, that there

will be an increased need for, and pressure on, residential care services.

In the residential care of demented elderly people the major policy issues are: the
use of specialist facilities, staffing, the role of the home as a community resource,
building design, and, increasingly, performance review and monitoring. The study
used a model based on the social ecology of aging to examine how these, and other

environmental influences impact upon the demented elderly residents of the homes.

The study was limited in scale and any conciusions drawn must be tentative,
therefore. However, the results confirm some of the current trends in residential

care policy and cast doubt upon others. On balance the evidence is in favour of the
use of specialist facilities, although the wide variety of provision under this label
needs to be recognised and the formation of “positive” regimes encouraged.
Recommendations to enhance the status of residential care staff are supported by
the results of the study and there would appear to be a future in the development

of in-service training which could build on the strengths and mitigate the
weaknesses of backgrounds in nursing qualifications. The use of homes as resource
centres for the communities in which they are based, needs careful consideration.
While any policy which encourages visitors to keep up regular contact is likely to
have a beneficial effect on residents, the provision of short-term respite care in
long-term facilities is brought into question by the results of this study. The trend
towards group-living units would appear to benefit the spatial orientation of
residents. The study provides a starting point for effective monitoring of

residential care by linking a number of indicators of "process”, such as regime type,

to outcomes for residents with senile dementia.



SUMMARY
Introduction
While there are disagreements over precise levels of prevalence and incidence of
senile dementia in the elderly population, projected changes in the population
structure are such that there is little doubt that people with senile dementia will
present a major problem for those who care for them, be they professional or

"informal” carers, in the next few decades.

The shift to community care has implications for residential care services. The

needs of demented elderly people are such that the effectiveness of community

based services is severely limited. Moreover, population and social changes are likely
to result in less informal support being available to elderly people in the future. It

is likely, therefore, that there will be an increased need for, and pressure on,
residential care services. If residential care is to be the “positive choice” proposed
by the Wagner Review (1988}, for people with senile dementia, more information is

needed about the impact of homes upon residents currently in residential care.

The major policy issues in the residential care of demented elderly people are: the
use of specialist facilities, staffing, the role of the home as a community resource,
and building design. In particular, however, performance review and monitoring are
likely to become of increasing importance given the changing role of Local

Authorities (Department of Health, 1989).

This study uses a mode! based on the social ecology of aging to examine how these,
and other environmental influences impact upon the demented elderly residents of
the homes. This enabled the identification of a number of direct and indirect
environmental influences on confused residents which, if confirmed by future

research, could provide a useful contribution to residential care policy and practice.



Methodology

15 homes for elderly people were selected from four local authorities: one inner and
two outer London boroughs and one shire county. All residents in each home were
surveyed on a specified date and from which a sample of 104 “moderately” or
"severely” confused residents were selected for this study. A variety of methods,
including the Sheltered Care Environment Scale (SCES) (Moos and Lemke, 1984) and
Clifton Assessment Procedures (CAPE) (Pattie and Gilleard, 1979) were used to
assess the physical and social environment of the homes, and abilities and behaviour

of the sample residents. The residents were reassessed after a six month period.

Results

The main findings of the study were:

The characteristics of the staff of the homes have a profound effect upon the

residents:

- higher care-staff to resident ratios and low levels of sickness among staff
reduced apathy among the sample residents

- low turnover among staff had a positive effect upon residents' orientation
abilities

- a background of nursing qualifications has a positive effect on residents'

orientation over time but also appears to encourage apathy among residents

The regimes of the homes did appear to affect the well-being of residents:

- care policies and practices reported for residents generally in the homes
appeared to bear little relationship to the policy and practice that applied to the
sample residents

- using the SCES scales and based on categories developed by Booth (1985) the
regimes of the homes were classified as “positive”, “mixed"” or "restrictive”

- the homes with "positive” regimes had a beneficial effect on the apathy, social

disturbance and orientation of residents

Vi



- the choice of daily clothing, assumed to reflect an aspect of the control
residents had over their daily lives, was associated with reduced social
disturbance

- an improvement in orientation was associated with the frequency of visitors to

sample residents

The advisability of the provision of respite care in long-stay establishments is called

into question:

- a higher turnover of residents, associated with the provision of short-term care,
is less likely in homes with positive regimes

- high turnover of residents was also associated with increased socially disturbed

behaviour

The ambience of the home, reflected in light and noise levels did appear to affect

the residents:

- higher levels of noise were associated with deteriorated orientation and increased
socially disturbed behaviour

- in group-hving homes higher light levels were associated with residents being

better able to find their way around

Personal territory influences were investigated but found to have a limited

observable impact on residents:

- smaller bedroom areas, or areas of personal territory, were associated with
homes in which all the residents sat in their “own” chair

- the homes in which all residents had their “own"” chairs were associated with an

increase in agitation

The physical layout of the homes did affect demented residents:
- effects of the "individual experience” of the complexity of the physical
environment depended upon the type of home, group-living or communal

- mental ability was of less importance than physical in communal homes

vii



- residents' ability to avoid getting lost within the home was indirectly related to
the overall design, but directly related to individuals' abilities and experience of
the home

- residents whose bedtime was set by staff were less likely to be able to find
their way around the home

- lower level of ability to navigate the homes was associated with an increase in

apathy and agitation

The prescription and monitoring of the use of psychotropic drugs in homes appeared

to be an issue of some concern:

- sample residents in specialist homes were more likely to be taking psychotropic
drugs on average than those in non-specialist homes

- more psychotropic drugs were found to be associated with a lower ability among
residents to navigate communal living homes

- increased social disturbance and apathy were also found to be associated with a

higher number of psychotropic drugs

Conclusion

The study was limited in scale and any conclusions drawn must be tentative.
However, the results confirm some of the current trends in residential care policy
and cast doubt upon others. The trend towards group-living units would appear to
benefit the spatial orientation of residents, although there was no evidence of the
groups developing individual, “family” atmospheres. Recommendations have been made
to emphasise the importance of, and to enhance the status of, residential care

staff (Wagner, 1988). These are supported by the results of the study, although

there was no evidence of the value of social work training. The results suggest that
the development of in-service training might build on the strengths and mitigate the
weaknesses of nursing backgrounds. On balance, the evidence is in favour of the
use of specialist facilities, although the wide variety of provision under this label
needs to be recognised and the formation of “positive” regimes encouraged. The use

of homes as resource centres for the communities in which they are based needs
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careful consideration. While any policy which encourages visitors to keep up
regular contact is likely to have a beneficial effect on residents, the provision of
short-term respite care in long-term facilities is brought into question by the

results of this study.



CHAPTER 1
ISSUES IN THE RESIDENTIAL CARE OF PEOPLE WITH SENILE DEMENTIA

Introduction

During the coming decades one of the major challenges to the health and social
services will be the care of the growing population of elderly people with senile

dementia (Policy Studies institute, 1984). The Wagner Review of Residential Care

(1988) took as a point of principle that:

Living in a residential establishment should be a positive
experience ensuring a better quality of life than the resident

could enjoy in any other setting. (p114)

But is it possible to determine if residents with senile dementia are having a
positive experience? Is it possible to identity that they are enjoying a better

quality of life than they could otherwise? Before such questions can be addressed
there needs to be an understanding of the impact of different “settings” or
environments upon elderly people with senile dementia. In particular there needs to
be an understanding of the effect of the physical and social environment of the

homes on the well being of the "confused” residents.

This chapter describes the background to the issue of residential care for demented
elderly people. The condition of senile dementia is then defined and the extent of
the condition in the population at iarge identified. Senile dementia is described both
in terms of expected outcomes and associated behavioural difficulties. The need for,
and role of, homes for elderly people are discussed and the policy issues of

concern in the residential care of demented elderly people are outlined.

1.1 _Background

independent living in the community and permanent hospitalisation represent the

extreme ends of the spectrum in the “continuum of care”. In the policy world the



emphasis is increasingly upon caring for people with physical and mental difficulties
in the community. The aim is to shift care as far as possible towards the community

end of the “caring continuum” (DHSS, 1981; Griffiths, 1988).

A major consequence of the policy of shifting care of demented elderly people from
institutions to the community will be an increased dependence upon carers and
community based services. However, the needs of demented elderly people are such
that the effectiveness of community based services is severely limited. This is
largely because of the level of monitoring required when caring for people whose
judgement is poor and whose behaviour can be dangerous to themselves and others

(Gray and Isaacs, 1979).

There is also the issue of the future “supply” of carers. Carers tend to be middle
aged women not in paid employment (Hicks, 1988). The increase in the proportion of
women in waged work together with an aging population will reduce the proportion
of elderly people who have carers willing, and able, to care for them at home

(Parker, 1981).

The shift to community care generally has implications, therefore, for residential
care services. Where carers are absent, community services may be able to provide
adequate care for people who are physically dependent. These services are less
likely, however, to be able to fulfill needs of unsupported elderly mentally infirm
people. Even where carers are present the stresses of caring for people with senile
dementia (Sanford, 1975: Levin et al, 1983; Argyl2,1985) are such that at some point
for most people temporary or permanent admission to a residential institution of

some kind will be necessary (Wagner, 1988).

In contrast to long term hospital care, homes for elderly people ideally represent a
form of institutional care which is located in, and forms part of, the community.
Compared with hospitals, these are relatively small establishments, normally situated

within the geographical area from which residents are drawn. Ideally, residents



should remain members of their local community, while receiving a level of service
based monitoring and care which would be impossible in their own homes (Ministry

of Health,1962; DHSS, 1977; Willcocks, 1986).

The increased emphasis on caring for elderly people in the community has resulted
in a change in the role of residential care. In section 1.5 the changing population
of residential homes resulting from the pressure of policies and demands from

elderly demented people is described. The Rising Tide (Health Advisory Service,

1982) found that it was sometimes difficult to distinguish between the cognitive
abilities of residents of old peoples homes and patients in continuing care wards in

hospital.

Just as the policy of community care puts residential care facilities under increasing
pressure from a changing client population, the role of residential facilities is
widening. For example homes are being used more than ever for respite care, that
is short term admissions to residential care in order to relieve relatives (Allen,

1983). Moreover, there is an increasing expectation that homes should act as
resource centres for the community (Barclay, 1982). This comes at a time when
residential services, particularly in the statutory sector, are seen as a last resort

with care staff of low status who are in a demoralised state (Wagner, 1988).

The growing number of people with senile dementia and the importance of the role
of residential care will put the providers of such care under increasing pressure.
There is a need, therefore, to assess the policies affecting the provision and
regulation of residential care for demented elderly people. Firstly, however, it is

useful to have an understanding of the condition and prevalence of senile dementia.

1.2 Defining Dementia

An operational definition of dementia has been given by the Royal College of

Physicians Working Party (1984) on Organic Mental Impairment in the Elderly”



Dementia is the global impairment of higher cortical functions
including memory, the capacity to solve the problems of
day-to-day living, the performance of learned perceptuo-motor
skills, the correct use of social skills and control of emotional
reactions in the absence of gross clouding of consciousness.

The condition is often irreversible and progressive. (p4)

Dementia is defined, therefore, as symptoms and signs which may be the result of
different pathological processes in the brain. Dementia can be described as
pre-senile or senile depending on an arbitrary age limit (usually 65). Amongst senile

dementias two conditions predominate:

- senile dementia of the Alzheimer type (SDAT), the commonest of all, is a

primary degenerative disorder of the brain;

- multi-infarct dementia (MID) in which there is death of brain tissue (infarction)
consequent upon a disorder of the cerebral circulation (haemorrhage, thrombosis

or embolism).

One individual may suffer from either or both of these conditions. Unless there is a
specific cause, such as a series of strokes, a firm diagnosis can be made only at
autopsy. Diagnosis of dementia while the person is alive is a process of eliminating
other possible causes for the symptoms. These causes include the side effects of
drugs, alcoholism, urinary tract and chest infections and other mental health

problems such as depression.

Precise definitions and diagnoses of people suffering from senile dementia are

desirable, but difficult to establish in the absence of clinical judgments. There are
a number of diagnostic schemes such as the DSM Il diagnostic criteria (American
Psychiatric Association, 1980) which are used to determine the existence of dementia

or Alzheimers disease. There has been a lack of consistency in methods of



assessment which has led the Medical Research Council (1987) to recommend a set

of minimum data to be collected in studies funded by the council to aid comparison

between research studies.

While the primary concern of this study is people with senile dementia, the problem
to be addressed is the care of elderly people who have general orientation
difficulties. Precise definitions are not, therefore, of paramount importance. The
focus is upon the perception of the individual in the home, rather than a precise
definition which allows causal analysis within dementia sub-types, as would be

required in a clinical study.

The category of resident with which the study is concerned is often termed

“confused”. Throughout this study, therefore, the terms “"confused”, "people with

senile dementia” and "demented” people are interchangeable.

1.3 Incidence and Prevalence of Dementia

In spite of the problems of diagnosis, senile dementia is an identifiable condition
with a completely different prognosis from other mental conditions. There is a
marked age gradient in incidence, the mortality rate is much higher and the

discharge rate from hospital much lower than for people with non-organic disorders

(see section 1.4 below).

Consensus over the prevalence of dementia has developed in recent years on the
basis of a number of studies of elderly populations in different countries

(Henderson, 1986; O'Conner et al, 1989). Two classic studies were carried out in
Newcastle (Kay et al 1964 and 1970). In the first, approximately 5% 'severe' and 5%
'mild’ cases of senile dementia were found in the population of 65 years and over.

In the second, larger study, which used the earlier results, the overall prevalence of
chronic brain syndrome was 6.25%. Studies in Sweden (Essen-Moller, 1956; Akesson,
1969; Persson, 1980), Denmark (Nielson, 1962; Bollerup, 1975), Japan (Hasegawa, 1974,

1982; Karasawa, 1980) and the US (Pasmanick, et al 1957; Gurland et al, 1983)



among others, have found a remarkably similar prevalence of severe dementia given
the differences in dementia criteria and types of population from which they have

been drawn.

A number of authors have drawn on these studies to derive overall expected
prevalence rates and future growth in the population of people with senile dementia.
Preston (1986) used the data from seven studies, and adjusting for age differences
estimated that 6% of those aged over 65 were likely to be moderately or severely
demented. Ineichen (1987) also reassessed a number of estimates of the incidence of
dementia, including the Newcastle studies, examining assumptions and definitions. He
concluded that 1% of the 65-74 age group and 10% of those over 75 suffer from
dementia. Although these figures are lower than Kay and Bergmann's they predict a
larger increase given the expected population changes, so that between 1983 and
2001 there would be a 17.2% increase in the number of people with senile dementia
in England and Wales. In areas with high populations of elderly people the increase
would be much larger. For example, he estimates a 33.6% increase in the population
of demented elderly people in the area served by Bath Health Authority, over the

same period.

Other estimates put the increase in the numbers of people with senile dementia
even higher. Using figures from Henwood and Wicks (1984), Sinclair (1988) predicts
an increase of 51.9% between 1971 and 2001 in Great Britain. This would mean an
estimated 450,000 people had senile dementia in 1971 and this would rise to 684,000

by the year 2001.

However, such estimates may be unduly pessimistic. A number of recent studies have
identified a much lower prevalence than expected (Pattie et al, 1979; Clarke et al,
1986). O'Conner et al (1989) report a rate of 5.3% for moderate and severe

dementia in a population aged 75 years and over. Using estimates by Jorm et al
(1987) these authors would have expected a prevalence of 11% in this population.

The authors suggest that the differences arise from using a more sensitive screening



method (Cambridge Mental Disorders of the Elderly Examination, CAMDEX), rather
than representing part of an overall cohort effect as has been proposed (Hagnell,
1981). Pattie (1986) in a discussion of similar results using Clifton Assessment
Procedures for the Elderly (CAPE) suggests differences may be due to assumptions
that “mild” impairment would lead to dementia in earlier studies. Henderson (1986)
has called for longitudinal studies using sensitive screening instruments to clarify

prevalence rates.

Despite the debate concerning prevalence in the population as a whole there is
little disagreement that the predominant risk factor is age. Kay et al (1970) found
that prevalence varied from 2.3% in persons aged 60-69 to 22% in those aged over
80. O'Conner et al (1989) found 4.1% of all grades of dementia in those aged 75-79,
11.3% of those aged 80-84, 19.1% of those aged 85-89 and 32.6 in those aged 90
years or over. Even if the prevalence in the population as a whole is lower than
thought, therefore, the aging population ensures that senile dementia will continue

to “confront the world as a major challenge to public health” (Henderson, 1986, p3).

1.4 Characteristics of Dementia

1.4.1 Expected Outcome

By definition senile dementia is a progressive condition and cognitive and
behavioural difficulties are likely to increase with age. However Holden and Woods
(1982) point out that the rate of deterioration often seems slower when it begins in
the 80s rather than when the subjects are in their 60s. Of 43 mentally impaired
elderly people who survived a two year period, Kleban et al (1976) found that 16
subjects' behaviour declined, 19 remained stable and 8 showed improvement. Eight
categories of functioning were determined by observation ranging from passive
non-functional through to full social interaction. Those observed characteristics
which seemed to have most influence on outcome were control of aggression and
impulsivity, neurosis, seriousness of medical condition, comprehension of situations

and sociability and responsiveness.



Expectation of life is considerably reduced for demented patients. Kay et al (1970)
found the mean expectation of life in patients over 65 reduced from 10.9 years to

2.3 years for women with senile dementia. For men, average life expectancy
reduced from 8.7 years to 2.6 years. 74% of a sample of demented patients had died
within 2.4 years against 26% of a sample of mentally alert patients (Kay et al 1970).
Roth (1955) found 60% of demented patients had died within 6 months of admission
to mental hospital compared to 11% of those with affective psychosis. It is
important therefore to distinguish carefully between organic and affective mental

disorders whose expected outcomes are very different.

Although there is a consensus that the condition of senile dementia reduces life
expectancy, life expectancy among elderly people generally is rising. There is some
discussion in the literature regarding the supposed increase in the life expectancy of
demented people in recent years, largely because of variations in results between
individual studies. Thompson and Eastwood (1981) concluded there was no increase
in life expectancy but their study suffered from the same problems as the others -
consistency of definitions, especially in defining the onset of the condition.
Frequently the date of admission is taken as the starting point but admission
policies tend to vary with internal and external pressures. increased life

expectancy among demented people may simply reflect improved nutrition generally
and the use of antibiotics (Gruenberg et al, 1976; Bergmann and Jacoby, 1982;
Henderson, 1986). Immediate cause of death is often from another condition such as
bronchial pneumonia (Woods, 1989) so although there are no direct treatments for,
for example, Alzheimers disease itself, medical advances in other fields may affect

the life expectancy of people with senile dementia.

1.4.2 Behaviour

Gray and [saacs (1979) summarise the manifestation of brain failure as:
- atendency to commit errors,

- a failure to perceive errors and

- a failure to comprehend the consequences of errors.



The onset of dementia tends to be very gradual with memory lapses often
compensated for by writing notes or confabulation. To what extent compensatory
mechanisms are related to the condition or to the personality of the individual has
yet to be established (Woods and Britton, 1985). Referral usually occurs with the

onset of more severe symptoms.

Holden and Woods (1982) point out that dementia is sometimes brought to the
attention of proffessional care workers, when an individual experiences a

bereavement, change of house or other upheaval. Rather than being a causal factor:

Usually close examination reveals, for example, that the

spouse who died was doing a great deal to compensate for the
person's deficits that were developing before bereavement; the
change of house removes a number of environmental props that
were helping to sustain the person’s failing functions, and so

on.(p11)

Gray and lsaacs list seven symptoms which, although not comprehensive, they

suggest most patients will show if observed long enough.

- Lapses in personal hygiene eg refusal to bathe

- Lapses in feeding and dressing eg objectionable feeding habits

- Impairment of domestic skills eg gas turned on and not lit

- Lack of judgement and prudence eg irresponsible expenditure of money
- Cognitive errors eg failure to recognise close relatives

- Personality and interpersonal relations eg groundless accusations

- Miscellaneous offensive behaviours eg verbal sexual advances

The pattern, both of behavioural difficulties and mental deterioration varies from

person to person. Personality changes sometimes occur, with some people becoming



disinhibited, although others manage to carry on social conversations in spite of

severe deterioration in mental abilities.

The difficulties in caring for people who display such behaviour that they become a
danger to themselves and create embarrassment for others is often exacerbated by a

lack of insight into their own problems as Sands and Susulki (1983) point out.

Reifler et al (1981) found that cognitively impaired persons

living in the home saw themselves as suffering from no
significant problems in activities of daily living, in personal
health or in family relationships: professional persons and
family care givers saw these same people as having problems in
almost every area of life. For the person impaired this can lead
to the feeling of being interfered with and manipulated; for the
person giving care to feelings of being obstructed and

unappreciated. (p21)

However many people respond to the symptoms of senile dementia with anxiety and
fear (Newroth and Newroth, 1980; Schwab et al, 1985). Holden and Woods (1982) also
point out that not all patients have this lack of insight and that many do have

some awareness of disintegration and may complain of loss of memory. They state
that it is not unusual for such people to show signs of anxiety and depression,

perhaps in response to the repeated failures being experienced.

1.5 The Need for Residential Care

In the representations made to the Review of Residential Care (Wagner, 1988) the
Alzheimers Disease Society maintained that most people suffering from dementia
would need residential care, be it long term or respite, at some point in their lives.
Residential care is often seen as appropriate to the needs of people with senile
dementia. West and his colleagues (1984) presented a series of vignettes to a large

community sample in Scotland. In contrast to their attitude to elderly people with
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physical disability, two thirds of the sample felt residential care was appropriate

when the elderly person had a mental infirmity.

The attitudes of carers have been found to be of fundamental importance in
predicting admission to residential care and carers are more likely to favour
residential care if the elderly person is confused (Levin et al, 1989). The problems
faced by carers of demented people are such that this is hardly surprising. For
example, Sanford (1975) found that in a sample of carers of demented elderly
people only 28% were able to leave the house for one hour. Argyket al (1985)
found that caring for people with dementia resulted in depression, embarrassment

and reduced social life .

These kind of difficulties can have a profound effect on the carers. For example,
Gilleard (1982) found that over 50% of a sample of 40 supporters of elderly mentally
infirm people had significant psychological disturbances. Various studies have used
standard scales to measure morale or depression among carers of demented elderly
people. They have found that even when there is little evidence of psychiatric

disturbance, morale is generally very low (Hirschfeld, 1978; Gilhooly, 1984).

There are limits, therefore, to the degree to which people with senile dementia can
be cared for in the community (Argyleet al, 1985). Sinclair (1988) concludes that

the combination of carer strain and “determined” community care policies resulting
in closure of long term geriatric and psychogeriatric wards is likely to result in an
increasing proportion of confused people in local authority residential care. Although
some observers have reservations about this prediction (Booth, 1983), the evidence

to support this case is mounting.

Wilkin et al (1978) found that between 1976 and 1977 there wasan increase in
residents with psychogeriatric problems in seven local authority homes while three
long-stay hospital wards experienced a reduction in such problems. The Personal

Social Services Research Unit (PSSRU) at Kent also noted an increase in the
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proportion of residents with a confusional state: in 1981 55% of the residents of

local authority homes had some confusional state compared with 44% in the 1970
census (Darton, 1986d). By 1981, behaviour from 22% of the residents in the
surveyed homes constituted a minor nuisance, and from 8% a major nuisance. Mann
et al {1984) found that two-thirds of the residents in homes for elderly people had
some form of confusional state and in homes in Camden 38% were depressed.
Moreover, the residents could not be distinguished from long term hospital patients
in terms of dementia or dependency on staff. Similarly, Atkinson et al (1986)

reported the full range of mental confusion across private and local authority

residential care, NHS nursing homes and acute and geriatric wards in hospital.

Homes for elderly people were not originally intended to care for such a highly
dependent population (Health Advisory Service, 1982). Before looking at the
implications of this situation for future policy issues in the residential care of

demented elderly people, it is useful to put the policy of residential care briefly

into its historical context.

1.6 Residential Care Policy

The provision of modern residential care for elderly people is based upon the
Victorian workhouse. Under the Poor Law in order to obtain support or benefit the
claimant had to submit to a test under which homeless, rootless and penniless
individuals were required to work in return for minimum assistance in an

institution (Peace, 1983). The basis for this system did not change until after the
second world war. Part Il of the National Assistance Act 1948 established a new
basis for provision for old people no longer able to live independently in their own
homes. This was envisaged in terms of 30-35 bedded homes, although a 1955 review
suggested 60 beds might be more appropriate given the pressure on places. In an
attempt to dispel the negative image of the workhouse the emphasis was upon a
hotel model in which residents were encouraged to see themselves as guests. Even
in 1962, however, Townsend, in his classic study, found evidence of workhouse

traditions (Townsend, 1962).
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Since the 1960's the emphasis has been on the fact that the institution is the
person’'s home. The gap between this aim and the reality has been the focus of

various studies (eg Evans et al, 1980; Willcocks et al, 1987).

Home Life: a Code of Practice for Residential Care (Centre for Policy on Aging,

1984) was intended to provide a comprehensive set of requirements that
establishments should meet when providing residential care for a variety of client
groups. This formed an integral part of the measures to regulate the establishment
and conduct of private and voluntary care homes under the Registered Homes Act
1984 However, by December 1985 an independent review of residential care chaired

by Lady Wagner was commissioned to:

review the role of residential care and the range of services
given in statutory, voluntary and private residential
establishments within the personal social services in England
and Wales, to consider, having regard to the practical
constraints and other relevant developments, what changes , if
any, are required to enable the residential sector to respond
effectively to changing social needs; and to make

recommendations accordingly. (p1)

Both Home Life and A Positive Choice covered all types of residential care. Thus

recommendations tended to be broad based and relatively few were directed towards
the specific difficulties of people with senile dementia. In discussing the particular
problems of the elderly with mental difficulties the report of the Review stated

that:

The evidence of several inquires and personal letters to the

Committee underline the fact that where standards are not
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acceptable, the residents are caught in a downward spiral of

confusion and disorientation. (p112)

The main areas of policy concern in providing residential care for demented elderly
people are: the physical design of homes, the issue of specialist provision, staffing,

the role of the homes in the community and performance reviews and monitoring.

1.6.1 Physical Design of Homes

In 1981 the White paper Growing Older (DHSS, 1981) drew attention to the

importance of design of homes for elderly people which, it stated, contributes

greatly to the quality of life of residents. Peace (1986) pointed out that the design

of homes has reflected two competing interests: the desire to create comfortable
environments that embody such notions as privacy and choice, and the economic
constraints. Recommendations for the size and design of homes have varied over the
years (Nuffield Foundation, 1947; Ministry of Health, 1955, 1962, 1973). The current
tssues In the design of homes focus in particular on the use of group living designs

and the balance between personal and public space in the homes.

Group living designs were proposed as a way of combining larger scale homes (over
25 beds) with providing a more domestic “family group” setting (Korte, 1966;
Ministry of Health, 1973). It was suggested that the number of residents in a home
should be limited to approximately forty accommodated in groups of about eight
individuals (Korte, 1966). The design would group together bedrooms, sitting areas
and, in some cases, dining spaces (Ministry of Health, 1973). The proposal was that
authorities should experiment with the concept of combining “affinity” groups likely

to be compatible with one another (Ministry of Health, 1973).

The issue of greater personal privacy has arisen more recently (Lipman and Slater,
1977b; Willcocks et al, 1982). In particular a national consumer study (Peace et al,
1982) concentrated upon eliciting the views of the residents themselves. This

highlighted a number of design features of homes which, it was proposed, could
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improve the quality of life for residents. On the basis of these findings it was
suggested that future designs would maximise old peoples dignity and independence

if they used the concept of residential flatiets rather than bedrooms.

The specific issue of designing accommodation for people with dementia there have
been a limited number of policy recommendations. Lipman and Slater (1976) proposed
the use of high rise blocks for people with dementia. Scottish Action on Dementia
(1986) have recommended a set of principles for designing residential environments
for demented elderly people. These were based upon “normalisation”,
"compensation”, "individualisation” and “integration into the community”. Sometimes
these aims, such as “normalisation” and “compensation” directly conflict. It is not

“normal” to have large clear notices on bedroom and WC doors, for example.

However, the limited number of policy recommendations on building for people with
senile dementia is not surprising given the lack of research. There is very little
direct research evidence relating the design of homes to the effect on residents

with senile dementia (Keen, 1989).

1.6.2 Specialism

One important issue in the care of elderly demented residents is that of segregation
or integration within ordinary residential establishments. Those in favour of
segregated facilities argue that they provide a safe, planned environment and avoid
distress caused to alert residents in non-specialist homes (Norman, 1987). Those in
favour of integration argue that where there are no difficult behavioural problems,
moderately demented residents appear to do well and should not represent a problem

to other residents (Evans et al, 1981).

The Wagner Review (1988) noted the increased use of specialist units in non-
specialist homes. This trend has also been observed in the USA. Ohta and Ohta
(1988) found that the purposes of such units were varied. In some cases the welfare

of the alert residents in the rest of the facility was of paramount consideration, in
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others the aim was to concentrate resources and specialist knowledge on the

demented residents.

The 1ssue of specialist units and their effectiveness in caring for people with senile
dementia has not yet been addressed in this country. Attention is still centred upon
the desirability of specialist homes, rather than units. The Wagner review (1988)
made a number of recommendations. Only one, however, specifically concerned the

residential care of elderly mentally infirm people:

Proper provision must be made for elderly mentally infirm
people. This will entail closer cooperation between health and
social services Nursing home type facilities should be developed

in assoclation with existing residential establishments. (p117)

This appears to be a call for increased specialisation in the residential care of
demented elderly people. However it is likely that specialist facilities as a whole
will vary as much as specialist units in policy and practice (Ohta and Ohta, 1988).
There is a need for evidence to establish whether specialism per se or specific
aspects of specialist provision can provide a beneficial environme:.: for people with
senile dementia If there are beneficial aspects, it is important to address to what
extent these can be incorporated in non-specialist homes in order to benefit

demented residents of these homes.

1 6.3 Staffing

Staffing policy issues focus primarily upon the role, numbers, status and training of
staff Chapter 3 describes the roles of staff in residential care and research in the
area Home life provides guidance on the tasks required and groups of staff which

should be considered in staffing a home. However, guidance on the assessment of

staff requirements only appears in Staffing Ratios in Residential Homes: A platform
for the 1980s (Residential Care Association, 1980). The Wagner Review (1988) found

this dated and in Home Life it was pointed out that there was no guidance on
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numbers when caring for elderly people who are not heavily dependent, either
physically or mentally. The Wagner Review recommended that the residential staffing
requirements and deployment of staff in all types of residential care should be

reassessed by the DHSS.

The problems of low status and morale of those working in the field of residential
care have been identified by a number of researchers and observers (Booth, 1985;
Peace and Willcocks, 1986; Wagner, 1988). The Wagner Review regarded as a
priority enhancement of the status of staff and recognition of their importance as a
major resource. To this end it recommended that the grading of care staff as

manual staff should cease, their posts be redefined as officers or the professional
equivalent and that integrated pay and employment conditions should be introduced

for all social services staff.

With regard to training the Review recommended that all senior posts should be
filled by staff with a social work qualification and that every establishment should
be required to draw up a staff training plan which would be subject to registration
and inspection procedures. However, in emphasising the importance of social work
and in-service training across establishments and the role of health services in the
care of elderly mentally infirm people, appropriate training needs of staff dealing

with this particular client group are left unclear.

Staff are an expensive and influential resource. Policy in such an area needs to be
based firmly on evidence of benefits to both the staff themselves and the residents

they care for.

1.6.4 The Role of Residential Homes in the Community

In section 1.1 the "continuum of care” was referred to as though it was indeed in
some way continuous, that residential care represented a step within care in the
community. In both policy and practice, however, community and residential services

have developed almost entirely separately (Willcocks, 1986). This has led to homes
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being described as “socially marooned” in the communities they serve (Townsend,

1981).

Links between the community and the home will depend upon the catchment area
the home serves, the degree to which visitors come into the home and the services
provided by the home to the local community. Various policy documents (Ministry of
Health, 1962, DHSS, 1973, 1977) have advocated locating homes close to the
community they serve This enables the residents to be familiar with the area to

which they have moved and facilitates visiting by relatives and friends.

The pressure to provide services for the community from residential establishments
has grown In recent years due to an awareness on the part of Local Authorities
that a large proportion of resources for elderly people were being devoted to a very
small proportion of the elderly population (Allen, 1986). There has been a call for
an increased use of homes as resource centres (Barclay, 1982) This has emerged

particularly in the provision of day and respite care (Allen, 1986).

Respite care I1s provided primarily for the needs of informal carers who carry the
bulk of the load of caring for this group of elderly people in the community. This
can be provided by relief help in the elderly person's home, but more frequently the
elderly person goes to stay in a residential home or hospital for one or two weeks
to give the carer a break. This has been found, in combination with the use of day

care to have a beneficial effect upon carers (Allen, 1983; Levin, et al, 1989).

The concern in this study, however, is the impact of policies which encourage links
between the community and the home, on the residents and the facility. Do visitors
have a beneficial influence on residents with senile dementia? What are the effect

of providing day and respite care in a long stay home?
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1.6.5 Performance Reviews and Monitoring

The Wagner Review (1988) made a number of recommendations for setting and
maintaining standards. These recommendations were at an individual, establishment
and agency level. For individuals it was recommended that any resident who is
unable to exercise effective choice or give effective consent should have a statutory
review every six months. Each establishment should have a system of self-evaluation
and performance review, and this should be a condition of registration. In addition

national guidelines should be drawn up that:

.... give equal attention to standards of accommodation, quality

of life and the qualifications of management and staff. (p118)

These should apply to local authorities, to private and to voluntary homes and no

agency should undertake the inspection of its own establishments.

While such recommendations are valuable in developing target areas for action, they
tend to raise more questions than answers. In reviewing the personal evidence the
point was made that for younger physically handicapped people the main benefits of
residential care were perceived as greater independence from family and institutions.
For alert elderly people on the other hand a sense of companionship, affection and

a family atmosphere seemed to be the main benefits. This, finds the review:

...emphasises again the seriousness of the lack of any direct
evidence about what is important to children, the mentally

handicapped and the mentally ill. (p159)
This raises the difficulty of establishing the essential ingredients that any

monitoring system, at the individual, establishment or agency level should identify in

order to lay sufficient emphasis on quality of life.
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1.7_The Study

To realise the Wagner committee recommendation that residential care should be a
positive choice and experience for this group, an improved understanding of the
effect of the residential care environment is required. The types of provision, under
the catch-all phrase “residential care”, vary considerably. There is a need to
establish the characteristics of homes for elderly people that provide the most
favourable environment for people with senile dementia. This study contributes to
the debate on the most appropriate way forward by examining the impact of a

variety of homes on the demented residents.

In particular a greater understanding of the effects of the physical design of homes,
specialism, the role the home plays as a community resource and staffing issues
upon outcomes for these residents is needed. Moreover, if monitoring schemes are
to be effective they must link into processes that affect the well-being of residents.
The aim must be to establish as far as possible what these links are and how to

measure them effectively.

1.8 Conclusion

The growing population of demented elderly people and the peculiar difficulties of
caring for this particular group mean that there is likely to be increased need for,
and pressure on, residential care facilities. If residential care is to be a "positive
choice” for people with senile dementia more information is needed about the
impact of residential care upon them. This study is intended to go some way to help

link the policy issues in residential care to the welfare of demented residents.
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CHAPTER 2
THEORETICAL PERSPECTIVES AND PREVIOUS RESEARCH

MODELS OF ENVIRONMENTAL EFFECT AND THE PERSONAL SYSTEM

Introduction

In assessing previous work concerning people with senile dementia and residents of
homes for elderly people, it is useful to have a model or conceptual framework. This
assists in the organisation of material and helps identify which studies and theories
may be relevant. The first section, therefore, discusses types of model used in
assessing elderly people and the environment. The “ecology of ageing” approach is
used to structure the subsequent discussion of people with senile dementia and the
residential care environment. In this chapter one part of this model is discussed:

the "personal system”. In the context of the present study this concerns the effects
of normal aging, senile dementia and other personal characteristics upon outcomes

for demented elderly people.

2.1 Types of Model

There are many models relating aspects of aging to the environment drawing on a
number of different disciplines. Before assessing which model or conceptual
framework is most appropriate it is necessary to identify the requirements of a

mode! Archea (1982) maintains that the role of a model depends upon the
methodological "programme” which underlies the research activity. A methodological
"programme” provides a model of knowledge rather than the subject area. He
identifies four “programmes”: rationalism (the basis of jurisprudence), empiricism
(the basis of physics), structuralism (the basis of linguistics) and instrumentalism
(the basis of economics). Instrumentalism is represented as the most appropriate

approach in the study of the environment and behaviour because it is:

...the only programme in which knowledge is not ultimately
equated with truth or some approximation thereof. Instead, the

quality of what is known is judged by its effectiveness in
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developing new knowledge or in achieving a preferred state of

affairs. The criterion is entirely utilitarian. (p167)

For instrumentalists a model should successfully isolate those factors which affect
desired or expected outcomes from those that do not. Thus a model is intentionally
impoverished, and only accounts for those aspects of a situation which are of

immediate concern to the researcher.

There are a large number of different frameworks which are used to assess the
effect of services or the environment on elderly peopie (Archea (1982) identified
ten of the latter). The following discussion is not intended to be comprehensive,

but considers some of the more immediately relevant approaches to the problem.

2.1.1 Production of Welfare

The Production of Welfare approach (Knapp, 1980, Davies and Knapp, 1981) to the
problem of assessing the impact of service provision is illustrated in Diagram 2.1
Thts provides a useful basis when the focus of interest is the deployment and
efficient use of resources in the production of the ultimate output: the welfare of
recipients of the services. However the relationship between resource inputs (such
as caprtal expenditure) and outputs (such as welfare), which forms the basis of this
approach, while of vital interest to policy makers, depends upon an understanding of
the processes The question to be addressed is: what are the important influences on
residents with senile dementia? The resource implications of providing the most

beneficial environment cannot be assessed adequately until this investigation is

completed.

Thus the model provided does not appear to satisfy the criteria of a valuable model
cited above. The distinctions made between resource inputs (such as capital
expenditure), non-resource inputs (such as quality of care), and quasi-inputs (such
as age and disability) add little to our understanding of the effect of the

environment on residents.
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Diagram 2.1
Production of welfare model

NON-RESOURCE
INPUTS

Care environment,
staff attitudes,
client
characteristics

FINAL OUTPUTS

Changed client
state,
Externality Effects

INTERMEDIATE
OUTPUTS

Services provided,
e.g. residential
places

RESOURCE INPUTS

Staff, capital,
consumables

COSTS

Direct, indirect and
intangible

e Causal relationship
tautological or definitional association

Source: Davies and Knapp, 1981



Indeed, in a proposed study of residential care (Knapp, 1980) which used this a
broad basis, the need for the use of theoretical work from the USA was identified

to supplement the approach in assessing the social environment.

2.1.2 Exchange Theory

Exchange theory (Victor,1987) derives from the work of Blau (1964). In this

approach power is defined as deriving from an imbalance of an exchange. One
participant achieves power through the inability of the other to reciprocate. Using
this definition, senile dementia can be seen as a condition of increased
powerlessness. Even the power to esteem and comply, considered by Dowd (1980) to

be the only social currency which the older person can bring to the exchange

relationship, is reduced.

While 1t is an interesting approach to interpretation of attitudes to, and behaviour
of, people with senile dementia, it does not provide an adequate framework to
assess the full impact of the environment upon them. For example, not all aspects

of the environment, such as the design of the home, can be interpreted in terms of

“exchange"” relationships.

2.1.3 Normalisation

The concept of "normalisation” (Wolfensberger, 1977) has been applied to homes for
elderly people from the field of mental handicap. This involves making available to
residents conditions that are as close as possible to those normally valued by
soclety. It is related to labelling theory (Berger and Berger, 1976) in emphasising

the reinforcing influence of labels in peopies’ definition of themselves and thus to
the way they behave. Homes for elderly people stand out as architecturally far from
the norm of the neighbourhood in which they are situated and furnishings often
bear little resemblance to the way the people who lived there would furnish their
own home. This, together with the cultural norms in which elderly people are

perceived as a group apart lacking individuality, affects the way staff see residents

and residents see themselves.
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In considering demented elderly people, it may be anticipated that staff attitudes

and expectations will affect residents’ behaviour. Expectations of abnormal behaviour
may produce abnormal behaviour. Expectations of normality in a “normal”
environment may provide heipful reinforcement and cues encouraging appropriate
behaviour. A home design which fits normal expectations of a house may be easier

for residents to find their way around (Munn, 1984).

In the care of elderly people the philosophy underlying normalisation is gaining
increasing acceptance: indeed this approach is being integrated into residential care
policy in some parts of Australia (Slater, 1989). A study contrasting the effects of
homes which were designed and run according to the principles of normalisation and
of “ordinary” homes would be of great interest. However, the purpose of the present
study was to look at the variety in mainstream provision, not at specific

experimental treatments. Variety in “normalisation” within mainstream provision is

likely to be minimal so this approach is unlikely to provide a useful framework for

assessing such provision.

2.1.4 Environmental Totality
The environmental totality approach builds on Goffman's (1961) theory of
institutional totality. In this, the more formalised and less individualised regimes and

care practices, the more institutional and, by implication, harmful, an establishment

is.

Such models in which individuals and the environment are conceived of as separate
and having a unidirectional relationship are now generally rejected (Lipman and
Harris, 1980; Ittieson, 1982). This type of approach is represented as underlying the
history of behavioural science, where behaviour is either represented as affected by,
or as the result of, environmental factors. Moos and Lemke (1985), suggests that
too often the paradigm underlying assessments of residential care is of this nature,

with the residential care process represented as a "black box” intervening between
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resident inputs and outcomes. The contents of the process are regarded as the sole
determinant of resident functioning and are usually assessed in terms of broad

categories, such as type of home (eg group-based living or communal).

21.5 Environmental Fit

Models attempting to integrate the environment and individual relationship have
largely built on the work of Murray (1938) and Lewin (1935). In Murray's need-press
model! of human behaviour, behaviour is dependent upon both the "needs"” of the
individual and the “press”, or opportunities for satisfying needs in the environment.
Lewin also proposed the notion that behaviour is a function of the relationship

between the person and the environment.

According to the congruence model of environmental fit (Kahana, 1982), individuals
seek out environments that are most congruent with their needs, and are thus most
likely to be found there. When there is dissonance between environmental press and
needs there is either modification of press or the individual leaves the environment.
When the opportunity to do this is unavailable, stress and discomfort follow (Stern,
1970). The congruence model framework consists of seven dimensions and eighteen
sub-dimensions which are used to characterise the residential setting. These are
under two broad headings: dimensions based on environmental and individual
differences. These are largely built on work done by Kleemier (1961) and Pincus and

Wood (1970).

Although this is a very useful model for examining the influence of the environment
there is a major difficulty in using this approach: the type of resident under
consideration in this study. The outcome measures are necessarily related to the
degree of congruence between the individual and his or her environment. This
necessitates some indicator of the individual's need for privacy, for example,
together with his or her feelings on the degree to which this need is being met.

Such information is difficult to ascertain accurately from alert residents - the
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degree of unreliability when such issues are addressed for the demented resident

makes the use of such a model unrealistic for this type of study.

2.1.6 Ecology of Aging

Lawton and Nahemow (1973) define the ecology of aging approach as:

a system of continual adaptations in which both the organism
and the environment change over time in a non-random manner;
either environment or the organism is capable of initiating a

cycle of action, or of responding.

This is a transactional perspective relating personal competence and environmental
press to affective response and adaptive behaviour. Moos and Lemke (1985) present
a similar framework illustrated in diagram 2.2. In this the personal and

environmental system are linked to adaptation by means of cognitive appraisal and

coping responses

This type of model is particularly appropriate to the current investigation because it
incorporates the environmental docility hypothesis (Lawton, 1982). In this, the less
competent an individual the more liable his or her behaviour is to reflect the
influence of environmental forces. This can be seen in diagram 2.3 in which the
band of positive affect and adaptive behaviour is much narrower at lower levels of
competence. The less the competence and the stronger the environmental press the

more likely there is to be maladaptive behaviour.

The adaptation level (Helson, 1964) represents a state of balance between the levei
of external stimulation and sensitivity to this. Individuals return to this state
automatically under normal conditions in which environmental press will vary within
the band of positive affect and adaptive behaviour. Less press leads to feelings of
the positive affect of comfort in the short term but may lead to reduced

competence longer term.
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Diagram 2.3
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Slightly higher press than exists at the adaptive level leads to positive affects such
as stimulation short term, and potentially increased competence longer term. Once
the press exceeds a certain level, however there is a negative affect (see diagram

2.4)

Lawton (1982) classifies competences in the personal system in a hierarchical
structure from biological health through to ego strength. This is not a very useful
classification in considering the reduced capacities of people with senile dementia. It
is more appropriate in this context simply to research the available literature for
descriptions of normal aging and the specific condition of senile dementia to

determine the expected effects on physical and mental competence.

However, Lawton (1982) classifies aspects of the environment in a rather more

useful way as.

Supra-personal the dominant characteristics of individuals in close physical

proximity to the subject.

- Personal significant others constituting major social relationships
- Social the social climate of norms and expectations.
- Physical nonpersonal, nonsocial aspects of the environment.

These categories form a useful basis for identifying potentially important
environmental influences of homes for elderly people on the residents. The "supra-
personal” influences of the staff and other residents, "personal” friends and visitors,
"social” climate and regime and “ohysical” design provide a starting point for a

comprehensive assessment of the environment of residential care.
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Lawton's model has been criticized (Carp, 1978-9) for primarily discussing demands
and competences, rather than opportunities and preferences that might be more
relevant at higher levels of competence. Given the group of residents with which
this study is concerned, however, this does not seem to be an overwhelming

objection. The advantages of the general model far outweigh the disadvantages.

One principal advantage is that outcomes can be depicted as changes in behaviour
and competence, maladaptive behaviour or lowered competence resulting from poor
environmental “fit” with the persons ability. Behaviour and competence can be
observed and measured for confused elderly people with considerably more reliability
than measures of outcome required by other approaches, such as "welfare”, “fit” or
“satisfaction”. Furthermore, in this approach the environmental influence is at least
partially dependent upon the competence of the individual. This is particularly
relevant to demented people who may have a very different experience of residential

care from alert residents (Harris and Lipman, 1980).

In constructing a model of the relationship between the environment and people
with senile dementia the social ecology model is, therefore, particularly appropriate.
In chapter 4, this approach is modified slightly to identify a testable framework for
the research questions. For the purposes of reviewing the field, however, the
underlying model is taken to be that described in diagram 2.2 and use is made of
Lawton's (1982) classification of the dimensions of the environment. The specific
influences which have been discussed in the literature are thus categorised in terms

of:

The personal system

- Competence in normal aging

- Competence in senile dementia
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The environmental system:

- Supra-personal characteristics of residents and staff
- Personal relationships ~
- Social climate and regimes

- The physical environment

The remainder of this chapter discusses the theoretical perspectives and previous
research which relates to the “personal system” of people with senile dementia. The
personal system is represented here as characteristics of the individual that affect
competence. The level of an individual's competence can be seen as primarily
dependent on his or her physical and mental abilities and personality. The effect on
these of old age in general and the condition of senile dementia in particular, are
discussed. Other personal characteristics that might affect the competence of people

with senile dementia are then identified.

2.2 Competence in Normal Aging

In order to set the specific competence difficulties of people with senile dementia

in context it 1s helpful first to discuss briefly competence changes in normal aging.

2.2.1 Physical Competence

Old age is generally associated with a decline in physical competence (Carp, 1976).
This reduction in competence may be due as much to the increase in ill-health in

old age as to the simple passage of time (Shanas et al, 1968; Holden and Woods,
1982). Decline in physical health results in “symptoms”, such as unsteadiness or pain,
and “life difficulties”, such as inability to get dressed or walk unaided. Physical

competence is measured or assessed in terms of “life difficulties” or physical ability.

Most studies of the effects of old age include some measure of physical abilities to
perform everyday tasks, such as Activities of Daily Living (ADL) (Katz et al, 1963).
These are often described in terms of “dependency” measures as elderly people are

perceived as becoming more dependent on their surroundings and other people as
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they become older. Such changes may affect behaviour and the way people relate to
their environment both in terms of actual and perceived abilities (Lawton, 1979a).
Although decline in abilities to perform every day tasks is primarily associated in
normal aging with a decline in physical ability, it can also be influenced by

cognitive decline.

2.2.2 Cognitive Competence

Early cross sectional studies on the changes of intellect with age indicated a
progressive deterioration (eg Wechsler, 1955). These overestimated actual decline as
they reflected differences in age-cohorts' opportunities for education, nutrition,
medical care, perceived relevance of the questions asked and so on, as well as any
natural decline with age. Studies that included a longitudinal element (Botwinick,
1977) confirmed that the crossectional studies over-estimated intellectual decline.
However, there was some agreement that there was decline in the age groups over

60

Horn and Donaldson's (1976) model used the concepts of fluid versus crystallised
intelligence. They suggest that fluid abilities, which are involved in grasping new
ideas and reasoning rapidly, are likely to decline with age. Crystallised intelligence,
which reflects acquired knowledge or accumulated wisdom may well increase with

age.

Memory loss is popularly thought to increase with age, together with a decrease in
the ability to learn. Again, the evidence indicates that such changes are relatively

limited (Holden and Woods, 1982). Memory can be divided (Woods, 1982) into:
- Sensory memory which is a pre-perceptual store of extremely short duration

There is some evidence suggesting age decrement (Botwinick,

1978)
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Primary memory

Secondary memory

Remote Memory

which reflects immediate recall. This shows little change
although older people do not perform so well if the material

has to be re-arranged (Craik, 1977).

where the major memory loss occurs, particularly when

recall measures are used. The extent of deterioration
depends upon acquisition and retrieval conditions (Woods,
1982). Aged subjects show less confidence, and perform
better when any response (as opposed to “don’t know") is
rewarded (Leech and Witte, 1971). When learning is assessed
by recognition rather than recall there appears to be less
deficit with age, although the inclusion of guessing rates,
which could be represented as a reflection of confidence,

does indicate impairment with age (Harkins et al ,1979).

which applies to material fearned some time ago, rather than
in a recent experimental situation. There appears to be no
clear deficit In this type of memory with age (Botwinick and
Storandt, 1980) but neither is there evidence for superior

recall of past events (Warrington and Sanders 1971).

Cognitive difficulties will affect how the environment is interpreted and the

2.2.3 Personality

subsequent response, whether this be an adaptation of the individual or a change in
the environment. Interpretation of, and response to, the environment will also

depend on the personality of the individual.

Personality traits have been conceived as forming a stable inner aspect of

individuals revealed in characteristic behaviour (Allport, 1937). However these have

not been shown to be consistent over time or situations. Neugarten (1964), in a

review of longitudinal studies of personality, states:
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Making allowances for the fallibility of measures with regard to
reliability, the implication is that there is as least as much

change as there is stability.

This leads to the question as to whether there is any consistency in the pattern of
personality changes with age. The disengagement theory of aging proposed that as
people grow older the capacity to cope with relationships is reduced and they

voluntarily retreat into themselves as the world retreats from them. Cummings et al

(1960) suggested that:

The individual is pictured as participating with others in his
social systems in a process of mutual withdrawal rather than

being deserted by others in the structure.

Havighurst (1968) tested this and contrasted it with the activity theory of aging
which proposes that such withdrawal is involuntary on the individual's part, and
that increased social engagement increases well-being. He found people satisfied
with both high and low levels of social engagement. Gubrium (1972) discusses the
proposal that these results can be seen in the context of environmental-person
congruence In this the level of satisfaction with activity levels is more dependent

on whether an individual's needs are satisfied than with any absolute level of

engagement.

Another approach to the study of personality in elderly people is in terms of ideal
types. Reichard et al (1962) described a sample of physically healthy men in terms

of five types. Three of these were well-adjusted: the "mature”,”rocking chair” and
"armoured”. The poorly adjusted were "angry” or "self-haters”. Similarly Savage et al
(1977) used cluster analysis on 72 individuals and identified four groups labelled

as“normal”, “introverted”, "perturbed” and "mature”.
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Development and continuity theories of aging (Victor,1987) emphasise the
importance of an individual's past life experiences in their adaptation to old age.
Life is represented as a series of stages through which one has to pass, previous
stages affecting adaptation at each level. These are age related though not tied to
specific ages. Edwards and Wine (1963) found that many aspects of change in
personality were correlated with intellectual decline and not chronological age.
These changes were: dependency, need for order, conformity, friendliness, truth,

cautiousness, personal grooming, chronicity, education and social relationships.

Lawton (1982) maintains that the concept of a personality trait is so ambiguous and
has such a lack of clarity as to make it unsuitable for inclusion in a social ecology
model. Instead he makes use of the concept of personality style, which is not
represented in terms of a development from previous life patterns so much as an
interaction between the environment and the person. Moos (1975) for example,
suggests that there is little relationship between a person's behaviour inside a

psychiatric or correctional institution and outside.

In discussing the personal characteristics of people with senile dementia however, it
is important to be aware that the situation is one of abnormal aging. Thus the
contribution that these theories can make to such discussion is limited. Although
the aging process and the consequent changes in roles and perceptions by society
and the individual may well occur, these will be dominated by the progressive

nature of the condition.

2 3 Effects of Senile Dementia

In chapter 1 there was a general description of the prevalence and nature of the
condition of senile dementia. The causes of the condition are not well defined and
there have been reports of associations between senile dementia and such
environmental issues as aluminum intake and genetic factors (Woods, 1989). Willcock
(1988) and Woods(1989) discuss the current medical evidence from research into

dementia. There has been some debate around possible social and psychological
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causes of dementia. The symptoms of dementia have been seen as a defence against
personal and inevitable death (Morgan, 1965), a hostile environment (Meacher, 1972)
or life events (Amster and Krauss, 1974). Such approaches have been largely

discredited (Gilhooly, 1984).

While of paramount importance in the future care of people with dementia, the
causes and potential for medical treatment are not the concern of this study.
However quickly medical research progresses there will still be a population of
elderly people with dementia who will need to be cared for in residential

institutions The needs of such residents will depend on their physical and cognitive

competence.

2.3.1 Physical Competence

There appears to be little evidence of physical decline specifically attributable to

sentle dementia. Maclennan (1987) examined the problems of dementia and immobility
and reported that immobility among many patients was not associated with the
condition itself but with neurological damage. Ferm (1974) ranked order of loss of
behaviour for 11 items on a cross sectional sample of 136 patients with dementia

(see table 2.1 below).

Table 2.1 Rank Order of Loss of Abilities (Ferm, 1974)

Hobbies

Participation

Ability to Wash

Ability to Dress
Orientation in Space
Recognition of Persons
Ability to Communicate
Bladder Control

Bowel Control
Movement

Eating

agleNoOALON

- O

Although these include physical tasks the loss of competence appears to be due to

cognitive functioning rather than physical disability. Hodge (1984) lists the
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behaviour changes associated with incontinence in demented elderly people (see table

2.2).

Table 2.2 Behaviour Change in Incontinence

Inability to recognise need

Inability to find toilet

Too slow to get there in time

Inability to recognise toilet

Inability to undress appropriately
Apathy

Incontinence maintained by contingent
staff attention

Medical problems

Reduction in ability to perform activities of daily living found in people with senile
dementia appears, therefore, primarily due to declining cognitive abilities or to

unrelated physical iliness. The emphasis must be, therefore, on cognitive competence.

2.3.2 Cognitive Competence

The overall cognitive decline resulting from senile dementia is well established
(Savage et al, 1973). Indeed it is a primary element in the diagnosis of dementia.
One of the first signs of dementia is often memory difficulties (Holden and Woods,
1982). There have been few studies examining the sensory memory of people with
dementia. Miller (1977b) and Moscovitch (1982) found some memory impairment,

although sensory systems themselves appear to be intact.

In testing for primary memory deficits by asking a subject to recall a number of

digits in the correct sequence, a number of studies have found impairment in
demented people, compared with normal elderly people (Savage et al, 1973; Kaszniak
et al, 1979; Corkin, 1982). However, one study (Weingartner et al, 1981) found that
people with senile dementia performed as well or better than normal elderly

controls. Most other types of tests, such as repeating lists of words have found

that there is a definite, though sometimes slight, primary memory deficit among

demented subjects (Miller, 1971, Moscovitch, 1982; Corkin, 1982).
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Secondary memory deficits are thase which result in interference with the
activities in daily life such as forgotten conversations, shopping fists and so on.
There has been some debate over whether these are the result, at least in part, of
primary memory impairment. Although there is some evidence that this is the case
{(Wilson et al, 1983), the weight of evidence is that much of the difficulty

experienced by demented subjects is due to secondary memory impairment (Miller,

1973; Corkin, 1982).

In assessing remote memory the findings are conflicting. Relatives often note that
the demented person appears to remember events from long ago better than recent
occurrences. While Moscovitch (1982) found some support for this view Wilson et al

{1981) found demented patients were impaired on all tests.

Woods and Britton (1985) conclude that there is little convergence in the findings
apart from the theme that there are primary and secondary memory deficits. The
secondary deficits appear dependent to a limited extent on the primary memory
deficits. One of the problems with the results of the studies is that for practical
reasons often it is the younger less impaired subjects who are tested so the more

severely demented patients are excluded.

Memory difficulties are not the only cognitive deficits associated with dementia.
Studies of information processing have indicated impairment varies considerably,
particularly when the task involved a choice rather than a simple reaction (Ferris et
al, 1976; Woods, 1981). The higher the information load the mare the time required

by demented patients increased compared to controls.

Many other cognitive related difficulties are associated with dementia. For example:
communication difficulties, particularly speech disorders or aphasia, apraxia (the
impairment of voluntary and purposeful movements) and agnosia (the impairment of
accurate perception of objects) can all be found in demented subjects (Holden and

Woods, 1982). Indeed the variety of cognitive difficulties associated with dementia
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led Brody (1942) to state that there "is no trace of a specific pattern of abilities in
dementia”. Even now little is known in detail about the pattern of cognitive change
in dementia. Britton and Woods (1985) propose that the increase in variability in
cognitive abilities among people with senile dementia may be as much a symptom of

the disease as the decrease in competence.

Woods and Britton (1985) also suggest that loss of adaptive ability may be one of
the first signs of dementia. If true this would indicate that there would be less
flexibility in the individual in responding to environmental press by changing their
adaptation level. Thus the expected effect of “environmental docility” (Lawton, 1982)
would be exaggerated as the area of maladaptive behaviour would be more easily

reached.

In drawing together the effects of dementia, there are a number of psychological
models such as: accelerated aging (Miller, 1977a), sensory deprivation (Inglis, 1962,
Bower, 1967) and development reversal (Ferm, 1974). Of most interest in the context
of this study is a proposal by Woods and Britton (1985) for a compensatory model.
This would seek to explain how persons suffering from dementia cope with the
changes in their competence, and what strategies individuals adopt in order to
maintain function at some level. The control systems that are used to cope with

information overload would be identified.

Woods and Britton (1985) propose that some of the variability in behaviours and
abilities between demented people may be attributed to individual differences in
coping under extreme pressure or stress. This clearly ties into the environmental
docility hypothesis where reduced competence results in excessive environmental
press at far lower levels of press, leading to maladaptive behaviour. Where possible
individuals adapt the environment to their lower levels of competence - thus an
ecological model of the relationship between the environment and demented elderly

people would provide a useful contribution to the compensatory mode! proposed.
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2.3.3 Personality

There has been little work in the field of personality types or personality
characteristics of people with dementia. Savage et al (1977) report on a number of
studies of personality in elderly people, including assessment of personality in
people with senile dementia. Various tests and adjustment measures were applied
but they found problems of relevance and practical applicability. For example, people
with senile dementia had a high score on “neuroticism” or emotionality, using the
Maudsley Personality Inventory compared to other groups. However, this could be
due to three factors: changes in the brain, concern over failing abilities or a simple
artefact of the scale. The scale items all required "yes"” answers to establish

neuroticism. People with senile dementia may simply be more likely to agree with

the interviewer.

Similarly there has been little research into the effects of the pre-morbid

personality in terms of subsequent effects on behaviour. Verwoerdt (1981) argues
that it is reasonable to expect that people who use aggressive and “high energy”
defences are especially likely to react with psycho-trauma to loss of competence.
Similarly, compulsive and rigid individuals are likely to react to the condition with
profound anxiety. Gianotti (1975) proposed that confabulation was more adaptive
than admitting failure of memory. Confabulators are characterised as ambitious, hard
driving and independent, often in the higher social classes. Sinnott (1977) claimed
that flexibility in the assumption of roles is the crucial adaptive quality in

determining how people will respond to loss of cognitive ability.

Woods (1989) suggests that the personality of the individual with senile dementia
normally reflects the pre-morbid personality. In some people loss of social control,
and a subsequent tendency to do outrageous things may be associated with specific
damage in the brain. Many apparent changes in personality, such as violent actions
in placid and gentle people may be the result of the impossible demands that are

being put upon them to survive with failing resources and abilities.
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Given the difficulty of establishing reliably the effects of pre-morbid personality,
the concept of personality style (Lawton, 1982) identified earlier would appear most
appropriate in the context of the present study. The way in which the demented
person responds to the environment, the interaction, demonstrates the personality
type. The resulting behaviour is thus in part an indicator of the personality. This
implies the need for a number of different outcome measures to reflect different

“maladaptive behaviours”.

2.4 Personal effects on competence of people with senile dementia

It has already been established that the loss of competence in people suffering from
senile dementia in itself varies widely between individuals and that the abilities of
individuals themselves vary over time (Woods and Britton, 1985). This section
discusses the major personal influences on variations in ability or competence of an

individual with senile dementia.

2 4.1 Personal Characteristics

The principal personal characteristic that is associated with dementia is age. There
is a steep gradient in the prevalence of dementia with age (Henderson, 1986) and in
chapter 1 the implications of differing prevalence rates with an aging population
were discussed. There is also some evidence “hat the rate of deterioration might be
slower when the onset occurs in people over 80, rather than in younger people
(Holden and Woods, 1982). Thus age does appear to be a persona! characteristic of
importance for competence and changes in competence of someone with senile

dementia.

Assessment of whether the sex of the individual affects likelihood of, or competence
in, dementia is confounded by the fact that on average women live longer. The
larger number of women found to be suffering from the condition (eg Gurland et

al, 1980) has been entirely attributed to this greater longevity (Office of Health
Economics, 1979). O'Conner et al (1989) found virtually identical levels of prevalence

by sex in people over 75 (males 10.1%, females 10.5%).
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However, major surveys in several countries have indicated that Alzheimers disease
type dementias occur more frequently among females (Royal College of Physicians,
1981). One of the risk factors associated with mufti-infarct dementia, on the other
hand, is being male (Woods, 1989). As the types of symptoms and progression of the
condition is dependent to a degree on the type of disorder (Woods, 1989) it is
possible that changes in condition might be associated with the sex of the

individual. Both the age and sex of the individual, therefore, could influence

changes in dementia related symptoms.

2.4 2 Depression

Depression can be associated with dementia and affect the diagnosis of, and
apparent progress of, the disease (Rabins et al, 1984). Holden and Woods (1982)
state that diagnosis of dementia and/or depression can often be delayed for months

or even years because of the similarity of symptoms and the possibility of both

conditions occurring in the same patient.

The masquerading of depression as dementia has led to the term pseudo-dementia
about which there has been some debate. Bermann and Rappaport (1984) have
identified distinguishing characteristics of pseudo-dementia. One example given is
that such patients tend to highlight failure whereas those with senile dementia
dehight in accomplishment and try to conceal failure. Rabins et al (1984) showed
over a two year study that depression related dementias had better prognoses than
senile dementias. By those who support this classification pseudo-dementia is
portrayed as a treatable, reversible condition which senile dementia, at present, is
not Others, for example Mahendra (1985), find this distinction arbitrary. He states
that depressive dementia should be considered within a category of reversible

treatable or secondary dementia but that it is possible to have depression and

irreversible dementia.
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Given this connection between depression and dementia it is important, especially in
the absence of a firm diagnosis of dementia, to allow for the possible impact of
depression upon the confused elderly person. Depression might affect both the way
the persons condition progresses and the way that he or she responds to the

environment.

243 Life Changes and Stress

Research has shown that life events can be significant in the adjustment of non-
demented elderly people (Murphy, 1983). Moreover, such life cha;lges as the death of
a spouse, are often associated with the diagnosis of, or apparent deterioration in

the condition of someone with senile dementia (Woods, 1989). This may be due to

the loss of someone to compensate for the demented person's disabilities rather than

an actual deterioration (Holden and Woods, 1982).

However, a recent study (Kirby et al, 1988) identified a syndrome termed hysterical
pseudodementia. This, it is proposed can occur with or in the absence of underlying
organ c pathology. The hysterica! behaviour is represented as resulting from an
adjustment or developmental crisis. In the two ¢~ <e histories presented one subject
appeared to be reacting to a problem of role loss. In the other an underlying
organic complaint had been amplified by inconsistent and unpredictable family
contact. This had resulted in an escalating cycle of avoidance and distress cycle. A
fixed schedule of visiting resulted in improved functioning in terms of both memory

and judgement.

Life changes are likely to have an effect on the competence of demented elderly
people because they are stress inducing. Methods of coping with stress before the
onset of dementia may be reflected in an individual's behavioural response to
stress. In an analysis of the influences on residents who wandered, Snyder et al
(1978) identified psycho-social factors that may influence a tendency to wander.
Among these were search for security, previous work roles and lifelong patterns of

coping with stress. Similarly, Monsour and Robb (1982) found that wanderers had
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historically engaged in higher levels of social and leisure activities, experienced

more stressful life events and tended to pace and walk under stress.

It is self-evident that one of the most important “life changes” associated with
residentia! care is the impact of the change from a life in the community to
communal life in a home. A number of studies have found that the process of

entry to residential care and the change in environment that results has a
deleterious effect (Lieberman, 1961; Blenker, 1967). There is an increase in mortality
and decline in both activity levels and psychological well being. One explanation of
the high mortality rate (Markson and Cumming, 1974; Wittels and Botwinick, 1974)

has been termed the “relocation effect”.

Tobin and Lieberman (1976) conducted a longitudinal study of applicants to three
homes for the aged They identified factors affecting the well being of those

admitted to residential care as opposed to those remaining in the community. The
type of people on a waiting list and in care were more alike in terms of cognitive
functioning, emotional state and self-perception than those in the community sample.
It was proposed that this was due both to selection bias (the more vulnerable were
more likely to enter care) and to the adverse effects of the process of entering an
institution. They also identified environmental discontinuity and maintained that the
larger the difference between the new and old environments the greater the

possibility that the elderly person would have to adapt beyond their capacity

Brearley (1977) points out that the admission of elderly people to residential care is
normally associated with distressing events such as a crisis in caring at home or
deterioration of their own mental or physical condition. Already in a low state,
therefore, the new entrants will have to cope with adjusting to other residents,

staff and the rules and expectations of the institution. There is a need for them to
assert their own individuality and to feel they have a role to play in the new
situation. They may feel angry to the point of violence. Brearley (1977) saw

apathy, withdrawal and denial in this situation as a form of passive violence.
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Not all the effects of moving into residential care need be negative. Focussing on
alert elderly people Weihstock and Bennet (1971) found an improvement in cognitive
functioning amongst new entrants. Established residents' cognition tended to decline
over time However, for people with senile dementia the process of changing from
one environment to another is likely to be particularly traumatic. Goplerud (1979)
found that rapid deinstitutionalization of mental hospital patients resulted in a sharp

rise in mortality.

Pattie and Gilleard (1978b) assessed 45 demented clients before and immediately
after admission to residential care. They were followed up six months and a year
after admission and the officers-in-charge were asked to assess the clients
adjustment to the home Within a year 10 had been hospitalised, 17 poorly adjusted
residents had deteriorated and 17 well adjusted residents had maintained the same
level of functioning Those who had made poor adjustments and those who died or
were hospitalised started off at about the same level of functioning but the latter
group showed a sharp deterioration on admission. The authors investigated whether

the level of dementia had any effect on outcome, but found no relationship.

The length of ime 1t takes residents to adjust to residential care has been the
subject of various studies. Bennett (1963) estimated that it took at least two months
to realise "loss of self” whereas Rodstein et al (1976) found that three-quarters of
new residents had overcome any problems of adjustment within six months. Any
assessment of a resident’'s well-being, therefore, may be affected by the process of

adjustment in the first few months.

In a study concerned with the effect of the environment of residential care on the
demented residents it is important to allow, as far as possible for such confounding
factors as life events. The life change that is most likely to have a profound impact

in this context is the process of admission and adjustment to the home. In order to
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exclude effects resulting from the process of adjustment to the home, therefore, it

is necessary to include only people who have been resident for a length of time.

2.5 Conclusion

The social ecology model has been identified as a useful approach for the
assessment of people with senile dementia and the environment. The effects of the
environment are represented in this approach as a function of both the competence
of the individual and the environmental press. Although normal aging is associated
to a very limited degree with loss of competence, the condition of senile dementia
has a profound impact on cognitive competence. Changes in competence may be
affected by personal characteristics of the individual but this study is primarily

concerned with the effects of the “environmenta! system” of residential care.
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CHAPTER 3
THEORETICAL PERSPECTIVES AND PREVIOUS RESEARCH
THE ENVIRONMENTAL SYSTEM

Introduction

The previous chapter 1dentified the social ecology mode! as a useful framework in
the assessment of environmental influences on behaviour. This study is concerned
with the environments in residential homes for elderly people. A brief ook at the
role of residential care in the continuum of care, therefore, is followed by a
discussion of the research into the supra-personal, personal, social and physical

environmental effects of this particular milieu.

3 1 The Residential Care Service

Residential care I1s only one possible option in the care of elderly demented people.
Case management (Challis and Davies, 1986) enables a co-ordinated approach to
service provision to be adopted in the community care of severely impaired elderly
people However, in the absence of this approach, the services allocated in practice
depend primarily upon the resources available and the current behaviour of the

chent

People with dementia are so well spread through various services that it was
possible tor MacDonald et al (1982) to tollow a matched set of 72 clients in four
types of facility local authority home, day centre, day hospital and hospital ward
over nine months. They found that the different types of facility had no significant
effect on outcome in terms of mortality or dementia. There was some indication of
an improvement in dependency that was linked to day care. Pattie and Gilleard
(1978a) compared three groups of 30 in psychogeriatric and psychiatric wards and a
specialist home over an 18 month period. Again they found no difference resulting
from location in mortality, physical disability or apathy. Communication difficulties
and social disturbance deteriorated most in the psychogeriatric ward. However,

when “life satisfaction” among alert elderly people was compared across two
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different types of residential establishments in the US, it was found to be higher
within the facility which offered fewer constraints upon behaviour (Wolk and

Telleen, 1976).

A problem associated with comparisons of people over disparate types of facility is
that there are few easily applied measures with which to compare the different
environments in which they live. Such studies face the difficulty that a multitude

of different influences and interactions are incorporated under the heading
"geriatric ward"” or “day care”. Specifically they ignore the issues of person-
environment fit. Thus an inappropriately placed person may not thrive in a geriatric
ward, however positive the environment. Conflict in the home environment may have
a similar etfect upon a person receiving appropriate day care. Clough (1981)
suggests typologies of settings which are intended to make widely varying
institutions comparable on a number of dimensions. These, however are very broad
and do not encompass the differences relevant when day care, for example, is

compared with residential care.

This study I1s concerned with variations in the treatments or environments within

one type of provision, local authority residential care. The social ecology approach
identified four principal dimensions to the environment: supra-personal, personal,
social and physical. It is necessary to identify within these dimensions the specific

influences which are likely to be of importance to residents with senile dementia.

3.2 Supra-Personal Environment

Local authority “homes” for elderly people are typically forty bedded, purpose built
establishments. There is an inherent contradiction in this situation; a public
institution is supposed to provide a homely atmosphere and true feeling of home to
people who have lived in small family units or on their own for most of their

lives.
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The problems of the conflict between the public and private dimensions of homes
have been well researched and possible solutions proposed (Willcocks et al, 1987).
However, these have been explored almost exclusively from the point of view of the
alert but physically disabled resident. There is a school of thought that many
attempts to make homes more homely actually negate some of the benefits of

residential care (Meteyard, 1985).

3.21 Other Residents

One of the principal foci of debate with regard to the supra-personal environment

of the demented elderly in residential care is the degree to which they should be
integrated with residents who have no mental deficits. The debate over the value of
separation or integration of “elderly mentally infirm” residents was galvanised by
Meacher (1972) who argued strongly against separatism. He considered that isolating
and labelling individuals as "confused” created roles and stereotypes so that it was

easiter for residents and staff to accept the self-fulfilling prophecies.

While there is a lack of any study in which the comparative benefits of specialist
and non-specialist homes is explored, the debate, as mentioned in chapter 1, has
largely been overtaken by events. A number of authors (Mushet, 1985; De Zoysa and
Blessed, 1984) have identified the prevalence of demented elderly in “ordinary”
homes, whether specialist care facilities exist in an area or not. In a study by

Wilkin and Jolley (1979) officers-in-charge said that the main problem of managing
the confused residents was their relationship with the lucid residents. Evans et al
(1981) assessed six homes in the Manchester area, with a representative range of
the “mix” of lucid and confused residents. They concluded that a mix much above
30% confused, created problems for staff and lucid residents. If the mix was 30% or
below, they felt the advantages gained by the demented residents were of a more

normal homelike and stimulating atmosphere.

Harris et al (1977), however, found in a study of eight homes that “confused

residents do not integrate into the life of mixed homes but tended to be excluded
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from particular sitting rooms and rarely were spoken to by alert residents. Norman
(1987) argues that much of the feeling against specialist homes assumes that the
alternative is integration and access to facilities available in ordinary homes. She
maintains that in many cases the alternative is long-stay psychiatric wards and thus
even more severe segregation. Moreover, the assumption of a lower quality of life in
all specialist homes was not borne out by her study of 14 specialist homes selected
because they were “seeking to provide high-quality care to long-stay dementia
sufferers”. Similar conclusions were drawn by the Social Services Inspectorate (1985)
in their study of 20 specialist facilities. The message from these studies was that
good care practices were similar whether the target group was the mentally alert or

confused.

The population of a home for elderly people does not consist only of long-stay
residents. The provision of day and respite care means there is also a throughput of
other elderly people for whom the establishment is not their home. What effect does

this have on demented residents in the home?

Sinclair (1988) argues that in providing respite care the proportion of residents who
are short-stay are too small to impinge very much on other residents in the home.
Allen (1983) noted that short-stay residents did not have much impact upon other
residents who seemed indifferent to them unless they were in direct conflict, over
where to sit for example. However, when the situation was assessed from the
perspective of the short-stay residents, both Kuh and Boidy (1981) and Allen (1983),

reported that long-stay residents were unfriendly and rejecting.

In Home Life (Centre for Policy on Aging, 1984) short term care was seen as
potentially disruptive in long-stay homes and it was suggested that wherever
possible separate units should be provided. This recommendation would appear to fit
well with the views of elderly people themselves. Allen (1983) found that from the
recipients' point of view short-stay care appeared to be most successful when they

stayed in a specialised home or unit.
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The provision of day care in long-stay homes suffers from similar difficulties faced
by short term care (Allen, 1986). Edwards and Sinclair (1980) found that day care
was more successful when provided in separate facilities in the homes than when
day care residents were integrated into the home. When day care residents mix
with long-stay residents they are often regarded as intruders, particularly if they

are seen to be competing for territory or staff time and attention (Allen, 1986).

A number of aspects of the supra-personal environment provided by the resident
population of the homes are potential influences upon the long-stay residents. The
"type” of population will reflect admission policies, such as restricted admission to
people with mental infirmity The proportion of “confused” residents has also been
seen as an important influence on resident well-being. Moreover, the use of the

homes to provide day and short term care may prove disruptive.

3.22 Staffing

The members of staff in a home for elderly people form another population, in many
ways quite separate, from the resident population. Staff play a crucial role in
determining the well-being of residents in the home. By definition, residents are
often highly dependent upon care staff for the basic functions of life, personal

care, getting fed and so on. The prevailing ethos, training and number of staff will
be a major influence on residents in the homes, either directly or indirectly. In
discussing the influence of the characteristics of the staff, it is necessary to

establish the tasks and roles of staff in the homes.

i) Roles of Staft

There are three categories of staff in homes for elderly people whom Imber (1977)

found to have significantly different roles:



- Supervisory "administering drugs, changing dressings, reading to
residents, playing games with residents, organising social

events and paperwork”

- Care staft “washing clothes, washing residents, dressing residents,

making beds and taking residents to the toilet, sluicing”

- Domestic staff “preparing food, cleaning, tidying and washing up”

Willcocks et al (1987) found that supervisory staff had their time dominated by
office administrative tasks, and care staff by keeping residents clean in one way or
another. Although domestic tasks were done by all grades of staff this was the only
type of task undertaken by domestic staff. In terms of proportions, 17% of all staff

in homes were employed in a supervisory capacity and 50% were care staff.

One of the problems associated with assessing the quality of staff care is that there
are divergent views on the role of caring staff. Lipman (1977a) advocates greater
separation between staff and residents to enhance co-operation and maintenance of
skills. Similarly Clough (1981) views staff as a background resource, keeping a low
profile. Brearley (1977), however, identifies a split between residents and staff as
having a negative effect as this can create hostility between staff who feel rejected
and residents who feel vulnerable and afraid. Of course, a great deal depends on
how the home is managed, its aims and objectives, and if these are working in

practice. Woods and Britton (1985) suggest:

An important way of achieving the right social distance is to
increase the status of residents, perhaps by acknowledging the
often forgotten fact that the institution exists for their

benefit! (p270)



Contact with staff does not necessarily mean beneficial contact. Fairhurst (1978)

observed four types of talk between geriatric patients in hospital and staff:

- Time-out talk (an alternative to “real” duties) often taking the form of
joking.
- Ceremonial talk task oriented eg "it's time to get up”, used to ensure the

smooth execution of tasks.

Superlative talk consisting of unwarranted praise such as “wonderful” - often

used with demented patients.

Persuasive talk used to get patients to take unwanted medicines or

participate in activities.

Lipman et al (1979) analysed whether verbal interactions with residents of homes

for elderly people were supportive or instrumental. The proportion of supportive
Interactions between residents was high in all homes. However, the relationship
between staff and residents varied between homes: the proportion of staff-resident
interactions that were classified as supportive was as low as 22% in some homes and
as high as 70% in others. In many homes the majority of staff-resident interactions
were instrumental. Whether residents were confused or not did not affect the

proportion of supportive interactions with them.

Fleishman et al (1987) found that cognitively impaired elderly people in nine units
received lower quality of care than those without impairments. Staff members were
less inclined to have contact with patients who were aggressive or apathetic.
Godlove et al (1980) found that staff preferred looking after physically dependent
residents partly because they are easier to deal with and partly because staff felt

able to be more helpful. However, Evans et al (1981) found that in homes for
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elderly people staff appeared to like working with confused residents - of those

who specified a group, 70% mentioned confused residents.

ii) Training

Without adequate training neither the quality nor quantity of social contact is likely
to improve. Very little work has been done on the effectiveness of training. Davies

and Knapp (1981) found little evidence of the effect of training on the quality of

lite for residents. W and B-thm(1985) suggest that training is only effective if

the institution is structured to encourage the trained skill to be used.

Sperbeck and Whitbourne (1981), in the USA, trained staff in behaviour modification
plans specific to four individuals. They suggested that staff training could
effectively reduce dependency. The approach adopted by the training package was
based on the assumption that underlying reinforcers for elderly people become
increasingly more unique with age as people diverge on needs, interests and

capacities

Senile dementia is a medical condition, which suggests that medical expertise
among the staff would be an appropriate training requirement. Moreover, the use of
drugs in homes for elderly people is an area of some concern (see section 3.3.1).
However, nursing qualifications may be associated with a type of training that is
inappropriate for homes for elderly people. The ingrained orientation of many nurses

IS to be over-helpful, undermining peoples' independence (Nowakowski, 1985).

Training requirements of staff in residential homes are far from straightforward.
Wilkin and Jolley (1979) recommended that the provision of short training packages
should include “medical and social aspects of aging, the sociology of institutions and
applied psychology as well as training in physical care”. There is a growing quantity
of material available for training purposes (Atherton, 1986; Douglas and Payne, 1985,

1987, 1988; Phillipson and Strang, 1987). However, Greenwell (1989) suggests that
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there is a lack of guidance still upon the efficacy of this training material and the

degree to which it portrays elderly people generally in a positive light.

iii) Numbers and Turnover

However well trained the staff, if there are too few of them to cope with the

physical requirements then the “conveyor belt” system has to be adopted simply to
cope with basic needs. In a study in Manchester (Evans et al, 1981) in the two
homes with the greatest number of confused residents, a sensitive and rewarding

regime of personal care would have consumed one third of all staff time.

Davies and Knapp (1981) used data in the Residential Census for 82 homes for
elderly people and found that the employment of care staff was positively related to
resident dependency and to the provision of day care. The number of care staff
employed was influenced only slightly by design features whereas the number of
domestic staff was influenced by many design features and not at all by the

dependency of residents.

The actual staffing level in a home will depend upon vacancy levels, sickness and
turnover of staff as well as the official establishment of the homes. Knapp and
Harrisis (1981) found that dependency characteristics had no effect on staff
turnover or vacancies. The problems of recruiting and retaining suitable staff
appeared to hie with the management of the homes rather than with the residents.
The authors found that there were more supervisory staff vacancies where the
planned staff-resident ratios were relatively high. In contrast there were more care

staff vacancies where the planned staff-resident ratios were lower.

There is an underlying assumption that high turnover of staff is likely to have a
negative impact on resident well-being (Burling, 1956; Handschu, 1973). However
there appears to be little evidence on the impact of staff turnover or sickness on
residents. One analysis of discharge rates of North Carolina nursing homes (Halbur

and Fears, 1986) found high turnover was associated with favourable outcomes for
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residents. They suggested that new recruits may be more prepared to accept

different ways of working and use of technological innovations.

Any investigation into the effect of the environment in local authority care homes
on the residents must take into consideration the type of qualifications held, the
numbers and the turnover of staft. For the individual resident, however, the

experience of residential care will also be affected by their “personal environment”.

3.3 Personal Environment

In the social ecology framework two aspects of the environment of residential care

are classified as personal: the use of drugs and personal relationships.

3.3.1 Drugs

An area of major concern is the administration of medication in homes for elderly
people Careful drug administration is of particular importance with elderly people

as the risk of an adverse drug reaction is generally higher: in people aged over 80
the nisk is three times that in adults aged between 30 and 40 (Melmon, 1971;

Durgin, 1982). There is also the problem of multiple drug use. Adverse reactions are
even more likely to occur when four or more drugs are being taken (Shaw and Opit,
1976) Studies of drug use in residential establishments have found between 21% and
37% of residents in local authority homes taking four or more drugs (Bowling and

Bleathman 1982, Wade et al, 1983).

Psychotropic drugs, which act on the central nervous system and have a sedative or

mood altering effect, are of particular concern in the present study as they:
...permit the control and management of personal and social

problems. Such drugs may be functional for staff but

dysfunctional for elderly residents. (Wade et al, 1986, p178)
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The difficulties of management of demented elderly people and associated
behavioural difficulties may encourage staff to adopt the use of psychotropic drugs.
Wade et al (1983) found that 37% of residents in local authority homes had taken
psychotropic drugs in a 24 hour period. Bowling and Bleathman (1982) found that
44% of residents in local authority homes were taking at least one psychotropic
drug. These two studies also found that there appeared to be insufficient medical
supervision of residents, who often had little contact with their GP. In any study

of the effects of residential care on residents with senile dementia, therefore, it is

important to monitor the use of psychotropic drugs.

3.3.2 Personal Relationships

The existence of a confidante has been shown to significantly affect outcomes for
elderly people in the general population (Berkman and Syme, 1979). Little work
appears to have been done in relation to the effect of personal relationships on
demented elderly people. Retsinas and Garrity (1985) found that loners in old
people's homes tended to be confused. Confusion was a significant factor in
explaining the degree to which residents formed friendships. As dementia
progresses the ability to form and retain friendships is severely limited (Gray and
Isaacs 1979). However, it would be reasonable to suppose that support from
significant others in the early stages of the disease would be an influence on the

ability to cope with environmental press.

The nature of the relationship between people with senile dementia and people who
care for them is also of importance. Bergmann et al (1984) found that in the short

term “good” outcomes for day hospital pa{tients were associated with a high level of
dependence upon the carers. Relationships characterised by the patient dominating

the carer were associated with "poor” outcomes.

Social isolation does appear to be related to senile dementia in the community
(Gilhooly, 1984). It is seen as a consequence rather than a cause of mental disorders

in old age (Lowenthal, 1965). One study found that although social isclation did not
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appear to affect mortality, it was found to be a major factor in deciding whether

people with senile dementia entered an institution (Bergmann et al, 1978).

Once in residential care the continuation of contact with residents' past life and
relationships tends to be in the form of visitors. Greene and Monahan (1982) found
that the frequency with which relatives and friends visited residents in nursing
homes had a significant effect on psychosocial impairment. Wilkin and Jolley (1979)
found that the overall level of visiting was low, with 35% of residents of homes
being rarely or never visited. They found that length of stay and the presence of
mental infirmity discouraged visiting. The physical location of the home in relation
to where the resident lived previously also will affect the number and frequency of

visits (Norman, 1984).

For alert elderly people personal relationships are one of the most important aspects
of the environment. The question of how important an influence they are on
demented people remains. People with senile dementia are often reported to have
difficulty remembering relatives (Woods, 1989). Those who are in residential care,
away from people with whom they have long-established relationships, are likely to
have even more difficulty in maintaining relationships. The degree to which
residents will form new, and maintain long-standing, relationships will be dependent
in part on the attitudes of staff (Woods and Britton, 1985) and the social

environment of the home.

3.4 The Social Environment

The attitudes and qualifications of staff will also be a fundamental influence on the
social environment, particularly the type of care practices and regime that prevail

in a home (Davies and Knapp, 1981). In an institutional setting the way work is
organised can have a crucial effect on outcomes among people who are being cared
for. Miller (1985) compared three pairs of wards in three hospitals contrasting the
effect of task oriented practices with individualised care for elderly patients. The

task oriented wards had twice the level of double incontinence, a lower turnover of
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patients and a higher mortality rate. However, in the tield of residential care for

elderly people the results of research have been less clear.

3.4.1 Caring Regimes

Much work in assessing the social environment has concentrated on the
classification of the social environment of homes for elderly people in terms of
caring regimes. The aim has been to define and measure aspects of care practices
and policies that are assumed to have negative or beneficial effects. Goffman's
(1962) theory of total institutions has been adapted to homes for elderly people by

Hughes and Wilkin (1980) and summarised by Goldberg and Connelly (1982). A “total

institution ” is one in which:

- All aspects of daily life are conducted in the same place under the same

authornty

- Daily activity is carried out with large numbers of others who are treated alike
and doing the same thing;

- Dauily activity is routinised and fixed to a schedule which is imposed on inmates
by formal rulings and a body of officials;

- The various enforced activities and routines constitute “a rational plan” designed

to fulfill the offictal aims of the institution.

The concept was adapted by King et al (1971) to develop measures of “inmate
management” based on Goffman’s definition for homes for people with mentally
handicaps Institutions were classified as tending towards resident-oriented or
institutionally-oriented regimes along four dimensions: rigidity of routine, block

treatment, depersonalisation and social distance between staff and inmates.

A study in Cheshire (Kimbell et al, 1974) adapted this approach for use in old
peoples homes. No relationship was found between overall dependency and regime
but the level of mental confusion among residents was related to low social distance

between staff and residents and a more structured routine. One of the problems of
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such a cross-sectional study, is difficulty in establishing cause and effect. For
example, the officers-in-charge who provided a more flexible routine may have been

more prepared to admit and tolerate confused residents.

Pincus (1968) distinguished four dimensions of the institutional environment;
public/private, structured/unstructured, resource rich/sparse and the
isolated/integrated dimensions. The measurement of each was done in terms of
physical plans, rules and regulations and programme and staff behaviour, providing
twelve “cells” which describe the home. A fifth dimension - personalisation -
referring to social distance between staff and residents was added later (Pincus and

Wood, 1970).

Based as they are on the environmental totality model the approaches to assessing
regime outlined above encounter a number of problems. The “regime” of a home may
be inconsistent - Booth et al (1982) argue that in many homes there are multiple
regimes, that homes are a confused mixture of unnecessary, unhelpful rules and
sensitive practice Moreover, the indicators chosen may not be empirically consistent
internally in reflecting the desired aspect of the home. Booth (1985) used cluster
analys!s on data collected to reflect the regimes of homes. He identified three
clusters of homes, which he defined as having positive, multiple or restrictive

reqimes. Full definitions of these regime types can be found in chapter 8.

Although this provided a useful way of categorising homes, the different types of
home did not appear to affect the outcome for residents in terms of dependency
indicators (Booth, 1986). Booth states that increased dependency was seen as a
likely outcome in that “the weight of informed opinion now accepts that the process
of care may in itself induce dependency (DHSS, 1979; Institute of Medicine, 1977,
PSSC, 1977)". Baltes et al (1980) showed that staff in USA nursing homes typically
failed to respond to independent behaviour but strongly supported dependent
behaviour. Baltes et al (1983) argue that residents do not experience learned

helplessness but use dependent behaviour to obtain reinforcement. Thus the
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residents can be seen as active contributors to the caring regime. This contrasts
with other studies (eg Bowker, 1981) in which the residents are seen very much the

victims of a medical model of practice that needs “humanising”.

Many of the terms used in these investigations are heavily value laden. Regimes are
"positive” if they allow greater freedom. Regimes are “restrictive” if they limit

choice. Residents are described as “victims” and so on. Such labelling may not be
appropriate, particularly in the care of people with senile dementia. Hegeman and
Tobin (1988) conducted a survey of autonomy enhancement programmes for mentally
impaired elderly people in the three states in the USA. They found a number of
programmes which were described as autonomy enhancing but involved the use of
locked and segregated units. Several of these reported enhanced functioning of
residents. The authors suggest this is due to elimination of other physical or
chemical restraints which may ultimately increase functioning and authentic decision
making It may be inappropriate, therefore, to label certain practices or policies as
"restrictive” or “positive” without a clear association with the outcomes for the

residents.

3.4.2 Environmental “fit" and Social Climate

In the congruence mode! (Kahana et al, 1980) morale was predicted by measuring
the “fit “ between the elderly person and their environment. Congruence was
measured on seven dimensions: segregation, congregation, institutional control,
structure stimulation, affect and impulse control. In a study of three homes it was
found that if there was too much congregate activity for the individual this would
adversely affect morale. Similarly, morale was affected if the resident felt “out of
step” in whatever direction as regards “impulse control”. However, in the home in
which individual-environmental congruence was least important, there were more

options open to residents and the home had fewer “total institution” features.

The Sheltered Care Environment Scale (SCES) was developed by Moos and Lemke

(1984) as part of the Multiphasic Environmental Assessment Procedure (MEAP). The
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MEAP is a method of assessing residential care settings, and consists of a general
rating scale, a checklist of physical and architectural features, a policy and
programme information form, resident and staff information form as well as the
SCES. This methodology is based in the social ecology model of aging and

represents the different dimensions of the environmental system as interactive.

The SCES is designed to assess the social climate of a facility by obtaining the
perceptions of all, or a proportion of the staff and residents in a facility. Seven
dimensions: cohesion, conflict, independence, self-exploration, organisation, resident
influence, and physical comfort, are derived from 63 items. These are described in
more detail in chapters 5 and 8. The dimensions of the social climate and their
interrelationships are intended to reflect the character of the institution. Different
climates will reflect the characteristics of the resident population of the homes as

well as the policies and practices of the care staff.

This method of assessing the social environment represents a broader approach than
the assessment of caring regimes identified above. The “objective” information
gathered by the policy and programme information form in the MEAP is closer in
some ways to the basis of the regime measures. However, there is likely to be a
close relationship between the regime and the social climate of a home. It might

be possible to deduce the regime from the social climate. For example, low
"iIndependence” and low "resident influence” might reflect Booth's definition of a
“restrictive” regime. However, it would be impossible in the absence of numerous
value laden assumptions to deduce from the regime types such aspects of the social

climate as the level of "cohesion” or "conflict”.

Various researchers have used parts and combinations of the MEAP (eg Lemke and
Moos, 1980, 1981) as a basis for assessing both comparison of the social climate in
different facilities and comparison of facilities over time. This latter may be of
particular interest when the intention is to effect change by changing the

environment. A study by Ransen (1981) indicated that long term results of two
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intervention programmes were dependent on whether systematic alterations had

occurred from a social ecological perspective.

In examining determinants of the social climate Moos and Igra (1980) found that
establishments with more socio-recreational activities and policies which encouraged
resident control had high levels of “cohesion” and "independence”. Less “resident
influence” and “independence” were found to be associated with higher staffing

levels, even after allowance had been made for type of facility.

The outcomes for residents using the social ecological approach, however, have
tended to focus on other measures in MEAP such as resident functioning (Holland et
al, 1981) or community integration (David et al, 1981). Indeed "engagement” or “rate
of activ ty” have often been regarded as appropriate outcome measures in
assessments of residential care settings (eg Rothwell et al, 1983; Jenkins et al,
1977). This 1s partly due to the very low level of activity that predominates in
residential institutions for elderly people (McFadyen, 1984; Godlove et al, 1980).
Social interaction 1s also very low. In observation studies McFadyen et al (1982) and
Godlove et al (1980) found that about 12-13% of the day time was spent in social

contact by residents in homes for elderly people.

3.4.3 Activities

Attempts have been made to increase activity rate or social interaction by
behavioural conditioning. Mueller and Atlas (1972) increased interaction dramatically
within a group of five withdrawn and uncommunicative patients using token
reinforcement and conversation facilities. However, in the majority of cases the

approach has been to provide additional activities.

Studies that have assessed additional activities (Felce and Jenkins, 1979; McCormack
and Whitehead, 1981) have found on the whole that raised engagement levels have
been temporary. Little thought appears to have been given to whether the activities

were likely to be of much interest to participating residents. Tinsley et al (1985)
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devised a system for classifying activities using cluster analysis on responses from
1,649 55-75 year olds living in the community. The benefit received was represented
as: companionship, compensation, temporary disengagement, comfortable solitude,

expressive solitude and expressive service.

In terms of the relationship between activities and people with senile dementia the
intention is often to reduce sensory deprivation. However, there is some evidence
that too many organised activities may confuse residents (Kimbell et al, 1974).
Woods and Britton (1985) identified an increasing concern to specify the type and
intention of activity or stimulation used for demented people. For example, Snyder
et al (1978) observed that wandering can be reduced by satisfying the wanderers
needs for self directed (if haphazard) exercise and security. Social groupwork (Carey
and Hansen, 1985-6) was found to develop a sense of belonging and togetherness
while focussing on maintaining social and mental function of residents with

Alzheimers disease.

Berman and Rappaport (1984) recommend that activities should take into account
stamina, tolerance of unfamiliar surroundings and comfort with groups of people.
They suggest that structured aims and labelling can curb negative behaviour. Feier
and Leight (1981) describe a communication cognition programme which emphasised
activities but in a specialised context. The aim was to build on interests and

enhance learning abilities that deteriorate with age. Presentation was simple but on
an adult level. No formal assessment was done but anecdotal, informal evidence
indicated that there appeared to be an improvement in the first three months, after
which the programme needed to continue simply to sustain this level of

improvement.

Nolen (1987) suggested a four step programme for meeting the activity needs of
withdrawn or confused elderly residents. These consist of establishing communication
using statements (rather than questions) and non-verbal means, rituals regarding

time and expectations of residents, ties to the external environment and consistency
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across staff. A lot of work with demented people, however, currently focuses on

specific therapies.

3.4.4 Reality Orientation (RO), Reminiscence and Validation Therapy

Often activities organised for demented elderly people are intended to use the
technique of reality orientation. This approach is intended to reintroduce the
disorientated person to current reality (Folsom, 1968). Three major components were
identified: informal or 24 hour RO, RO sessions or classes and staff attitudes to
patients. Woods and Britton (1985) note that this last aspect does not appear to
have been developed or investigated. However there has been a large growth of
interest in 24 hour and sessional RO within the last decade. 24 hour RO involves
staff reinforcing the current situation with every contact. This is in terms of time,
place and identities of people around the demented person. RO sessions were
intended to back up this approach rather than be conducted separately. Groups of
three to six residents or patients would meet daily for about half an hour. All

grades of staff would be included and discussions concerned current information
using a tangible focus such as a picture or music. Holden and Woods (1982) provide

a useful practical manual and guide to research in the field.

Reviews of research findings (Woods and Britton, 1985; Holden and Woods, 1982)
suggest that verbal orientation is most frequently found to be improved by RO, with
very little evidence of generalised behavioural change. This may be due to the fact
that while RO sessions may be carried out as planned (Holden and Woods, 1982) 24
hour RO rarely, if ever, is (Hanley, 1984). Although staff are often enthusiastic

about the approach their actual behaviour may not change when interacting with the
residents (Hanley, 1984). Woods and Britton suggest that 24 hour RO has not been

truly tested yet as it has never clearly been implemented.

Reminiscence therapy (Age Concern, 1984; Kaminsky, 1984; Coleman, 1986) has
become increasingly popular over the last few years (Woods and Britton, 1985) both

with alert and confused elderly people. Discussions in groups or with individual
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elderly people focus on events in the past, as far as possible tying these into the
individuals life experience via photographs, smells, objects and music. Woods and
Britton note that for the most severely demented patients a piece of music from
their youth may elicit a response where nothing else has. They also note that it
potentially helps staff to see the patient as a whole person. Research evidence on
its effectiveness however tends to be anecdotal. For example, Norris and Abu El
Eileh (1982) describe the results in terms of increased participation and more

spontaneity and enjoyment, but do not tie this into particular methods or materials.

Validation therapy (Feil, 1972; Feil, 1985; Van Ammelsvoort Jones, 1985) has been
developed in the USA. Using this approach, workers try to link in to and
understand the feelings being expressed by disoriented people over the age of 80.
This often requires detailed knowledge of the life history of the individual
concerned as, in individuals regarded as suitable for the therapy, much behaviour

may be acting out unresolved past conflicts (Feil, 1985).

Assessments of specific techniques such as reality orientation or validation therapy
often make use of control groups, or use before and after measures to establish
whether the treatment has had the desired effect. One difficulty with this type of
design is the need to allow for "externalities”, that is confounding environmental
factors. In particular, the training and involvement of staff required for such
experiments, may result in a profound change of social climate taking place, which
has httle to do with the specific technique being tested. If such effects are to be
allowed for an understanding of the probable influences and a reliable method of

monitoring them are required.

3.5 The Physical Environment

Lawton (1983) found that studies which assessed the environment had, with few
exceptions, not differentiated the social and physical aspects of the environment nor
linked them in single dimensions or ratings. Keen (1989) points out that this

results in an inability to describe and measure the impact of design on demented
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elderly people. Many theoretical frameworks imply a deterministic relationship
between the physical environment and the individuals that use it (Keen, 1989). Even
where the theoretical relationship is two-way, in practice there is an assumption
that the environment acts on the individual (eg Lawton, 1981). This type of
approach, which is often implicit, has been termed “architectural determinism”

(Hillier et al, 1987).

Keen (1989) argues that people are capable of, and do, create environments that
they enjoy living in. Demented elderly people may also act on their physical
environment. For example, Woods and Britton (1985) discuss the attempts that have
been made to try to improve social interaction by rearrangement of seating in
lounges The normal arrangement to be found in lounges in most old peoples homes
and 1n day rooms in hospitals is a large space in the central area and the chairs
with their backs to the walls. This is about the worst arrangement possible if social
interaction is to be encouraged and if the chairs are rearranged in small groups
round coffee tables there is an increase in interaction (Sommer and Ross, 1958;
Peterson et al, 1977). However it is very difficult to maintain such an arrangement

(1n both studies chairs kept finding their way back to the walls). Woods and Britton
suggest this could be due to care or domestic staff convenience or to residents
wishing to have something solid behind them or to facilitate their view of what is
going on. If the change were due to residents or patients wishes it would prove an
interesting example of demented elderly people changing the physical environmental

"press” in order to maximize their "“competence”.

The interpretation of physical surroundings will necessarily depend on the
individuals subjective feelings and competences (Keen, 1989). In the example given
above, the lounges or day rooms were seen by staff as places for social interaction;
by the residents they may have been seen as places for observation. The seating
layouts required for each activity are very different, hence the conflict over the

most appropriate arrangement. It is important therefore, in any assessment of the
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physical environment to link these as closely as possible to the needs of the

residents.

3.5.1 Design of homes

One of the major difficulties in designing an appropriate physical environment in
which to provide residential care for elderly demented people is the variety of
needs that it should fulfill. Ideally the home should combine a prosthetic function
with a homely atmosphere. The difficulties encountered both by physically and
mentally disabled people should be allowed for, together with the needs for privacy
and territoriality. De Long (1974) argues that environmental design for elderly

people should provide:

... a prosthetic environment to increase the competence of the
older person, or an environment reduced in complexity and so
clearly encoded that additional redundancy compensates for

decreased competence. (p108)

Scottish Action on Dementia (1986) also took as a main point of principle that the
physical environment should be “compensating” for disability. This emphasis upon
compensation fits well into the ecological approach being adopted here, but still
begs the quest'lon of what people with senile dementia as a group require from their
physical environment. In establishing these requirements the issue of specialist or
non-specialist provision is also raised: are the design needs of people with cognitive

difficulties and those with physical disabilities compatible?

Lawton (1979) described the Weiss Institute of the Philadelphia Geriatric Centre
which was designed with the needs of elderly mentally impaired people in mind. The
wing comprises of a large open space surrounded by bedrooms so from the door of
his or her bedroom the patient can see everything that is going on. Colour is used
on the floor to provide notional corridors and the dining area is visible but

separated from the rest of the space by means of a pofe divider. Lawton regards
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this as a very unsuitable environment for the mentally capable as they would have
their “life space grossly constricted by the forced centering of most activity in the
central area”. Lawton's study of staff and relations' attitudes revealed a strong
conviction that mixing the more alert and the more impaired produced a deleterious

effect upon the better off residents.

Harris and Lipman (1980) in contrast, emphasise the advantages of integration.

They feel that there are benefits to both sides when mentally alert residents assist
the less able. However, they found that in communally designed homes there was in
effect segregation as the confused residents tended to use one particular lounge and
eat separately. These are the equivalent to the "hote!” type design identified by
Norman (1984) in which there is a central dining room and communal spaces are

shared by all residents.

In homes designed for group living bedrooms are arranged in groups of eight or ten
and have dining and communal areas specific to the group. Lipman advocated this
type of design and minimal routine staff contact in order effectively to throw
residents on their own resources to cooperate producing meals and so on. If, as
suggested earlier, the ratio of demented residents gets higher in homes for elderly

people it is possible to foresee a number of difficulties with such an approach.

The group living design of homes was pioneered in 1969 (Hitch 1970) with the aim
that residents should be encouraged to take part in purposeful daily living. The idea
caught on quickly and by 1980 in a survey of 29 local authorities (Willcocks et al,
1982) 14% of homes were classified as group and 19% as semi-group. There is some
evidence that the group design encourages staff to do less for residents (Simpson,
1971). An observational study also found there was a marked increase in activity
among residents with dementia following the introduction of group living (Rothwell

et al, 1983). However, one recent comparative longitudinal study of homes found

very little effect on resident outcomes in terms of change in personal functioning

over a period of two years (Booth and Phillips, 1987). The Wyvern Partnership study
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(1979) and Thomas (1981) found that considerable differences emerged in the way
space was used and in the life of identically designed group living homes. However,
the same study found that group homes tended to be more “therapeutically” oriented
than non-group homes. Norman (1984) suggests that there are advantages to both
types of design and that the purpose of the building and aims be thought through

carefully in the early design stage.

In 1976 Lipman and Slater suggested the possible use of high rise buildings to get
around some of the problems presented by conventional home design for demented
residents These problems include long corridors with many similar doors and such
restricted space that rooms appear very similar. In examining the problem of
confused residents finding their way around they suggest that the number of

cornidor junctions with similar views in each direction gives an indication of how
confusing a home 1s Opportunity to meet other people on the way from one place

to another may help but may prove even more confusing. Even small group units
which may individually provide an easily assimilated environment might be so similar
to one another that a resident may wander into the wrong unit and be unaware of

the fact

The value of retained skills is illustrated by Munn (1984). She found that the
experience of taking demented residents on holiday to a traditionally designed guest
house suggested that the normality of the surroundings in terms of their previous

life experniences encouraged them to find their way around more easily.

A major design concern which emerges from these studies is the need of residents
to orientate themselves in space. A resident needs to be able to find his or her way
to where they wish to go if they are to exert even minimal control over the

activities of daily living.
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3.5.2 Aids to Orientation

Other aspects of the physical environment than the design of the home will affect
the orientation of demented residents. One early, classic study by Cameron (1941)
established a link between darkness and delirium in demented subjects. The
investigation was into patients who suffered from night disturbance among whom the
delirium appeared more quickly and was more marked. He suggested that demented
people were more dependent upon continual visual scanning in order to maintain
orientation in space than non-demented people. This may be because their ability to
retain an internal picture of their surroundings was low. Hodge (1984) comments
that this result may also reflect a social dimension. Being alone in a darkened room
or effectively isolated from other people by the darkness removes an important

environmental prop.

There have been a number of experimental schemes which aim to provide specific
aids to enhance residents’ orientation. Hunt and Roll (1987) proposed a method of
famiharising people with a building before they entered an institution with the aim
of mitigating the relocation effect mentioned earlier. However, such an approach is
unlikely to be very useful with demented people, who are dependent on immediate

environmental cues for their orientation.

The Reality Orientation (RO) approach (Holden and Woods, 1982) to the
management of people with senile dementia emphasises the use of environmental
aids. They suggest the use of large clear accurate clocks, calendars, signs and
pictures. People need to be taught where these are and encouraged to use them.
Bright colour coding of doors and bedroom furnishings is also suggested to aid
memory. However, Snyder (1978) suggests that such cues may be of minimal
assistance to habitual wanderers, and Hanley (1981) showed that the introduction of
signposts did not in itself effect the ability of patients to find their way around a
ward. However they did seem to help when incorporated as part of a ward

orientation programme.
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The physical ambience of the homes, reflected by the level of light and noise (Feier
and Leight, 1981) is likely to be an important influence on the demented residents
ability to orientate themselves in the home. The usefulness of specific aids to

orientation will depend both on the perceptions of the residents and the role of the

staff.

3.5.3 Territory and Privacy

Another important aspect of the physical environment is “defensible space” or
territory (Newman, 1972). In "normal” life in the community this takes the form of
a house or flat and, depending on the design, some of the surrounding area. This
confers status, it is a symbolic token of having a “stake in the system” (Newman,
1972) Personal space becomes territory if the person has control over that space

(Keen, 1889)

The physical environment can provide or restrict the opportunity for privacy. Keen
(1989) distinguishes three dimensions of physical privacy: visual, acoustic and
olfactory Although privacy and territory are very closely linked aspects of
persona!l space, not all territory will be private on all three of Keen's dimensions.
For example, the chatr where a resident always sits in a lounge will be a place
that they can be seen, heard and smelt! That chair, however, may form an
important part of the resident’s territory. Similarly, a room which residents may
use to receive visitors may afford privacy while not forming part of a resident's

terrntory In the following discussion "personal space” is defined as space that is

potentially both private and territorial.

Willcocks et al (1987) follow others (Rapoport, 1982; Lawrence, 1982) in dividing the
physical environment of homes for elderly people into public and private space. In
their study public space included lounges, dining rooms and circulation spaces.
Private spaces consisted of bedrooms, bathrooms and WCs. The importance of
personal space can be seen by the extent of its use. Stephens and Willems (1979)

found that residents in two homes spent an average of two thirds of their time in
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their own rooms. The need for adequate personal space in the design of homes led
Willcocks et al (1987) to recommend that future homes provide residential flatlets
rather than the small single and shared bedrooms currently provided. Moos et al
(1987) found that higher levels of personal space were associated with higher

“cohesion” in the social climate.

Kellaher (1986) suggests that in residential care physical disability can mean that
control over personal space is restricted to cognitive control. The question arises
whether the need for, or ability to establish, private space is of importance to

people who have senile dementia. Lipman and Harris (1980) found that shared
accommodation was disproportionately allocated to confused residents. Anecdotal
reports suggest that many demented residents are happier when sharing a bedroom.
However, the higher incidence of sharing bedrooms by residents with senile
dementia may reflect the relatively low status of “confused” residents in
non-specialist homes rather than differing needs. This latter theory is supported by
the finding that confused residents suffer from being rejected by other residents,

even to the point of being pushed out of favoured chairs (Lipman, 1968).

“Personalisation” of rooms, by bringing in furniture and other personal possessions,
can be seen as a method of establishing a sense of territory. Although the general
policy of allowing residents to bring personal possessions and furniture into homes
is widespread, residents tend to bring in very few things (Norman, 1987). These are
important in preserving a sense of identity, and also affect the way people are
perceived by other residents and staff. Millard and Smith (1981) showed that elderly
people surrounded by personal belongings were perceived in a less negative way

than the same people in bare surroundings.

Nelson and Paluk (1980) tested the hypothesis that territorial needs were more
important in the more severely demented, who they represented as “regressed”,
residents. Two groups of mildly and moderately confused elderly people were

selected who all shared rooms. The effect of marking territorial boundaries by
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means of yellow tape was to produce a significant improvement in "self-satisfaction”
and “clinical maladjustment” in the mild group and "mental state” in the moderate

group I[n a control group in which yellow tape was randomly allocated there were

no such changes

Both concepts of privacy and territory are important in the care of demented
elderly people While interlinked they represent different needs in the individual:
privacy reflects the need to be separate from the community in which the elderly
person lives, and territory the need to control personal space. The physical

environment may facilitate or discourage the establishment of privacy or territory.

3 6 Conclusion

There 1s a wealth of research material and theories relating both to normal aging
and the environment of institutions. Little appears to have been done to relate the
particular difficulties of people with senile dementia to the environment of
Institutions as a whole rather than to individual treatment programmes. The
environmental effects may be fundamentally important influences on the outcome of
such programmes (Woods and Britton, 1985) The social ecology models of Lawton
and Moos provide a useful approach to examining the environment of residential
tacilities for elderly people and the residents who have senile dementia. Linking

this and the policy questions that need to be addressed to formulate the research

questions 1n detall is the subject of the next chapter.
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CHAPTER 4

THE RESEARCH QUESTIONS
Introduction
The evidence in the preceding chapters suggests that there will be an increasing
need for services for demented elderly people. The role of residential care is likely
to be central for such a highly dependent client group, yet little is known about
the features of residential care that will best meet the needs of confused elderly
people There is an absence both of research on which informed decisions might be
based, and a clear policy dealing with, the effect of the environment of residential

care as a whole on people with senile dementia.

The Wagner Review (1988) proposed that a primary requirement of all residential
care was that it should be a positive experience and that it should ensure a better
quality of life than the resident could enjoy in any other setting. In the Review's
recommended self-assessment exercise for all homes, the quality of life of residents
was to be given equal weighting with standards of accommodation and qualifications

and training of staff This raises the questions:

-~ How can the qualty of life of demented elderly residents be measured?

-~ What affects the qualty of life of demented elderly residents?

These are wide-ranging questions and no one research exercise can hope to answer
either in full However, it is possible to draw on existing work and on models of
behaviour to formulate specific hypotheses to use as a basis for research. In this
chapter the attempt is made to define and develop a coherent, testable mode! of the
relationship between the resident and the residential care environment and specify

the questions within each domain.

4.1 The “Testable” Model

In an ideal world the ultimate output, quality of life or welfare of the resident,

would be measured and related to the presence or absence of specific individual

77



needs, and the degree to which the environment met or conflicted with these needs.
Both the relationship between the environmental “fit” and welfare, and the
relationship between specific environmental influences and the incidence of "fit”
would be identified. From such a model it should be possible to establish that, for
example, residents with certain characteristics (eg male and depressed) tend to
have a high need for order and will thrive in a home with clearly defined rules and
regulations. However, there are a number of difficulties in measurement and
methodology that preclude an empirical investigation of such a model in the study

of the environment and demented elderly people.

One major difficulty is the method of assessment of the quality of life of demented
elderly people Direct reporting of emotional state or morale is likely to be
unreliable, if 1t 1s possible to achieve at all. People with dementia are dependent on
immediate environmental cues. Measures of welfare determined by interview are
more likely to reflect the emotional response of the elderly person to the interview
than his or her underlying welfare. Moreover, reliably identifying specific
environment-related needs and preferences among alert residents is problematic.

Those suffering from senile dementia are even less likely to be able to respond to

such abstractions.

In the previous chapter the social ecology model, developed by Lawton (1979) and
Moos (1976) among others, was found to be most appropriate in assessing work to
date on the relationship between people with senile dementia and the residential
care environment. In this approach the relationship is represented as two way and
non-deterministic. While quality of life is not addressed directly, the “ideal”
environmental press is represented as that which results in positive affect and
adaptive behaviour. This will depend both on the competence of the individual and
on the personal, supra-personal, social and physical environment. As all of these
are, to a greater or lesser degree, measurable, this is a useful starting point for the
development of a model relating quality of life of demented residents to the

residential care environment.
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The model that has been used in this study is illustrated by Diagram 4.1, which is

an adaptation of diagram 2.2 in chapter 2. The model has been adjusted to permit

the inclusion of a set of testable hypotheses for demented elderly people. In this
model welfare is assumed to underlie non-medical based changes in competence and

behaviour.

The principal adaptation that has been made in the social ecology model for the
purposes of this study 1s that “cognitive appraisal” in panel lll in diagram 2.2 has
been replaced by “individual experience”. While it is not possible to measure what
the experience means to the individual, it is possible to measure what happens to
them The “environmental system” in panel | is thus taken to represent the overall
home level environmental influences and the “individual experience”, the
environmental influences specific to the resident. The “individual experience” is
dependent both on the overall environmental influences and on the personal

system or competences of the individual.

This effectively removes the “personal environment” from the environmental system
In the social ecology mode! This is now incorporated in the "individual experience”
of the environment Thus personal relationships, including visitors, are represented

as the individuals’ direct experience of the social environment.

The “coping response” Is distinct from “resident stability and change” in that it
represents the individuals' attempt to adapt either themselves, or the environment
as the result of a specific environmental influence. Thus residents finding their way
to where they wish to go will be “coping” with their “individual experience” of the
physical environment. This individual experience will depend both on the overall
design of that environment and on the competence of the individual. Difficulties
experienced by residents in finding their way around may result in adaptive
behaviour, such as limiting the use of the home to strictly functional areas, or

maladaptive behaviour, such as apathy.
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This model provides a useful framework for assessing the questions that shouid be
addressed and the assumptions required in assessing the impact of each “type"” of
environment on demented elderly people. Before specifying these, however, it is
important to be clear what is required of the measures of outcome and personal

competence

4.2 Dimensions of Qutcome and Effect

The directions of influence in the model are shown as circular and interactive. For
any estimation to be made of the model and assessment of the hypotheses, however,
there need to be assumptions regarding cause and effect. The model allows for
change In the residents' behaviour to affect both their personal and their
environmental system In assessing change over a short period, however, the
assumption will be that the environmental system, the individual experience of the
environment and, the coping response, will, given the individual's personal system,
effect change In the resident In assessing the effect of the environment on an

ind vidual therefore, outcome measures should refiect stability or change in the

ind vidual over time

The 'personal system n pane! Il of diagram 4.1 will not, in the assessment of
demented elderly people cover such aspects as self-concept and personality. In
order to make allowance for these, a number of measures of “outcome” should be
included 1n the model. Each measure of outcome should represent an adaptive or
maladaptive response Evidence of maladaptive behaviour can be taken to indicate
poor "“fit" with the environment, which can be assumed to be related to a lower
quality of life. The type of maladaptive response would reflect both the individual
and the environment but enable some inference to be made. For example, if a
restrictive regime were associated with higher levels of apathy, it would be possible
to infer that demented elderly people who tended to become apathetic would not

respond well to a home with this type of regime.
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Types of maladaptive behaviour that are associated with dementia include apathy,
social disturbance, incontinence and wandering (Gray and Isaacs, 1979). When
represented as maladaptive responses to the environment, both wandering and
incontinence are particular examples of socially disturbed behaviour. Apathy and
socially disturbed behaviour, however, do provide likely alternative reactions to
difficult or understimulating situations. While some people might withdraw, others

may act in an inappropriate manner or become visibly distressed.

In addition to this it is possible that some environmental influences actively confuse
residents. This may not reveal itself in disturbed behaviour but in lower levels of
orientation The many and varied cognitive difficulties that may beset a person

with dementia have been described in previous chapters. "Orientation” is a general
term that can refer to an individual's understanding of where they are in time or
space. It can be represented as the interface between a person's cognitive

capabil ties or competence and the environmental demands or press. Too demanding
an environment for the individual's competence may lead to confusion or
disonentation. Simifarly an understimulating environment may lead to deterioration
In orientation. Orientation is, therefore, an appropriate basis for a measure of

outcome in the model.

One further outcome relates to the aims and expectations of staff. What do
members of staff in residential establishment work towards when caring for elderly
demented people? The aims of policy makers of “welfare” or “quality of life” may be
meaningless abstractions for staff working on a day to day basis with residents.
When care staff are working with people with senile dementia, what do they

respond to, or work towards? Can a measure or measures be devised that reflect

these aims?

The decision was made, therefore, to incorporate in the model indicators of outcome
which reflect change in behaviour and orientation over time. The indicators of

behaviour were selected to reflect the tendency to withdraw or show disturbance.
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An attempt was also made to devise a measure that reflected the aims of care

staff.

4.3 Personal System

In determining the personal system that is testable in this type and scale of study
(see chapter 5) some potentially important influences have been excluded. For
example- both attitudes and beliefs are hard to establish but may play a role in a
demented resident's behaviour. Snyder et al (1978) found that previous life patterns
were an important influence on the tendency to wander. However, Moos (1975)
suggested that behaviour outside an institution had little relationship with life
inside The effects of previous life experiences may, therefore, have a limited

impact on the demented residents' response to the residential care environment.

In chapter 2 difficulties in adjusting to life changes and stress have been identified
as poss ble influences on the behaviour of demented people. In this study the major
life change adjustment associated with residential care, the relocation effect, will be
excluded by including only residents who have been in the home for at least six
months. The majority of elderly people will have got over any problems of
adjustment to residential care after this length of time (Rodstein et al, 1976). While
evidence of important personal events during the period of the study will be

established, stress is primarily represented as the result of poor "environmental fit".

The following "personal system"” influences are all hypothesised to affect both
outcomes directly and the way in which the environment will affect the demented
elderly resident. These need to be “allowed” for before the main focus of the study,
the effect of the environment, is examined. While these "personal system”
influences, which may or may not affect outcomes, should all be investigated, it is
not imperative that they be included in the model. Restrictions on the study design,
however, necessitate the inclusion of two principal effects in the estimation

process: depression and length of stay in the home.



4.3.1 Depression

Depression is of importance because, as was discussed in chapter 2, the diagnosis
and course of dementia can be fundamentally affected by the incidence of
depression (Holden and Woods, 1982; Rabins et al, 1984). It was not possible in this
study to draw upon a full diagnosis of the condition or assessment of the degree to
which behaviour and orientation difficulties of residents were due to depression
rather than dementia. When estimating the model therefore, allowance must be made
for the effects of depression in some other way. A variable that indicates the level

of depression at the start of the study period should, therefore, be included in the

estimation process, to allow for variations in outcome measures that are due to

depression.

4.3.2 Length of Stay

The length of time the resident has been in a home is fundamental to the model
because this reflects the length of time the resident has been exposed to that
environment Ideally, outcome measures should monitor all residents from before the
point of entry into residential care and follow them through the relocation effect

and through to, possibly, a year after entering residential care. Each resident would
then have had an equal "dose” of the treatment - in this case the residential care

environment

Any such design would require huge resources to assess properly the large number
of homes that would need to be involved. Neither the time nor the resources
necessary were available. It was therefore decided to select a sample of residents,
all of whom were settled in the home, that is resident for six months, and to allow
for the different level of exposure to the environment. This was to be achieved by

incorporating a measure of length of stay into the model as a control variable.

4.3.3 Competence

A variety of “competences” need to be taken into account. Physical ability to

perform self-care tasks and move from place to place within the home could affect
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both the experience, and the subsequent effect, of the environment. Similarly,

mental ability and the ability to communicate are likely to affect the way a resident

interprets the environment.

Sensory impairments, such as deafness, also need to be taken into consideration. A
resident who is blind, or who has a very serious sight impairment, will have a very
different experience of the environment to other residents. Many of the methods
used to communicate with, and assess the abilities of, people with dementia are
dependent upon the person being able to see. It was decided to exclude those

peop'e with serious sight impairments from the study, therefore.

4.3 4 Personal Characteristics

In chapter 2 the personal characteristics most likely to influence responses or
changes in behaviour over time were identified as a resident's age and sex. These
characteristics are also hkely to affect the attitude of staff and relatives to the
resident There is a tendency for men to be admitted to residential care at a
younger age and a lower level of physical disability than women (Darton, 1986d).
Whether this 1s due to a genuine lack of ability amaong older men to look after

themselves or to others' perceptions of their abilities is debatable.

4 4 Supra-personal environment

In this study, the supra-personal environment refers to the type of home, the

resident population of the home and the staff.

441 Type of Home

This investigation 1s restricted to local authority care. Although a growing
proportion of residential facilities are in the private sector, at the time of the

study the statutory sector dominated the provision of residential homes which cater
for demented elderly people (Darton and Wright, 1989). However, homes from

several authorities were included to reflect a variety of management philosophies in

the running of the homes.
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In residential care of demented elderly people the principal “type” of home which is
of interest is the specialist home. The question to be addressed is whether there is
any evidence that demented elderly people are better cared for in homes which
specialise in caring for elderly mentally infirm people, or in non-specialist homes.
The argument for specialist homes is that they tend to have higher staffing levels
and better links with specialist medical resources (Norman, 1987). Those in favour of
using non-specialist homes argue for the principles of normalisation: that normal
expectations of behaviour coupled with examples of normal behaviour help orientate

demented elderly people and reinforce normal behaviour in them (Evans et al, 1981).

It was anticipated that much of the variation between homes that was caused by
differences in local authority policies and between specialist and non-specialist
facilities would largely be captured by variations in specific environmental
influences, such as the proportion of confused residents in the home. However, it is
possible that some other element, such as higher resource levels generally afforded
to specialist facilities, may have an effect on residents that is independent of other
individually measured aspects of the environment. It was seen as particularly
important, given the controversy over specialist provision, that there should be a

substantial proportion of specialist facilities included in the sample of homes.

4.4 2 Other Residents

Evans et al (1981) suggested that in non-specialist accommodation, the proportion of
elderly people who are "confused” should not exceed one third. When there is a
higher proportion than this, it affects the type of regime and care received by all

residents. The percentage of “confused” residents were, therefore, included in the

investigation.

The stability or otherwise of the resident population may also prove an influence on
demented residents Resident turnover, and the proportion of residents who are

short-stay would reflect this. This would also give an indication of the impact of
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respite care policies upon the homes and the residents in them. Is there any
evidence for the "disruptive” effect of short term care suggested by Home Life
(1984)? Does the provision of day care for elderly people outside the home
contribute to this? The studies discussed in chapter 3 found that permanent, alert,
residents rejected day care clients and short-stay residents. The questions arise,
therefore, whether this has any effect on the social climate of the home, on the

demented residents, or on both.

The relationship between residential care facilities and the communities they serve
was identified as a policy issue in chapter 1. One of the primary ways in which
policies of involving the homes more in the community will affect residents of the
homes is the increasing use of homes as resource centres. The use of homes to
provide respite and day care may affect residents directly, or indirectly if the social
climate s affected. Identifying such effects may have important consequences for
what community services, if any, it is appropriate to provide in long term

residential care facilities.

4.4 3 Staff Characteristics

The constant cry in homes for elderly people is for more staff, particularly care

staff But does an increased number of care staff hours per resident result in
measurable effects among the residents? Darton and Knapp (1984) found that higher
costs were not associated with indicators of higher quality of care. Moreover, the
actual number of staff in post may not affect true staffing levels if there is a high
level of sickness. Indicators are therefore required of both care staff to resident

ratios and average days of sickness among care staff.

Another important influence on residents with memory difficulties may be the
stability of the staff. Evidence is scarce, although one study in the USA (Halbur
and Fears, 1986) relates high staff turnover to improved outcomes for residents.

Does this apply in UK homes and for residents who suffer from dementia?
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The ways in which staff respond to, and care for, residents are subject to a

number of influences. One major influence on attitudes to care is the level and type
of training of staff. The training background of care staff in homes for elderly

people usually consists of nursing or social work qualifications or in-service training
(Davies and Knapp, 1981). Wagner (1988) recommended increased emphasis in social
work training for residential care staff. Is this the most appropriate type of

training for staff working with demented elderly people? Is there any evidence
generally of improved functioning of residents being associated with more qualified

staff?

Staff of the home constitute one of the most expensive and influentia! aspects of
residential care environment. Staffing issues can be directly addressed and
influenced by policy 1t is all the more important, therefore, that any policy
decisions are taken on properly informed basis, following research. The foci of
Interest are actual staffing levels, turnover and training of staff. How these affect

outcomes for residents is, therefore, of central interest.

4 5 The Social Environment

Diagram 4 1 demonstrates that in the mode! the individual experience of the
environment 1s dependent both on the environmental system and upon the personal
system, or competences. This has implications both for hypothesis formation and for

measurement of the social environment.

For example, the way that rules and normal practice are interpreted may differ for
demented residents considerably from the norm in the home. While the majority of
residents may be allowed to choose what to wear, or to go outside freely, the
abilities of a demented resident may be such, or interpreted as such, that such
freedoms are impossible. Thus hypotheses relating to care practices ideally should
specify the expected effects of the home regime and of the individual experience of
that regime. This means information will be required about both usual practices in

the homes and the way that these apply to individual residents.
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When measuring the dimensions of the social environment, the emphasis, therefore,
is that the measures should as closely relate to the individual experience as
possible. This does not deny that the overall social environmental influences of the
home will be of importance in determining outcomes, but in addition, the way this

directly interacts with the resident should also be measured.

In establishing the different aspects of the social environment that need to be
investigat